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Introduction:

The transition to ICD-11 was recommended by the WHO beginning from
January 1, 2022. This classification went into effect on February 11, 2022.
Its implementation in Ukraine is planned no earlier than 2006.

In ICD-11, all sexual disorders were excluded from the chapter "Mental,
behavioural or neurodevelopmental disorders”. The exception was
paraphilias, which in ICD-11 are called paraphilic disorders. They were
also simultaneously included into the new ICD-11 rubric “Conditions
related to sexual health”. All other sexual disorders have also been
included in this chapter. The following fact served as one of impulses for
separation of the above chapter. LGBT activists and organizations applied
to the ICD-11 project demanding to exclude this pathology from the list
of mental disorders, because its presence in the above list, in their opinion,
broke human rights. That application was not ignored. In ICD-11 the
block F64 “Gender identity disorders” from ICD-10 was replaced with
“Gender incongruence”. Also, gender incongruence (transgenderism) in
ICD-11 was transferred from “Mental and behavioural disorders” ICD-10
to “Conditions related to sexual health”. In this way mental pathology
“was turned” into the norm by means of a “depathologizing” effect of
social factors. But leaders of organizations of transgenders do not like
even the terminology, which reflects in the ICD-11. What do they think,
the term “gender incongruence” is stigmatizing too, because it contains
“incongruence” as one of its components. The problems, which compose
the group “Conditions related to sexual health”, are present in Chapter 17
of ICD-11 (ICD-11 for Mortality and Morbidity Statistics. 2024-01).
These include (1) sexual dysfunctions; (2) sexual pain disorders; (3)
gender incongruence (4) changes in female genital anatomy; (5) changes
in male genital anatomy; (6) paraphilic disorders; (7) adrenogenital
disorders; (8) predominantly sexually transmitted infections; (9) contact
with health services for contraceptive management.

In DSM-11, some changes were made concerning sexual disorders, which
became the subject of our special consideration and discussion.

Sexual dysfunctions

The following 2 criteria in the classification, which should attract our
attention, appear in the general characteristics of sexual dysfunctions. In
order to be regarded as sexual dysfunction the latter must persist at least
a few months and be associated with a clinically significant distress
(ICD-11 for Mortality and Morbidity Statistics, 2024-01). Obviously, a
few months means at least three. A question arises why for diagnosing
sexual dysfunction the latter must exist at least 3 months. What must the
physician and the patient do when a sexual disorder persists less: wait
until it may resolve on its own or register a lower quality of the patient’s
life? Another question also arises: why a specialist in the field of sexual
health, who has undergone occupational training, should wait so long in
order to be able to make a proper diagnosis?

At first (1992), the above criterion was absent in ICD-10 (The ICD-10
classification of mental and behavioural disorders: clinical descriptions
and diagnostic guidelines, 1992), but it appeared later (1993) in
Diagnostic criteria for research of ICD-10 (The ICD-10 Classification of
Mental and Behavioural Disorders. Diagnostic criteria for research,
1993), though it was indicated that in order to make a diagnosis of sexual
dysfunction the latter should persist at least 6 months. That regulation
almost completely agreed with the one present in the Diagnostic and
Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) (USA)
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published in 2013 (Diagnostic and Statistical Manual of Mental
Disorders. Fifth Edition, 2013), which contains a classification of sexual
disorders, though the expression of the diagnostic criterion in the above
classification is milder. Thus, it was indicated that the minimum duration
of decreased sexual desire should be about 6 months. From our point of
view, a lower duration of the temporal criterion in ICD-11 should be
regarded as a positive fact.

Another aspect of the problem consists in a possibility to make a
diagnosis of a certain sexual dysfunction only in the case when this
dysfunction is associated with clinically significant distress. Before
ICD-11 was approved the literature informed that ICD-11 suggested a
new approach to assessment of sexual desire and activity, which paid a
tribute to humanization, but hardly met the medical approach in
assessment of their expression (Kocharyan, 2021, 2024). For example, it
was reported that the classification, which was being prepared, aimed at
the viewpoint that there were no norms of sexual activity. It was suggested
to regard as “satisfactory” such sexual activity, which satisfies this
particular person. If the individual is satisfied with his/her sexual activity,
the possibility to make a diagnosis of sexual dysfunction is immediately
excluded, even if the above sexual activity differs from the one in other
people, in other cultures or subcultures (Reed et al., 2016).

