	Welcome to Bangkok,

9th Asia Oceania Congress of Sexology


Dear Colleagues,

On behalf of the organizing committee, it gives us great pleasure to welcome you to the “9th Asia Oceania Congress of Sexology (9th AOCS), jointly hosted by Consortium of Thai Training Institutes for STDs and AIDS (COTTISA) – Chapter of Thai Association for Sexology, Department of Mental Health - Ministry of Public Health of Thailand, Department Health - Ministry of Public Health of Thailand, and Division of Sexual and Reproductive Health, Department of OB-GYN, Faculty of Medicine, Prince of Songkla University. The conference will be held during 1-4 November 2006, Bangkok. Thailand. The focus of our conference theme will be " Sexuality: No East No West”. 
Bangkok’s multi-ethnic society has created one of the world’s great dining capitals, Thai food as well as a superb range of Asian and Western cuisine. Prices are very affordable, accommodating for economical as well as extravagant dining tastes. Bangkok guarantees convenience and availability of accommodation that will suit the immense requirements for such as event. Bangkok as the Land of Smile offers delegates a kaleidoscope of experiences that capture the uniqueness and diversity of Thai culture and history. A juxtaposition of East and West, Bangkok is where ancient local culture is inextricably woven with modernity. Congress attendees will have unique access to some the most splendid collections available, including Thai antiques, and works of art. Also reflecting Thai ancient heritage is its temples, most of which are open to visitors. 

On behalf of the Organizing Committee for 9th AOCS 2006, we assure you of the knowledge exchange and sharing, as well as friendly companionship for all delegates. 
	Verapol Chandeying, M.D.

President, 9th AOCS

	                                 

	M.L. Somchai  Chakrabhand, M.D.

Co-President, 9th AOCS           

	                  

	Somyos Charoensak, Dr.,
Co-President, 9th AOCS

	\    

	Chavalit Mangkalaviraj, M.D.

Secretary, 9th AOCS


Message from the President

On behalf of the Asia Oceanic Federation for Sexology, I would like to express my gratitude to Dr. Chandeying Verapol, the Congress President for setting up this important scientific event. Dr. Verapol and his team are trying their best to make the conference exciting, both scientifically and culturally. Such conferences represent an important means of advancing the science of sexology. This meeting will facilitate and refresh friendships in professional and social ambience. I hope that many people take advantage of this mega event in Bangkok. I wish the conference a grand success!

Prof. Prakash kothari, MBBS, PhD

President, Asia Oceanic Federation for Sexology
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	General Information


	Name Cards

	All registered delegates, and accompanying persons are requested to wear their name-cards during the period of the conference and its social events


	Congress Secretariat

	Our secretariat staff can be easily identified at Room Ploypailin (Floor 3). Please do not hesitate to approach them if you need assistance. The room will be opened on 31 October 2006, between 13.00 – 18.00 hrs, and 1-4 November 2006, between 8.00 – 18.00 hrs.


	Congress Venue: Scientific Sessions 

	Room: Ballroom II (Floor 3) 
- Morning Plenary, Symposium, Afternoon Plenary, on 2-4 November 2006, 8.30 – 10.30 hrs, 11.00 – 12.30 hrs, and 14.00 – 16.00 hrs respectively.
      - Closing Session, on 4 November 2006, 16.00 – 16.30 hrs.

Room: Tabtim, Petai, Petchchompoo (Combined three rooms) (Floor 3) 

- Opening Ceremony, on 1 November 2006, 18.30 – 21.30 hrs.
- Symposium, on 2-4 November 2006, 11.00 – 12.30 hrs.
Room: Tabtim, Ptechchoompoo  
- Oral presentation, on 2-3 November 2006, 16.30 – 18.30 hrs.
Room: Tabtim

- Workshop “ Male Sexual Dysfunction”, on 1 November 2006, 10.30 – 16.00 hrs.  


	AOFS Business meeting 

	Room Petai (Floor 3) will be reserved (between 12.30 – 16.00 hrs) for AOFS Business meeting, Executive Committee Meeting and General Assembly Meeting, on 2 and 3 November 2006, the exact time will be announced in front of the Room Petai, or message board of Registration Room. 


	Publications

	All delegates of the conference will receive a book of the Conference Program and Abstract


	Tours and Travel Desk

	Travel agencies will be on hand to assist you with inquiries on local tours, regional tours. Please contact reception counter of the hotel.  


	Messages

	A message board will be located at front of Registration Room. 


	Dress Code

	Smart casual is recommended for the Opening Ceremony and Farewell Dinner. 


	Coffee and Tea Breaks

	10.30 – 11.00 hrs and 16.00 – 16.30 hrs


	Lunches

	12.30 – 14.00 hrs


	Speakers’ Room and Audiovisual Facilities

	

	A computer projection facility for PowerPoint presentations on CD-ROM or floppy disc will be available for speakers to review their slides, at the Room Ploypailin (Floor 3). Please hand in it 30 minutes to 1 hour or earlier before your presentation, or directly hand to conference room. In case of you leave the disk with officer, after your session ends, please go to the Speakers’ Room to get your disk  back. 


	Oral Presentation Session

	Each speaker has 15-17 minutes to make the presentation, followed by 2-3 minutes of question & answer.   


	Poster Presentation

	Posters will be displayed in the Pre-functional Area (Floor 3) on 2 November 2006, between 9.30-18.00 hrs.  

Please mount your poster before 9.30 hrs, of that date. Locate the number of your poster on the Program and Abstract and there will be a numbered board which coincides with it. Mounting materials will be available, please ask our reception staffs. The area available for each poster is 120 x 90 cm maximum (height x width).
Posters that have not been removed by 18.00 hrs, on that date, will not be taken care by the organizers. 


	Social Events

	All registered delegates and accompanying persons are invited to participate in the Opening Ceremony and Welcome Reception at Room Tabtim, Petai, Petchchompoo - combined three rooms (Floor 3) on 1 November 2006 between 18.30 – 21.30 hrs, as well as Farewell Dinner at Room Morakot (Floor 3) on 3 November 2006 between 19.00 – 22.00 hrs. 


	Certificate of Attendance

	Certificate of Attendance will be given to all registered delegates. 


	Map: the Emerald Hotel, 3rd Floor
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	Event Summary: 9th AOCS 


	Time
	Tuesday

31 Oct 2006
	Wednesday

1 Nov 2006
	Thursday

2 Nov 2006
	Friday

3 Nov 2006
	Saturday

4 Nov 2006

	
	Registration

(13.00 –18.00)

	Registration

(08.00 –18.00)
	Registration

(08.00 –18.00)
	Registration

(08.00 –18.00)
	Registration

(08.00 –16.00)

	8.30 – 10.30
	
	Workshops “Male Sexual Dysfunction * 

	Plenary 1 & 2
	Plenary 5 & 6
	Plenary 9 & 10 

	
	
	
	 
	
	

	10.30 – 11.00
	
	
	Coffee/Tea Break
	Coffee/Tea Break
	Coffee/Tea Break

	
	
	
	
	
	

	11.00 – 12.30 
	
	
	Symposium 

1, 2 
	Symposium 

3, 4
	Symposium 

5, 6

	
	
	
	
	
	

	12.30 – 14.00 
	
	
	Lunch
	Lunch
	Lunch

	
	
	
	
	
	

	12.30 – 16.00
	
	
	AOFS Executive Committee Meeting
	AOFS General Assembly Meeting
	

	
	
	
	
	
	

	14.00 – 16.00
	
	
	Plenary 3 & 4
	Plenary 7 & 8
	Plenary 11 & 12 

	
	
	
	
	
	

	16.00 – 16.30 
	
	
	Coffee/Tea Break
	Coffee/Tea Break
	Closing Ceremony &
Invitation to 10th AOCS (China) 

	
	
	
	
	
	

	16.30 – 18.30
	
	
	Oral Presentation  

1, 2
	Oral Presentation  

3, 4
	

	
	
	
	
	
	

	
	
	Opening Ceremony &

Welcome Reception
(18.30-21.30)
	
	Farewell Dinner

(19.00 – 22.00)
	


* Workshop Male Sexual Dysfunction (extra registration)
First half, 10.30 - 12.30, “Diagnosis of sexual dysfunction by history taking and treatment”  by Prof. Dr. Prakash Kothari (India), Lunch, and  

Second half, 14.00 – 16.00, “Psycho-therapeutic and biological treatment of male sexual dysfunction” by Prof. Dr. Eli Coleman (USA)
	Daily Room Utilization


	Room Ploypailin, 
	Tuesday 31 October 2006
	13.00 – 18.00
	· Speaker’s Room
· Registration

	
	Wednesday 1 November 2006
	08.00 – 18.00
	

	
	Thursday 2 November 2006
	08.00 – 18.00
	

	
	Friday 3 November 2006 
	08.00 – 18.00
	

	
	Saturday 4 November 2006
	08.00 – 16.00
	


	Room Tabtim + Room Petai + Room Petchchompoo 
	Wednesday 1 November 2006
	18.30 – 21.30 
	Opening session and Welcome Dinner

	
	Thursday 2 November 2006
	11.00 – 12.30
	Symposium 2

	
	Friday 3 November 2006 
	11.00 – 12.30
	Symposium 4

	
	Saturday 4 November 2006
	11.00 – 12.30
	Symposium 6


	Room Tabtim  
	Wednesday 1 November 2006
	10.30 – 16.00
	Workshop 

	
	Thursday 2 November 2006
	16.30 – 18.30
	Oral Presentation 1

	
	Friday 3 November 2006 
	16.30 – 18.30
	Oral Presentation 3


	Room Petai

	Thursday 2 November 2006
	12.00 – 16.30
	AOFS Business 

	
	Friday 3 November 2006
	12.00 – 16.30
	AOFS Business


	Room Petchchompoo
	Thursday 2 November 2006
	16.30 – 18.30
	Oral Presentation 2

	
	Friday 3 November 2006 
	16.30 – 18.30
	Oral Presentation 4


	Ballroom 2 
	Thursday 2 November 2006
	08.30 – 16.00
	Plenary 1-4, and Symposium 1

	
	Friday 3 November 2006 
	08.30 – 16.00
	Plenary 5-8, and Symposium 3

	
	Saturday 4 November 2006
	08.30 – 16.00
	Plenary 9-12, and

Symposium 5

	
	Saturday 4 November 2006
	16.00 – 16.30 
	Closing session &

Invitation to 10th AOCS (China) 


	Room Morakot
	Friday 3 November 2006
	19.00 – 22.00
	Farewell Dinner 




Remark: All rooms are located at 3rd floor of the venue hotel
Scientific Program 9th AOCS
Wednesday, 1 November 2006
	Workshop: Male Sexual Dysfunction (Extra Registration)                          10.30 – 16.00 h      

	10.30 – 12.30 h
	Diagnosis (assessment) of sexual dysfunction by history taking

· Prakash Kothari, Prof. (India) President, Asia Oceania Federation of Sexology (AOFS)
	Room Tabtim  

	12.30 – 14.00 h
	Lunch
	

	14.00 – 16.00 h
	Treatment (psychotherapeutic and biological) of male sexual dysfunction

· Eli Coleman, Prof. (USA), Past President of World Association for Sexual Health (WAS)
	


	Opening Session, and Welcome Reception                                                     18.30 – 21.30 h      

	18.30 – 19.00 h
	Opening Session

Welcome address:

· M.L.Somchai  Chakrabhand, Dr., (Thailand) Director General, Department of Mental Health, Ministry of Public Health (MOPH)
· Somyos Charoensak, Dr., (Thailand) Director General, Department of Health, MOPH 
· Eli Coleman, Prof. (USA), Past President, World Association for Sexual Health (WAS)
· Eusebio Rubio-Aurioles, President, WAS
· Beverly Whipple, Dr. (USA), Secretary General, WAS 
· Ganesan Adaikan, Prof. (Singapore), Past President, AOFS
· Prakash Kothari, Prof., President, AOFS 
Opening Remark: 

- Minister, MOPH of Thailand
	Room Tabtim + Room Petai + Room Petchchompoo

	19.00 – 21.30 
	Welcome Reception
	


Thursday 2 November 2006
	Plenary 1 & 2                                                                                                       8.30 – 10.30 h      

	Chairs:
	· Prakash Kothari, Prof. (India)
· Prawait Tantipiwatnaskul, Dr. (Thailand), Director of Srithanya (Psychiatric) Hospital
	Ballroom 2
PL 01 

PL 02

	8.30 – 9.30 h
	Sex, Myths & Realities

· Prakash Kothari, Prof. (India)
	

	9.30 – 10.30 h
	Homosexuality: Culture, biological and psychological perspectus
· Eli Coleman, Prof. (USA)
Past President, World Association for Sexual Health (WAS)
	


	10.30 – 11.00 h
	Coffee/Tea Break
	


	Symposium 1:  Male and Female Sexuality 1                                                 11.00 – 12.30 h

	Chairs:
	· Eli Coleman, Prof. (USA)

· Amporn Benjaponpitak, Dr. (Thailand), Director of Mental Health Centre Region 13
	Ballroom 2
SY 01-1

SY 01-2 

SY 01-3


	11.00 – 11.30 h
	How can healthcare professionals provide support for cancer patients’ sexual health needs? – Practical strategies for professionals and patients in Japan.

· Miyako Takahashi, Dr. (Japan)
	

	11.30 – 12.00 h
	Sexual dysfunction in Obstetric and Gynecological clients
· Tanapan Chuboon, Dr. (Thailand)
	

	12.00 – 12.30 h
	Genital body dysmorphophobia: the small penis syndrome
· Kevan R. Wylie, Dr. (UK)
	


	Symposium 2: Male and Female Sexuality 2                                                  11.00 – 12.30 h

	Chairs:
	- Michael Waugh, Dr. (UK), Past President of International Union against Sexually Transmitted Infections (IUSTI)
- Pitakpol Boonyamalik, Dr. (Thailand), Director of Office of the National Committee for Mental Health Promotion 
	Room Tabtim + Room Petai + Room Petchchompoo
SY 02-1
SY 02-2
SY 02-3


	11.00 – 11.30 h
	37 years experience of listening to gay men during changing times in sexuality in England. 1969-2006
· Michael Waugh, Dr. (UK)
	

	11.30 – 12.00 h
	Clinical characteristics of transsexuals who change sex registration in Japan
· K Harima, Dr. (Japan)
	

	12.00 – 12.30 h
	Female disorder of vaginal penetration on gynecological findings

· Reiko Ohkawa, Dr. (Japan)
	


	12.30 – 14.00 h
	Lunch
	


	Plenary 3 & 4                                                                                                     14.00 – 16.00 h      

	Chairs:
	· Eusebio Rubio-Aurioles, Dr., President, WAS
· Nanta Auamkul, Dr. (Thailand), Director of the Office of Technical Advisor, Department of Health, MOPH 
	Ballroom 2

PL 03
PL 04

	14.00 – 15.00 h
	Pharmacotherapy for Erectile Dysfunction

· Ganesan Adaikan, Prof. (Singapore)
	

	15.00 – 16.00 h
	1) Pleasure and Satisfaction: How do pleasure and satisfaction for women fit into the current diagnostic criteria? 
2) Brain Imaging (fMRI  and  PET) Studies During Orgasm in Women with and without Complete Spinal Cord Injury

· Beverly Whipple, Dr. (USA)
	


	16.00 – 16.30 h
	Coffee/Tea Break
	


	Oral Presentation 1                                                                                           16.30 – 18.30 h

	Chair:
	· Kevan R. Wylie, Dr. (UK), President, Sexuality & Sexual Health, Royal Society of Medicine.
· HK Doshi, Dr. (Malaysia), Chairman of IUSTI Asia Pacific 


	Room Tabtim  

O 01-1
O 01-2
O 01-3
O 01-4
O 01-5
O 01-6


	16.30 – 16.50 h
	Poor and Rich Asia Oceania: An Analysis of Statistical Differences for Six Sexual Health Indicators
M. Fontes and Roach, Peter (UK)


	

	16.50 – 17.10 h
	Observations on Similarities of Structure in the Families of Cross dressers

B.J. Seymour (USA)


	

	17.10 – 17.30 h
	Evolution of Female Sexuality in Poland 1992 – 2005

Lew-Starowicz Z, Lew-Starowicz M (Poland), Jakubiak A, Artecki L


	

	17.30 – 17.50 h
	The Sexual and Relationship Needs of People with Psychosis Living in the Community

Edward McCann, Dr., (UK) 

	

	17.50 – 18.10 h
	Epidemiological characteristics of Semen-loss Syndrome (Dhat Syndrome) in North Indian patients attending sexually transmitted disease clinic

 G.P. Thami, Dr. (India)


	

	18.10 – 18.30 h
	Knowledge and Self-efficacy of Contraception among Chinese Women with Unplanned Pregnancy

Sin LY,  Ip WY (Hong Kong)


	


	Oral Presentation 2                                                                                           16.30 – 18.30 h

	Chair:
	· Beverly Whipple, Dr. (USA), 
· Reiko Ohkawa, Dr. (Japan), 

	Room Petchchompoo
O 02-1
O 02-2
O 02-3
O 02-4
O 02-5
O 02-6
  

	16.30 – 16.50 h
	Experience, Desire And Identity: Homosexuality And Gender In The Late-Modern Period

Willy Pedersen, Prof. (Norway)


	

	16.50 – 17.10 h
	No north, no south: sexual education and HIV prevention in adolescents 

Margarida Gaspar de Matos (Portugal) 


	

	17.10 – 17.30 h
	Sexual Behaviour, Ethnicity and Socioeconomic Status

Gaspar, Tania (Portugal), Matos Margarida Gaspar

	

	17.30 – 17.50 h
	Use of traditional penile implants among Filipino men

Lee R (Philippines)


	

