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Introduction

s your sex life a source of confusion or pain? Do you have sexual prob-
Ilems that prevent you from making love the way you imagine you
could? Does sexuality cause you anxiety rather than pleasure? Sexual
Healing is a self-help book that can address your concerns. It contains
detailed, practical exercises for you alone or for you and a partner that can

help heal you of your sexual problems.

The Evolution of Sexual Healing

My background and the topics addressed in this book have become inter-
twined over the past twenty-five years. In 1980, I was working for the U.S.
Postal Service in southern California when I read a newspaper article about
surrogate partners—men and women who work directly with people who are
experiencing sexual problems. I decided to train as a surrogate partner and
to begin college at the same time. I worked as a surrogate partner for twelve
years, until 1992. During that time I also earned several college degrees,
including a doctorate in health psychology, a field of psychology that studies
the interaction between the mind and the body. In 1990, the first edition of
Sexual Healing was published. It was based on my experiences as a surrogate
partner and dealt with common sexual problems, such as erection problems,
premature ejaculation, and problems with orgasm.

After 1992, I worked as a sex therapist rather than a surrogate partner.
In 1996, the second edition of Sexual Healing was released. Although it had
the same title as the original, its content was quite different. It focused very
little on specific sexual problems and more on using lovemaking to heal peo-
ple’s bodies, minds, and relationships. It was based on some amazing, life-
changing experiences I witnessed in my work as both a surrogate partner
and a therapist. Around that time, I also began teaching at a university and
writing many other books on sexual topics. Because of the demands of my
writing and my university job, I quit my clinical practice as a sex therapist
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several years ago. When my publisher approached me about writing a third
edition of Sexual Healing, 1 was ready.

This edition of Sexual Healing harkens back to the first edition in that
it contains mostly material on treating specific sexual problems. Yet it also
includes content on using sexuality to heal one’s body, mind, and relation-
ship. What I have done here is combine the content from the first two edi-
tions. I have also added a lot of new material, mostly in the areas of prob-
lems with desire, problems with anxiety, and sexual pain. I've updated the
treatments for many of the sexual problems, based upon our continually
growing knowledge in this area. This third edition of Sexual Healing repre-
sents twenty-five years of accumulated knowledge and experience in the
field of sexuality:

Throughout the years, I have used the phrase sexual healing to mean
many things. The following are some of the term’s many connotations:

% Healing specific sexual problems

# Using sexuality to heal the body

# Using sexuality to heal the mind

# Using sexuality to heal a relationship

# Being healed of the effects of past sexual abuse

# Healing compulsive sexual behaviors, such as sexual addictions

This edition of Sexual Healing addresses the first four issues. It does not
deal directly with the effects of sexual abuse or sexual addiction, although I
believe that many of the techniques described here could be used as part of
a treatment program for abuse and addiction.

Who Can Benefit from
Sexual Healing?

Anyone who wants to make love and feel better can benefit from following a
program of sexual healing. The primary audience for this book is people
who suffer from specific sexual problems. The exercises have also proven
very helpful for couples who have a strong intimate bond and would like to
use that intimacy to bring strength to or heal other aspects of their relation-
ship. Sexual healing is also helpful for people in relationships that no longer
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include lovemaking, and for people of any age with physical conditions that
they believe prevent them from making love. There are even many exercises
included in these pages for people who don’t have partners.

I have written this book with heterosexual couples in mind because
these are the people I've worked with the most. Unfortunately, the scheme
used by most therapists to diagnose sexual problems is very biased toward
the experiences of heterosexuals. However, with 3 to 4 percent of the male
population and 1 to 2 percent of the female population exclusively homo-
sexual, I believe it is important to acknowledge the fact that people who are
attracted to the same sex can also experience sexual dysfunctions. Most of
the sensate-focus exercises in Sexual Healing can be used by people of any
sexual orientation.

Another population I don’t specifically address in Sexual Healing is
older adults. Studies show that many older people are sexually active or
would like to be. The percentage of the population over age fifty is growing
at an enormous rate. Sexual dysfunctions affect people of all ages. Erection
problems are especially prevalent as men get older. Most of the exercises in
Sexual Healing can be used by people of any age. Many of them are great for
older people, especially the exercises for female arousal and male erection.
Medical conditions such as arthritis that are common in older people may
limit a person’s ability to do some of the exercises, so as with any exercise
program, consult your physician if you have concerns about your physical
abilities.

Professionals, such as sex therapists and psychotherapists, may also
benefit from reading this book and/or recommending it to their clients.

How This Book Is Organized

Sexual Healing is divided into five sections. Part I contains introductory
material about common sexual problems, basic sexual anatomy and physiol-
ogy, anxiety, and sexual positions. Part II includes chapters on each of the
nine sexual problems that are commonly called sexual dysfunctions. Part 111
contains information about sensual touch, exercises you can do by yourself,
and basic touching exercises you can do with a partner. Each chapter in Part
IV deals with healing a specific sexual problem. Part V is devoted to using
sexuality to heal your body, your mind, and your relationship.

wJ
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Embarking on the Sexual Healing
Journey: How to Use This Book

If you would like to use Sexual Healing to heal yourself of a specific sexual
problem or problems, first read through the entire book to get the big pic-
ture about sexual problems. Then go back and read in detail the chapters
about your specific concerns. Next, begin the relaxation exercises in Chapter
16, the sexual fitness exercises in Chapter 17, and the self-touch exercises in
Chapter 18. These are all exercises you can do by yourself, and many of
them (particularly the relaxation exercises and pelvic muscle exercises)
should be done every day, not only while you are going through the sexual
healing program, but for the rest of your life as part of your commitment to
sexual health.

Please don’t be afraid of the word exercise. The activities in Sexual
Healing are fun and don’t require a high level of physical fitness. If you have
a lot of anxiety about sex, the descriptions of some of the exercises may scare
you. Try not to worry. If you have anxiety, I provide many strategies so you
can break the exercises down into smaller steps. That’s why it’s important to
read through the whole book before you start any exercises.

After you have started a program of self-touch, you can do the exercises
in Chapters 19 through 22 with your partner. These are basic touching exer-
cises that will also relax you. If you can’t do a particular part of an exercise
(for example, if your partner can’t insert a finger into your vagina because
you have muscle spasms), don’t worry. The chapter devoted to that specific
problem will explain what to do.

After you have done the basic partner touching exercises, you can move
on to whichever chapters in Part IV apply to your problems or those of your
partner. Once you have experienced healing of your particular sexual prob-
lems, you might want to try some of the exercises in Part V, “Advanced
Sexual Healing.” These are optional, and they don’t have to be done in any
particular order.

No Special Equipment Required

You don’t need any expensive accessories to be able to go through the pro-
gram outlined in this book. Most of the exercises take a half hour to an hour
and a half. For most of them you will need a towel, some baby powder, and
some form of sexual lubricant that you and your partner both like. A few
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exercises recommend the use of sex toys such as dildos. When that’s the
case, I'll tell you in the exercise’s description. Sex toys range from simple
and inexpensive to fancy and pricier. For our purposes, simple and inexpen-
sive will worlk just fine. For a list of retailers who sell these sorts of acces-
sories, see “Sources for Sex Toys,” located at the back of the book.

The Healing Mindset

Although you don’t need any expensive equipment to experience sexual
healing, there is one thing you will need, and that is an attitude I call the
“healing mindset.” You need to go into each exercise in a positive frame of
mind in which you say to yourself, “I know I will experience healing of my
sexual problems,” and, “I know I can be a sexual healer for my partner.” I'll
have more to say about the healing mindset in Chapter 14, “The Healing
Touch.”

A Word about Safe Sex

Any modern book on sexuality needs to deal with the issue of safe sex.
Many of the exercises in Sexual Healing involve oral sex and intercourse,
both practices in which bodily fluids may be exchanged. If you are in a com-
mitted, monogamous relationship, these exercises will be safe for you. If you
are not in a committed, monogamous relationship and you would like to do
these exercises, you should use condoms to protect yourself.

Congratulations! By reading the first few pages of this book, you've taken
the very first step in your sexual healing journey. If you keep reading, you’ll
find that the whole spirit of the sexual healing program is to move forward
one step at a time, and to make each step as small as it needs to be to give
you the best chances of succeeding. My hope for you is that you will choose
to tap into the awesome power of sexual healing to enhance your sex life,
your health, your emotions, and your relationship—one step at a time.
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THE BASICS
OF SEXUAL
HEALING

In this section you'’ll find introductory material on
sexual problems, as well as a review of sexual
anatomy and physiology, a description of the role
of anxiety in sexual problems, and a review of
sexual positions.



chapter I

Sex Problems

aving a sexual problem can be scary. In this chapter I would like to
Hbegin to demystify the most common sex problems. I'll start by

putting sex problems in perspective for you.

Types of Sexual Dysfunction

Currently, specialists recognize three types of sexual problems that can be-
come so severe and cause such serious personal distress that they qualify as
full-blown psychological or psychiatric problems. Before I list them, let me
share with you how psychologists (mental-health professionals with Ph.D.s
who study the mind) and psychiatrists (medical doctors who study the
mind) diagnose mental problems in general. They don’t use some kind of
magic or voodoo (although they certainly use intuition). Instead, they use a
book. It’s called the Diagnostic and Statistical Manual of Mental Disorders.
It has been revised several times over the past forty years or so. The current
version, which was published in 2000, is called the DSM IV-TR (TR stands
for Text Revision). Psychologists and psychiatrists refer to the book simply
as the “DSM.”