The described approach blurs the concept of norm and pathology, since
any degree of expression of sexual desire and any frequency of sexual
activity are considered normal. If a person with a strongly reduced or even
absent sexual desire is satisfied with it and he/she does not feel any
distress in this connection, then in accordance with the above regulation
the person cannot be regarded as a patient. As a consequence, it is
necessary to mention even the existence of the term “healthy asexuality”,
which should be considered paradoxical.

However, it is quite fair to indicate that nonrealistic expectations from the
side of one’s partner, inadequacy to sexual desire of the partners cannot
be regarded as grounds for making a diagnosis of sexual dysfunction
(Reed et al., 2016).

Hypoactive dysfunction of sexual desire is rather widely represented
in the approved ICD-11 (HAO00), and though one of its diagnostic
criteria consists in the presence of personality distress, associated with it,
we do not observe such a stiff approach to its diagnosing versus the
regulation, which was present on the stage of preparation of this
classification.

Code F52.1 of ICD-10 (“Sexual aversion and lack of sexual
enjoyment”) does not have the appropriate code in ICD-11. It should
be noted that the diagnosis “sexual aversion” was not included in 2013
into DSM-5 (the modern classification, accepted in the USA) because of
its rare use and absence of confirmatory studies (Diagnostic and Statistical
Manual of Mental Disorders. Fifth Edition, 2013). This disorder was not
recommended for inclusion as an independent code into ICD-11 either,
where, as it was explained, the above disorder would belong to the
category “Sexual pain-penetration disorder” or be positioned as a separate
kind of phobic disorder (Reed et al., 2016). But when this classification
was published, the above pathology did not find its place in the section
“Sexual pain disorders”. Also absent are special references to this
pathology in the section “Anxiety and fear-related disorders” and in its
separate chapters (block L1-6B0). (It should be indicated that the term
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“fear” is intentionally used in the new version of ICD instead of the term

“phobia”, which was common for previous classifications). In our
opinion, deprival of its separate diagnostic code for this pathology does
not cancel its existence (Kocharyan, 2021). We have diagnosed sexual
aversion on numerous occasions in our clinical practice.

Code F52.4 of ICD-10 (“Premature ejaculation”) is particularly
indicative of the man’s inability to delay ejaculation for the period,
sufficient for deriving enjoyment from sexual intercourse by both
partners. It is also emphasized that organic causes of premature
ejaculation (PE) are unlikely. These characteristics require discussion. In
the first case, maybe, it should concern healthy women without
anorgasmia and difficulties in achieving an orgasm. In case of anorgasmia
in women any duration of sexual intercourse will not be sufficient for
reaching an orgasm, and difficulties in having it will require an extremely
long duration of sexual intercourse and make inadequate demands to men.