	17.50 – 18.10 h
	Bondage, Purity and Paradox at the Sexual and Medical Margins

Anthony Pryce (UK)

	

	18.10 – 18.30 h
	Semen contains vitality and heredity, not germs: Seminal Discourse in the AIDS Era

Sharful Islam Khan (Bangladesh), Nancy Hudson-Rodd, Sherry Saggers, Mahbubul Islam bhuiya, Abbas Bhuiya and Oratai Rauyajin  

	


Friday 3 November 2006
	Plenary 5 & 6                                                                                                       8.30 – 10.30 h      

	Chairs:
	· Ganesan Adaikan, Prof. (Singapore)
· Apisamai Srirangsan, Dr., Srithanya (Psychiatric) Hospital
	Ballroom 2
PL 05

PL 06


	8.30 – 9.30 h
	New insight of testosterone on male sexual function
· Louis Gooren, Prof. (The Netherlands), Vrije Universiteit medical center, Amsterdam, the Netherlands
	

	9.30 – 10.30 h
	A Meta-analysis on the Prevalence of Erectile Dysfunction in Asian Population
· Emil M.L. Ng, Prof. (Hong Kong), First President of AOFS
	


	10.30 – 11.00 h
	Coffee/Tea Break
	


	Symposium 3:  Sex Tonics: Fact of Fiction (Panel Discussion)                     11.00 – 12.30 h

	Chair and moderator:
	· Prof. Prakash Kothari (India)
	Ballroom 2


	11.00 – 12.30
	Panelists: 
· Emil M.L. Ng, Prof. (Hong Kong)
· Prof. Dr. Ganesan Adaikan (Singapore)
· Professor Louis Gooren (The Netherlands)
	


	Symposium 4: Evidence based therapy in sexology                                       11.00 – 12.30 h

	Chairs:
	· Arif Adimoelja, Prof. (Indonesia)
· Chairoj Khummongkol, Dr. (Thailand), Director, Health Promotion Center Region 1,                    Bangkok

	Room Tabtim + Room Petai + Room Petchchompoo
SY 04-1
SY 04-2
SY 04-3

	11.00 – 11.30 h
	PDE inhibitors from plant to chemical: Basic and clinical correlations
· Lau Lang Chu, Dr.  (Singapore)
	

	11.30 – 12.00 h
	Evidence based phytotherapy for Female Sexual Dysfunction
· Srilatha Balasubramanian, Dr. (Singapore)
	

	12.00 – 12.30 h
	Phyto-Pharmaceuticals in Sexual Medicine for Men
· Arif Adimoelja, Prof. (Indonesia)
	


	12.30 – 14.00 h
	Lunch
	


	Plenary 7 & 8                                                                                                     14.00 – 16.00 h      

	Chairs:
	· June Machover Reinisch, Prof. (USA)
· Panus Prueksunand, Dr. (Thailand), Director, Health Promotion Center Region 4, Rajchaburi 
	Ballroom 2
PL 07 

PL 08

	14.00 – 15.00 h
	The Evolution of Sexuality
· Leonard Allen Rosenblum, Prof. (USA)
	

	15.00 – 16.00 h
	Erotic Art: a powerful educational, clinical and research tool
· June Machover Reinisch, Prof. (USA)
	


	16.00 – 16.30 h
	Coffee/Tea Break
	


	Oral Presentation 3                                                                                           16.30 – 18.30 h

	Chair:
	· Srilatha Balasubramanian, Dr. (Singapore) 
· Patricia Weerakoon, Dr. (Australia)

	Room Tabtim
O 03-1

O 03-2

O 03-3

O 03-4

O 03-5
O 03-6
O 03-7
  

	16.30 – 16.45 h
	Sexual Complications in Women with Genetic and Acquired Bleeding Disorders

Wysocki D. K. (USA)

	

	16.45 – 17.00 h
	Sadomasochism in Personal Advertisements on the Internet

Wysocki D. K. (USA)

	

	17.00 – 17.15 h
	Child Sexuality and the Failure of the Psychotherapeutics of Child Sexual Abuse
Angelides S, Dr. (Australia)

	

	17.15 – 17.30 h
	Experiences of Rape and Sexual Coercion among Gay and Bisexual Men in Aotearoa/New Zealand

Braun V.(New Zealand) , Fenaughty, J., Schmidt, J, & Gavey, N.

	

	17.30 – 17.45 h
	A Study of the Condom Using Behavior and its Related Factors among College Students in Taiwan
Yen-Chin Lin  (Taiwan, China), Yuan-Hsiang Chu   

	

	17.45 – 18.00 h
	A Study of the effectiveness on Parental Sexuality Education
Yuan-Hsiang Chu (Taiwan, China), Yen-Chin Lin  

	

	18.00 – 18.15 h
	Community awareness program of sexual health promotion for the newly married couple
Haewon, Kim, (Korea)

	


	Oral Presentation 4                                                                                           16.30 – 18.30 h

	Chair:
	· Won-whe Kim, Prof. (Korea)
· Lau Lang Chu, Dr. (Singapore)

	Room Petchchompoo
O 04-1
O 04-2
O 04-3
O 04-4
O 04-5
O 04-6
O 04-7


	16.30 – 16.45 h
	Wen, Wu and Winckelmann: The Poetics And Politics Of Gay Manhood In A New Asian “Nation”
Atkins G. (USA)

	

	16.45 – 17.00 h
	Health Professionals’ Responses to Disclosure of CSA History: Female CSA Survivors’ Experience
K McGregor,  S Jülich , M Glover  (New Zealand)

	

	17.00 – 17.15 h
	Eroticizing Equality, Coming To Power

M Glover (New Zealand)

	

	17.15 – 17.30 h
	The Classification of Factors Contributing to Gender Identity among Transgender People in Japan

Sasaki, S.  (Japan)


	

	17.30 – 17.45 h
	Sexual Health Behaviors among Thai Rural Adolescents

Kesinee Saranritticahi  (Thailand)

	

	17.45 – 18.00 h
	Prevalence of Female Sexual Dysfunction in a District Town of Bangladesh.

Nargis SF (Bangladesh), Rahman MS


	

	18.00 – 18.15 h
	Statistical Profile of Sex Offenders in Japan

A. Uchiyama (Japan) 

	


Saturday 4 November 2006
	Plenary 9 & 10                                                                                                     8.30 – 10.30 h      

	Chairs:
	· Vijay Kulkarni, Dr. (India)
· Chanchai Pinmuang-Ngam, Dr. (Thailand), Director, Health Promotion Center Region 8, Nakornsawan 

	Ballroom 2
PL 09
PL 10


	8.30 – 9.30 h
	Contemporary Management of Organic Erectile Dysfunction
· Vijay Kulkarni, Dr. (India)

	

	9.30 – 10.30 h
	Principle and Practice of Addressing Sexuality in Asian Women
· Won-whe Kim, Prof. (Korea)

	


	10.30 – 11.00 h
	Coffee/Tea Break
	


	Symposium 5 : Sociocultural Perspective of Sex Change Operation (Panel Discussion)  

                    11.00 – 12.30 h
Note: this discussion will be conducted in Thai language, with English translation

	Chair and moderator:
	Monrudee Laphimon, (Thailand) Southeast Asian Consortium on Gender, Sexuality and Health  
	Ballroom 2


	11.00 – 12.30
	Panelists: 

Speakers, invited by  Southeast Asian Consortium on Gender, Sexuality and Health 
	


	Symposium 6: Transsexuals and homosexuals                                               11.00 – 12.30 h

	Chairs:
	· Louis Gooren, Prof. (The Netherlands)
· David Bradford, Dr., (Australia) Past president, Australian College of Sexual Health Physician (ACSHP)


	Room Tabtim + Room Petai + Room Petchchompoo
SY 06-1

SY 06-2
SY 06-3


	11.00 – 11.30 h
	Biology theories of homosexuality and transexualism
· Louis Gooren, Prof. (The Netherlands)
	

	11.30 – 12.00 h
	Hormone therapy is a measure of anti-aging method (testosterone, depressive mood and sexuality)
· Genichi Nozue, Dr. (Japan)
	

	12.00 – 12.30 h
	Bareback Sex
· David Bradford, Dr., (Australia)
	


	12.30 – 14.00 h
	Lunch
	


	Plenary 11 & 12                                                                                                 14.00 – 16.00 h      

	Chairs:
	· Anek Aribarg, Dr. (Thailand), Royal Thai College of Obstetricians and Gynecologists (RTCOG) 

· Segaran Xavier, Dr. (Malaysia), Academy of Family Physician of Malaysia (AFPM)

	Ballroom 2
PL 11
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Plenary Session (PL)

PL 01 Sex, Myths & Realities

Prakash Kothari, Prof. (India) President, Asia Oceania Federation of Sexology (AOFS)

Myths are fantasies shared by the whole culture. They exist because they have a common mass appeal. Any sexual problem, whether it is psychological or organic; anxiety is a common feature. This anxiety in the Asian countries is largely borne out of myths, misconceptions and misdirections about sex and sexuality. The most common myths are about masturbation, value of semen, penis size, virginity, old age, sex tonics and so on. The author ha been able to evolve an effective drug free, anti-anxiety approach to clear these myths and misconceptions. The approach not just deals with what to do about it; but also how to go about it. This has been successfully tried in more than 50,000 clients in a hospital set up.

PL 02 Homosexuality: Culture, biological and psychological perspectus

Prof. Eli Coleman, Department of Family Medicine and Community Health, University of Minnesota Medical School, 1300 S. 2nd Street, Suite 180, Minneapolis, Minnesota 55403 USA

PL 03 Pharmacotherapy for Erectile Dysfunction

P Ganesan Adaikan

Professor and Head, Section of Reproductive Pharmacology / Sexual Medicine, Department of Obstetrics & Gynaecology, National University Hospital, Yong Loo Lin School of Medicine, National University of Singapore, 5 Lower Kent Ridge Road, Singapore 119074
Translating basic and clinical scientific research to evidence-based medicine over the years, tremendous progress is made in the understanding of physio-pharmacology of penile erection, pathological changes relating to the prognosis of erectile dysfunction (ED) and other sexual problems in the last three decades. The therapeutic advents have extended from prostheses to unprecedented search for pharmacological measures leading to clinical cure such as intracavernosal use of papaverine, phentolamine and prostaglandin E1 and the appropriate manipulation of NO-cGMP pathway to improve erection through phosphodiesterase (PDE) inhibition. With the recent identity that patients with low testosterone are poor responders to PDE inhibitors, boosting of testosterone levels has claimed considerable attention lately. In addition, drugs capable of suppressing the adrenergic surge (needed to maintain the penis in non-erect state) may improve erectile difficulties arising from performance anxiety and stress. It is found that PDE5 inhibitors could reduce the adrenergic surge and therefore may also be useful in overcoming psychogenic impotence.

The relentless quest for the best treatment for ED has led to many agents including nitric oxide donors, guanylate cyclase activators, potassium channel openers and Rho-kinase inhibitors with the potential to counter refractoriness to standard treatment. Basic and clinical studies have also tested the efficacy of yohimbine, L-arginine, adenylate cyclase activators, dopamine receptor agonists, melanocyte-stimulating hormone analogues, endothelin antagonists in addition to vasoactive intestinal polypeptide and calcitonin gene related peptide with variable success rates. Once commonly used penile prostheses and vacuum devices now have a limited role in the management of ED, only in patients in whom all other therapeutic measures have failed. Cloning of nitric oxide synthase, hMaxiK, growth and neurotrophic factors has opened a new era in the use of gene therapy for ED and the day for autologous penile tissue implants and stem cell related technology is not too far. It is believed that almost all organic factors leading to ED result in partial loss or noncompliance of the dysfunctional cavernosum. It must be understood that there is no real substitution for functional smooth muscle in all the treatment modalities available so far for this problem. It is therefore necessary to explore regeneration of this tissue to achieve complete functional restoration. 
Impotence can lead to secondary infertility, as afflicted individuals tend to avoid marital relationship, become depressed and lack normal desire and frequency of sexual intercourse. Hence, with holistic approach of counseling and couple therapy, the success rate in the treatment of ED can reach its full potential. Together with the drug-management for ED and FSD (sexual arousal, desire and pain disorders), the co-existent conditions in males such as ejaculatory problems, desire, arousal and orgasmic dysfunctions and interpersonal conflicts have to be recognised and managed for better long-term therapeutic outcome and satisfaction. 
PL 04 Pleasure and Satisfaction: How do pleasure and satisfaction for women fit into the current diagnostic criteria? 

Beverly Whipple, PhD, RN, FAAN, Professor Emerita, Rutgers, The State

University of NJ, Secretary General/Treasurer, World Association for Sexual Health,  Former, Director, International Society for the Study of Women’s Sexual Health (ISSWSH), Past-President, Society for the Scientific Study of Sexuality (SSSS), Past-President, American Association of Sexuality Educators, Counselors and Therapists (AASECT), 87 Matlack Drive, Voorhees, NJ 08043, USA, 856 309 1510,      E-mail bwhipple@pics.com 

Pleasure and satisfaction are reported as being very important to women.  However, the International Classification of Diseases-10 and the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) do not consider pleasure or satisfaction as criteria for female sexual and sensual interactions.   The International Consensus conferences in 1998 and 2003, on female disorders, definitions and classifications, did not include satisfaction or pleasure, although satisfaction was proposed as a diagnostic entity.  This discussion will focus on the present classification system of female dysfunctions/disorders as being based on the heterosexual male linear model of desire, arousal and orgasm, with no consideration of a woman's pleasure or satisfaction, or lack thereof.  The flaws in the Consensus-Based Classification of Female Sexual Dysfunction calls into question whether researchers and clinicians will universally adopt this system. A proposal to consider a woman’s subjective as well as physiological responses, which include pleasure and satisfaction as characteristics of normal sexual function will be offered. A new classification system will be proposed. 

Brain Imaging (fMRI and PET) Studies during Orgasm in Women with and without Complete Spinal Cord Injury

Beverly Whipple, PhD, RN, FAAN, Professor Emerita, Rutgers, The State University of NJ,  Vice-President, World Association for Sexology,  Director, International Society for the Study of Women’s Sexual Health, Past-President, Society for the Scientific Study of Sexuality (SSSS), Past-President, American Association of Sex Educators, Counselors, and Therapists (AASECT),  31 NW Lakeside Drive, Medford, NJ 08055 USA, 609-953 1937, E-mail bwhipple@pics.com 

Physiological studies from our laboratory have validated the reports of women that there is a multiplicity of ways of responding sexually. Data from orgasmic responses of women using functional magnetic resonance imaging (fMRI), and positron emission tomography (PET) will be presented. Activity in the brain was recorded during various stimulus conditions, including vaginocervical self-stimulation (VSS) in women with complete spinal cord injury at or above T 10 (i.e. at or above the level of entry into the spinal cord of the known genitospinal nerves -- pelvic, pudendal and hypogastric), which would block the ascending genital sensory pathways through the spinal cord.  We also observed brain responses to VSS-induced orgasm in women without spinal cord injury, and orgasm in response to imagery or clitoral self-stimulation. Activation of the region of Nucleus Tractus Solitarii, which is the sensory nucleus of the vagus nerve, was observed, supporting our hypothesis that the vagus nerve provides a spinal cord bypass pathway for vaginocervical sensation. During orgasm, compared to pre-orgasm, high levels of activity were observed in the following regions: hypothalamic paraventricular nucleus, midbrain central gray, amygdala, hippocampus, anterior cingulate, frontal, parietal, temporal and insular cortices, anterior basal ganglia, and cerebellum. 
PL 05 New Insights into the Role of Testosterone in Male Sexual Function
Louis Gooren, Vrije Universiteit medical center, Amsterdam, the Netherlands

The introduction of the phosphodiesterase type 5 inhibitors (PDE 5-inhibitors) has been a step forward in the treatment of erectile dysfunction. These efficacious and relatively safe compounds have had a profound impact on diagnosis and treatment of erectile dysfunction (ED). The success of the PDE 5-inhibitors rendered androgens as treatment for erectile problems in the average patient as something of the past, which seemed rational in view of the then prevailing assumption that the effects of testosterone were primarily on libido, and much less so on erectile mechanisms. 

Over the last 15 years the age-related decline of circulating testosterone in men has received abundant attention, though its clinical significance is still hotly debated. Recently consensus on its diagnosis/treatment has been reached by a number of professional bodies. 

Moreover, new research has presented convincing evidence that testosterone has profound effects on tissues of the penis involved in the mechanism of erection and that testosterone deficiency impairs the anatomical and physiological substrate of erectile capacity, at least in part reversible upon androgen replacement. There are androgen receptors in the human corpus cavernosum. The expression of nitric oxide (NO) synthesis is regulated by androgens. Several studies show that androgen plays a critical role in restoring and maintaining the penile trabecular smooth muscle structure and function as well as regulating the cell apoptosis. Testosterone deficiency induces both biological and structural/functional changes in the trabecular cavernosal tissues. Adipocyte accumulation in penile subtunical area of the corpus cavernosum emphasized the potential mechanism for veno-occlusive dysfunction in androgen deficiency. 

PL 06 A Meta-analysis on the Prevalence of Erectile Dysfunction in Asian Population

E.M.L.Ng, J.Y.W. Cheng
Department of Psychiatry, University of Hong Kong


We searched for published studies on the prevalence of ED in Asian populations through Medline, PubMed, PstchInfo, and scanned through reference lists.  Data on prevalence rates were obtained and summarized for each Asian region, and were used to calculate pooled prevalence estimates. Using weighted, unweighted, fixed and random effects models. Twenty general population studies were identified.  Six studies were eligible to be entered into the pooling of results, and provided us with 8653 subjects for analysis. The prevalence of ED increased with age. Pooled random effects age-specific prevalence rates were 15.1% (12.2-18.1), 29.6% (19.7 – 39.6), 40.6% (23.6-57.7), 54.3%(36.0-72.6) and 70.0%(62.3-77.7) for age groups 20-29, 30-39, 40-49, 50.59 and 60-69 respectively. The overall reported prevalence in individual studies ranged from 2% to 81.8%.  Prevalence rates and related information were summarized for each Asian region and for each study.