The DSM contains information about all known mental problems,
including mood disorders like depression; serious disturbances of thought,
feeling, and behavior like schizophrenia; substance abuse disorders; and
many others. For each mental problem, the DSM also contains information
about causes, prevalence, and related conditions, if such information is avail-
able. The current DSM lists three types of sexual problems that could
become severe enough to be classified as mental disorders: gender-identity
disorders, paraphilias, and sexual dysfunctions.

A person is said to have a gender-identity disorder if his or her psycho-
logical sense of being male or female is different from his or her genital
organs. You may have heard these individuals referred to as transsexuals.
Paraphilias are persistent and recurrent uncontrollable urges to perform sex-
ual behaviors (often with inanimate objects) that most people consider
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unusual, to say the least. Included here are things like exhibitionism (expos-
ing your genitals to an unsuspecting person), voyeurism (spying on people
when they are undressing or having sex), sex with animals, and sex with chil-
dren under the age of puberty, as well as other compulsions.

The third type of sex problem included in the DSM is sexual dysfunc-
tion. Sexual dysfunction includes all problems that involve the failure of the
genitals to work right. For example, most people believe that a man’s penis
should become erect so he can have sexual intercourse and that a woman’s
vagina should lubricate so she can enjoy intercourse. If these natural
responses don’t happen, it can be a problem. The current DSM identifies
nine different sexual dysfunctions. I've listed them below with a short
description of each. Chapters 5 through 13 describe each of these dysfunc-
tions in more detail and discuss their possible causes.

The following are the nine types of sexual dysfunction:

# Hypoactive sexual desire disorder (HSDD): low sexual desire char-
acterized by an absence of sexual interest or fantasy

#* Sexual aversion disorder (SAD): a fear of some aspect of sex char-
acterized by an avoidance of sexual situations and activity

#* Female sexual arousal disorder (FSAD): failure of a woman’s geni-
tals to lubricate or to engorge (swell) in a sexual situation; also, a
woman’s subjective lack of feelings of arousal

# Male erectile disorder (MED): inability of a man to achieve an erec-
tion
#* Premature ejaculation (PE): a condition in which a man ejaculates

before he wants to or after very little sexual stimulation

# Male orgasm disorder (MOD): a condition in which a man has dif-
ficulty reaching orgasm or ejaculating

# Female orgasm disorder (FOD): a condition in which a woman has
difficulty reaching orgasm even after normal arousal, lubrication,
and genital swelling

#* Vaginismus: a contraction of the muscles surrounding the opening
of the vagina, preventing penetration

#* Dyspareunia: psychologically based pain experienced during sexual
intercourse
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There is another problem that is dealt with quite frequently in sex ther-
apy, although it’s not considered a sexual dysfunction as such. It’s called pro-
tracted virginity. It means that a person has reached a relatively late age
without having had sexual intercourse or, in some cases, without having had
any sexual experience with a partner. Most people in the United States have
had sexual intercourse by the end of their teenage years, although there’s no
rule that says you have to. Having sexual intercourse for the first time in
your forties or fifties can pose some challenges that I believe this book can
help with.

The sexual dysfunctions are the focus of most of Sexual Healing. Also
included are sections on using your sexuality to heal physical, emotional,
and relationship problems. This book does not address the paraphilias or
gender-identity disorders. The sexual dysfunctions (which I usually refer to
throughout the book as “sex problems”) are extremely common. Recent sur-
veys show that up to 40 percent of Americans will experience one of these
problems in a severe enough form to cause personal distress. It’s also pos-
sible to have more than one of the dysfunctions.

When a sex therapist begins work with a new client, in addition to mak-
ing a specific diagnosis of one of the above nine problems, the therapist also
makes other distinctions about the problem. The following distinctions have
implications for deciding on a proper course of treatment:

Is the problem lifelong or acquired? A lifelong problem is one that has
existed ever since the person first started having partner sex. Lifelong prob-
lems are also called primary problems. A person with an acquired problem,
by contrast, functioned well in the past but at some point developed the
problem. Acquired problems are also called secondary problems. Obviously,
acquired problems are much easier to treat. Generally, if a person functioned
well in the past, he or she can learn to function well again.

Generalized or situational? A sex problem is generalized if it occurs in all
situations. For example, a man with generalized erection problems can’t
have an erection during sleep, with masturbation, or with a partner. A situa-
tional sex problem is specific to certain contexts, activities, or partners. For
example, some men can have erections with their mistresses but not with
their wives (or vice versa). Situational sex problems are easier to treat than
generalized problems. If a person can function in one situation, usually he or
she can learn to transfer that ability to other situations.
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Physical or psychological? Professionals who treat sexual dysfunction also
malke a distinction between problems that are totally psychological in nature
and those that are caused by a combination of physical and psychological
factors. Physical problems are also called organic problems. This distinction
has huge implications for treatment, because it would be a waste of time to
try a psychologically based intervention if the problem is largely physical. To
continue with the erection example, many medical conditions exist that can
cause erection problems (see Chapter 7). It wouldn’t do any good to use
psychological sex therapy with a man who has severely compromised blood
flow to his penis.

Also included in the definition of each of the sexual dysfunctions is the idea
that it must cause “marked interpersonal difficulty” in order to be consid-
ered a problem. This implies two things: that sexual dysfunctions are couple
problems, and also that you don’t have a sexual problem unless you think
you have one. There are many people out there who don’t function very well
by most standards, but who aren’t really bothered by that fact.

The Role of Anxiety

In Chapters 5 through 13, I'll discuss all the factors I know of that can cause
specific sexual problems. Sex problems have what are called distal and proxi-
mal causes. Distal causes are things that occurred far in the past that can
contribute to sex problems, such as a restrictive sexual upbringing. Factors in
a person’s present situation also contribute to the problem. These are the
proximal causes. The biggest proximal cause of sex problems is anxiety.
Anxiety has both physical and mental symptoms. The main physical
symptom of anxiety is rapid heart rate. The main psychological symptom is
worry. All of the sex problems I deal with in this book are caused to some
degree by anxiety. Sometimes the anxiety is overt and sometimes it is less
obvious, but the key to healing any sex problem is learning to identify, deal
with, and reduce anxiety. Symptoms depend in part on when during a sexual
encounter the anxiety hits. If the anxiety hits before a sexual encounter
starts, the resulting problem is generally low desire, sexual aversion, or vagi-
nismus. If it hits toward the beginning of a sexual encounter, it usually
causes female arousal problems or erection problems. If it hits once inter-
course has started, it usually results in dyspareunia. If it hits right before
orgasm, it causes male or female orgasm problems or premature ejaculation.
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Because anxiety is such an important factor in causing sexual problems,
reducing anxiety is crucial for sexual healing to occur. In Chapter 3, I'll go
into much more detail about the different types of anxiety that can affect
your sex life.

A Brief History of the Treatment
of Sexual Problems

Many historical accounts of sexual problems exist—mostly accounts of erec-
tion problems in men, which used to be called impotence. Some of the earli-
est attempts at treating sexual problems involved the use of aphrodisiacs:
foods or potions made from animal parts that were purported to increase
sexual desire and ability. (In fact, to my knowledge, no true aphrodisiacs ex-
ist.) One of the earliest treatments suggested for erection problems was to
have the impotent man sleep with an attractive young woman.

Sex manuals have been around for many centuries. The most famous of
these is probably the Indian Kama Sutra, which contains illustrations of
unusual sexual positions. The fields of sex therapy (treating sex problems sci-
entifically) and sexology (sex research) developed in the late 1800s. In 1886,
Richard Krafft-Ebing wrote Psychopathia Sexualis, a collection of case histo-
ries of people with unusual sexual desires, such as fetishes. Sigmund Freud
was one of the first to recognize the importance of psychological factors in
sexual problems. During Freud’s era (very roughly from about 1880 through
the 1930s), experts began to recognize that men could experience erection
problems and premature ejaculation, and that women could experience low
sexual desire, difficulty becoming aroused, and difficulty reaching orgasm. In
Freudian theory these problems were believed to stem from childhood sex-
ual abuse or from unconscious conflicts. The treatment of choice for these
problems was psychoanalysis (the “talking cure”), with the goal of bringing
up unconscious material that was causing the sex problems. I'm not aware of
any good evidence showing that psychoanalysis is effective in treating sex
problems.

Major breakthroughs in treating sexual problems were made in the mid-
dle of the twentieth century. The Kinsey reports on male sexuality (1948)
and female sexuality (1953) revealed that many people were ignorant of
some of the most basic aspects of sexuality. The Kinsey reports also gave us
information about things like how long the average man lasted during inter-
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course. The Kinsey reports counteracted some of the popular marriage
manuals of the 1920s, 1930s, and 1940s, many of which were full of laugh-
ably inaccurate information.

One of the first attempts to treat a specific sexual problem occurred in
the 1950s. The stop-start technique for treating premature ejaculation was
described in 1956 by James Semans in the Southern Medical Journal. The
biggest brealthrough in treating sexual problems in the twentieth century
was the work of sex researchers William Masters and Virginia Johnson.
Their first major work was Human Sexual Response (1966), in which they
described their research on the sexual response cycle (a very brief description
of which is included in Chapter 2). Based on their findings, Masters and
Johnson developed treatments for all of the sexual dysfunctions. In contrast
to psychoanalysis, which at the time was really the only other treatment
available for sexual problems, Masters and Johnson’s treatment followed a
“cognitive-behavioral” approach. This means that rather than focusing on
childhood issues or repression, they focused on thoughts and behaviors that
cause people’s natural sexual responses to shut down before or during a sex-
ual encounter. Masters and Johnson’s treatment involved specific touching
exercises and sexual techniques. An irony about treating sexual problems is
that even though Masters and Johnson focused only on improving mechani-
cal sexual functioning rather than on healing sexual issues, the techniques
they promoted ended up helping thousands of people who had sexual prob-
lems.