In this connection, however, we should turn to Diagnostic criteria for
research of ICD-10. Here specific criteria for diagnosis are given from the
glossary “Clinical Descriptions and Diagnostic Guidelines” (CDDG),
which is prepared for clinicians, teachers of psychiatry and other
healthcare professionals in the field of psychiatry. In the description of
diagnostic criterion B “an inability to delay ejaculation sufficiently to
enjoy lovemaking” item 1 informs about “an occurrence of ejaculation
before or very soon after the beginning of intercourse (if a “time limit” is
required: before or within 15 seconds of the beginning of intercourse)”
(The ICD-10 Classification of Mental and Behavioural Disorders.
Diagnostic criteria for research, 1993.). This item contrasts sharply with
the title definition of criterion B (the inability to delay ejaculation long
enough to achieve satisfaction from sexual intercourse), because very few
sexually healthy women will be able to achieve an orgasm during the time
period directly over the interval of 15 sec. By the way, DSM-5
(Diagnostic and Statistical Manual of Mental Disorders. Fifth Edition,
2013) identifies three degrees of severity of PE: mild (ejaculation occurs
approximately within 30 seconds — 1 minute after vaginal penetration);
moderate (ejaculation occurs 15-30 seconds after the penetration); severe
(ejaculation occurs prior to sexual activity, upon its beginning or during
about 15 seconds after the penetration). In this connection, the following
data can arouse interest. In August of 2007 and September of 2009 there
were meetings of the Committee, formed by the International Society for
Sexual Medicine (ISSM), for providing the definition of premature
ejaculation. The Committee has suggested defining lifelong PE as a male
sexual dysfunction characterized by ejaculation, which always or almost
always occurs prior to or within about one minute of vaginal penetration.
It has been indicated that this definition concerns only men with PE,
which exists from the beginning of their sexual life, and is used only for
heterosexual intravaginal coitus. This group of experts has also concluded
that there are not enough published objective data, which would suggest
definition of evidence-based acquired PE (McMahon et al., 2008; Althof
et al., 2010). In this connection it is reasonable to present the definition of
PE in DSM-5, where premature ejaculation is interpreted as persistent or
recurrent ejaculation, which occurs in case of partner sexual activity
during approximately 1 minute following vaginal penetration and before
the person wishes it (Diagnostic and Statistical Manual of Mental
Disorders. Fifth Edition, 2013). Also interesting are results of the study
performed by the Soviet and Russian sexual health specialist Vasilchenko
G.S. (Vasilchenko, 1973), in sexually healthy men using a stopwatch. The
shortest sexual intercourse amounted to 1 minute 14 seconds (with 68
frictions), the longest one lasted 3 minutes 34 seconds (with 270
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frictions), its average duration being equal to 2 minutes 2 seconds (with

62 frictions).

In ICD-11, PE is renamed as early ejaculation and also there are no any
concrete temporal criteria, which characterize it. In DSM-5, PE is called
both premature and early.

As we have noted earlier, ICD-10 emphasizes that organic causes of PE
are unlikely. This statement does not satisfy clinical practice and data of
scientific studies. Suffice it to recall the paracentral lobule syndrome,
chronic prostatitis and other diseases, which could cause appearance of
PE, as well as genetic predispositions for its appearance (Kocharyan,
2012, 2012, 2018). In particular, it should be noted that in DSM-5
(Diagnostic and Statistical Manual of Mental Disorders. Fifth Edition,
2013) in the section, which deals with PE, prostatitis is called three times
as a possible cause of premature ejaculation.

It is important to indicate that later in Diagnostic criteria for research of
ICD-10 any references to unlikeliness of organic causes of PE were absent
(The ICD-10 Classification of Mental and Behavioural Disorders, 1993).

These are absent in ICD-11 too. As it was reported before, the latter
separates different aetiological aspects of sexual dysfunctions and sexual
pain disorders (HA40), including different somatic determination.
Besides, the use of HA40 code made it necessary to include into ICD-11
as separate codes delayed ejaculation, which can be caused by
somatogenic factors, rather than only by psychogenic ones, as well as
retrograde ejaculation, which is caused only by effect of somatic factors.
Delayed ejaculation as well as its absence is indirectly dealt with in
ICD-10 in rubric “Orgasmic dysfunction” (F52.3): “Orgasm either does
not occur or is markedly delayed” (The ICD-10 classification of mental
and behavioural disorders: clinical descriptions and diagnostic guidelines,
1992).

ICD-11 does not contain rubric “Excessive sexual drive”, which was
in ICD-10 (F52.7). In this connection we should point at Diagnostic
criteria for research of ICD-10, which indicated that no attempt to develop
research criteria for the above rubric was made, and it was recommended
for the researchers, who studied that disorder, to suggest their own criteria
for it (The ICD-10 Classification of Mental and Behavioural Disorders.
Diagnostic criteria for research, 1993).

Instead of excessive sexual drive ICD-11 introduced code 6C72
“Compulsive sexual behaviour disorder” (CSBD). The latter is
characterized by a persistent pattern of failure to control intense, repetitive
sexual impulses or urges resulting in repetitive sexual behaviour. The
symptoms may include repetitive sexual actions, which occupy a central
place in the person’s life to the extent that he/she neglects his/her health
and personal hygiene or other interests, occupations and duties, as well as
numerous unsuccessful attempts to significantly reduce his/her repetitive
sexual behavior, because the latter is accompanied with unfavourable
consequences or derivation of little or no pleasure from it. The inability
to control intense sexual impulses or urges and repetitive sexual behavior,
caused by them, manifests during a long period of time (e.g., 6 months or
more) and produces significant distress or considerable disturbances in
one’s personal, family, social, educational, professional or other
important areas of functioning.