PL 07 The Evolution of Sexuality

Leonard Allen Rosenblum, Prof. (USA)
PL 08 Erotic Art: a powerful educational, clinical and research tool

June Machover Reinisch, Prof. (USA)
PL 09 Contemporary Management of Organic Erectile Dysfunction

Vijay Kulkarni

While treating Erectile Dysfunction it is necessary to differentiate between organic and psychogenic ED

Distinguishing between the psychogenic and organic ED

Two main tests used to determine whether the pronlem is psychogenic are- 

1. Nocturnal penile tumescence and rigidity testing (NPTR)

2. Intra-cavernosal injection of vaso active drugs (ICIVAD)

Nocturnal Penile Tumescence and Rigidity

NPTR testing is based on the fact that a normal man has two to four episodes of erections at night, usually in association with REM sleep. The NPTR monitor records these nocturnal erections and presents them in the form of a graph like an ECG. A man with psychological ED will continue to have these nocturnal erections even thought he does not get an erection when awake and sexually stimulated. On the other hand, a man with organic ED has impairment or absence of these nocturnal erections. Thus, NPTR monitoring provides an objective test for distinguishing between organic and psychogenic ED.

Pharmaco- diagnostic testing with Intra Cavernosal Injection of Vaso Active Drugs (ICIVAD)

This simple office test has revolutionized the investigations of importance. It involves an injection of vasodilator drugs like papaverine, phentolamine, chlorpromazine and prostaglandin E1 into one of the cavernosa of penis. This causes dilation of the penile cavernosal arteries and relaxation of the cavernosal smooth muscle; thus producing an erection. ICIVED bypasses the psycho-neurological pathways directly acting upon the penile vascular system. Hence, men with psychological impotence (as well as normal men) will develop a full and sustained erection following ICIVAD. On the other hand, men with a significant vascular problem will fail to achieve an adequate erection even after maximum dose of the VAD. Thus, correct interpretation of ICIVAD provides a simple, quick and inexpensive method for distinguishing between psychogenic and organic ED.

Other tests involve

1. Penile duplex ultasound study

2. Cavernosography and cavernosometry 

3. Penile arteriography

Treatment options- 

Oral medications: PDE5 Inhibitors

Sildenafil has captured the attention of the press and the fascination of the public unparalleled by any other drugs. It is the first truly effective oral medication for the treatment of ED and the first of a series of newly coming importance drugs like Vardenafil and Tadalfil. It is not an aphrodisiac.  

Non-surgical options

a) Self- injection therapy

b) Vacuum erection device

c) MUSE

Self- injection therapy

First, therapeutic dose of a suitable drug/drug- combination is determined by a clinician with an expertise in this field. Then the patient is taught to self- inject which is easy to learn and safe to use Then the patient is given a preloaded syringe containing his individual dose for self- injection at home.  The injection is taken at home 5 to 10 minutes before intercourse. The effect lasts for 30 to 120 minutes. Success rates are 50 to 70 % in organic cases and over 95 % in psychogenic cases.

Vacuum Erection Devices

Vacuum erection devices (VED) can help produce an erection in those men who are unwilling for more invasive therapies. A VED consists of a cylinder, a pump and elastic retention bands. To obtain an erection, the cylinder is placed over the penis and the pump is activated to evacuate the air within the cylinder. This produces a vacuum around the penis. As a result, blood is sucked into the penis producing an erection- like state. The erection is retained by slipping the elastic bands on to the base of the penis. VED are safe, easy to operate, non- invasive, and can be used by any. Some- what cumbersome to use and that the erection produced does not feel natural. Also, the retention bands tend to obstruct the ejaculation.

MUSE

Medicated urethral system for erection (MUSE) is a new proprietory system for administrating a PGE-1 pellet into the urethra. The drug is absorbed through the urethral mucosa into the corpus spongiosum from where it is transported retrograde into the corpora cavernosa. Here the PGE-1 induces vaso-dilatation which results in an erection. Onset of action is in 5 to 15 minutes and the erection lasts for 20 to 60 minutes. Its advantage is that it avoids the ‘prick’ of an injection. Main disadvantages are reduced efficacy (works in only half the patients in whom ICIVAD is effective) and the penile pain.

Surgical options

a) Penile implants

b) Vascular surgery

A penile implant/prosthesis consist of a pair of rods which are permanently implanted into the penis to render it rigid enough for intercourse.

Two types of implants are available:

i. Non-inflatable

ii. Inflatable

Non-inflatable –  .

The length, girth and rigidity of the penis do not change but the penis can be bent for concealment.

Inflatable – The cylinders of this device which are placed within the cavernosa; can be inflated or deflated by a connected pump placed in the scrotum. Thus activation or de-activation of the device can make the penis erect or flaccid, mimicking natural erections.

Orgasm, ejaculation and fertility are not impaired by a penile prosthesis and several of our young patients have fathered children.

Penile prosthesis implantation has proven to be a highly successful form of therapy with good patient satisfaction rates. However it needs surgery and is expensive.

All implants carry a small risk of infection for which adequate precautions need to be taken peri-operatively and post-op antibiotics.

b) Vascular Surgery

Two types of penile vascular surgery are performed in men with ED.

i. Venous ligation

ii. Penile revascularisation

 Venous Ligation

This surgery is performed in men diagnosed as having venous leak. These are men in whom there s adequate arterial inflow but a defective veno-occlusive mechanism. As a result they are unable to trap blood in the penis  leading to illsustained  and  incomplete erections. Venous ligation surgery is an attempt to cure this excessive venous outflow by tying off the veins that drain the penis. This surgery was very popular a few years ago but has now been given up since long-term results have been disappointing.

Penile Revascularisation

Just as a coronary bypass is done to bring more blood to an ischaemic heart, so too, penil revascularisation can be done to increase blood flow into the penis in cases of arteriogenic  ED. In this procedure, the inferior epigastric artery is joined to the dorsal artery of the penis. This procedure is useful in young men who are important due to damage to the internal pudendal artery following fracture pelvis. Erection can be restored in 70 % of the men. Another group of men have congenitally dysplastic arteries – in such cases arterio-arterial anastomosis is not possible. Instead, the epigastric artery is anastomosed to the deep dorsal vein of the penis, blood flows retrograde through the vein and its emissaries into the corpora. Success rates are around 50 per cent.

PL 10 Principle and Practice in Addressing Sexuality in Asian Women
Won-whe Kim, MD, PhD, Founding President, Korean Association for Sexology, Professor, Seoul Women’s University Graduate School, Seoul, Korea


Sexual dysfunction is one of the most common disorders in human being to be commoner than cold and is due not only to medical reasons such as organic diseases, drugs, aging, depression but also to various psychological and/or emotional ones including problems in passion, intimacy or commitment, etc. Lack of education to have myth or misconception, fear of failure and many other factors also have to be considered as well.


Both clinicians and patients need to be more comfortable and open on discussions about sexual issues. However in this part of the world, addressing sexual issues is not a common practice and many physicians take a pessimistic attitude towards it or even joke about the subject of sex. For the sake of our patients, doctors have to make a positive change in their daily practice. The general quality of life can be increased if one is to lead a healthy lifestyle, have a positive attitude, exercise regularly, and to be a loving and understanding partner are important.
A rational, intelligent, well-educated response as a physician and talk about sex in an open way can be is usually nearly enough. History taking and physical examination in sexology is very important and is like arts sometimes. It is to be emphasized that therapists should never judge the patient according to his or her value. 


Adding sexology in medical practice will make a physician understand the underlying causes of women’s diseases, re-establish the good doctor to patient relationships, good rapport, learn the somatization process of psychosomatic diseases, broaden the fields of clinical practice and do many others.

PL 11 Premature Ejaculation

Dr. Segarna Xavier, College of Family Physician of Malaysia.

Premature Ejaculation also known as rapid ejaculation, or by the Latin term ejaculatio praecox. It is the most common sexual problem in men, characterized by a lack of voluntary control over ejaculation. Masters and Johnson stated that a man suffers from premature ejaculation if he ejaculates before his partner achieves orgasm in more than 50% of his sexual encounters and others have defined premature ejaculation as occurring if the man ejaculates within two minutes of penetration. 

Causes

Current evidence supports an average intravaginal ejaculation latency time (IELT) of five to seven minutes. If the disorder is defined as an IELT percentile below 2.5, then premature ejaculation could be suggested by an IELT of less than about one and a half minutes.

Scientists have long suspected a genetic link to premature ejaculation. The researchers have noted that men who suffer from premature ejaculation have a faster neurological response in the pelvic muscles. Often, these men may benefit from anti-anxiety medication or selective serotonin reuptake inhibitors, such as sertraline or paroxetine. 

Premature ejaculation can be caused by temporary depression, stress over financial matters, unrealistic expectations about performance, a history of sexual repression, or an overall lack of confidence, lack of communication between partners, hurt feelings and unresolved conflicts that interface with the ability to achieve emotional intimacy.

Some physical illness, such as prostate infection is also known to induce premature ejaculation. Certain medications, such as cold medications containing pseudoephedrine, also cause premature ejaculation.

Treatment 

Most sex therapists prescribe a series of exercise to enable the man to gain ejaculatory control. By far the most common exercise is the so-called start- stop technique. The exercise is varying, but their aim is to strengthen the pelvic muscles. Man who suffers from premature ejaculation should also practice other forms of simple relaxation, such as taking long deep breaths. SSRI antidepressants have been shown to delay ejaculation in 26% of men. While drug and alcohol abuse are linked to several forms of sexual dysfunction, a glass of wine along with dinner seems to have beneficial effects on premature ejaculation. The male’s partner plays an essential role in enabling him to overcome premature ejaculation. 

Drug Treatment

A serotonin transport inhibitor drug intended to specifically target premature ejaculation, with the generic name of dapoxetine, is currently undergoing phase III clinical evaluation. Its efficacy has yet to be proved to be of benefit. Again premature ejaculators are not satisfied because early finish is not the problem. 

PL 12 Global Sexology Education: Fantasy or Necessity?

Weerakoon P1, WylieK2 & KnightP1
1 Faculty of Health Science, The University of Sydney.

2 Honorary Senior Lecturer, The University of Sheffield
There are three important questions in the area of global education in sexual health:

· Should we do it?

· Could we do it?

· Would we do it?

Should we do it?

The need for Sexual Health education and training for personnel involved in the promotion of Sexual Health was recognized by the joint consultative committee of PAHO, WHO and WAS in 2000. This was supported by others such as the UN general assembly (1999), the 7th Congress of the European Federation of Sexology (Taylor and Davis-South, 2004) and recently the World Association of Sexual Health declaration in Montreal (2005). 

There is also a global recognition of the paucity of education. Education in sexual and reproductive health is underrepresented in curricula for medical and other health professionals in developing countries (Haslegrave & Olatunbosun, 2003) and in the developed world (Wagner, 2005). Research indicates that professionals report inadequate training and lack of comfort as the main reasons for their non-involvement in providing sexual health services to clients (Haboubi & Lincoln, 2003).  There is a recognized need for sexual health education at a global level.

Could we do it?

The second question requires an understanding of the scope of the curriculum and the means of global delivery of education. 

The past decade has seen major developments in the field of sexual health with the development of a better understanding of the mechanisms in sexual function, a consensus on definitions for sexual dysfunction, as well as a range of treatment options for HIV/AIDS and dysfunction. There is, however, a growing recognition that Sexual Health Education must encompass more than function, illness and dysfunction (WAS, 2005). Sexual rights, gender issues and sexual pleasure as a component of well-being are recognized as integral parts of sexual health. There is also recognition of the need for culture and country specific information. Is the international sexual health community able to develop a curriculum to provide the required competencies with the necessary flexibility?

Whereas the internet is now recognized as a medium for information and education (http://www.uwex.edu/disted/delivery.html), we as sexual health professionals need to explore the appropriateness of this medium for our purposes. We need to recognize that sexual health requires affective and skill components (Weerakoon & Steirnborg, 1996) and consider how these may be offered in the available media.

Would we do it?

This is probably the hardest question to answer. There is a paucity of literature exploring this issue, Personal communication with sexual health educators internationally indicates that the problems include:

· Commitment,

· Collaboration, and

· Cost

We have the resources and the expertise to make a global sexual health education community move from fantasy to reality, would we do it?
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Symposium Session (SY)

S 01-1 How can healthcare professionals provide support for cancer patients’ sexual health needs? – Practical strategies for professionals and patients in Japan.

Miyako Takahashi, MD, PhD


Department of Social Gerontology, University of Tokyo, Tokyo, Japan

Cancer diagnosis and treatments have a deep psychosocial and physical impact on sexual aspect of patients’ lives.  Using data collected from a number of research studies conducted in Japan, this presentation will discuss how healthcare professionals can provide general support for cancer patients with sexual issues following treatments.  

First, the results of research with Japanese breast cancer patients and surveys with Japanese doctors and nurses will be introduced.  Research with patients indicated that, although the majority of them experienced sexual changes following treatments, only a small minority raised the issue with healthcare providers.  Surveys with doctors and nurses showed that, although the majority acknowledged the importance of addressing cancer patients’ sexual health needs, they perceived a number of barriers including “embarrassment”, “fear of making the patient upset”, “lack of knowledge on the sexual changes caused by cancer and treatments”, “lack of time and appropriate space”, and remained quite passive in dealing with patients’ sexual issues. 

Second, two examples of practices implemented to try and address cancer patients’ sexual health needs in clinical setting will be presented.  The first is a one-day “Cancer and Sexuality” workshop for healthcare professionals in Japan. The education program which started in 2001 has attracted more than 200 nurses and doctors nationwide over the last 5 years.  The program includes lectures on the female sexual response, sexual complications arising from various cancer treatments, a stepwise intervention approach by professionals (the PLISSIT model), a role playing exercise based on scenarios found in clinical settings, and a group discussion on the practicalities involved in creating clinical settings that support patients’ sexuality related treatment needs.  Participants’ knowledge on sexual complications of cancer treatments as well as their self efficacy in dealing with patients’ sexual issues were significantly improved after the workshop.  The participants noted the extreme importance in establishing a sustainable network for participants to exchange information on cancer and sexuality and to share experiences in the clinical setting.  The other practical example is the development of a free brochure for breast cancer patients regarding treatment-induced sexual problems and partnership issues.  This brochure, published last February, was created based on a needs assessment survey with patients, and more than 50,000 copies have been distributed nationwide by health professionals treating cancer and cancer self-help groups.

Feedback from workshop participants and readers of the brochure will be used to discuss the issues surrounding cancer patients’ sexual issues and how healthcare professionals’ awareness impacts on these issues.
S 01-2 Sexual Dysfunction in Obstetrics and Gynecology

Tanaphan Chuboon, Dr. Department of OBGYN, Faculty of Medicine, Prince of Songkla University, Hat Yai 9011 Thailand, E-mail 
S01-3 Genital body dysmorphophobia - "the small penis syndrome"
Kevan Wylie. MD DSM FRCPsych. 

k.r.wylie@sheffield.ac.uk
Consultant in Sexual Medicine & Andrology.

Porterbrook Clinic & Royal Hallamshire Hospital, Sheffield. UK.

President, Sexuality & Sexual Health, Royal Society of Medicine.
The penis, particularly in its erect state, is a symbol of masculinity with the phallus having considerable cultural importance since ancient times symbolising endurance, courage, intelligence, as well as superiority over all those with a smaller organ. It is of no surprise that when these representations are in any way disturbed in reality or in mind, that the individual is then likely to internalise the concerns onto the outward representation of such, namely the appearance of the genitals, and particularly the penis, in the case of men.

Clinically, men will not always acknowledge the issue but can express concern over the size of their penis which if it becomes excessive may present as either ‘small penis syndrome’, an obsessive rumination with compulsive checking rituals, body dysmorphic disorder (BDD), or as part of a psychosis. It is important to acknowledge that the man with ‘small penis syndrome’ typically has a normal sized penis.

Body dysmorphic disorder (BDD) is a psychiatric condition also known as dysmorphophobia. There is fixation on an imaginary flaw in the physical appearance. In cases in which a minor defect truly exists, the individual with BDD exhibits an inordinate amount of anguish. People with dysmorphophobia frequently develop major depressive episodes and are at risk for suicide. Demand for cosmetic surgery is common. Refusal may result in violent threats or behaviour toward their treatment providers causing concern to the clinical caregivers. For these and other social reasons, an understanding that the fears and anxieties concerning the size of his penis may be attributed to many factors necessitates a thorough exploration during the clinical assessment. An understanding that the way of thinking about the penis may be influenced by personality, sexual orientation and cognitive schemata, his relationships with others, and the role of society will be just some of the themes identified.

S 02-1 37 years experience of listening to gay men during changing times in sexuality in England, 1969-2006
Michael Waugh, Dr. Past President of International Union against Sexually Transmitted Infections (IUSTI)

S 02-2 Clinical characteristics of transsexuals who changed sex registration in Japan

K.Harima

Tokyo Musashino Hospital, Tokyo, Japan

E-mail: Harikatsu@aol.com  

Background: In July 2004, a new law which enables transsexual to change their sex registration was implemented in Japan. The conditions to change sex registration are; diagnosed by at least two doctors as having gender-identity disorder, aged 20 or older, unmarried, having no children, not be able to reproduce and having similar appearance of the external genitalia of the opposite sex. By the Supreme Court official announcement, 326 transsexuals have been permitted to change sex registration and 4 transsexuals have been rejected until December 2005. By this official announcement, there is no more detailed information about characteristics of the applicants. 