In 1974 Helen Singer Kaplan published a book called The New Sex
Therapy. Her treatment for sexual problems involved a combination of psy-
choanalysis and cognitive-behavioral strategies. In the 1980s Dr. Ruth
Westheimer became famous as a media personality with a television show
on sexuality. She worked as a sex therapist for many years and popularized
many of the field’s concepts. The American public’s idea of what sex ther-
apy is about probably comes largely from Dr. Ruth.

Most people have heard of Masters and Johnson. Their contributions to
sex therapy really can’t be overestimated. Most people have probably never
heard of Jack Annon. In 1974 he published a book called The Behavioral
Treatment of Sexual Problems. In it, he built on the work of Masters and
Johnson and formulated his own treatment model, which he called the
PLISSIT model. PLISSIT stands for permission, limited information, spe-
citic suggestions, and intensive therapy. The main idea of the PLISSIT
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model is that people with sexual problems may need help at several different
levels. Some people are afraid to try new sexual activities and really only
need a therapist to give them permission to do so. Others have a lack of
knowledge about sexual matters and just need some information, often the
same type of information one could get from taking a college course on
sexuality. Still others will benefit from specific suggestions: detailed tech-
niques for touching the genitals that can improve one’s ability to become
aroused. And, of course, there are some people whose sexual problems genu-
inely result from past sexual trauma or deep-seated personality issues. These
individuals will benefit from intensive therapy. When I was studying to
become a surrogate partner and later a sex therapist, I read the works of
Masters and Johnson, Helen Singer Kaplan, and Jack Annon, among many
others. The work that was most helpful to me over the years was Annon’s.

What is the current state of sex therapy? Most psychologically based
sex therapies still rely on treatment concepts that began with Masters and
Johnson. Cognitive-behavioral sex therapy has had very good treatment suc-
cess. However, in the last ten to twenty years, sex therapy has become
increasingly medicalized. The introduction of Viagra and other medical
treatments for sex problems has taken the focus off psychology.

Where This Book Fits In

Like Kinsey’s work, Sexual Healing provides you with facts about sexuality.
It builds on the work of Masters and Johnson because it is behavioral in
approach by virtue of its reliance on exercises. In terms of Annon’s PLISSIT
model, Sexual Healing addresses sexual problems at the first three levels:
permission, information, and specific suggestions. I give you permission to
take action to heal your sex life. Some readers may need only limited infor-
mation about sexuality, such as the role of anxiety in sexual problems; this
book provides such information. The main thrust of Sexual Healing, how-
ever, is to offer help in the form of specific suggestions, the third level of
Annon’s model. The majority of the book’s content consists of practical,
easy-to-understand exercises that you can do alone or with a partner to heal
your sex life.

Although this book may give you some insight into what has caused
your sexual problems, if your problems are very serious and long-term
there’s no substitute for intensive therapy. If that’s the case, I encourage you
to find a professional to help you explore your sexual history in depth.
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What Happens in Sex Therapy?

Sex therapy is a narrowly focused professional specialty that deals with the
treatment of sexual dysfunctions. Typically, a couple would be referred to a
sex therapist by a marriage counselor or physician. Sex therapy is meant to
be short-term—usually a few weeks to about six months or so. It is behav-
ioral. Clients are asked to do specific homework assignments that involve
touching.

Most sex therapists treat couples, because sexual problems generally
occur in the context of a relationship. When a couple first visits a sex thera-
pist, the therapist takes a detailed sex history from each partner. This can be
in the form of an interview or a written questionnaire. During the course of
the sex history, the couple will list their present complaints, which could be
any of the sexual dysfunctions. A person could have more than one sexual
dysfunction, and both members of a couple can have problems.

Based on the couple’s sex histories and current complaints, the sex
therapist forms a treatment plan that usually includes bonding and touching
exercises (called sensate-focus exercises). These start with sensual touching
and relaxation exercises and gradually progress to exercises that include oral
sex, high levels of arousal, and intercourse, if all of these are agreeable to
both members of the couple. In most cases a couple meets with the therapist
once a week. The therapist gives the couple a touching assignment to do at
home. When the couple returns the following week, they discuss how the
assignment went. The therapist then outlines a new homework assignment
and also deals with any concerns the couple has. When a married couple
comes in for sex therapy, the focus is on keeping the couple together. No
reputable sex therapist or marriage counselor would try to split up a couple,
except in cases of abuse. Certainly, no therapist would advise one member of
a couple to have sex with a third person! Instead, sex therapists ask couples
to do certain touching exercises together in the privacy of their own home or
another private place, such as a hotel room.

All of the exercises in this book are based on sex therapy exercises. You'll
find treatment programs here that therapists would use for all of the most
common sexual problems. The book allows you to set up your own personal
program of touching exercises so you can be your own sex therapist.

Much of my training in sex therapy was as a surrogate partner.
Surrogate partners work with single clients who have sexual problems but
don’t have a partner available to work with. I'd like to explain to you what
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surrogate partners do so you will be confident that I have the experience you
can draw upon to help you solve your own problems.

How Surrogate Partners Heal

When a single person comes to a sex therapist for a problem such as lack of
desire or difficulty with orgasm, arousal, or erection, he or she is in a bind.
He or she needs to do the same exercises a couple would do but has no part-
ner to practice them with. To address single people’s needs, some sex thera-
pists work with trained, professional surrogate (substitute) partners, who act
as the client’s partner during therapy. Professional surrogates always work
under the supervision of a licensed therapist.

For twelve years, from 1980 to 1992, I worked as a professional surro-
gate partner. I personally treated hundreds of sex therapy clients, mostly
men suffering from erection problems or premature ejaculation, although I
also worked with some women who experienced problems with arousal and
orgasm. It was during those years that my colleagues and I developed and
refined many of the exercises included in this book. 1 was inspired to be-
come a surrogate partner so that I could help to heal others. It is a helping
profession, akin to teaching or nursing. In fact, it has much more in com-
mon with professions like nursing and counseling than it does with prostitu-
tion or other sex-industry occupations, although surrogate partners are often
considered “sex workers.” I also became a surrogate partner because I be-
lieved that sex therapy worked, and that it changed lives. I believe that in
certain relationships lovemaking can be a life-affirming and potentially life-
changing experience.

The therapy practiced by surrogate partners is powerful and unique, but
many misconceptions exist about what surrogate partners do. Many people
consider surrogate partners essentially prostitutes who are paid to have sex
with people they don’t know. In fact, nothing could be further from the
truth. Based on my years of experience as a surrogate partner, I strongly
believe that the relationship between a client and a surrogate is a healing
one. It is not the best of all healing scenarios, since neither person is the
other’s physical choice or emotional mate, and the relationship is somewhat
artificial because it is time-limited. Nevertheless, a great deal of emotional,
physical, sexual, and spiritual healing has taken place in client-surrogate
relationships. I've even known people whose lives have been changed dra-
matically by one episode of lovemaking.
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So what do surrogates and their clients actually do? In the first session,
I would begin by sitting and talking with the client, kind of like a first ther-
apy session or a first date. Then, usually during the first session, we would
take turns doing a sensate-focus touching exercise called the face caress,
which you will learn in Chapter 19. The client and I would meet with his
therapist before and after our session, which usually lasted about an hour.
By the second session, most clients were comfortable with nudity, so we
would take off our clothes and do a back caress (Chapter 20). If the client
were comfortable, the next session would include a front caress, and then a
genital caress (Chapters 21 and 22). Depending on the client’s problem, we
would then progress to the more advanced sensate-focus exercises for spe-
cific problems that you will read about in Chapters 23 through 31.

As a surrogate partner, it was my job to create a relaxing atmosphere for
my clients. As you can imagine, they were very nervous. I taught them all
how to breathe, relax their muscles, and do pelvic muscle exercises (Chapters
16 and 17). Meanwhile, I had to be alert for any signs that they were anx-
ious. If a client became too anxious, we would stop the exercise and back up
to a more comfortable activity. I also had to figure out whether the client
was responding normally or had some kind of physical problem. There were
multiple things going on that I had to be aware of. In addition, I had to be
ready, willing, and able to do an exercise when I came to work—but I also
had to be myself and not fake a response.

Since surrogate work is a healing profession, practitioners are very sub-
ject to burnout. My work as a surrogate partner meant a lot to me, but it is
the type of job most people cannot do forever. I eventually reached a point
where I couldn’t do it anymore. Most people think I stopped working as a
surrogate because I got tired of impersonal sex. Actually, the opposite is
true—it’s too personal. You run the danger of caring too much about your

clients and taking their problems home with you.