ICD-11 does not have such codes as “hypersexuality” and “sexual
addiction”. It should be noted that at present hypersexuality is considered
as:
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(1) a type of obsessive-compulsive disorder (OCD) or “OCD spectrum

disorder”; (2) sexual addiction (Carnes, 1983; Orford, 1985; Weiss,
1998); (3) disorder of impulsivity that, according to Barth and Kinder
(1987), in fact is an impulse control disorder (Irons et al, 1996).

At the present moment, maybe, it is possible to point out one more
conceptualization of behavioural hypersexuality. For example, some
authors separate persistent sexual arousal syndrome (PSAS), which was
later called persistent genital arousal disorder (PGAD) (Goldmeier,
Leiblum, 2006; Leiblum, Nathan, 2001) as well as restless genital
syndrome (ReGS) (Waldinger et al., 2009, 2010). These disorders, which,
as a result, manifest themselves through significant sexual activity, were
for the first time in the post-Soviet states presented in detail in my articles
and my book (Kocharyan, 2015, 2015, 2015, 2020).

Sexual pain disorders

It should be noted that in ICD-11 sexual pain disorders were separated
from sexual dysfunctions. In ICD-11 the group of sexual pain disorders
contains Sexual pain-penetration disorder (HA20) and Dyspareunia
(GA12). HA20 includes both the pain component and the spastic one
(contraction of muscles that prevents penetration of the vagina). Factors
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of somatic / organic and nonsomatic / inorganic modality may participate

in the appearance of this disorder. When comparing the above disorder
with those, which reflect in ICD-10, we should note its partial
correspondence with Nonorganic vaginismus — code F52.5, Nonorganic
dyspareunia — code F52.6 and Vaginismus (organic) — code N94.2. Such
adiagnosis as vaginismus is absent in ICD-11. Code GA12 (Dyspareunia)
in ICD-11 implies only physical determinants of the disorder and
corresponds with code N94.1 (Dyspareunia [organic]) in ICD-10.

Sources of the appearance of the diagnosis “Sexual pain-penetration
disorder” (HA20) should be looked for in DSM-5, where the diagnosis
“Genito-pelvic pain/penetration disorder” (code 302.76) exists. This case
deals with a combined diagnosis, which unites vaginismus and
dyspareunia. In this classification, the solution about the necessity to
make such a generalized diagnosis has been taken with reference to the
fact that both these disorders are highly comorbid and hard to distinguish.
Despite difficulties in their differential diagnosis, in our clinical practice
we nevertheless focus on their differentiation, although often they can
exist jointly.

We have compiled a comparative table of codes for sexual dysfunctions
and codes for sexual pain disorders in ICD-10 and ICD-11.

Table: Sexual dysfunctions and sexual pain disorders in ICD-10 and ICD-11.

ICD-10

ICD-11

F52.0
Lack or loss of sexual desire

HAO00
Hypoactive sexual desire dysfunction

F52.1 Sexual aversion and lack of sexual enjoyment
F52.10 Sexual aversion
F52.11 Lack of sexual enjoyment

F52.2

Failure of genital response

The main problem for women is vaginal dryness or lack of
lubricant.

The main problem in men is erectile dysfunction of inorganic
origin (difficulty developing or maintaining an erection sufficient
for satisfactory sexual intercourse).
N48.4 Impotence of organic origin

HAO01

Sexual arousal dysfunctions

HAO01.0 Female sexual arousal dysfunction

(absence or marked decrease in sexual response, including production
of lubricant, increase in genital volume and genital sensitivity;
impaired or marked decrease in non-genital response)

HAO01.1 Male erectile dysfunction

F52.3 Orgasmic dysfunction

HAO02 Orgasmic dysfunctions

F52.4 Premature ejaculation

HAO03 Ejaculatory dysfunctions
HAO03.0 Male early ejaculation
HAO03.1 Male delayed ejaculation
MF40.3 Retrograde ejaculation