Method: I have drawn up 61 medical certificates for family court application of sex change registration until 31/7/2006. One MTF transsexual has been rejected to change sex registration because she has children. 46 transsexuals ( FTM16 and MTF30 ) have already been permitted and I analyzed these 46 transsexuals' clinical characteristics. 
Results:

1) Age.

FTM; ave.32.4 ( 20-53 ), MTF; ave. 32.8 ( 23-45 ) .
2) Diagnosis by psychiatrist before SRS. 

FTM; by 2 psychiatrists 16., MTF; none 5, by 1 psychiatrists 7, by 2 psychiatrists 18.
3) Country where SRS received. 

FTM; Japan 9, Thailand 5, Taiwan 1, USA 1, MTF; Japan 6, Thailand 21, Singapore 2, USA 1.
4) SRS phase of FTM. 

Hysterectomy and ovariectomy only 7, +metaidoioplasty 8, +phalloplasty 1.
Conclusion: Since enforcement of a new TS law, 326 transsexuals changed their sex registration in Japan. My clinical data shows some aspects of practical interpretation and application of this new law.
S 02-3 Female Disorder of Vaginal Penetration on Gynecological Findings

R. Ohkawa, M.D.
National Hospital Organization, Chiba Medicalcenter, 4-1-2 Tsubakimori, Chuoku, Chiba, 260-8606 Japan, E-mail: ohkawar@chiba.hosp.go.jp    
Introduction: “Female disorder of vaginal penetration (FDVP) ”, so cold vaginismus, is a popular disease in female sexual disorders (FSD). The author, a gynecologist, proposed “FDVP”as suitable name of vaginismus, because gynecologists can not always perform pelvic examination or find involuntary spasm of vagina in those patients. Also she mentioned, the disease should not be a sub classification of sexual pain disorders, because“pain”in those patients is not specific. But physiological finding is important to understand them. As she presented in 16th WAS congress, there are two types of patients, with and without involuntary spasm in vagina. The typical former category has psychosomatic and the latter is phobic background, and FDVP patients should be located between those 2 types. The objective of this study was to confirm this hypothesis. 

Method of study: First gynecological findings of 55 FDVP patients, which visited from 2000 to 2003, were analyzed in those records. They were grouped into 5 categories. Group 1(G-1) is vaginismus or psychosomatic, group 3 is non-vaginismus or phobic, and group 2 is intermediate one. Those who couldn’t accept vaginal examination was group 0, and group 4 is patients no problem was found in vaginal examination. 

Results: Number of patients of each group is as follows; G-0, 3(5%), G-1, 11(20%) G-2, 29(53%) G-3, 9(16%) and G-4, 3(5%). In 39 patients who’s therapy were over, success rate of G-1, 2,and 3 was 33%, 41% and 61% respectively. No patient from G-0 and G-4 recovered.    

Conclusion: Patients of FDVG is properly classified by vaginal spasm and phobic refusal reaction to vaginal examination. If those two factors compose FDVG, it is natural that G-2 is dominant in this study. Because FDVG patients have complicated background it’s hard to connect this classification directly to difficulty of the disease. But it’s useful to make this classification better, for understanding a FDVG patient and effect of therapy.

S 04-1 PDE inhibitors from plant to chemical: Basic and clinical correlations
Lau Lang Chu, Dr.  (Singapore)

Department of Obstetrics & Gynaecology, National University Hospital, National University of Singapore, 5 Lower Kent Ridge Road, Singapore 119074  E-mail: obgsb@nus.edu.sg 
S 04-2 Evidence based phytotherapy for Female Sexual Dysfunction

Srilatha Balasubramanian, Dr. (Singapore)

Department of Obstetrics & Gynaecology, National University Hospital, National University of Singapore, 5 Lower Kent Ridge Road, Singapore 119074  E-mail: obglaulc@nus.edu.sg 
S 04-3 Phyto-Pharmaceuticals in Sexual Medicine for Men

Adimoelja A and Sartono S, 

Centre for the Study for “Men’s Health, Reproduction, Sexual Health and Aging” 

School of Medicine, Hang Tuah University, Surabaya, Indonesia, E-mail: ariclin@indo.net.id 
Currently many hormonal as well as phyto-pharmaceuticals, ‘sex tonics’, ‘anti-aging’ and ‘rejuvenation’ drugs is attracting increasing interest in sexual medicine and pharmaceutical industries. Misuse and miss issues of interpretation concerning steroid sex hormones and phytochemical sex tonics are increasing in popularity. 

Hypogonadism seems to be one of the main causes of erectile dysfunction (ED) in many cases. Testosterone supplementation in ED patients with posphodiesterase inhibitor treatment failures has proven benefits to correct good and hard erection. Still there are debates for using testosterone because of the possible undesired side effects and adverse reaction, such as occurring breast tumors and prostate cancer.

Currently phyto-pharmaceutical and sex tonics attract attention in main stream medicine, although still skeptically adopted. Protodioscin, a plant extract of Tribulus terrestris L has proven benefits over 68 % of sexual dysfunction patients. More attention should be paid for research in phyto-medicine to counter miss issues and misuse of phyto-pharmaceuticals as well as sex steroid hormones. Phyto-pharmaceuticals being marketed over the counter as food supplement are more fantasy than fact for the results (Sharlip, 2002).
S 05-1 Biological Theories of Homosexuality and Transsexualism

Louis Gooren, Vrije Universiteit medical Center, Amsterdam, the Netherlands 

Most attempts to identify biological underpinnings of gender identity and sexual orientation in humans have investigated effects of sex steroids, so pivotal in the differentiation of the genitalia, showing strong parallels between animals and the human. The information on humans is derived from the so-called ‘experiments of nature’, clinical entities with a lesser-than-normal androgen exposure in XY-subjects and a higher than normal androgen exposure in XX-subjects. Prenatal androgenization appears to predispose to a male gender identity development, but apparently not decisively since 40-50% of 46,XY intersexed children with a history of prenatal androgen exposure do not develop a male gender identity. Obviously, male-to-female transsexuals, with a normal androgen exposure prenatally (there is no serious evidence to the contrary) develop a female gender identity, through unknown biological mechanisms apparently overriding the effects of prenatal androgens. The latest studies in 46, XX subjects exposed to prenatal androgens show that prenatal androgenization of 46,XX fetuses leads to marked masculinization of later gender-related behavior, but does not lead to gender-confusion/dysphoria. The example of female-to-male transsexuals, without evidence of prenatal androgen exposure, indicates that a male gender identity can develop without a significant androgen stimulus. So we are far away from any comprehensive understanding of hormonal imprinting on gender identity formation. Brain studies in homosexuals have not held up in replication studies or are in need of replication in transsexuals. 

Genetic studies and the fraternal birth order hypothesis provide indications of familial clustering of homosexuality but in many homosexuals these genetic patterns cannot be identified. The biological explanations advanced for the birth order hypothesis lack any experimental support.  

S 05-2 Hormone therapy is a measure of anti aging method (Testosterone ,depressive mood and sexuality)

Nozue G,1 Yazawa T1.Arimoto K1, Watai A1
1Department of OBGYN, Sanno Hospital, Akasaka, Tokyo Japan, E-mail:  nozueg@vega.ocn.ne.jp
As a way for anti aging measures, hormone therapy has been used rather comfortably for considerable period of time. We have several patients who continue to use it more than a decade. Because of the recent results of the large epidemiological study, some people quit the program and some time later there are people who visit us again complaining lassitude, tiredness and loss of well being feeling. To meet the demand of these patients, we give them testosterone around 5mg with a small amount of estradiol by injection. Among patients who have been on HRT program, there are people who still wish to continue the program as treated before. In these cases we give them routine HRT explaining the results of WHI study.    
Objectives

Clinically patients were asked and examined in ordinary set up, especially in reference to the points described below.

1) Lack of testosterone among perimenoposal and menoposal women cause feeling of depression and lose well being feeling.

2)  Decrease of pubic hair

3)  Decrease of sexual activity

Methods

Clinical observations and hormonal and other assays as well were undertaken and processed.

Results and conclusion

In high percentage they showed tendency of depression as reported elsewhere after menopause and after given testosterone, this tendency went away.  

To seek anti aging measure in women among menopause are very strong and once they started the program they made up their mind to continue, however they are very keen about media report, and some people stay away from HRT. Since hormones act not only physically but also mentally, hormones are well worth to be studies further.

S 05-3 Bareback Sex

David Bradford, Dr., Cairns, Australia, E-mail: davidbradford41@hotmail.com
Bareback Sex has not yet achieved a universally accepted definition but the term contains elements of intentional unprotected anal sexual intercourse in the context of HIV risk and is usually confined to men who have sex with men (MSM).  It differs from other unprotected anal intercourse in MSM in that it is not accidental and in many instances harm reduction is not a consideration in the minds and practices of those who label themselves as barebackers. The more extreme accounts of barebacking practices and reports of parties where barebacking is actively promoted and condoms are banned seem to reflect the growth of a distinct subculture. There are several apparently popular web sites devoted to Bareback Sex which attest to its erotic appeal.

Bareback Sex presents both a threat to the health of individuals practising barebacking and a challenge to public health interventions and health promotion efforts to prevent HIV transmission amongst MSM. The fact that barebacking is now established as a recognisable phenomenon inevitably leads to a tendency for the practice to become culturally accepted and to directly confront the safer sex culture developed over the past two decades.

This paper will examine the available literature on Bareback Sex and will seek to draw some preliminary conclusions as to the likely causes of the phenomenon and possible strategies to counteract its harmful effects on individuals and both the gay and wider community.
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O 01-1 Poor and Rich Asia Oceania: An Analysis of Statistical Differences for Six Sexual Health Indicators
M. Fontes
 and Roach, Peter

1 Johns Hopkins University, Department of International Health, Brasilia, 71635-260 Brazil; e-mail: m.fontes@johnsnow.com.br 

2 SSL-International, Durex Network, London, United Kingdom. 

Introduction: The Durex Global Sex Survey was designed by SSL-International in 1996 to better understand sexual behavior globally. In 2005, 41 countries participated in the survey (n=317,000), including 12 countries from Asia Oceania. The survey included 31 questions about sexuality profiles and behaviors. 

Methods: In-depth statistical analysis of six sexual health indicators was carried-out for four country groups: Asia/Oceania High-Income (AOHI), Asia/Oceania Low-Middle-Income (AOLMI), Rest of the World High Income (RWHI), and Rest of the World Low-Middle-Income (RWLMI). The six variables were: rate of unprotected sex (RUS), rate of condom use (RCONDOM), rate of abstinence (RABSTINENCE), average number of sexual partners (ANSP), average age at first sex (AFIRSTSEX), average age when first sexual education received (ASEXEDU).

Results: AOHI has higher RCONDOM (58.8%) if compared to all other 3 regions; and lower RUS (46.9%) and RABSTINENCE (1.0%) and similar ANSP (9.5), AFIRSTSEX (17.5), and ASEXEDU (13.1) if compared to RWHI and RWLMI. In turn, AOLMI has lower RUS (37.4%) and ANSP (5.1) and higher AFIRSTSEX (19.0) and ASEXEDU (15.6) if compared to all other 3 regions; and higher RCONDOM (50.9%) if compared to RWHI and RWLMI. For RABSTINENCE (1.1%), it is higher in comparison to RWHI and lower compared to RWLMI. Statistical significant differences were found for ANSP, AFIRSTSEX, and ASEXEDU (p-value<0.05) between AOHI and AOLMI. These significant differences are also found for gender, relationship status, sex orientation, and age groups comparisons.

Conclusion: These results show that there are significant differences on key sexual health variables between Poor and Rich Asia Oceania countries. AOHI starts sex education 2.4 years earlier in comparison to AOLMI. Furthermore, AOLMI sex initiation starts 1.5 year later and average number of sexual partners is 4.4 lower than AOHI. The understanding of these differences may require distinct approaches to sex education and policies towards reduction of teen pregnancies and incidence of STIs in Asia Oceania.

O 01-2 Observations on Similarities of Structure in the Families of Crossdressers

B.J. Seymour, 1405 S.W. Park Ave., #34, Portland OR 97201, USA Tel: 503-228-2472 

E-mail : bjseymour@spiritone.com
In nearly nineteen years of counseling individuals with gender identity disorders, this observer has noted an unexpected similarity of structure among families of crossdressers--particularly surprising in that no such similarities of structure have been observed in families of transsexuals, the other major group of clients served in the practice of gender identity counseling.

The family pattern described by some four out of five crossdressers includes a father who is either absent from the home or emotionally distant, and a female--mother, aunt, grandmother, sister, or even an unrelated but influential person such as a teacher--who arouses envy or admiration on the part of the young male child.  The child typically begins to dress in female clothing, usually surreptitiously, when the opportunity presents itself, as if dressing for the envied role could enable him to acquire the desired qualities.  
Typically, the crossdressing becomes increasingly secretive as the child grows older and more aware that our culture tends to look with disfavor on boys' putting on female clothing.  By the time he reaches adolescence, the crossdressing is often accompanied by masturbation, another activity often characterized by secretiveness; the pleasure of masturbation reinforces the pleasure of dressing in clothes that come in brighter colors and more appealing fabrics than those available to boys, and from then on the crossdressing is usually accompanied by sexual arousal.

The presenter will describe this pattern of development and offer some speculations as to the family's role in the practice of crossdressing in adult life, along with information as to treatment goals and methods.

The presenter holds a master's degree in social work, with honors, from the University of Chicago's Graduate School of Social Service Administration and is certified for independent practice by the Academy of Certified Social Workers.  She has more than forty years' experience in social work, including private practice, specializing in gender identity counseling, since 1987.  From 1986 through 1990, she was Assistant Professor of Social Work at Pacific University, Forest Grove, Oregon.

O 01-3 Evolution of Female Sexuality in Poland 1992 – 2005

Lew-Starowicz Z1, Lew-Starowicz M2, Jakubiak A3, Artecki Ł3
1Department of Clinical and Forensic Sexology, Postgraduate Medical University, Warsaw, Poland

2Institute of Psychiatry and Neurology, Polish Sexological Society, Warsaw, Poland, 

  E-mail: michallew-starowicz@wp.pl  

3Polski Lek, Warszawa, Poland

Last two decades were a period of dynamic political, economical and sociocultural changes in Poland. The aim of this observational, questionnaire-based study was to investigate current pattern and changes in female sexuality over a period of last 13 years. It was based on two surveys conducted by the authors in 1992 and 2005 on groups of 1092 and 1019 women aged 18-59, respectively.

The main changes concerned sexual activity, sexual information and contraception. The prevalence of an early initiation (before 16 years old) increased from 6% in 1992 to 12% in 2005, the most common age of initiation remain between 17 and 19 years (53% in 2005 vs 43% in 1992). Polish women became sexually more active, 36% report having an intercourse few times a week or more frequent (comparing to 20% in 1992). More respondents reported attaining orgasm by vaginal intercourse (80% in 2005 vs 75% in 1992), clitoral stimulation (72% vs 61%), oral sex (48% vs 30%) and breast stimulation (32% vs 16%). The most common used method of contraception remain interrupted intercourse (51% vs 52%), less women use calendar (24% vs 42%), natural methods (8% vs 23%), vaginal spermicides (4% vs 17%) and intrauterine devices (1% vs 10%); condoms and hormonal pills became more popular (50% vs 29% and 28% vs 7%, respectively). Internet, consultation with a pharmacist and publications became the most-preferred sources of information in case of sexual problems (34%, 27% and 26% vs 3%, 1% and 26%, respectively). No significant changes were noticed in role of sex in life (important for 31%, average for 42%), experience of masturbation (75%), favorite coital positions (classical 42%, rear entry 11%), number of partners in life (41% had one partner, 18% two, 27% between three and five partners), homosexual contacts (5%). Most common sexual dysfunctions are absence or reduction in sexual needs (30%), problems with attaining orgasm(21%) and dyspareunia (12%). 30% of women perceive virginity as not important, 91% perceive sexual activity as a natural need. 


In conclusion we created a statistical pattern of sexuality of a Polish woman as starting sexual activity at the age of 18, appreciating monogamy (having usually 1 or 2 sexual partners), expecting frequent sexual intercourse (typically several times a week), preferring classical position, achieving orgasm during different kinds of stimulation, practicing interrupted intercourse or using condom as a contraceptive method, perceiving sexual activity as a natural need, searching for sexual information in case of sexual problems in the internet, pharmacy or in publications.
O 01-4 The Sexual and Relationship Needs of People with Psychosis Living in the Community

Edward McCann, Dr., Public Health and Primary Care Unit, City University Institute of Health Sciences, St Bartholomew School, 20 Bartholomew Close, London EC1A 7QN, UK 

E-mail: E.J.P.Mccann@city.ac.uk
In many areas of health care, the subject of human sexuality would appear to be a neglected topic. This study focused on people with a medical diagnosis of schizophrenia. The aim of the investigation was to identify sexual and relationship needs as perceived by users of mental health services who were living in the community. The objectives of this mixed methods study were to discover the client's sexual experiences in the past and present and to elicit hopes and aspirations for the future. The potential obstacles to sexual expression were highlighted through an exploration of the client's subjective experiences of the issues that were important to them.
A total of thirty people agreed to be interviewed at a clinic in North London where they regularly attended to receive depot medication. Data were collected through: a questionnaire relating to demographic characteristics; an interview schedule incorporating the determinant factors of sexual behaviour through life; relevant sections of the Camberwell Assessment of Need; and a semi-structured interview designed specifically for the study. Computer software packages were used to analyse both the quantitative and the qualitative data. The findings reveal that people had clear ideas about what constituted a fulfilling intimate relationship. A majority of participants identified sex and relationship needs and aspired to having relationships in the future. Obstacles were highlighted and included: medication issues; body image; stigma and discrimination; safe sex issues; support and the opportunity to discuss concerns; and access to family planning services or sexual and relationship therapy.