What You Can Learn from My
Experience as a Surrogate Partner

Either as a person who needs sexual healing or as a beginning sexual healer,
what can you learn from my experience as a surrogate? Some of the things
you can learn are very concrete, and some are intangible. The first seems
pretty basic, but it eludes a lot of people. That is, if you want to be healed or
be a sexual healer for yourself and your partner, you must schedule a time to
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do exercises together, and you must both agree to honor that scheduled
time. Second, if you agree to the scheduled time, you should be ready to
fully engage in the exercises—mentally, physically, and emotionally. If you
and your partner are not emotionally or physically prepared to do so, recog-
nize this fact and don’t pursue the exercise; if you have already begun, stop
and backtrack. Third, for sexual healing to take place, you should have a
comfortable room that is completely free of distractions. All of these points
relate back to the healing mindset I mentioned in the Introduction.

The intangibles also relate to the healing mindset, starting with attitude.
You can heal yourself and your partner if you stay in that mindset., which
involves several things. As a surrogate partner, I always did my best to non-
verbally convey the expectation that the client would be fine and everything
would be all right. A big part of the attitude is also what you don’t convey:
You don’t convey anxiety or performance pressure about desire, arousal, or
erections. The best way to describe my professional healing experience is to
say that for one hour at a time my client and I were absolutely absorbed in
and involved with each other. As lovers, you and your partner will experi-
ence the added force of working to be sexual healers for and with each other.

The sexual activities you will learn in this book will promote confidence
and self-esteem. You will feel better about yourself not only because you
have learned to enjoy sexual expression, but also because you know your
partner enjoys what you do and is able to become sexually aroused with you.

How can I make these claims? When I worked with clients, I often saw
people who were extremely anxious and depressed, not only because of their
sexual problems, but also because of their lack of a satisfying intimate rela-
tionship. One client in particular stands out in my mind. I'll call him Gary.
The first time I met Gary he entered the room hunched over and could not
look me in the eye. He stammered when he talked and looked as if he
wanted to run away. He was one of the most anxious and withdrawn people
I had ever met. It was extremely gratifying for me to see that after only a few
sessions of therapy, Gary walked into the room with perfect posture, exuding
self-confidence. He looked his therapist and me in the eye and talked ani-
matedly. He had even bought new clothes!

I hope that interacting with your partner in a healing way and learning
to communicate honestly about your sexual experiences will have some of
the same effects on you. I believe this is possible, and that is why I wrote
this book. Join me now on the journey of sexual healing.
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et’s begin your sexual healing process with a review of sexual
L anatomy and physiology. This chapter is based on a lecture I give to

my university class on human sexuality. You probably already know
about the genital organs and their functions, but I've included this chapter
as reference material, and I've focused on the significance of the genital
organs for sexual healing. I've also included information about medical prob-
lems with the genitals that can complicate sexual problems.

Although in this chapter I've focused on the genitals, there is certainly
much more to sexual functioning and enjoyment than just the genitals.
People receive sexual pleasure from touch on other areas of the body, such as
the breasts, the back of the neck, or the anus. Anal sex, especially, has
become increasingly popular in recent years. Studies show that between 20
and 40 percent of heterosexual couples have experimented with some form
of anal sex. I don’t include in this boolk a section addressing anal sex prac-
tices because there are no specific sexual dysfunctions associated with anal
sex. If your sexual repertoire includes anal sex, or if you would like for it to,
many of the sensate-focus exercises included in this book can be adapted for
anal sex practices. The anal area can be caressed just like any other body
area.

At the end of the chapter I've included a section on Masters and
Johnson’s sexual response cycle: the physical changes that men and women
go through when they receive sexual stimulation. As you’ve read, Masters
and Johnson were quite influential in developing many of the techniques for
solving sexual problems that I've built upon in this book.

Male Sexual Anatomy and
Physiology

The penis is the male organ that is used for sexual intercourse and to convey
both urine and semen outside the body (see Figure 1). If you look at a penis,
youll see that it has two structural divisions: the shaft and the head. The
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Figure 1. Male sexual anatomy

head of the penis is very sensitive because it contains many nerve endings.
The shaft of the penis does not contain muscles or a bone. Instead, it con-
tains three cylinders of erectile tissue—tissue containing many tiny blood
vessels that fill when a man has an erection. The two cylinders on the sides
of the penis are called the corpora cavernosa (Latin for “cavernous bodies”)
and the cylinder that runs along the bottom of the penis is called the corpus
spongiosum (Latin for “spongy body”). Assuming a man has the normal
ability to have an erection, these cylinders fill with blood when he receives
either direct physical stimulation or mental stimulation. Male erectile disor-
der occurs when this response does not happen.

The penis itself does not contain muscles. However, a very important
muscle group runs from the pubic bone, in the front of the body; to the tail-
bone (coccyx), in the rear. This muscle group is called the pubococcygeus or
pubococcygeal muscle group—PC muscle for short. It supports the whole
pelvic floor. In order for an erection to occur, this muscle has to relax to
allow blood to flow into the penis. The PC muscle is very important for sex-
ual healing in several ways. Many men experience erection problems because
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they have chronic tension in their PC muscle, which prevents blood flow
into the penis.

The PC muscle is also the muscle that spasms when a man has an
orgasm and ejaculates. Spasms in the part of the PC muscle called the bul-
bocavernosus (BC) muscle cause semen to be expelled from the penis.
Sexual problems can occur when the BC muscle spasms out of control fol-
lowing minimal stimulation, resulting in premature ejaculation. The oppo-
site problem, male orgasm disorder, can occur when a man consciously or
unconsciously tightens his PC muscle as he nears orgasm, causing him to be
unable to reach orgasm and ejaculation.

The testes are the male reproductive organs that are housed in a skin
pouch called the scrotum, which hangs outside a man’s body between his
legs. The testes produce both sperm, for reproduction, and the male hor-
mone testosterone, which is responsible for the male sex drive. Several prob-
lems can occur if a man does not produce enough testosterone or if for some
reason he can’t use the testosterone he does produce. For one, it can cause a
loss of the sex drive, which, as you read in Chapter 1, is called hypoactive
sexual desire disorder or low sexual desire. Testicular cancer, which is obvi-
ously a very serious medical condition, can cause swelling in a testicle, a
lump in a testicle, or a sense of heaviness or dragging in a testicle. It can
cause pain during sexual arousal or intercourse. In many cases of testicular
cancer a testicle must be surgically removed, which need not affect sexual
functioning if replacement hormones are administered.

Another male organ that’s really important in terms of sexual function-
ing is the prostate gland. Although the prostate gland is not directly involved
in reproduction, it can have an effect on whether or not a man has sexual
problems. The prostate is a walnut-sized gland located near the bladder. The
urethra, the tube that travels through the penis and carries semen and urine
outside the body, passes through the prostate. The prostate gland con-
tributes some of the liquid content of semen. Sexual problems can occur if
the prostate becomes enlarged, which tends to happen in older men. An
enlarged prostate can cause difficult or painful urination or ejaculation, as
well as erection problems.

Because it is made up of glandular tissue, the prostate is highly suscep-
tible to cancer. Many cases of prostate cancer are readily curable, but, unfor-
tunately, many of the treatments for it can have a serious effect on a man’s
sex life. For example, if a man has his prostate gland surgically removed due
to cancer, some of the nerves that trigger erection may be damaged, causing
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him to be unable to have an erection. Furthermore, a man whose prostate
gland has been removed will probably be unable to ejaculate (although he
will probably still be able to have an orgasm). Even the other treatments for
prostate cancer, such as chemotherapy and radiation, can affect a man’s abil-
ity to have an erection and ejaculate. The good news is that many medical
solutions are available to help men who have erection difficulties due to
prostate problems. You’'ll read about these in Chapter 24.

Two other potential problems with the male genitals can cause sexual
problems: phimosis and Peyronie’s disease. When boys are born, a flap of
skin called the foreskin covers the head of the penis. In many cultures the
foreskin is surgically removed in an operation called circumcision. In uncir-
cumcised boys and men, sometimes the foreskin is too tight and can’t be
retracted behind the head of the penis for urination; this condition is called
phimosis. When a boy with phimosis reaches puberty and his penis enlarges
in size, erections can be painful; he may need to undergo circumcision to
allow for pain-free erections.

In Peyronie’s disease the erectile tissue develops sections of calcified
plaque, which cause the penis to bend in one direction. (Hardly any man’s
penis is perfectly straight. Most normal penises curve to one side or the
other.) If there is only one small plaque, it can be removed to straighten the
penis. More than one plaque can cause quite a bit of pain and can limit a
man’s ability to have an erection. Peyronie’s disease can result from injury to
the penis, or it can occur for no apparent reason in older men.

Female Sexual Anatomy and
Physiology

The term vulva refers to the female external genitals (see Figure 2). The
vulva includes the clitoris, the inner and outer vaginal lips, and the vaginal
opening. A girl’s clitoris grows from the same embryonic tissue as a boy’s
penis. Like the penis, the clitoris has a head, shaft, and hood. It contains
two rather than three cylinders of erectile tissue. When a woman receives
stimulation, blood flows to the clitoris and to the inner and outer vaginal
lips, causing them to swell. A failure of this normal arousal response is called
female sexual arousal disorder.

When female babies are born, a membrane called the hymen partially
covers the vaginal opening. Injuries can tear the hymen, but sometimes it
remains intact until the first time a woman has sexual intercourse. A medical
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Figure 2. Female external sexual anatomy

condition called imperforate hymen can cause either vaginismus or sexual
pain; the condition occurs when the hymen is too fibrous and doesn’t tear
during intercourse. Sometimes it has to be surgically removed.