F52.5 Nonorganic vaginismus
F52.6 Nonorganic dyspareunia

HA20 Sexual pain-penetration disorder (partial compliance with codes
F52.5 and F52.6)

N94.2 Vaginismus (organic)

HA20 Sexual pain-penetration disorder (partial compliance with code
N94.2)

N94.1 Dyspareunia (organic)

GA12 Dyspareunia
It is possible to use the code GA34.0 (pain related to vulva, vagina or
pelvic floor)

F52.7 Excessive sexual drive

6C72 Compulsive sexual behaviour disorder

In the given table, we are talking about the partial correspondence of the
code HA20 (ICD-11) to the codes F52.5, F52.6 and N94.2 (ICD-10),
because in the characteristic of HA20 it is noted that this disorder is not
fully explained by the factors of somatic modality.
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absent in ICD-11. In this regard, the etiological aspects of sexual

dysfunctions and sexual pain disorders (code HA40) are distinguished in
ICD-11. This code is additionally added to the main code, which indicates
an existing disorder, and, depending on the etiology, has subcodes
HA40.1, HA40.2, HA40.3, HA40.4, HA40.5, HA40.Y.

Gender incongruence

In ICD-11 this diagnosis substituted for such ICD-10 diagnoses as
transsexualism (F64.0) and gender identity disorders in children (F64.1).
Transsexualism was called gender incongruence of adolescence and
adulthood (HA60), and gender identity disorders in children were called
gender incongruence of childhood (HA61). It should be emphasized that
transsexualism was excluded from the list of mental disorders proceeding
from social effects without any scientific grounds (Kocharyan, 2019). At
present, Ukraine has not changed over to using ICD-11; hence,
transsexualism and gender identity disorders in children are regarded as
mental disorders.

In ICD-11 the chapter, which deals with gender incongruence, uses the
concept “assigned sex”. Assigned sex or sex of parenting is the one, in
belonging to which the child is brought up. As a rule, this sex coincides
with the child’s sex and his/her passport sex, but not always. In the
overwhelming majority of cases a child is brought up in that sex, which
was identified by the obstetrician and/or legally recognized in documents.
But sometimes upbringing may not comply with the child’s sex, because
his/her parents wanted to have got a child of another sex. Also, the sex of
parenting does not always coincide with the biological sex of the child,
especially in cases of intersexuality or mistakes with sex identification at
birth (Assigned sex, 2024).

In our opinion, the use of the word combination “assigned sex” gives a
somewhat unusual meaning to this definition. Obviously, the term
“established sex” or “established biological/anatomical sex” should be
regarded as more appropriate in this case.

It should be noted that in ICD-10 the chapter of gender identity disorders
also included such pathology as dual-role transvestism (code F64.1). This
disorder is characterized by the fact that for a certain period of time a
person dresses up in clothes of the opposite sex in order to enjoy
temporary experience of being in that sex, but without any desire to
change one’s own sex and undergo a surgical intervention related to it.
Sexual excitement, which accompanies dressing up in clothes of the other
sex, is absent. In ICD-11 the chapter, which deals with gender
incongruence, does not contain the characterized disorder.

Exclusion of the chapter “Psychological and behavioural disorders
associated with sexual development and orientation” from ICD-11

ICD-10 has chapter F66 (“Psychological and behavioural disorders
associated with sexual development and orientation”), which describes
such a situation when sexual identity or sexual preference do not provoke
any doubt, but the individual wants that they were other because of
additionally present mental or behavioural disorders and may look for
treatment with aim to change them (The ICD-10 classification of mental
and behavioural disorders: clinical descriptions and diagnostic guidelines,
1992).

In 2014 the WHO appointed a group of ICD-11 developers, who
recommended that the above chapter should be excluded from ICD. In the
context that homosexual orientation in this classification is not regarded
as pathology by itself, the wish to get rid of the above orientation, which
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in this case is called egodystonic and belongs to code F66.1 (“Egodystonic

sexual orientation”), allegedly shows that there is some abnormality. It is
reported that in order to exclude this chapter the developers were guided
by the following assumption. Homosexual and bisexual people often feel
a higher level of distress that is related to their social rejection and
discrimination, and these individuals, as the above group believes, cannot
be considered mentally sick. ICD-11, which was approved in 2019 and
came into effect in January of 2022, does not contain any diagnostic
categories that can apply to people on the basis of their sexual orientation
(Egodystonic sexual orientation, 2024).