        During the interviews people seemed comfortable about sharing details of intimate experiences.  None of the interviews had to be prematurely terminated. A model of psychosexual care is proposed that includes rigorous methods of engagement, assessment, intervention and evaluation strategies. Further recommendations are made in terms of practice, research, policy and education.   

O 01-5 Epidemiological characteristics of Semen-loss Syndrome (Dhat Syndrome) in North Indian patients attending sexually transmitted disease clinic

Dr. G.P. Thami, Reader, Department of Dermatology and Venereology, Government Medical College Hospital, Sector 32 B, Chandigarh, 160030, INDIA, E Mail: thamigp@yahoo.com  

The ‘Semen-loss syndrome’ or ‘Dhat syndrome’ is a culture specific symptom complex largely affecting the young sexually active males from Indian subcontinent. Initial symptom is usually passing (loss) of a white semen like discharge (dhat) in urine or repeated nocturnal emissions followed by   psychosomatic symptoms of fatigue, loss of vigor , vitality and  general health. Such patients with no organic disease frequently visit venereologist, physicians, psychiatrists and unqualified sex therapists in order to seek redressal of their symptoms and beliefs. In this era of globalization this syndrome is no longer confined to its cultural and geographic boundaries. 

Aim of the study: Epidemiological characteristics of Semen-loss syndrome among 804 consecutive patients attending a sexually transmitted disease clinic at a tertiary care hospital in India were studied. 

Results: From 1996 to 2006, in a span of 10 years, 804 patients attended sexually transmitted disease (STD) clinic of Government Medical College and Hospital, Chandigarh, India. Forty four males were diagnosed as suffering from Semen-loss syndrome with a prevalence rate of 5.5% of STD patients. The age ranged from 19 - 45 years but majority i.e. 34 patients (77.2%) were in third decade of their life (20 - 30 years).. The majority (92 %) belonged to middle & low economic social strata. Regarding occupation majority (62 %) were migrant manual laborer, while others had a transferable job like defence services or had touring jobs like marketing and driving. Thirty patients were married while 14 were unmarried. All patients had enjoyed normal sex with a regular sexual partner for months and years before having these symptoms except 10 who had an occasional exposure to sex with a commercial sex worker. Frequency of sex before symptoms was 8-10 times per week in majority (81 %). There was significant correlation of discontinuity of regular sex and precipitation of symptoms of Semen-loss syndrome (p < 0.005). Psychosomatic symptoms had developed 3-6 months after the urethral symptoms in majority of the patients. 

Conclusion: Semen-loss syndrome is symptom complex which affects young sexually active males early in the course of their sexual life.  A significant precipitating factor could be discontinuity of regular sex or absence of a sexual outlet in young males having frequent sex in the recent past.  An early recognition of this symptom complex combined with sex counseling and reassurance may prevent psychosomatic symptoms likely to develop in due course of time
O 01-6 Knowledge and Self-efficacy of Contraception among Chinese Women with Unplanned Pregnancy

Sin LY 1, Ip WY 2
1 Department of Intensive care unit, North District Hospital, NT. Hong Kong SAR. 
E-mail: louisesin@yahoo.com  

2 The Nethersole School of Nursing, The Chinese University of Hong Kong, Shatin, NT., Hong Kong SAR. E-mail: ip2013@cuhk.edu,hk 

Introduction:  Although contraceptive knowledge has consistently emerged as an important factor on contraceptive use, studies (Levinson, 1995; Boyle, 1997; Sum, 2002; Johnson, Edleman & Jensen, 2003) on the impact of contraceptive counseling that aimed at increasing knowledge have demonstrated inconsistent and inconclusive findings. According to Schwarzer (1992), and Conner and Norman (1996), self-efficacy was a crucial factor in determining the use of contraceptives and it should be taken into consideration in the education of contraception. 

Aims: To examine the knowledge and self-efficacy of contraception and investigate the relationship between them among women with unplanned pregnancy in Hong Kong.

Methods: The quantitative, cross-sectional, descriptive and correlational design was used to examine the relationship between contraceptive knowledge and self-efficacy among Chinese women with unplanned pregnancy in Hong Kong. Convenience sampling was used to recruit participant from a gynecological unit of a regional teaching hospital and the three day-clinics of the Family Planning Association of Hong Kong. The self developed demographic sheet, Contraceptive Knowledge Scale (CKS), and the Contraceptive Self-efficacy Scale (CSE) was used to examine the sample’s characteristics, level of the knowledge and self-efficacy. The Statistical Package for the Social Science (Windows version 11.5) was used to analyze the data.  

Result: One hundred and seventeen women with unplanned pregnancy were recruited for this study. The mean age was 26.5 (SD=7.3). The Pearson product-moment coefficient of correlation tests found significant relationships between contraceptive self-efficacy mean score, the women’s age (r = 0.25, p< 0.05) and marital status (r = 0.23, p< 0.05).  However, no statistically significant associations were found between the contraceptive knowledge and self-efficacy.  Findings of the individual items of the scales also add information to the understanding of the variables.  

Conclusions: The findings highlight the need for nurses to address the importance of promoting women’s self-efficacy in the planning of nursing education on contraceptive use. The lack of correlation between contraceptive knowledge and self-efficacy found in this study should pose an important direction in the evaluation and development of nursing intervention for the women with unplanned pregnancy. 

Oral Presentation Session 2

O 02-1 Experience, Desire and Identity: Homosexuality And Gender In The Late-Modern Period

Willy Pedersen, PhD, Professor of Sociology, University of Oslo, Norway  
E-mail: willy.pedersen@sosiologi.uio.no
Is young people’s sexuality becoming more fluid and less tied to steady, stable identity patterns? Are we developing into a society where sexual relationships between individuals of the same sex are no longer reserved for the small minority of gay men and lesbian women? Adherents of so-called “queer theory” have promulgated such views. Using a population-based sample of young Norwegian adults (aged 19 to 26, N 2753), we investigated three dimensions of homosexuality: Experiences, desire and identity. 

We found that levels of prevalence of homosexuality were primarily a function of the criteria we used. Using the most restricted (“narrow”) definitions, we found that about 1% of both genders reported “exclusive” homosexual interest and identity. Using the most inclusive criteria, we found that one of ten young men and one of four young women reported having some homosexual experience, interest or identity. Still, the most striking finding involved the substantial gender-specific differences: homoerotic activity and interest are far more interwoven with heterosexual activity for women. There are strong indications that homosexuality is a lot more threatening and potentially in conflict with traditional male gender roles than we find to be the case for women. In other words, while there may be signs of “more fluid sexual identity categories”, this phenomenon primarily applies to women. 

O 02-2 No north, no south: sexual education and HIV prevention in adolescents 

Margarida Gaspar de Matos, Health Psychologist, Professor, At FMH T. University of Lisbon, Center for Malaria and other Tropical Diseases, Inst Hygiene and Tropical Medicine, 
E-mail: margaridagaspar@netcabo.pt
GRANT: Fundação para a Ciência e a Tecnologia/ MCES - Projecto POCTI 37486/PSI/2001;  

Comissão Nacional de Luta Contra a SIDA- Projecto PSIDA/PSI/49649/2003

www.hbsc.org; www.fmh.utl.pt/aventurasocial and www.aventurasocial.com
This research examined risk and protective factors related to adolescents’ sexual behaviour: risk and protective issues. Data was collected from the Portuguese sample of the “HBSC - Health Behaviour in School-Aged Children -2002” and included 6131 adolescents from a Portuguese national representative sample. Descriptive statistics analyses were conducted to examine behaviours related to risk and protection according to gender and grade and identified that for the majority, risk increased and protection decreased with age. This analysis provided also evidence of gender and social class differences. Portugal has an average position among the remaining 34 countries included in the study (Currie et al, 2004; Matos et al, 2004), but results had in general a negative trend from the 1998 study to the 2002 study.

About a quarter of 8th grade and 10th grade adolescents had had sexual intercourse,  specially the older and the boys. A few had non protected sexual intercourse, specially boys, a few after substance abuse. 

A similar study was carried on within migrant communities and including teens that abandoned school and included 950 adolescents. This study focused the prevention of HIV/Aids and other STI’s, and revealed that those teens are more at a risk of non protected sex and substance abuse. Focus groups were carried on trying to contextualize these results and to design preventive interventions in school and in the community

An interactive webpage was designed, proposed and used in migrant African communities in Portugal as well as in Portuguese speaking countries in Africa.

O 02-3 Sexual Behaviour, Ethnicity and Socioeconomic Status

Gaspar, Tania 2,4 & Matos, Margarida Gaspar.2,3
Authors’ Institution/Profession:

2Faculdade de Motricidade Humana (Aventura Social Project) / Universidade Técnica de Lisboa - Portugal

3Centro de Malária e outras Doenças Tropicais/UNL - Portugal

4Universidade Lusíada de Lisboa - Portugal

Tania Gaspar

Faculdade de Motricidade Humana

Estrada da Costa- Cruz Quebrada

1499 Lisboa, Portugal

e-mail:taniagaspar@fmh.utl.pt; www.fmh.utl.pt/aventurasocial;www.aventurasocial.com

Grants: Fundação para a Ciência e a Tecnologia/ MCES - Project POCTI 37486/PSI/2001, and Project PSIDA/PSI/49649/2003

Introduction: This study is (1) to characterize the migrant adolescent’s sexual and health behaviours with low social economic status, and (2) to identify the differences between Portuguese adolescents and African Portuguese speaking adolescents, living in Portugal.

Methods: Based on HBSC (Health Behaviour in School-Aged Children) [1][2] a World Health Organization collaborative study was developed a study, to test an ecological model of adolescent sexual and health behaviour and its relation with the existence of a migrant and low social economic status. A global sample of 1037 adolescents attending 6th, 8th and 10th grade, mean age 14.65 SD 2.2, participated in the survey, 27.6% were foreigners, and 24.3% from African countries. [3] [4] [5]

Results: Results show that the foreigners /African adolescents and the adolescents from community sample with low and very low social economic status have many difficulties in social and physical contexts, and present higher sexual and health risk behaviours, and more psychological symptoms.

Discussion/Conclusions: Statistic analyses supported the assumption that the existence of a migrant status and the social economic status are associated with adolescent sexual and health behaviours. Social contexts mediate the relationship of a migration status with positive health. Implications of the results and directions for further research and community interventions will be discussed. 

References:

[1]Currie, C., Hurrelmann, K., Settertobulte, W., Smith, R., & Todd, J. (2000). Health and health behaviour among young people. HEPCA series: World Health Organisation.

[2] Matos, M; Gaspar, T. & Equipa do Projecto Aventura Social & Saúde (2003). A Saúde dos Adolescentes Portugueses (Quatro anos depois). Edições FMH: Lisboa.
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O 02-4 Use of traditional penile implants among Filipino men

Lee R, Behavioral Sciences Department, De La Salle University, Manila, Philippines; 
Email: leer@dlsu.edu.ph 

While various media reports have identified the use of bolitas or traditional penile implants among some men in the Philippines, their descriptions are sparse, precluding an informed understanding of the practice and its intricacies. The study was thus pursued to fill in the information gap, but more importantly, to identify and emerge issues within which to initiate the discourse of bolitas use among Filipino men. Involving about a hundred purposively-recruited users of varying ages, the study examined, among others, men’s reasons for having bolitas; the procedures they used to implanting bolitas; the pain, risks and complications they experienced; and their perceived effects of use. The study links the use of penile implants with issues of masculinity, identity and health, and suggests that risk-reduction strategies should be crafted utilizing such issues.            

O 02-5 Bondage, Purity and Paradox at the Sexual and Medical Margins

Dr Anthony Pryce, Reader in Sociology of Sexual Health , City University, 20 Bartholomew Close, London EC1A 7QN, UK e-mail: apryce@city.ac.uk  or minimalists@btopenworld.com
Introduction: This paper stems from a study on the social constructions of male sexuality in the field of genitourinary medicine. It was primarily concerned with the construction and interpenetration of two discursive formations, Sexualities and Medicine.  Each is drenched in the potential for deeply transgressive risks that challenge power relations, complex social interactions and forms of knowledge. Uneasy tensions are particularly evident when the embodied experience of erotic pleasures becomes subject to the disciplinary gaze and practices of modern medicine.

Two arenas of sexual ‘truth’ were explored by Foucault (1978). First, Ars erotica is the increasing obligation to regard the self and its desires through the proliferation of discourses that are organised around the Body, sexuality and pleasure. Second, Scientia Sexualis is constructed through scientific disciplinary knowledge(s), discourse, and confessional praxes of contemporary sexualities.
 Tensions suggest that not only was sexual disease socially stigmatised but venereology was historically on the margins of the hospital and separated from the respectable body of medical orthodoxy fearing the danger of moral contamination and the risk of sexual medicine to traditional notions of professional practice and conduct. In the sexual health clinic the penis, genitalia and rectum become discrete and isolated as locations of clinical observation, constructed as sites of professional and social anxiety, and subject to a disciplinary regime of surveillance and discretion through self-monitoring. Sexual practices such as bondage, often viewed as extreme, can also provide critiques of health promotion and conventional medical orthodoxies. This paper explores how both medical practice and sexual praxes are at the social ‘margins’ and using analyses of interview
 data, of men who practice fetishistic or ritualised sexual practices, and  explore how these are both subject to paradoxical discourses of risk around purity and transgression, order and control. 

Reference: Foucault, M. (1978) The History of Sexuality: An Introduction. London: Penguin.
O 02-6 Semen contains vitality and heredity, not germs: Seminal Discourse in the AIDS Era

Sharful Islam Khan,
 Nancy Hudson-Rodd,2 Sherry Saggers,2 Mahbubul Islam bhuiya,1 Abbas Bhuiya1 and Oratai Rauyajin3  

1 Social and Behavioral Sciences Unit, Public Health Sciences Division, ICDDR,B, Dhaka, Bangladesh, E-mail: sikhan@icddrb.org


2 School of International, Cultural and Community Studies, Edith Cowan University, Perth, Western Australia

3 Faculty of Social Sciences and Humanities, Mahidol University, Thailand.

Public health perspectives generally ignore culture-bound sexual health concerns, such as semen loss, and primarily attempt to eradicate sexually transmitted infections (STIs) including HIV. Thus, like many other countries, sexual health concerns of men in Bangladesh also have received less attention compared to STIs in the era of AIDS. This paper describes the meanings of non-STI sexual health concerns, particularly semen loss, in the masculinity framework. In a qualitative study on male sexuality, 50 men, aged 18-55 years, from diverse socio-demographic backgrounds and ten healthcare practitioners were interviewed. Men considered semen the most powerful and vital body fluid representing their sexual performance and reproductive ability. Rather than recognizing vulnerability to transmission of STIs, concerns about semen were grounded in men’s desire to preserve and nourish seminal vitality. Traditional practitioners supported semen loss as a major sexual health concern where male heritage configures male sexuality in a patriarchal society. Currently, operating HIV intervention in the framework of disease and death may not ensure men’s participation in reproductive and sexual health programs and therefore, is less likely to improve the quality of sexual life of men and women.
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O 03-1 Sexual Complications in Women with Genetic and Acquired Bleeding Disorders

Wysocki D. K.

Department of Sociology, University of Nebraska at Kearney, Kearney, NE, 68849, USA 
E-mail: wysockid@unk.edu 

Introduction/Objectives:  Hemophilia is a genetic blood clotting disorder in which one of the substances in the blood, called clotting factors, is unable to produce enough of the blood protein necessary to form a clot.   Hemophilia is considered a sex-linked inherited disorder. While it is commonly believed that only males can be hemophiliacs, females can be affected either by having hemophilia symptoms themselves or by being a symptomatic carrier who can also have lower levels of clotting factors. The most common bleeding disorder that affects both men and women equally is called von Willebrand’s disease (vWD) and is estimated to affect 1 out of every 100 individuals.   Symptoms of vWD include bruising, bleeding from mucus membranes such as the mouth, nose, gastrointestinal tract and uterus, and bleeding after surgery or dental work.  vWD, is usually inherited, but can be a mutation or acquired later on in life.  Women with bleeding disorders are typically undiagnosed, misdiagnosed, and receive surgery or hormone therapy for what actually turns out to be a coagulation problem, rather than a hormonal problem.  While the literature on bleeding disorders in women has increased over the years, much of the research leaves out information about quality of life, especially about those issues about sexual intimacy.  However, compounding the problem of bleeding during sexual intimacy can lead to devastating physical and emotional problems for women during their lifetime.  
Methodology: This study utilized a ‘snowball’ technique to gather women who have some type of inherited bleeding disorder and who were willing to take part in a project to investigate the quality of life of women with bleeding disorders.  Over 200 women, from 1996 to 2001, answered a 72 item questionnaire.  
Results: Over half of the respondents reported complications during sexual relations that directly resulted in their bleeding disorder that included pain (27.9%), bleeding and bruising (23%), ripping of the vagina skin (3.3), pain and bleeding (26.2) and all of the above (19.7%). 
Conclusion: It is important that doctors not only diagnose women with bleeding disorders, but then are able to understand the complications specific to women’s sexuality so this topic can be discussed.

O 03-2 Sadomasochism in Personal Advertisements on the Internet

Wysocki D. K.