Like men, women have a pubococcygeus muscle that supports the pelvic
organs. The PC muscle is very critical to female sexuality. It is the muscle
that spasms when a woman has an orgasm. Having a weak or out-of-shape
PC muscle can cause a woman to experience difficulty reaching orgasm. At
the opposite end of the spectrum, anxiety that causes an uncontrollable
spasm of the PC muscle and prevents penetration results in the condition
known as vaginismus.

The inner female genitals include the vagina, the cervix, the uterus, the
fallopian tubes, and the ovaries (see Figure 3 on the next page). The vagina is
the tubular sex organ that is used both for sexual intercourse and as the birth
canal. It therefore must be very muscular. The vaginal canal has muscular
ridges called rugae that run along its walls. If you looked inside a vagina, you
would see that the walls have a striped or corrugated appearance. When a
woman receives stimulation, blood flow to the vaginal walls causes them to
lubricate. If this does not happen, a woman has arousal problems.

Several areas inside the vagina are sensitive enough that stimulating
them can often lead to orgasm. The anterior fornix, or A-spot, located on
the upper front wall of the vagina, is one such spot. It is believed to be
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responsible for most of a woman’s vaginal lubrication. The Grifenberg spot,
or G-spot, is located on the front wall of the vagina behind the pubic bone.
Stimulation of the G-spot causes some women to release a great deal of
fluid. This is called female ejaculation. Some women enjoy stimulation of
the cervix, which is the opening to the uterus. Positioned near the cervix is
the end of the vagina, called the cul de sac. When a woman becomes
intensely aroused, the muscles that support her uterus tighten and cause the
uterus to lift up, exposing the cul de sac. Many women report that penetra-
tion into the cul de sac is intensely pleasurable.

Speaking of orgasm, there are many areas on a woman’s body that can
trigger one. In fact, some women can have orgasms without even being
touched. In the genital area, the sites that most commonly trigger orgasm
are the clitoris, the PC muscle, the G-spot, the cervix, and the cul de sac.
Some theorists think in terms of two types of female orgasm: clitoral and
vaginal. A clitoral orgasm is one that results from stimulation of the external
genitals, and a vaginal orgasm is one that results from stimulation of the
internal genitals. Sometimes a clitoral orgasm is called a vulval orgasm and a
vaginal orgasm is called a uterine orgasm. There’s also such a thing as a
blended orgasm, which occurs when a woman has an orgasm while receiving
stimulation both inside the vagina and on the clitoris.
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The ovaries are the female reproductive organs. In addition, they pro-
duce hormones, including the hormone testosterone, which is essential for
sexual desire, even in women. The adrenal glands, which lie atop the kid-
neys, also produce some testosterone. If a woman has glandular problems
that cause her body to produce insufficient amounts of testosterone, her sex
drive will suffer.

The fallopian tubes convey eggs into the uterus, and if an egg is fertil-
ized, the uterus carries the developing embryo. The fallopian tubes and the
uterus don't really have any direct bearing on sexual dysfunctions, although
surgery to remove the uterus and/or ovaries can result in unintended nerve
damage or problems with blood flow. Both of these could affect a woman’s
ability to become aroused.

There are many health problems involving the genitals that can affect a
woman’s sex life, especially in terms of pain during intercourse. I cover many
of these issues in Chapter 13, on sexual pain.

Intersex Conditions

About one in two thousand children are born in the United States each year
with genitalia that are ambiguous enough to create problems accurately
identifying the child as male or female. Medical conditions that cause
ambiguous genitalia are called intersex conditions. There are many types of
intersex conditions—in fact, too many to list here. Intersex conditions can
result from problems with chromosomes, prenatal hormones, or internal or
external organs.

An example of an intersex condition that affects some men is Kline-
felter’s syndrome, in which a boy is born with an extra X (female) chromo-
some. If the condition is recognized before puberty, it can be treated with
hormones. But if a man has this problem in adulthood, it can cause an
abnormally small penis and lack of sex drive.

An intersex condition that can affect women is called congenital adrenal
hyperplasia (CAH). In CAH, a female embryo is exposed to male hormones
before birth. When the baby girl is born, her clitoris is so enlarged that it
could be mistaken for a penis.

In terms of sexual healing, some intersex conditions affect sexual func-
tioning and some do not. You can see that Klinefelter’s syndrome would
affect sexual functioning, but CAH would not (although it would almost cer-
tainly affect body image). Although this book is not directed specifically
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toward people with intersex conditions, I believe it can be of use to many
such individuals.

The Sexual Response Cycle

In the 1960s, sexologists William Masters and Virginia Johnson conducted
research that involved volunteer subjects visiting their laboratory and agree-
ing to have recording devices attached to their bodies. The devices recorded
things like respiration rate, blood pressure, and even genital blood flow.
Some people came into the laboratory alone, and some came in as couples.
The single people were instructed to masturbate and the couples to have
sexual intercourse. As the volunteers became sexually stimulated, often all
the way to orgasm, Masters and Johnson monitored the changes in their
bodies. The result of these studies was the first clinically defined model of
the sexual response cycle, which is the series of physiological changes that
occur in the human body as it becomes aroused and reaches orgasm.

The sexual response cycle has four stages: excitement, plateau, orgasm,
and resolution (see Figure 4). I'll briefly summarize the physiological
changes that happen in men and women as they go through each stage.

In the excitement phase, men get a partial or full erection, and their
scrotum and testes swell and move closer to the body. Women also experi-
ence blood flow to the genitals, including the clitoris, inner and outer lips,
and vagina. Blood flow to the vagina causes vaginal lubrication. In both
sexes, blood pressure, respiration, and heart rate start to rise. Both men and
women may experience nipple erection and the “sex flush”: redness on the
chest, face, and neck.

The plateau phase occurs when a person reaches a high level of arousal
and stays there for a while. On a scale of 1 to 10, with 10 being orgasm, the
plateau phase would correspond to about a level 8. Men experience a very
strong erection during the plateau phase. Due to blood flow to the penis, the
head of the penis may turn a dark color. The scrotum and testes continue to
move close to the body. The Cowper’s glands, which are located at the base
of the penis, may secrete a couple of drops of clear fluid that appear at the
tip of the penis.

In the plateau phase, women may experience engorgement of the areo-
las of their breasts. The inner third of the vagina may tighten and grip the
penis. The muscles that support the uterus contract and cause the uterus
to lift up. This opens the back area of the vagina, the cul de sac. The
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Bartholin’s glands, located under the skin of the inner vaginal lips, may
secrete a couple of drops of lubrication. A woman may experience “sex skin,”
which occurs when the inner lips of the vagina turn a very dark color due to
blood flow.

In both sexes, blood pressure, respiration, and heart rate continue to rise
and then plateau at a high level. Both men and women may continue to
experience the sex flush, as well as muscle spasms in the hands, feet, or face.

As stimulation continues, a person may enter the orgasm phase. Orgasm
occurs when blood flow and muscle tension reach a peak in the genitals. It is
a reflex that dissipates the blood flow and muscle tension. Masters and
Johnson judged that a woman had had an orgasm if her PC muscle spasmed
rhythmically and her heart rate reached a peak. They judged that a man had
had an orgasm if his PC muscle spasmed rthythmically, his heart rate reached
a peak, and he ejaculated. In fact, however, in a man, orgasm and ejaculation
are not exactly the same thing. Ejaculation is the localized genital response
in which semen leaves the penis. Orgasm is a full-body or systemic response
that includes changes in blood flow, muscle tension, and the brain. The dis-
tinction between ejaculation and orgasm is important for treating male
orgasm disordey, as I'll explain in Chapter 10.

When you have an orgasm, muscles in your body contract, especially in
the genital area, although many people also experience muscle spasms in
their legs, arms, and face. For most people, the mental experience of orgasm
runs anywhere from a pleasant feeling to intense pleasure or an almost
altered state of consciousness. When you reach high levels of arousal and
then have an orgasm, your brain secretes endorphins, which are chemicals
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that kill pain and cause pleasure. After orgasm, most people experience a
sense of closeness or intimacy with their partner.

During the resolution phase, the body returns to its normal, unaroused
state. The man loses his erection, and blood leaves the female genitals.
Many men experience a refractory period, during which they are unrespon-
sive to sexual stimulation for some time after ejaculation and orgasm.

The sexual response cycle has its problems and critics. It has been aug-
mented over the years. For example, in the 1970s Helen Singer Kaplan
added a desire phase to the beginning of the cycle. She theorized that some
kind of motivational factor must be present in order for stimulation and
excitement to take place.

The significance of all this for sexual healing is that Masters and
Johnson’s sexual response cycle has been highly influential in how we view
and treat sexual problems. The sexual dysfunctions I briefly described in
Chapter 1 are usually grouped according to the sexual response cycle. For
example, sexual aversion disorder and low sexual desire are problems with
the desire phase; male erectile disorder and female sexual arousal disorder
are problems with the excitement phase; and premature ejaculation, male
orgasm disorder, and female orgasm disorder are problems with the orgasm
phase. (The sexual pain disorders are not grouped according to the sexual
response cycle. They fall at different phases for different people.)

Earlier in this chapter, I described sexual problems in terms of what
anatomical structures or physiological functions they involve. Another way
of looking at sexual problems is to use Masters and Johnson’s sexual
response cycle as a guide. I described Masters and Johnson’s plateau phase
as about a level 8 on a 1-to-10 scale. The program in Sexual Healing uses
two different 1-to-10 scales: a physical arousal scale, which measures either a
man’s erection or a woman’s lubrication/swelling response, and a subjective
psychological or emotional arousal scale, which measures perceived closeness
to orgasm. This system is a good one for healing many of the problems
you'll read about in this book.