At the same time, it is necessary to cite the opinion of authoritative
domestic sexologists (G. S. Vasilchenko, A. M. Svyadoshch, S. S. Libikh,
V. V. Krishtal) and some famous foreign specialists, such as Joseph
Nicolosi, who do not consider homosexuality a norm (Kocharyan, 2008).
One of the main arguments in this case is the exclusion of homosexuals
from the process of reproduction of the human race.

Sexual orientation disorders

In ICD-11 sexual perversions are called paraphilic disorders, which in
ICD-10 were termed as disorders of sexual preference (F65). Diagnostic
criteria for research of ICD-10 define them as follows: typical for the
individual are periodically appearing intense sexual urges and fantasies,
which include unusual objects or acts (G1); the individual either acts
according to these urges or feels a significant distress caused by them
(G2); this preference is observed at least 6 months (G3). Significantly,
names of each paraphilia in ICD-11 contain the word “disorder”, and
restrictive criteria are introduced in characterizing such disorders. For
example, exhibitionistic disorder (6D30) does not include exhibitionistic
behaviour by mutual consent that takes place by agreement of another
person or other people as well as socially approved forms of
exhibitionism. Voyeuristic disorder (6D31) includes voyeuristic
behaviour by mutual consent, which takes place by agreement of another
person or other people, who are watched. Coercive sexual sadism disorder
(6D33) excludes sexual sadism and masochism by mutual consent.
Consequently, making of paraphilic actions by agreement transforms
paraphilic disorder, which belongs to mental pathology, into paraphilia,
which does not belong to the above pathology. Here we deal with an
interesting situation, when the same person can be declared both mentally
sick and mentally healthy. So, if a male sadist has sexual relations with a
female masochist, he is declared mentally healthy. But as for the case,
when he has sexual contacts with a woman, who does not have masochism
and who does not accept sadistic behaviour from the side of the man, then
he will be declared mentally sick. Besides, it is necessary to pay attention
to the fact that in 1CD-11 masochism is not listed among paraphilic
disorders.

It is also necessary to pay attention to paedophilia (code F65.4 in ICD-
10), which in ICD-11 is defined as pedophilic disorder (6D32). While in
ICD-10 pedophilia includes sexual attraction to prepubertal and early
pubertal children, in ICD-11 it includes only attraction to prepubertal
persons. Consequently, in ICD-11 the age of children, to whom
paedophils feel sexual urge, was decreased. In order to reveal more
distinct age boundaries for objects of the sexual urge of paedophils it is
reasonable to refer to DSM-5, which deals with children at the prepubertal
age or the age of 13 or younger.

In general, as the presented material demonstrates, ICD-11 deals with
partial depathologizing of sexual disorders that, in particular, has
produced an effect on paraphilias (disorders of sexual preference).
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Partial depathologizing of paraphilias can be also found in DSM-5

(Diagnostic and Statistical Manual of Mental Disorders. Fifth Edition,
2013), where, for example, it is noted that if people inform about absence
of feeling of guilt, shame or alarm caused by pedophilic impulses and are
not functionally limited by them (according to self-reports, objective
evaluations, etc.), while their self-reports and legally fixed data show that
they have never acted following their impulses, then these people have
pedophilic sexual orientation rather than pedophilic disorder. In light of
the foregoing it is possible to say that the above case deals with a mental
health norm (pedophilia) rather than mental pathology (pedophilic
disorder).

In our opinion, partial depathologizing of paraphilias that was reflected in
ICD-11 is from the medical point of view scientifically unsound, it results
from effects of social factors only, and in making diagnoses of the above
disorders it is reasonable to use the traditional approach to their definition.

Thus, the data presented in this article provide an opportunity for
specialists in the field of sexual health to familiarize themselves with the
innovations of ICD-11 related to various sexual disorders.
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