Department of Sociology, University of Nebraska at Kearney, Kearney, NE, 68849, USA wysockid@unk.edu
Introduction/Objectives:  People use the Internet to look for others with similar sexual interests. For instance, it is not difficult to find an Internet web site that deals with sex and then from there, the individual can go to anything more specific such as, transvestism, group sex, oral sex, or S & M.  Many participate in cybersex because they believe it offers them some sort of anonymity, they lack time in their personal life to find other people with similar sexual interests, the Internet provides them the ability to share sexual fantasies with others in the privacy of their own home, they can actually have online sexual activity, and if they find someone they feel they are compatible with they can then meet this person off-line.  This project investigates those who find sexual pleasure in S & M.  Methodology: In order to learn more about the sexual behaviours of sadomasochists on the Internet, a search for 'adult web personals' was conducted on the Internet and 'alt.com' was discovered and used to collect data for this project. For this study, the criteria used were both men and women seeking others, over the age of 19 years, for any S & M role, and in the USA. Over a period of two weeks, 45 profiles for men and 35 for women for a total of 80 profiles were collected and analyzed using SPSS.  Results:  The individuals whose personal ads were analysed ranged in age from 19-52 years. The majority of advertisements displayed photographs in their ads. For men, they were often erect and stroking themselves or having themselves stroked by someone else in the picture and most mentioned the size of their penis. Women, on the other hand, were displayed in sexy lingerie and not-often-revealing shots. If they were revealing, their breasts were showing or they were bent over and their buttocks were showing. Rarely was there picture of an exposed vagina.  Every respondent was very specific about the type of S & M act they wanted to participate in.  
Conclusions:  The internet provides a powerful way for people to meet who have similar sexual interest. 

O 03-3 Child Sexuality and the Failure of the Psychotherapeutics of Child Sexual Abuse
Dr Angelides S, Centre for Women’s Studies and Gender Research/Sociology
Monash University, Clayton 3800, Australia, E-mail: Steven.Angelides@arts.monash.edu.au 

The “rediscovery” of the problem of child sexual abuse in the 1970s and 1980s has had a profound impact on how we understand and manage sexual relations. Few would dispute that patriarchal social structures, oppressive male sexualities, and power relations between the sexes and between adults and children have been subject to much needed critical scrutiny, and that our re-examination of the dynamics of child sexual abuse and its detrimental effects have generated valuable insights with regard to diagnosis, therapeutic intervention, and management. However, significant gains are often accompanied by equally significant losses, and unfortunately the field of child sexual abuse psychotherapy is no exception in this regard. This presentation suggests that, despite admirable efforts to protect and empower children from the harmful consequences of sexual abuse, in one particularly significant way children have been unwittingly disarmed and disempowered within the
prevailing psycho therapeutic paradigm. The paper begins by demonstrating how the expansion of the discourse and psychotherapeutics of child sexual abuse have proceeded at the expense of a dynamic concept of child sexuality. It argues that the effects of this erasure of child sexuality undermine
the therapeutic goal of helping victims work through the trauma of sexual abuse. The paper concludes with a discussion of the ways in which the trivialization or disavowal of child sexuality—the failure to engage the dynamics of child sexuality in the therapeutic encounter—has potentially damaging psychological effects by further compounding the feelings of guilt and shame that so frequently immobilize child victims of sexual abuse.

O 03-4 Experiences of Rape and Sexual Coercion among Gay and Bisexual Men in Aotearoa/New Zealand
Braun V. 1, Fenaughty, J. 2, Schmidt, J.3, & Gavey, N.4
1 Department of Psychology (City Campus), The University of Auckland, Private Bag 92019, Auckland, Aotearoa/New Zealand, E-mail: v.braun@auckland.ac.nz  

2 NetSafe - The Internet Safety Group, PO Box 105-817, Auckland 1030, Aotearoa/New Zealand
3 55 Powell Street, Avondale, Auckland, Aotearoa/New Zealand.
4 Department of Psychology (City Campus), The University of Auckland, Private Bag 92019, Auckland, Aotearoa/New Zealand

Introduction/Objectives
There has been relative silence around the issue of rape and sexual coercion among men who have sex with men. Data from a limited number of prevalence studies suggest that between a fifth and a third of gay/bisexual men may experience rape, forced, coerced or unwanted sex from other men. However, little is known about the nature and meaning of such experiences for gay and bisexual men. This talk reports the findings of a qualitative New Zealand-based study of gay/bisexual men’s experiences of forced, coerced, or unwanted sex. It focuses specifically on the nature of the experiences men reported.
Methods

Nineteen gay and bisexual aged between 20 and 54 men, from various ethnic backgrounds, took part in individual in-depth, semi-structured interviews, which lasted between 90 and 120 minutes. The men were recruited through advertising, word of mouth, and snowballing, to talk about their experiences of unwanted, coerced or forced sex. All interviews were audiotaped and transcribed, and data subjected to thematic analysis, to identify patterns across participants’ responses. 

Results

Four general patterns of forced, coerced or unwanted sex were identified, across a wide spectrum of individual experiences: (1) incidents involving physical force; (2) the ability to refuse sex being compromised by intoxication; (3) young and inexperienced men being coerced or pressured into unwanted sex; (4) feeling obligated to provide sex. Other specific issues reported by the men included: barriers to reporting sexual assault; power dynamics in sex between older (more experienced) men and younger (often newly out) men; and the difficulty of refusing unwanted sex. 

Conclusions

Sexual coercion among gay/bisexual men takes many different forms. The ongoing silence surrounding its existence creates barriers to its prevention and to sexual health for gay and bisexual men. While there are continuities with women’s experiences of rape and sexual coercion, there are also features particular to gay/bisexual men. However, many of these relate not to gay sexuality, specifically, but rather to masculine sexuality. The topic is a politically sensitive one, and needs to be considered with care.
O 03-5 A Study of the Condom Using Behavior and its Related Factors among College Students in Taiwan
Yen-Chin Lin 1, Yuan-Hsiang Chu 2  

1 Graduate School of Human Sexuality, SHU-TE University, Kaohsiung, Taiwan, 
E-mail: cwu@mail.stu.edu.tw 

2 Graduate School of Human Sexuality, SHU-TE University, Kaohsiung, Taiwan.

The purpose of this study was to investigate the current situations of condom using behavior and its related factors among college students in Taiwan. There were two phases in the study. In phase I, 50 students from one college in the eastern, southern, middle and northern parts of Taiwan were selected to form a focus group, and were interviewed in order to further understand the reasons why they used and did not use condoms, so the information obtained became the basis of the questionnaire design. In phase II, by using stratified sampling (group sampling) method, a total of 1,200 freshmen from 12 colleges in the eastern, southern, middle, and northern parts of Taiwan were selected. 
The results were as the followings after statistical analysis:
1. Generally speaking, students continued to use condoms when they better understood the benefits of using condoms, such as preventing STDs, being a contraceptive, respecting the female partner and protecting oneself, decreasing the harm from rape, etc. The reasons for not using condoms are: afraid of ruining the atmosphere during the first sexual intercourse, worrying about losing sexual feelings, unexpected sexual act with impulse, embarrassing to request for using the condom, and for women submitting to the male partner’s sex act.
2. The students who did not engage in sexual intercourse had higher behavioral intention to use condoms than those did.
3. The students with a more positive attitude in using condoms and a more peer attitude in support tended to use condoms; however, the students with insufficient self-efficacy tended not to use condoms.
4. Having had sex partners, the attitude towards using condoms, self-efficacy, and peer attitudes are the four major factors to predict condom using behavior.
O 03-6 A Study of the effectiveness on Parental Sexuality Education
Yuan-Hsiang Chu1, Yen-Chin Lin2  
1 Graduate School of Human Sexuality, SHU-TE University, Kaohsiung, Taiwan, 
E-mail: ining@mial.stu.edu.tw 

2 Graduate School of Human Sexuality, SHU-TE University, Kaohsiung, Taiwan.

The purpose of this study was to understand the effectiveness of sexuality education training on the parents in the group regarding their sex knowledge, awareness of sexuality education, attitude towards sexuality education, self-efficacy in sexuality education, communication effectiveness and communication behavior in the hope that they would be able to talk to children about sex issues.
The 6-week training program for 92 parents, 2 hours per week, included parental roles in sexuality education, the adolescence, gender roles, boy-girl relationship, HIV/AIDS & STDs, and experience sharing and feedback. The design of the program emphasized knowledge and skills, especially on the part of the parents, whose homework is designed to possess the ability, topics and directions to communicate with children on sex-related issues at home. In addition, the sufficient time and the design of the content catered to the needs of the group members. This program fosters the extension of sexuality education in which the parents with learned knowledge and developed teach, guide and communicate with their children on sex-related issues.

O 03-7 Community awareness program of sexual health promotion for the newly married couple

Haewon, Kim (RN, PhD)1
1Department of nursing, College of medicine, Professor, Kwandong University, Naegokdong 522, 
Gangreung city, Kangwondo, 210-701 Korea  E-mail: hwkim@kd.ac.kr
Introduction

In the aspect of maternal child health, newly married couples have a position as an important health care client. They have to adjust a changed role as a parent and perform a health behavior for their optimal health. So the main purpose of this project was not only to prevent the high risk pregnancy or unintended pregnancy, but to do a disease prevention and health promotion of the family members in newly married couple family.   

Methods

Gangreung health center is located at the north- eastern coast in Korea, the center have performed the diverse MCH services. This project was one of those services under the financial support from the Korea Ministry of Health & Welfare. Service target was a 164 newly married couple. The clients received services such as health assessment, immunization, health education & counseling, and they got a book & leaflets written the healthy daily habits, parent role& responsibility, disease management& STI prevention and so on.      

Results

There were some abnormal findings in CBC and serology test (anemia, leukocytopenia, hepatitis-B, so on). In family planning, frequently used methods were out of vagina ejaculation, condom, menstrual cycle method, and oral pill. Among women, 90% experienced dysmenorrhea. For the next health education subjects, they wanted to know preparation of pregnancy, prevention of congenital anomaly, early detection of women’s cancer, contraception, parental role & responsibility, and how to be a happy couples.

Conclusions 

This project contributed to promote the sexual health of the newly married couples living in Gangreung city and its surroundings. From the study, service programs should be advertised in many ways so that the people can recognize the program content and utilize the health services. In domain of sexual health education & counseling, the nurses as a sexuality professional have to show the leadership among the diverse health personnel in the community setting.
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O 04-1 Wen, Wu and Winckelmann: The Poetics And Politics Of Gay Manhood In A New Asian “Nation”
Atkins G.
Department of Communication, Seattle University, Seattle, USA  E-mail: atkinsg@seattleu.edu 


        Southeast Asia’s concept of gay manhood is rapidly evolving, leaving behind the belief that being an Asian gay man is equivalent to being gendered as feminine. As the evolution occurs, what images of manhood are gay men in the region projecting? This paper examines the images presented on a five-year-old regional website, Fridae.com, and in the “Nation” circuit parties it sponsors. The paper briefly summarizes a previous quantitative study of all gay male profiles on the website and adds a new qualitative look at 100 profiles of gay Asian men who use the website to post notes and diaries. The profiles are examined to see how the men write and picture themselves in terms of their hopes, their self-esteem, the psychological and economic challenges they face, their health, and their desires in sex or in relationships. The paper also then adds observations of the types of gay male expressions being made in the most important “real-time” event that Fridae.com sponsors, the “Nation” party. The new Asian gay manhood seems to fuse German poetics and Confucian politics. German classicist ideas about manhood most commonly associated with Joachim Winckelman and his subsequent followers (from the 1700s until the present) are mingled with the Confucian ideas of manhood captured in the dyad of when and wu -- and then used to respond to historical events in the region, such as the Singapore government’s decision to ban the “Nation” party and force its movement last year to Thailand. This combination of the poetics and politics of manhood, along with historical developments, may be leading – as seen in the notes of some of the writers -- to a greater assertion of the civil right of public assembly for Asian gay men, not simply in tolerated places such as bars and saunas but in globalized spaces traditionally considered “heterosexual-only.” The implications are significant: changes in the definition of what constitutes an Asian gay man; in the political right for large and public assemblies of such men; and in the way such men construe factors that promote or harm their psychological and physical health. 
O 04-2 Health Professionals’ Responses to Disclosure of CSA History: Female CSA Survivors’ Experience
K McGregor1, S Mulch, M Glover3
1 Rape Prevention Education, Auckland, New Zealand

2 Faculty of Business, AUT University, Auckland, New Zealand

3 Department of Social & Community Health, Faculty of Medical & Health Sciences, University of Auckland, New Zealand. Email: m.glover@auckland.ac.nz 


Adult survivors of child sexual abuse (CSA) are high users of health and mental health services. Health professionals (HPs) are well placed to improve health outcomes for them by delivering positive interventions post-CSA. Yet, of 191 New Zealand female CSA survivors only 4% had disclosed to a HP. The current study explored female CSA survivors’ experience of HPs’ responsiveness to disclosure of CSA history. 

Sixty one women, from 22-65 years old, completed postal questionnaires in late 2004. Calculations were performed in SPSS. Percentages are the proportion of valid responses. 

There were 159 CSA experiences perpetrated by 168 (96% by male, 4% by female) offenders. All respondents were under 16 years at the time of the CSA. The majority experienced CSA to the level of unwanted genital contact, unwanted or attempted penetration. Sixty nine percent of respondents had disclosed to some 80 HPs, of whom 62.5% were female. General practitioners (71%) were the largest group of HPs disclosed to. Sixty nine percent of the HPs were rated very to somewhat helpful. Female HPs were more helpful than male HPs. Of the 19 women who did not disclose to a HP 10 reported that they have wanted to tell a HP about the CSA. Seventy seven percent had not been asked by a HP about CSA. Only 28% said that a HP had at some time helped them to understand or deal with the effects of CSA. Thirty five percent of women thought all HPs should routinely ask about CSA.

Almost all (93%) experienced fear when faced with undergoing common medical examination procedures, mostly due to CSA. Forty five percent said fear stopped them from attending regular health checks. Thirty eight percent believed that a HP at some time had acted physically or sexually inappropriately towards them. 

Understanding the barriers inhibiting CSA survivor’s access to health care is important for clinicians. In a study of physiotherapists' interactions with survivors of CSA (Stalker, 1999) researchers developed simple recommendations for dealing with the particular needs of CSA survivors. The current study suggests similar guidelines would be useful for other HPs.

O 04-3 Eroticizing Equality, Coming To Power

M Glover1
1 Social & Community Health, Faculty of Medical & Health Sciences, University of Auckland, New Zealand. Email: m.glover@auckland.ac.nz
It has been said that if the sexual exploitation, trade in and abuse of women is ever to end, then we have to eroticize equality. The slow progress towards that goal could be partly due to the pursuit of equality instead of equity. The pursuit of equity within relationships means that sexual relationships should deliver equitable outcomes. 

One sexuality that overtly promotes healthy non-abusive relating, where individual needs are honored despite gender, sexual preference or race, is BDSM. Rather than just an anagram for bondage & discipline, dominance & submission and sadomasochism, BDSM is used worldwide as a noun signifying the pansexual community of people who identify with a myriad of ethnic, gender and sexual labels, and who indulge in a diverse range of sexual practices, kinks and fetishes. For some people BDSM is a lifestyle or their sexuality. People whose sexuality is more accurately labeled BDSM, feel that their role as dominant, top, submissive, bottom or switch or that their fetish is essential to their erotic life. For some people, gender is irrelevant and sexual preferences (gay, lesbian, transsexual, heterosexual) can become irrelevant. Even the labels bisexual and pansexual would be misnomers as it is not about the gender of the sexual partner but their authenticity as a dominant or submissive that is important.

Inherent in BDSM is an overt recognition of power and there is an institutionalized framework for its analysis, deconstruction, exchange and reconstruction as ‘play’. There is an institutionalized code of ethics governing relationships and BDSM practice to ensure physical and emotional safety. For example, the SSC (safe, sane, consensual) credo. 
The author proposes that historically established belief systems that institutionalized white anglo racial superiority and male dominance/female subordination continue to inaccurately associate white and male with dominance. The importance of gender as a factor determining division of power has long been redundant and the changes in how power is socially distributed is resulting in an expansion of the ways in which people express their sexuality and gender. Less and less will sexuality be defined by the gender of ones’ lovers. 

O 04-4 The Classification of Factors Contributing to Gender Identity among Transgender People in Japan

Sasaki, S.1

1Division of Human Relations, Graduate School of Keio University, Minatoku, Tokyo 108, Japan

E-mail: gender_identity_study@hotmail.com   or  ssasaki@cts.ne.jp
Introduction/Objectives

The purpose of this study was to classify factors contributing to gender identity among transgender people in Japan. Many previous studies have argued that the gender identity of transgender people was supported by medical treatment. On the other hand, it has been said that it is important to have real life experience. Perhaps, it is supposed that there are a lot of factors contributing to gender identity. Therefore, it can be beneficial to collect the data from transgender people by asking about some factors.

Methods

The participants were made up of 275 transgender people (MTF (male to female) were 120, FTM (female to male) are 155). According to the psychiatrist, all transgendered in this study had been diagnosed with gender identity disorder. They received and responded to questionnaires. This basic question was “What is useful to you in supporting your gender identity? Please write whatever you think of.” The analysis was the so-called KJ method. This is a kind of classification method, which stemmed from Kawakita Jiro who was an anthropologist in Japan.

Results

The results was classified into 7 domains, which are 1) appearances, 2) hobbies/interests, 3) sex, 4) interpersonal relationships, 5)cognition, 6)identification documents, and 7) a toilet. Each respectively includes, but is not limited to, the following examples;

1) clothes, makeup, voice, use of words, muscle training, hormone therapy, genital surgery. (FTM: 36.1%／MTF: 43.5%)

2) housekeeping, motorbike, shopping, sports, music, travels, drinking. (FTM: 7.5%／MTF: 10.9%)

3) sexual sensation, sexual intercourse, sexual desires, a sexual partner, loving for a sexual partner. (FTM: 13.9%／MTF: 5.1%)

4) acceptance by friends, family, and people who work in the same place and who don’t know my past, companionship of transgender friends, Internet communication, social understanding of transgender. (FTM: 27.1%／MTF: 25.1%)

5) the Internet, technical books, counseling, positive thinking, consciousness to become an ideal man (woman), religious. (FTM: 12.6%／MTF: 10.9%)

6) gender and first name in official records, public and financial documents, membership cards.(FTM: 1.8%／MTF: 4.0%)

7) a toilet. (FTM: 1.0%／MTF: 0.2%)

Conclusion

It was found that transgender people survive by using a broad range of supportive materials. In the future, based on these results, questionnaires will be developed, and multivariate analysis conducted, to reveal the effect size, moderator effect, and mediator effect on these factors related to gender identity.