For now, let’s take a closer look at anxiety. As I pointed out in Chapter
1, anxiety is a contributing factor in all of the sexual problems addressed in
this bool. The next chapter introduces some simple and effective strategies
for reducing anxiety during sexual activity:.



chapter 3

Dealing with
Anxiety

any of the sexual dysfunctions are affected by anxiety. Before you

read in detail about the different sexual problems and before you

try any exercises, I would like to give you some ideas for how to
deal with any performance pressure or anxiety you might feel.

In our society, we tend to view sexuality—and much else—as a perfor-
mance. We wonder constantly if we could “do it better.” We also tend to
think of a sexual problem as something “missing.” In fact, if you experience
problems with your sexuality, you probably need to subtract stress or anxiety
rather than add props such as X-rated videotapes, exotic clothing, or other
erotica to your sexual encounters.

How to reduce and eventually eliminate sexual anxiety is one of the
most important things you can learn from this book. The sensate-focus exer-
cises (which, if you remember from Chapter 1, are touching and bonding
exercises you do with your partner) are designed to teach you, step-by-step,
how to identify and deal with anxiety during the course of a sexual
encounter. If you have been experiencing sexual anxiety for a long time, even
the earliest and most basic sensate-focus exercises may make you anxious.
Do not blame yourself for this. Even fairly mild levels of anxiety take time
and practice to overcome completely as you work to undo the results of
years of fearful reactions to sexual encounters.

Remember, though, that the exercises will not help you if you remain
anxious while you do them. You will do yourself more harm than good if you
attempt to disguise your anxiety just to get through an exercise. It is
extremely important that you stop any exercise that makes you anxious; if
you continue, you will only reinforce your fear.

The Physiology of Anxiety

What is anxiety? It is a mind-body phenomenon that occurs because of the
way our nervous system is set up. (I'm sorry that the explanation is about to
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get a bit technical, but I hope it will help to demystify anxiety for you.) The
body’s nervous system allows all of the parts of the body to communicate
with each other. At its most basic level, the nervous system includes the
brain and spinal cord. This is called the central nervous system. In addition
to the central nervous system, we have the peripheral nervous system, which
includes all the nerves that go from the spinal cord to the rest of the limbs
and organs.

The peripheral nervous system has two parts: the skeletal nervous sys-
tem and the autonomic nervous system. Sometimes the skeletal nervous
system is called the voluntary nervous system and the autonomic nervous
system is called the involuntary nervous system. The skeletal nervous sys-
tem provides nerves to limbs like your arms and legs. We call it the volun-
tary nervous system because your ability to activate these nerves and move
your limbs is under your control.

The autonomic nervous system provides nerves to your internal organs,
such as your heart, diaphragm, intestines, stomach, and genitals. We gener-
ally do not have much control, if any, over the responses of these organs.
Their activities are largely reflexive. The presence of food in the stomach, for
example, triggers a series of reflexes that cause digestion. We can’t make it
stop or cause it to happen any faster. The same thing is true of the genitals.
A touch on the penis can trigger a reflexive erection, or a touch to the open-
ing of the vagina can trigger reflexive vaginal lubrication.

The autonomic nervous system has two divisions—the sympathetic ner-
vous system (the SNS) and the parasympathetic nervous system (the PNS).
The function of the SNS is to expend energy rapidly. It is responsible for ini-
tiating the stress response (also known as the fight-or-flight mechanism).
The SNS functions when you are faced with a major threat to your safety.
When your SNS is activated (which happens within a split second), your
eyes dilate, your heart pounds, and blood rushes away from the center of
your body toward your limbs so you can fight or run away. The action of the
PNS is the opposite. Its function is to conserve energy for use at a later time.
The PNS is active when you are asleep, digesting, or just resting. Many sex-
ual phenomena are functions of the PNS. For example, the early stages of
erection and arousal occur when the PNS is active. The activity of the PNS
is also called the relaxation response.

It is probably becoming clear to you by now what causes anxiety.
Anxiety occurs when something happens that really doesn’t threaten your
life, but still your body overreacts to it with full sympathetic-nervous-system
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activity. Physical signs of anxiety include cold hands and feet, tensed mus-
cles (especially in the thighs and abdomen), rapid and shallow breathing,
rapid heart rate, and a feeling of nausea or nervous stomach.

Because of the way the autonomic nervous system is organized, you
cannot be relaxed and anxious at the same time. You gain control of your
anxiety by consciously promoting relaxation. One way to reduce anxiety is
through repetitive, slow, nonthreatening touching. Another way is through
deep, slow, thythmic breathing. If you are gradually taught to respond in a
relaxed way to a previously anxiety-producing stimulus, relaxation will carry
over to other anxiety-producing situations in your life.

How Sensate-Focus Exercises
Help to Reduce Anxiety

The sexual healing program offers a series of sensual exercises that gradually
become more sexual. The first few exercises are nonsexual and nonthreaten-
ing. You are simply training your body to relax. By the time the exercises
become more sexual, you will be able to respond to a sexual situation with
relaxation rather than anxiety. The process I recommend has much in com-
mon with that described by Herbert Benson in his book The Relaxation
Response. According to Benson, four things are necessary for the relaxation
response to occur: a mental device, quiet, a comfortable position, and a
receptive or passive attitude. In the exercises that appear throughout this
book, focusing on the sensations of touch provides the device that keeps
your mind occupied. You will take a passive role during part of each exercise,
and you should do the exercises in a quiet room and a comfortable position.
As a bonus, learning how to decrease your anxiety by sustaining the relaxa-
tion response helps more than just your sexual functioning. It will also bene-
fit your physical and mental health in general.

If you have a sexual problem, you have learned to associate sexual activ-
ity with the bodily changes produced by anxiety: In the program outlined in
this book, you will learn three basic steps to dealing with the anxiety you
may feel before or during a sensate-focus exercise. First, concentrate on the
touch in order to occupy your mind. Second, breathe properly. When you
become anxious, you hold your breath or you breathe too shallowly. To
counteract this tendency, take deep, slow breaths that you can feel all the
way down into your stomach (belly breaths). Third, consciously relax the
muscles in your thighs, stomach, and buttocks. Even momentary tightening
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of those muscles can cause anxiety and interfere with your natural sexual
arousal response.

Some people can experience very severe forms of anxiety, called panic
attacks, panic reactions, or phobic reactions. (A phobia is a learned fear that
is experienced to an incapacitating degree, such as a fear of heights, fear of
snakes, or fear of being in enclosed spaces.) You may have a phobic reaction
to the whole idea of sexual contact, or just to some element of the sexual
encounter. Signs of this kind of severe anxiety reaction include profuse
sweating, paleness, an extremely rapid heart rate, breathing difficulties, a
feeling of tightness in the chest, and nausea, vomiting, or diarrhea. These
sensations are usually accompanied by a feeling of unreality, extreme dread,
or even the feeling that one is about to die of fright.

Psychologists have made great strides in the treatment of phobias, and
even this very severe type of anxiety is usually completely treatable. I have
successfully used the sex therapy program for anxiety outlined in Chapter
29 to treat many people with very severe sexual fears. However, if your sex-
ual anxiety is quite severe, you might want to seek the assistance of a quali-
fied therapist rather than attempt to deal with the anxiety yourself. You may
need some antianxiety medication before you can begin healing your sexual
problems.

If you do decide to heal your own problems, when you become anxious
during any touching exercise, you will learn to tell your partner that you feel
uncomfortable, and you will back up to an earlier exercise with which you
felt comfortable. Only after you feel relaxed with one exercise should you
add in elements of a new exercise.

You will also want to know how to respond if your partner becomes anx-
ious during an exercise. If you are touching your partner as part of any exer-
cise, you should be able to notice if your partner is anxious or tense.
Obvious signs of anxiety include rapid and shallow breathing, a jumpy or
quivering stomach, and muscle tension in the thighs and abdomen. If during
any exercise you notice these signs in your partner, slow your touch down.
Continue to touch your partner as slowly as you can. If the signs of your
partner’s anxiety don’t go away, encourage your partner to take deep
breaths. If necessary, stop the exercise and back up to a previous exercise
with which you both felt comfortable.

When you are touching your partner, he or she may tighten up the leg
muscles, especially during touching of the genital area. This muscle tighten-
ing is a learned habit that causes sexual problems and makes them worse.
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For example, in men who have problems with erections, tightening the leg
muscles steals blood away from the penis. In men with premature ejacula-
tion, tightening the leg muscles can trigger ejaculation. In men and women
who have difficulty reaching orgasm, tightening the leg muscles can prevent
orgasm. If you notice your partner tightening his or her legs, give the legs a
very light tap or pinch to remind your partner to relax those muscles. If you
notice yourself tightening up, consciously relax your legs. Three to five
instances of your partner reminding you to relax during an exercise will usu-
ally take care of this habit.

Performance Anxiety

A particular form of anxiety is unique to sexual situations. It’s called perfor-
mance anxiety. It stems from our fear of being watched or evaluated. Men,
particularly, tend to think of a sexual encounter as a “performance.” A man
might say, “I was with a woman, but I was unable to perform,” meaning, of
course, that he didn’t have an erection. Thinking of sex as work or as some
kind of performance put on for the benefit of your partner is an attitude
that can only detract from your enjoyment of a sexual encounter.

In most areas of life we are trained to achieve. Those who work hard
and succeed on the job or in school are valued in our society. They are the
go-getters and the self-made successes. And from childhood on, we are
encouraged to compete, an attitude that often helps us achieve work or
school goals (although possibly at the expense of our mental health). Sexual
activity, however, is an area in which this performance orientation has only
negative effects. For example, men who have been successful in work often
encounter difficulties with erections as they age. Success in business often
means thinking many steps ahead of what you are doing in the present. In
sexuality, thinking ahead leads to feelings of anxiety and pressure to per-
form, which can result in erection failure and other sexual problems.

There are many features of the sensate-focus exercises that can help you
learn to take the pressure off yourself and decrease your anxiety. For ex-
ample, the use of “active” and “passive” roles in the sensate-focus exercises
is designed to make it difficult if not impossible for you to maintain a per-
formance orientation toward sex. There is no point in working to please
your partner if you know that he or she has been instructed not to provide
you with any verbal feedback. The person in the active role has no real
choice but to act for his or her own enjoyment.

(O8]

(O8]
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As you do the exercises in this book, watch yourself for signs of perfor-
mance orientation. If you catch yourself thinking, “I tried so hard, but the
exercise just didn’t come out right,” recognize that you are looking at the
activity as a performance situation. Stop trying. Experience yourself rather
than judge yourself. Your sexual responses will happen normally if you relax,
allow yourself plenty of time, and avoid putting pressure on yourself.

Which brings me to my next point: Don’t hurry through the exercises.
You have been conditioned by our culture to believe that moving quickly
wins you the most rewards. But if you rush through this program, you will
not learn what you need to learn from each exercise, and you will have to
repeat each exercise more times. Paradoxically, the more slowly you proceed
with these exercises and the less you plan or think ahead, the sooner you
will find that your problem is a thing of the past. You will benefit more if
you start the program with the thought, “I will have fun and enjoy myself,”
rather than, “I will get better (or better at it) as soon as possible.”

Learning to relax during sexual activity and ceasing to view sex as a per-
formance will also benefit other areas of your life. Clients have often
reported to me that sensate-focus techniques helped them relax and concen-
trate in other areas, such as studying, listening to music, or cooking. Other
clients have said they were actually more productive at their jobs because
they learned to concentrate on the task at hand and no longer made them-
selves anxious by thinking ten steps ahead. There’s no room for multitasking
during a sexual encounter.

Spectatoring

The term spectatoring was coined by Masters and Johnson. Spectatoring is
one of the leading causes of performance anxiety. It means you're thinking
when you should be feeling or experiencing. An example would be a man
who is receiving a caress. As his partner’s touch moves toward his penis he
thinks, “I wonder if it will get hard. I bet it won’t get very hard. Uh-oh, it’s
going down now.” Spectatoring does not mean literally watching your sexual
performance with your eyes, but rather being unable to put a stop to obses-
sive thoughts about your response. Women, especially those who have diffi-
culty reaching orgasm, can also be prone to this type of thinking. Maybe a
woman is receiving a genital caress. As her partner moves closer to her cli-
toris, she thinks, “I wonder if I'm starting to lubricate. It feels a little wet
down there. I wonder if I'll have an orgasm this time.” As the stimulation
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becomes more intense, her thoughts switch to “I'm getting kind of close. I
wonder if I'll have one this time. Wait, now it’s slipping away. Darn, I was so
close!”

Spectatoring tends to be a concern in men with erection problems and
in women who have problems with orgasm. It rarely occurs with premature
ejaculation, since the ejaculation is often over before the man has time to
think about it.

Our society overemphasizes a visual-logical-verbal processing of sensory
information, a pattern that can cause a person to be prone to spectatoring.
The sensate-focus exercises you will learn in this book will return you to the
tactile-emotional way of receiving and expressing information about your
world that you used naturally when you were a child. The exercises will also
help you become acquainted with your partner on a body level as well as on
a mental level. The cure for spectatoring, therefore, is additional practice
with sensate-focus techniques—in fact, overpractice. If your mind is totally
focused on the touch, you will be unable to comment internally on your
“performance.” Practicing sensate focus will help you learn the difference
between focusing on your response and worrying about it. If spectatoring is
a severe problem in any given exercise, back up to a less threatening exercise
in which it was easy for you to pay complete attention to the point of con-
tact between your skin and your partner’s skin.

Pressuring Your Partner

Throughout this book I will suggest many ways to stop putting pressure on
yourself to perform sexually. However, your sense of being pressured to per-
form may not be all in your mind. For example, if your partner ever says
things to you like “Did you come yet?” “Are you close?” “Why aren’t you
hard yet?” “Can’t you last longer?” or even, “I want you to come now,” you
are justified in feeling that you are being pressured.

If you are in the habit of saying things like this to your partner, please
stop. If your partner says things like this to you, ask him or her to please
stop. You may not have realized that these simple questions can create
tremendous psychological pressure. Chapter 15 contains guidelines for giv-
ing verbal feedback to your partner—constructive, positive, and pressure-
free ways for each of you to communicate your feelings about your sexual
activities.
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Although direct and overt performance pressure is fairly easy to recog-
nize, pressure conveyed through nonverbal cues may be more subtle. Picture
a sexual experience in which everything seems to be going fine, in the sense
that both partners are functioning well and doing activities that they enjoy.
Yet for some reason both feel uneasy. They may start to search for something
to which they can attribute their negative or confused feelings: “I must be
in a bad mood,” or, “I guess I'm just not feeling sexual right now.” What is
more likely is that they have become caught up in a widening spiral of inter-
personal performance expectations, each picking up on the fact that the
other is thinking or worrying rather than enjoying the experience.

Let’s say a man is giving an oral genital caress to a woman. If he is
enjoying himself and concentrating on exactly what he is doing (in other
words, if he is focused on the sensations), then his partner is also free to
enjoy herself and to focus on her own pleasure. However, if the man thinks,
“I wonder if she’s enjoying this” or “I wonder how much longer I'm going to
have to do this until she has an orgasm,” the woman will pick up on his atti-
tudes and will realize that her partner is no longer concentrating on the
touch but is instead having performance-related thoughts.

Your partner cannot read your mind, but he or she can tell if you are
concentrating on what you are doing and if you are enjoying it. You may not
know exactly what is going on, but you realize that something isn’t right
because you feel uncomfortable. In that sense, anxiety can be a good thing
because it alerts us to the fact that we need to refocus. In fact, we are picking
up our partner’s nonverbal cues, which are often more honest than the
activities that are taking place. We may attribute our feeling of discomfort to
a thought like, “Something is wrong with me or my sexual response,” when
instead we need to recognize that there has been a subtle shift in the quality
of the sexual encounter. What will happen in the situation I have just
described is that the woman will think to herself, “Uh-oh, he’s expecting me
to have an orgasm pretty soon. I better fake it.” At this point, the sexual
interaction becomes based on expectations, worries, and performance pres-
sure, rather than on sensate focus and mutual enjoyment.

In another example, a woman might be caressing the genitals of a part-
ner who has difficulty having an erection. Instead of enjoying what she is
doing and concentrating on how her hand feels on her partner’s genitals, the
woman may think—briefly—“I wonder when he’s going to get hard.” Her
partner will instantly pick up on the fact that something is not right. The
quality of her attention has changed. He may then think, “Uh-oh, she’s get-
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ting tired, she’s getting bored, why am I not getting hard?” Needless to say;
if this situation isn’t remedied his problem will only become worse, because
the performance anxiety will begin earlier and earlier in each subsequent
sexual encounter.

Another source of sexual pressure is the idea that you are somehow
responsible for your partner’s enjoyment. You need to take responsibility for
your own arousal and enjoyment and learn to please yourself while accom-
modating your partner’s needs so that both of you can become aroused
together.

How do you avoid these pitfalls of unwittingly putting pressure on your
partner or of succumbing to sexual pressure your partner puts on you? First,
become aware of the problem. If you feel pressure, any pressure, it means
the pressure is real. At this point it doesn’t matter what caused it—you just
need to get rid of it. If your first reaction is to think, “There is something

4

wrong with me,” redefine the situation as, “I am feeling pressured due to
something that is going on in this situation.” Then you can see the solution:
to make sure you truly enjoy what you do by doing only what you enjoy. By
practicing the sensate-focus techniques, you will learn what kinds of sexual
behaviors you enjoy. Staying focused on what you are doing will increase
your enjoyment, and your enjoyment in turn will leave your partner free to
enjoy himself or herself. If an activity or situation is so uncomfortable or
anxiety provoking that you can’t focus on it, stop and do something else

with which you are comfortable.

You may be surprised to learn that the sexual positions you and your partner
choose can have an effect on your sexual healing process. That is the topic of
the next chapter.



chapter 4
Sexual Positions

here are many positions in which couples can have sexual inter-
course. None of them are inherently good or bad, or right or wrong.
However, some of them are more healing than others. In general,
the face-to-face intercourse positions have more potential to help your sex-
ual healing process because they are more intimate. In addition, some posi-
tions are better than others for dealing with specific sexual problems. In all
of the treatment chapters (Chapters 23 through 31), whenever I recommend
an exercise that includes intercourse, I'll give you suggestions about which
position I believe to be the best for that exercise.
The following are the main types of sexual positions. For each group of
positions, I'll tell you how to do the positions, the pros and cons from a
physical standpoint, and the pros and cons from an emotional standpoint.