O 04-5 Sexual Health Behaviors among Thai Rural Adolescents

Kesinee Saranritticahi,  Ph.D. Candidate Program in Public Health, Khon Kaen University, 

Amphur Muang, Khon Kaen 40000

E-mail: sarankes@yahoo.com 

The majority of adolescents are engaging in sexual activities which effect to their sexual health. Prior studies mainly focus on sexual risk behaviors or unsafe sex, research on the antecedent and characteristics of adolescent sexual health behaviors is limited. This preliminary qualitative study aimed to identify adolescent sexual health behaviors from adolescents’ view points under their natural contexts. The samples were 10 families of adolescent during the age of 13-18 years old in rural area in Khon Kaen province and allowed to do home visit.  The participants were adolescents. Data collection and analysis were done simultaneously. Data were collected by using participant, non participant observation in-depth interview, and focus group discussion.  The constant comparative method of analysis was used in data analyzing. 

The preliminary findings from this study indicated that adolescent health behaviors had both positive and negative effect to sexual health behaviors and varied from low risk to high risk of sexual behaviors, from low threaten to health to high threaten to health. Adolescent behaviors leading to low sexual risk behaviors were helping family to do housework, learning, listening to parents, and following them. Adolescent behaviors leading to both positive and negative effect were making money and having steady boy/girlfriend.  Adolescent behaviors leading to high risk were so much closing to friend, having a variety of friends, going out for enjoyment at night time, going back home late at night, drinking alcohol, smoking, playing less attention to learning, not listening to parents, and not following them.  
Adolescent sexual behaviors were composed of: 1) sexual activities, 2) closure and disclosure of having sex, and 3) Sexual protecting behaviors. Sexual activities were ranking from low risk to high risk to health.  Low risk sexual behaviors included having steady boy/girlfriend, hugging, and kissing.  High risk sexual behaviors were unprotected having sex, having sexual abuse or raping, and abortion. Factors influencing on adolescent sexual risk behaviors were up to the degree of: eager to learn and try to have sex, men’ sexual desire, peer group value of having sex, and material value. Closure and disclosure of having sex, adolescent would keep closure when having sex and keep disclosure when getting pregnant and performing abortion. Sexual protecting behavior was up to male whether he was willing to use condom or not. Female had low power to negotiate. The consequence of sexual risk behavior normally happen was unintended pregnancy and end up with abortion.  Abortion was considered as sin which always never be considered before hand. The study suggests that inappropriate adolescent risk behaviors and adolescent social value should be adjusted to promote suitable adolescent sexual health behaviors.

O 04-6 Prevalence of Female Sexual Dysfunction in a District Town of Bangladesh.

Nargis SF1, Rahman MS2.

1Department of Obstetrics and Gynaecology, Shaheed Ziaur Rahman Medical College, Bogra 5800, Bangladesh. E-mail:  drshahinur@yahoo.com 

2Department of  Skin and VD.  Shaheed Ziaur Rahman Medical College, Bogra 5800, Bangladesh.

Objective: - To assess the prevalence of female sexual dysfunction in a district town of Bangladesh.

Method: - A longitudinal survey was done from January 2006 to March 2006 in different Specialists private chambers in Bogra town and out patient department of gynecology in a teaching hospital of Shaheed Ziaur Rahman Medical College, Mohammad Ali Hospital, Bogra Bangladesh.. 

One Thousand married sexually active women between 14 to 50 years were studied. Data were collected in person using interviewing questionnaire on several aspects of Female Sexual Disorder (FSD) including desire, arousal, pain, orgasmic disorders and reasons of attending medical services. General and pelvic examination was done in all the patients.

Result: - there was 92% respond rate. 45% women had one or more sexual problem. It is observed that most of them were not distressed by their sexual problems. 13% women had decreased sexual desire, 0.3% women had anorgasmia, 0.5% women had difficulty with arousal, 12% women suffered from dyspareunia, 07% patient complained  for dry vagina and 09% patient complained of burning sensation in vagina after having there sexual inter course. Only 02.8% women attended medical service centers for there sexual complaints. It is also observed that the female sexual dysfunction is associated with level of education, personality, gynaecological diseases & post gynaecological surgery, 

Conclusion: - Female sexual dysfunction is a moderate prevalent problem with a low reporting rate in a district town of Bangladesh. The most prevalent types of female sexual dysfunctions are decreased desire which is followed by painful sex.

Till now, limited clinical or scientific research has been done in the field of FSD. Although some progress has been made; additional research is needed to diagnose, assess treatment efficacy and establish national treatment guidelines.

O 04-7 Statistical Profile of Sex Offenders in Japan

A.Uchiyama
Mejiro University; E-mail: uchiyama@mejiro.ac.jp
Introduction

These several years, preschool children or early age of primary school children were targeted as victims of sex crimes in Japan. If we can clarify the traits of sex offenders, it might be useful and helpful to prevent same type of crimes. Statistics on crimes reported to the police tells us various aspects of sex offenders. In addition to official statistics, survey on sex offenders was conducted. 

Methods

Juvenile sex offenders and Adult sex offenders arrested by police were queried about the reasons of committed sex crimes, life style, influence of pornography and attitudes towards sex through questionnaire. Statistics on sex offenders were also analyzed.   

Results and Conclusion 

Attributes of offenders such as age distribution, marital status, their criminal career such as recidivists rate were shown by official statistics. Also the reasons they chose their victims and influences of pornography were asked through questionnaire survey.

	Balancing between empowerment, rights and quality services to the people living with HIV/AIDS, TASO Uganda

Nkoyooyo A
Makerere University Institute of Public Health -CDC Fellowship Program, TASO  research fellow. P.O. Box 7072, Kampala,

Uganda Email: nkoyooyo@yahoo.co.uk 

Introduction: The AIDS Support Organization (TASO) was established to contribute to the process of restoring hope to the individuals, families and communities affected and infected with HIV/AIDS.

Issues: TASO’s approach to service delivery is client centered and demand driven. All the services that are provided arise from the specific needs of the clients. 

Project description: TASO clientele include PLWHA receiving services from the centers, in their homes and in outreach clinics, CBO/NGOs receiving training, and the general public that receives AIDS education and sensitization. TASO’s approach to service delivery ensures that each of those categories of people is consulted and taken into account when a package is being developed for them. 

Each center has a client’s council elected from amongst the clients. This council expresses clients concerns as to how services are delivered to them and it advises centre management on improvement. In addition a client satisfaction survey is carried out periodically. There is also a centre advisory committee composed of members from the local community to guide and advise TASO in delivery of services and to ensure local support and contextualization of issues for effective service delivery. Overall, a board of trustees with representation from all TASO centres and a client representative to voice clients concerns at the highest level of governance in TASO ensures that policies and care/support programs cater for the clients needs. 

Lessons learnt: Involvement of PLWHA in the program planning, and implementation ensures a balance between their rights, empowerment and effectiveness of the program. Dynamic program designs allow clients’ input, for satisfaction and continuity. 
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P 01 Sexual Activity, Dysfunctions and Quality of Life in Patients on Dialysis

Lew-Starowicz M1, Lew-Starowicz Z2, Gellert R3
1 Institute of Psychiatry and Neurology, Polish Sexological Society, Warsaw, Poland, 

E-mail: michallew-starowicz@wp.pl  

2Department of Clinical and Forensic Sexology, Postgraduate Medical University, Warsaw, Poland

3Department of Internal Medicine and Nephrology, Bielanski Hospital, Warsaw, Poland

People with chronic renal failure (CRF) are very likely to reveal various sexual dysfunctions. This could affect their sexual activity, satisfaction and general quality of life. Pathophysiology of sexual disorders in CRF is complex and include different physical and psychological factors. The objective of this study was to measure the prevalence of various sexual disorders, co-morbidities and their relationships, as well as impact they have on the health-related quality of life in haemodialysed patients. 

In a multi-center, observational, questionnaire-based study, 112 patients (69 males, 43 females) aged 20 – 60 were assessed using The International Index of Erectile Function (IIEF-5), Arizona Sexual Experience Scale, Mell-Krat Scale, Sexual Pathology Scale, Beck Depression Inventory, Self-Evaluation Questionnaire and Quality of Life Questionnaire (SF-36). Information obtained during one-on-one interviews and medical records was also considered. 

The most common reasons of CRF in examined group were chronic glomerulonephritis (36.5%), polycystic kidney disease (15.2%) and diabetes (10.7%). Arterial hypertension was a co-existing condition in 88.4% of men and 79.1% of women. High prevalence of sexual dysfunctions such as decrease in libido (48.8% of women, 72,4% of men), weakening of sexual responsiveness (only 6,9% of women have reached an appropriate score in The Mell-Krat Scale), erectile dysfunction (51,8%), dyspareunia (23,4%) and vaginismus (regularly by 4,6%, occasionally by 16,3%) was found. Decreased sexual ability was connected with higher level of anxiety, erectile dysfunctions with depression and anxiety (p<0.05). A high incidence of under-diagnosed depression was found (74.5% of women and 66% of men); moderate and severe depression proved to be correlated with lower quality of sexual life. Sexual dysfunctions and psychological problems connected with general disability had a significant influence on the patients’ satisfaction of life. Patients perceived their health as bad and deteriorating, and were very concerned with their ability to work, as indicated by the lowest scores for these two determinants of quality of life (22% and 35% respectively). A successful and early renal transplantation proved to have a very positive effect on patients’ sexual activity and general well-being. We conclude that haemodialysed patients proved to have frequent sexual and psychiatric disorders, which makes them a high-risk group of these problems.

P 02 Threats To (Hetero)Sexual Health In Aotearoa/New Zealand: Professional Perspectives
Braun V. 1
1 Department of Psychology (City Campus), The University of Auckland, Private Bag 92019, Auckland, Aotearoa/New Zealand, E-mail:  v.braun@auckland.ac.nz

Introduction/Objectives
Despite having a Sexual & Reproductive Health Strategy (2001), almost all sexually transmitted infections (STIs) have increased in Aotearoa/New Zealand in recent years. In regions with laboratory surveillance, population rates for chlamydia increased 51% between 2001 and 2005, and for gonorrhoea, 57%. This qualitative project aimed to examine the broad social contexts of risk around STI transmission in heterosexual sex. This paper reports on data from one aspect of the project - Key Informant interviews.
Methods
Thirty-two Key Informants, with 1 to 40 years experience in sexual health, took part in individual semi-structured interviews. Informants were identified through professional networks of the author, literature, recommendations from experts and other Key Informants, and snowballing, with the aim of a diverse range of professional involvement. Professional perspectives covered included: Nurses/Doctors, Educators, Health Promoters, Managers, and Researchers. Some informants had general population expertise, while others addressed issues for members of specific groups. All interviews were audiotaped and transcribed, and data subjected to thematic analysis, to identify patterns across participants' responses.
Results
Informants identified sexual health in New Zealand as a key area of concern. They tended to identify threats to sexual health at broad structural, systemic and cultural levels. Four general categories of threat to sexual health were identified: (1) Lack of governmental prioritising of sexual health, and an associated lack of funding; (2) Conservative social attitudes towards sex, and sexuality education; (3) Lack of adequate sexuality education and information about sexual risk, across a range of age groups; 
(4) New Zealand cultural attitudes and behaviours, such as binge drinking, and a laid-back, 'she'll be right' attitude. Informants identified a heterosexual HIV epidemic as a 'looming threat'.
Conclusions
For (hetero) sexual health - and STI incidence - not to worsen, and actually to improve, in Aotearoa/New Zealand, more priority needs to be given to sexual health in the Health & Education portfolios. However, research, policy and practice should not focus just on individual or interpersonal 
factors, but need to attend to the systemic, structural and socio-cultural factors identified, which work against sexual health, sexuality education, and sexual health promotion.

P 03 Perception of parental sex role by University student
Mikyung Kwon1,   Haewon Kim2, Sunghee Park3
1 Department of Nursing, College of medicine, Professor, Kwandong University
 #522, Naegok-dong, Gangreung city, Kangwondo, 210-701 Korea. mkkwon@kd.ac.kr
2 Department of Nursing, College of medicine, Professor, Kwandong University #522, Naegok-dong, Gangreung city, Kangwondo, 210-701 Korea. hwkim@kd.ac.kr
3 Seoul National University, College of nursing , Doctoral student. #28 Youngundong, Seoul Korea 110-799.

Introduction
This study was conducted to describe the perception of parental sex role held by university students and to examine differences in perception of parental sex role according to student characteristics.
Method
The participants were 336 university students in Gangreung city. The instrument was developed by the researcher and consisted of 3 subcategories; general parent role, parental sex role as a father and
parental sex role as a mother.
Results

The most positive item of parental sex role as a father is 'Father's role is teaching about value of society'(84.5%). The most positive item of parental sex role as a mother is 'Mother's role is to be a counselor or friend'(85.4%). There were significant differences in perception of father's role according to sex (p=.00), type of college(p=.04), persons who lived with student during childhood(p=.00), relationship with parent(p=.00), plan of marriage & having a child(p=.00), responsibility of child-rearing(p=.01), need for education for parental role(p=.01). There were significant differences in perception of mother's role according to sex(p=.00), grade(p=.00), type of college(p=.00), birth
order(p=.00), type of family(p=.00),  persons who lived with student during childhood (p=.00), relationship with parent(p=.04), plan of marriage & having a child (p=.00), responsibility of
child-rearing(p=.00), need for education for parental role(p=.00).
Conclusion
The parental sex role changes overtimes. Thus, it is important to identify university student's perception of parental sex role as pre-parent preparation for parenting.
P 04 Assisted Human Reproduction: Issues for Takataapui (New Zealand Indigenous Non-Heterosexuals)

M Glover1, A McCree2, L Dyall3
1 Social & Community Health, Faculty of Medical & Health Sciences, University of Auckland, New Zealand. Email: m.glover@auckland.ac.nz
2 Social & Community Health, Faculty of Medical & Health Sciences, University of Auckland, New Zealand. 

3 Maori Health, Faculty of Medical & Health Sciences, University of Auckland, New Zealand. 

 

Maori are the indigenous people of New Zealand. Their population numbers dropped drastically after colonisation to only 40,000. Now numbering around 500,000 and making up 15% of the total population, Maori have perhaps replenished their number to their pre-European size. The Maori fertility rate is dropping however and at 2.63 is fast closing the gap on the national rate of 2.03. Perhaps because of the perception that Maori enjoy good fertility, infertility has not been raised as an issue for Maori. Maori attitudes to infertility and assisted human reproduction (AHR) have therefore not been studied before now. 

 
The current study aimed to rectify that situation. Fifteen key informants were interviewed during late 2005 using a semi-structured interview schedule designed to elicit their views on the importance of fertility to Maori, Maori responses to infertility and Maori attitudes towards the new range of assisted human reproductive technologies now in use in New Zealand. Six focus groups were subsequently held using the same interview schedule to elicit a range of Maori views. Recruited to focus groups were Maori health workers, Maori men, youth, elders, Maori who had experienced infertility and takataapui (Maori non-heterosexuals). This paper presents the findings from the interviews and focus group with takataapui participants. 

 
In addition to the many issues that arise for Maori when considering AHR, such as, the need to know ones genealogy, a preference for traditional responses to infertility and resistance to new technologies, gay and lesbian Maori face extra challenges when considering AHR. A preference for do-it-yourself arrangements and methods could be denying takataapui the same level of medical and legal safety available to AHR consumers. Homophobia within society, but more so within whanau, means takataapui parents may receive less support for pursuing children via AHR. The myth of the gay lifestyle double-income-no-kids and the realities of the clubbing life, contribute to lesbians delaying thinking about having children leaving them more at risk of experiencing infertility. The takataapui interviewed concluded that there needed to be more education about infertility and AHR available to younger gay and lesbian Maori to increase their fertility choices.

P 05 Breast cancer and Japanese women’s sexuality: I. Sexual changes following treatment.

Takahashi M 1, Inokuchi T 1, Suzuki M 2 , Yamamoto N 2, Kai I1

1 Department of Social Gerontology, Graduate School of Medicine, University of Tokyo

 7-3-1 Hongo, Bunkyo-ku, Tokyo 113-0033 Japan, E-mail: miyako@m.u-tokyo.ac.jp 
2 Department of Breast Surgery, Chiba Cancer Center 

 666-2 Nitona-cho, Chuo-ku, Chiba 260-8717 Japan  

Objective: To examine sexual changes Japanese women experience following treatment for breast cancer.  
Methods: A self-administered questionnaire survey was conducted with 250 breast cancer patients who visited the out-patient clinic of Chiba Cancer Center from September to March 2006.  Patients were asked about the following aspects of their sexual behaviors: whether or not they showed operation scars to partners, whether or not they resumed sex after surgery, the timing of resuming sex, changes of frequency of sex, and changes of the level of their sexual satisfaction.  

Results: Of 155 women who responded, data from 106 women (mean age: 50.4 ± 6.0 y.o.) who had sex before diagnosis and a continuous relationship with the same partner were used for analysis.  Most respondents (96.2%) were married and their mean length since diagnosis was 46.0 ± 29.5 months.  About half of them (49.1%) underwent modified radical mastectomy.  Many (80.2%) had not re-commenced menstruation at the time of the survey.  The majority (84.0%) had shown the operation scars to their partners.  Those who had breast conserving surgery (p=0.025) and those who regarded the sexual part of their relationship with their partner to be important (p=0.018) were more likely to show.  Also, the majority (89.6%) had resumed sex after surgery with the median time being 3.0 (range 0.5-15.0) months since surgery.  As for frequency of sex, 63% answered it had “decreased” following treatment.  Regarding the level of satisfaction with the overall sexual relationship with partners, 57.5% answered that it had “decreased”, 34.0% reported “no change”, and 5.6% answered that it had “increased”.  

Conclusion:  Although the majority of respondents had resumed sex after surgery, many reported decreased frequency of sex and decreased sexual satisfaction.  Further research is needed to explore the factors that correlate with these outcomes in order to better create support information and services.  

P 06 Breast cancer and Japanese women’s sexuality: II. Impact of marital satisfaction, dyadic sexual communication and perceived importance of sexual relationship on patients’ sexual function and sexual satisfaction.
Inokuchi T 1, Takahashi M 1, Suzuki M 2 , Yamamoto N 2, Kai I1 

1 Department of Social Gerontology, Graduate School of Medicine, University of Tokyo

 7-3-1 Hongo, Bunkyo-ku, Tokyo 113-0033 Japan, E-mail: t-inokuchi@umin.ac.jp  

2 Department of Breast Surgery, Chiba Cancer Center, 666-2 Nitona-cho, Chuo-ku, Chiba 260-8717 Japan 
Objective: To examine the factors that correlate with sexual function and sexual satisfaction among Japanese women following breast cancer treatment.

Methods: A self-administered questionnaire survey was conducted with 250 breast cancer patients who visited the out-patient clinic of Chiba Cancer Center from September to March 2006.  Dependent variables were measured using a modified Japanese version of the Female Sexual Function Index (FSFI-J; original version by Rosen, 2000) to assess patients’ sexual desire, sexual arousal, lubrication, orgasm, sexual satisfaction, and pain. Independent variables included patients’ demographic and clinical information as well as patients’ assessment of their body image (body image sub-domain of Cancer Rehabilitation Evaluation System; Schag, 1983), marital satisfaction (Quality Marriage Index; Norton, 1983), dyadic sexual communication (Dyadic Sexual Communication Scale; Catania, 2004), and the perceived importance of the sexual aspects within the couple’s overall relationship before diagnosis.

Results: Of 155 patients who responded, data from 59 women (mean age: 50.1 ± 5.7 y.o.) who had sex with their partners during 3 months before survey and who answered all the items of FSFI-J were used for analysis. In the bivariate analyses, factors that were significantly related to higher FSFI-J scores were patients’ younger age, presence of menstruation, and patients’ better mental health (measured by General Health Questionnaire 12; Niino, 2001).  After controlling these three variables, multiple logistic regression analysis was conducted and following results were revealed: Better marital satisfaction was significantly correlated with more arousal, more lubrication and more sexual satisfaction.  Better dyadic sexual communication was significantly correlated with more desire, more arousal, more lubrication and more sexual satisfaction. Perceived higher importance of sexual relationship in couple’s overall relationship before surgery was also significantly correlated with more desire, more arousal, more lubrication and more sexual satisfaction. Body image did not show correlation with any sub-domains of FSFI-J. 

Conclusion: Marital satisfaction, dyadic sexual communication, and perceived importance of the sexual relationship in the couple’s overall relationship before surgery were indicated as correlates for Japanese breast cancer patients’ sexual function and satisfaction. More research is necessary to further explore how to support women and their partners in dealing with sexual issues. 
P 07 Improvement of production of human lysozyme as curative medicine to AIDS

Tsuchiya Y

National Institute of Animal Health, Kodaira, Tokyo, Japan

E-mail: tsuchiyayoshi24@yahoo.co.jp 

Although human lysozyme is known as the antibacterial medicine for many years, it turns out that it is effective also in the medical treatment of AIDS in recent years. However, a mass production system for it is not established yet and its clinical application to AIDS is not made. In order to spread human lysozyme through the medical treatment of AIDS, it is necessary to establish the mass production system and to lower manufacture cost. Human lysozyme (HLY) gene connected with human lysozyme signal peptide (HLSP) gene was used for the secretion of recombinant HLY (rHLY) from yeast cells. HLSP portion in this gene was substituted with chicken lysozyme signal peptide (CLSP) gene or bovine lysozyme signal peptide (BLSP) gene, or the amino acid sequence near the n-terminal was altered, and effect of mutations on the secretion of HLY was estimated. The secretion amount of recombinant HLY in the medium was measured by the lytic activity against bacterial cell wall. As the results of expression of each genes in yeast, rHLYs were secreted as follows; 18.1 mg/L in HLSP-HLY, 16.2 mg/L in BLSP-HLY, 21.5 mg/L in CLSP-HLY. These results shows that the CLSP is excellent than wild-type (HLSP). So next, N-terminal region of CLSP gene was altered and expressed in yeast. Deletion of arginine (Arg) residue decreased the HLY secretion (7.3 mg/L), but addition of Arg increased the secretion (44.2 mg/L). The ability of signal peptides for secretion of rHLY are as follows: CLSP > wild-type (HLSP) > BLSP. By the addition of 2 or 3 Arg residues in the N-terminal region of CLSP, rHLY was successfully produced in large quantities (more than 50 mg /L). This indicates that the positive charge of this region in CLSP plays an important role in yeast as well as prokaryotes. The mass production system of rHLY was established here.
P 08 Maori Men and Unwanted Sex: Challenges for Indigenous Communities

Aspin, C,1 & Reynolds, P.2
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Introduction

Rape of men by other men can have a devastating impact on the victims as well as their social and familial networks. For Maori, the indigenous people of Aotearoa/New Zealand this can have long-term consequences on family and community networks. Like other men, Maori men who have been raped by other men report a range of adverse effects on themselves and their whanau (families). Maori men with a same sex attraction face a barrage of challenges to their health and well-being. This can range from rejection by whanau (family) networks to lack of social support systems in which to develop healthy social relationships. Our study has shown that these men can also be vulnerable to rape and sexual coercion by other men. 

Method
A purposive sample of eight Maori men (age range 24 to 50) was recruited to this arm of a larger study. Participants were interviewed about their experiences of unwanted sex. Interviews were transcribed and then analysed thematically. 

Results

The ages of the men at the time of the unwanted sex ranged from 14 to 31, with a total of eleven instances of unwanted sex being reported. Nine of these experiences involved anal penetration without a condom. 

All respondents reported long-term negative health consequences of the unwanted sex, with these including depression, anxiety attacks, heart disease, compulsive eating disorders and social isolation and sexual dysfunction. 

Respondents said that they felt unable to report their unwanted sex. In contrast, some men identified a key family member who was able to provide support in a culturally appropriate manner that helped the men to overcome their ordeal.

Implications

Support services need to be in place for men who are subjected to unwanted sex. As well, Maori communities need to be supported to draw on their cultural strengths to provide culturally appropriate support for Maori men. This study has implications for other indigenous people where unwanted sex and sexual coercion can have debilitating impacts on community structures and networks. 
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Addendum

Abstracts of Plenary Sessions

PL 07 Evolution of Sexuality
Professor Dr. Leonard A. Rosenblum, Ph.D. 

Studies in nonhuman primates can teach us much about the evolutionary origins of human sexual biology.  Identifying experiential, relational, physiological and individual factors that influence both normal and abnormal sexual expression in our closest evolutionary relatives can offer both insights into human sexual behavior, and the generation of hypotheses of clinical relevance that can then be assessed at the human level.  This lecture will focus on selected aspects of the sexual functioning of monkeys and apes that bear directly upon significant concerns in humans, including such issues as the range of sexual expression, development of sex differences, the influence of the social environment and individual experience on sexual performance and the role of particular

neurophysiological factors in regulating sexual interactions.
PL 08 Erotic Art: A powerful educational, clinical and research tool

Dr. June Machover Reinisch, Prof. (USA)
This presentation demonstrates how erotic art, such as that archived in The Kinsey Institute collections and exhibited at The Museum of Sex, in New York City can be used to inform, educate, and provide important insights into our understanding of human sexuality.  These images produced by artists and craftsmen from prehistory to the present time provide a source of unique data for educators, clinicians and researchers to apply toward gaining perspective on how sexuality has been perceived historically and provide insights into what life was like for our forbearers in ways that more formal historical records fail to do.

Erotic visual images can provide a unique artistic and philosophical context and an historical, multicultural perspective on human sexual behavior.  How the private lives of men and women were  perceived by their cultures and the impact that perception had on how individuals viewed themselves and their sexual and reproductive behavior are revealed in the erotic art produced depicting them. 
Finally these images provide insights into how these idealized or stereotyped views and expectations affect the way societies' approached sexual behavior between men and women, women and women and men and men. These perceptions can then be of assistance in the interpretation of contemporary scientific research in the social, medical and biological sciences and in clinical practice. In addition, the behavior of the past and the societal/cultural response to that behavior informs our current behavior and the response of our contemporary societies and cultures.

Scientific research and clinical medicine do not exist in a vacuum. How we understand and think about science and clinical practice; how we create and design research; Even the questions we ask, are all influenced by the culture and era in which they exist, and the past out of which that present culture is derived.  In return, the fruits of research and clinical practice influence the culture and society in which they are consumed.

This presentation will be fully illustrated with slides of art, artifact and ephemera from 3500 BCE to the 20th century.

Abstract of Symposium Session

S 02-1 37 years experience of listening to gay men during changing times in sexuality in England, 1969-2006
Michael Waugh FRCP, FRCPI, FAChSHM, Nuffield Hospital  Leeds  England , President IUSTI 1995-9, E-mail: mike@mawpud.fsnet.co.uk 
Back ground- In fact it is 43 years since I as a 20 year old medical student at Charing Cross Hospital volunteered as a student to do Gram stains and learn to give penicillin injections at the venereology department at Martha and Luke clinics at West London Hospital on Hammersmith Broadway. The reason was in those days there was still a bacteriology exam and I had not mastered Gram staining. There was a wonderful physician the late Dr Jimmy Fluker astute and humane. Remember this was 1964 before the Sexual Offences Act , July 1967 which allowed 2 males in private to perform sex provided they were over 21. Note the constraints. The clinic was in a cosmopolitan part of London near Earl`s Court, BBC and London Airport. After some house jobs in 1969 I decided this was the specialty I wished to practice for the rest of my professional career.

London years 1969-1975. I was still in my 20s and had an awful lot to learn. we saw 24,000 patients  a year a good third of the male patients were gay . 80% of early syphilis in London was homosexually transmitted. Studies on Hepatitis B showed 40% of the group had antibodies to hepatitis B and 5% were antigen positive. Many of the gay patients became friendly with me and kept in touch. Unfortunately over half succumbed to AIDS in its early years in the 80s- talent lost awful suffering and isolation were facts I was to learn in the plight of others.

         Leeds 1975-2004. I became physician in charge of a large Provincial clinic with  gay and bisexual men from not only Leeds but large areas of the  North of England perhaps 10-15% of the total male numbers. 1975- 1982 was basically a continuation on a smaller scale of London. One of the reasons I was sent from London was to try to get the out of date attitudes of the medical profession to gay men changed in the North of England. In London we had often seen men who had travelled 300 km just to see a doctor who would be kind to them - a terrible endictment. Hepatitis B immunisation came in about that time.

1982 saw the first cases of AIDS. In UK Genitourinary physicians have been the main everyday professionals for HIV disease. 1982-1997 were busy, harrowing and sorrowful years. We were always occupied doing what we could diagnosing and trying to prevent opportunistic infections but until HAART in 1997 had little apart from monotherapy to halt HIV and its progress. I have seen so many young and middle aged and older men die of AIDS probably 200 souls. Dying, wasting in dreadful ways was not what anyone could wish. It is amazing how many were so stoic and brave until death took them.

         Post 1997 - although HAART has been relatively successful- it means loss of independence and a reliance on health professionals rather like a leukaemia patient for the rest of one`s days. There are severe side effects not the least lipodystrophy and facial and muscular changes, severe reactions to drugs, ability to keep to a regimen to take them, and the danger of viral resistance to HIV. All sorts of new dangers such as hepatitis C, resurgence of syphilis, LGV, anal cancers still abound. There is a need to be loved in most gay men and that is why seemingly easy rules about safe sex are so often ignored. The lowering of the age of consent to 16 is to be welcomed as it will certainly be easier for youth to get and receive advice. I have seen much in my career and I hope I can impart some of what I have learned from simple clinical observations to you.

SY 04-2 Evidence Based Phytotherapy for Female Sexual Dysfunction

B. Srilatha, PG Adaikan

Department of Obstetrics & Gynaecology, Yong Loo Lin School of Medicine, National University of Singapore, National University Hospital, 5 Lower Kent Ridge Road, Singapore 119074

Female sexual dysfunction is much less studied and less well understood than the disorder in males although the incidence is over 40%. While many clinical conditions and hormonal deficiencies including menopausal states precipitate these disorders in women, most sexual dysfunction is a combination of both physical and psychological factors. Synthetic oestrogens with or without androgens are being used to treat the symptoms; however, this form of hormone therapy (HT) has often been linked to side effects. In our study, we tested the effectiveness of phytoestrogens as safer alternatives for selective dysfunctional changes in the menopausal rabbit model. Thirty New Zealand White female rabbits were divided into five groups (n=6). One group served as the intact control, while other groups underwent ovariectomy to serve as postmenopausal models. Three treatment groups were given 100µg/kg oestradiol valerate, 100µg/kg daidzein, or 6.68mg/kg red clover extract isoflavones daily, for 12 weeks. The remaining group served as the operated control group. Following pelvic nerve stimulation, blood flow increased remarkably in daidzein treated group. Serum oestradiol (E2) was significantly increased in oestrogen treated group. Treatment with E2 increased average uterine weights in the rabbits (14.7g), bone mineral density was lowest in the ovariectomized control group (0.367g/cm2) and highest in the red clover group (0.399g/cm2). Based on these results, we believe that supplementing isoflavones for HT may lead to an increase in bone mineral density and vaginal blood flow with minimal effect on uterine weight and may therefore be a safe alternative to hormonal preparations. With similar mechanistic actions on specific pathways, this therapeutic intervention would be expected to replace the loss of positive effects of oestrogen in postmenopausal women while minimizing negative effects.

Abstract of Oral Presentation

O 01-7 Assessment on Training of AIDS Prevention and Treatment Instructed by Sino-American Specialists

Peicheng Hu 1 ,   Judy Kuriansky 2  Shuwei Hao 3   

#1 Professor of Medical Psychology, Doctoral supervisor, Dean of Division of Medical Humanities, Secretary-general of China Sexology Association, Peking University Health Science Center 100083. E-mail: pchu@bjmu.cn 
#2 should read:  Department of Clinical Psychology, Columbia University Teachers College and Department of Psychiatry, Columbia College of Physicians and Surgeons, 525 West 120 Street, New York, New York 10028.

#3 Master student on Applied Psychology, Dept. of Medical Psychology, Peking University Health Science Center, 100083 China
Abstract: Objective: to compare pre-and post-training to see whether there is any enhancement on the knowledge level of Beijing basic-level medical personnel on AIDS prevention and treatment, and on ability in communicating with patients about sexual and AIDS problems. Method: to survey 90 Beijing basic-level medical personnel on AIDS related knowledge and ability in communicating about sexual problems by filling in questionnaires before and after training. Result: After training, there is an elevation of different levels in sex knowledge among the surveyed, enhanced ease in communicating and treating sexual problems (except female and middle-aged sexual problems), and variance of the statistical result shows significance. Most participants think they are more ready and able in treating and caring HIV patients and carriers and have gained further understanding in AIDS related knowledge. Conclusion: The training is effective in improving medical personnel’s knowledge and skills on AIDS prevention and treatment and communicating on sexual problems.
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Thursday 2 November 2006
	Plenary 3 & 4                                                                                                     14.00 – 16.00 h      

	Chairs:
	· Eusebio Rubio-Aurioles, Dr., President, WAS

· Veerachai Sithipiyaskul, Dr. (Thailand), Director of the Regional Health Promotion Center 9, Phitsanulok
	Ballroom 2




Saturday 4 November 2006
	Plenary 9 & 10                                                                                                     8.30 – 10.30 h      

	Chairs:
	· Vijay Kulkarni, Dr. (India)

· Sanya Patrachai, Dr. (Thailand), Department of OBGYN, Faculty of Medicine Ramathibodi Hospital, Mahidol University 
	Ballroom 2



SY 01-2 Sexual Dysfunction in OB-GYN practice

Thanapan Choobun, M.D., Department of OB-GYN, Faculty of Medicine, Prince of Songkla University, Hat Yai 90110 Thailand, E-mail: cthanapa@yahoo.com 

Sexual dysfunction can be a challenging issue through any periods of life. In the adolescent, they may face some types of sexual dysfunction including inexperience male partner, method of contraception, or fearful of pregnancy. In reproductive period, female sexuality mainly depends on their health and family. During pregnancy time, they have to adapt to many changes such as physiology, body image or life style. These may influence their sexual function. After childbirth, their sexual desire may decrease because of their responsibility to take care of the children. During the late third to early fourth decade of life, a number of underlying diseases including hypertension, diabetes or pelvic surgery are found to have effect on their sexual life. Cancers, especially gynecologic malignancies, can lead to physical and psychological distresses. A number of them stop their sexual activities after being diagnosed and treated for these life-threaten diseases. Lastly, in their menopausal period, their sexual activity can be interfered by the declination of hormone. 


The presentation will focus on these common situations including pregnancy and cancer which young and inexperience care-takers and clients might feel uncomfortable to discuss about these sexual issues.  
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