Male-Superior Positions

This is the group of positions many of us are most familiar with. Being the
most traditional, they are the sexual positions that are typically depicted in
Hollywood muovies. In the basic missionary position, the woman lies flat on
her back and her partner lies on top of her. There are several variations. The
man can support himself on his elbows and knees or even on the palms of
his hands and his toes, if he’s agile enough. Another version of this position
is called the coital alignment technique, or CAT. In this variation, the man
pulls himself up and forward toward the woman’s shoulders, causing his
pubic bone to rub against her clitoris, and his penis to go in and out of her
vagina more vertically than horizontally.

Another variation of the male-superior position is called the butterfly
position. The woman lies on her back, but she tilts her pelvis so that her
vagina is pointing almost straight up. This position can be varied a good
deal depending on the positioning of her legs. She can bend her knees and
spread her legs, raise them into the air, or wrap them around her partner’s
waist. In this position, the man kneels in front of the woman.
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For a man, any version of a male-superior position is usually very arous-
ing. These positions contribute to a feeling of bonding and intimacy because
the couple can easily make eye contact, talk, and kiss. We tend to idealize
the male-superior position in this culture because it reflects our conception
of traditional male and female roles—that the man is the sexual initiator and
the woman is the receiver. Many people find it a turn-on when the man is
the more dominant partner.

The straight missionary position is one of the least effective positions
for clitoral stimulation, whereas the CAT version is used specifically for cli-
toral stimulation. Some men find it difficult to delay ejaculation in the male-
superior positions, and say that supporting their weight in these positions
can be tiring. The straight missionary position doesn’t give very much depth
of penetration; therefore, in this position it’s difficult for a woman to receive
stimulation of her G-spot and the other erogenous zones deep in her vagina.

As I'll explain later in some of the chapters on healing specific sexual
problems, certain positions are recommended for certain problems. The
straight missionary position is good for couples who need help with inti-
macy or desire issues. The coital alignment technique is good for women
with female sexual arousal disorder because it provides a lot of stimulation
to the clitoris. The butterfly version of the male-superior position is excel-
lent for female arousal and orgasm problems because it allows stimulation of
both a woman’s internal and external orgasm triggers.

Since the male-superior positions usually are very arousing for men, I
initially advise a man with premature ejaculation to stay away from them
while he is learning ejaculation control. That said, within this group some
positions are better than others for helping a man learn ejaculation control.
For example, it’s much easier for a man to maintain ejaculation control in
the butterfly position than in the straight missionary position. The male-
superior positions are also good for men with male orgasm disorder (diffi-
culty ejaculating). In the butterfly position, the man has a very exciting view
of his partner’s breasts and of his penis going in and out of her vagina. Men
with erection problems generally also do well in the butterfly position. In
this position, if you feel your erection go down, it’s easy to take your penis
out of your partner’s vagina and stimulate yourself.

Female-Superior Positions

These are the woman-on-top positions. In the most commonly used version



40

SEXUAL HEALING

of the position, the man lies on his back while his partner kneels on top fac-
ing him. Her legs can be placed in several different ways. She can lie on top
of her partner in such a way that they have total body contact. Or she can
squat over her partner’s body with her knees on either side of him. In this
way she can raise her body so she is almost sitting up.

The female-superior positions are great for female arousal and orgasm
because they give a woman so much control. She is in charge of the speed of
intercourse as well as the depth and angle of penetration. In this position it’s
easy to maintain eye contact and intimacy. There can be full body contact.
It’s easy for either partner to caress the other’s body. Either the man or the
woman can stimulate the woman’s clitoris to help her get aroused and have
an orgasm. Or she can use a vibrator on her clitoris in this position. From an
emotional standpoint, the female-superior position has often been consid-
ered a “bad girl” position, and for that reason a lot of people find it espe-
cially arousing.

From a negative standpoint, some men are uncomfortable with their
partner appearing dominant or aggressive, and some women are equally
uncomfortable appearing or feeling dominant. Some women don’t like the
way they look and feel in this position because they believe their bodies jig-
gle and sag when they’re sitting upright and moving rapidly.

The female-superior position is highly recommended for women who
have desire, arousal, and orgasm problems. I wouldn’t generally recommend
it for men with male orgasm disorder, because most men need to be more
active in order to ejaculate. When men have erection problems, sometimes
it’s difficult to maintain an erection when their partner is on top of them.

Side-to-Side Positions

In the side-to-side positions, both partners lie facing each other, and one
person puts a leg over the other’s hip. There are several variations. In one of
them, called the scissors position, the man lies on his side, while his partner
lies on her back perpendicular to him. The couple interweaves their legs so
their genitals meet.

The side-to-side positions are very relaxing because they don’t require
either person to support his or her body weight. Many people find that
these are great positions first thing in the morning, when neither partner is
in the mood for major sexual acrobatics. Many people like the eye contact
and sense of intimacy these positions provide. With a couple of small bodily
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adjustments, these positions allow for the possibility of the man sucking and
kissing the woman’s breasts. The side-to-side positions tend to be the least
genitally stimulating for both sexes because they are so relaxing. They don’t
allow much depth of penetration, so they are not generally stimulating to
the woman’s internal orgasm triggers like the G-spot, cul de sac, and cervix.

Because they are not physically strenuous, the side-to-side positions are
often recommended for older people or for people who have physical limita-
tions like arthritis. These positions are very good for men who have erection
problems, because the penis doesn’t have to be super-hard to penetrate the
woman’s vagina. In fact, a man can penetrate in these positions without
even having an erection at all. These positions are also very good for men
with premature ejaculation, because they allow a man to spend time inside
his partner’s vagina without moving, just getting used to the warmth and
containment. Because these positions are relaxing rather than stimulating, I
don’t recommend them for men who have difficulty reaching orgasm.

Although the side-to-side positions tend not to be stimulating for the
deeper areas inside a woman’s vagina, I definitely recommend them for
women who have difficulty with arousal and orgasm, because either the
woman or the man can reach down and manually stimulate the woman’s cli-
toris. These positions are also good for both vaginismus and sexual pain,
because it’s easy to lie in these positions with the man’s penis held against
the woman’s vagina, without actual penetration.

Rear-Entry Positions

In the basic rear-entry position, the woman kneels on the bed on all fours,
while the man kneels behind her. The variation I recommend is one in
which the woman kneels at the edge of the bed and the man stands on the
floor behind her. She puts her folded arms on the bed so she can rest her
head on them. This is more comfortable than kneeling on all fours because
due to the change in the angle of penetration, the mattress rather than the
woman’s back absorbs the energy of the thrusting. In another version of this
position the woman lies flat on her stomach and the man lies on top of her.

These positions may feel primitive and animalistic, and for this reason
they can be an exciting turn-on for many people. They sometimes turn peo-
ple off for the same reason. Some people say that the rear-entry positions
feel too impersonal. It’s more difficult to kiss and make eye contact in these
positions, although for that to happen all the woman has to do is turn her
head. Then her partner leans over so she can see his face.
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The rear-entry positions are the best for fast stroking and depth of pene-
tration. They’re also great if the woman likes to have her cervix stimulated,
and they offer some of the best ways for the penis to make contact with the
woman’s G-spot. While in one of these positions, if a woman chooses she
can shift her arms and hands so that she can easily stimulate her clitoris.

The rear-entry position is a rather advanced position that I don’t recom-
mend for the early stages of most sexual healing programs. It’s good for
women who have difficulty with arousal, because of the possibility of
intense stimulation to the G-spot and the cervix. However, I don’t recom-
mend this position for men with erection problems, because the angle of
penetration is a little tricky and can cause some “entrance anxiety.” I do rec-
ommend it for men who have difficulty reaching orgasm, because in the
early stages of learning to ejaculate more easily during intercourse, some-
times it works well for a man to use a more impersonal position. Getting to
the point where they can enjoy intercourse in this position can be a real
breakthrough for women who have successfully dealt with vaginismus or
sexual pain, because it’s the position in which the woman has the least
amount of control over penetration.

In addition to the four major categories of positions, you can combine posi-
tions from different categories. For example, you could combine the rear-
entry and side-to-side positions, so that the man lies on his side behind the
woman, who is also on her side. That way you get the stimulation of the
rear-entry position but neither person has to support his or her own weight.
Or you could do a combination of the rear-entry and female-superior posi-
tions in which the man lies on his back and the woman straddles him facing
away from him. Combining positions gives you the advantages of both.

Theoretically, the number of position variations is infinite. Every time
you move an arm, a leg, or even a finger, technically it’s a different position.
But when it comes to using sexual intercourse to heal your problems or
doing it just for sheer enjoyment, there’s more to it than just positions. Your
healing capacity and potential enjoyment depend on comfort and pre-
dictability as well as novelty. For your sexual healing process, comfort and
predictability are probably more important than novelty. Once you are more
confident in your sexual abilities and in your ability to enjoy intercourse,
then it’s time to branch out into some of the more exotic positions.
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In this section you’ll find detailed descriptions of
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information about what causes them.



chapter 5
l ow Sexual Desire

n the DSM, low sexual desire is called hypoactive sexual desire disorder,

or HSDD. A former name for this condition was inhibited sexual desire.

Low sexual desire can affect both men and women, although it is more
common in women. The DSM defines low sexual desire as “persistently or
recurrently deficient (or absent) sexual fantasies and desire for sexual activ-
ity.” This diagnosis has to be made by a clinician based on factors that affect
sexual functioning, including age and the context of the person’s life.

In cases of lifelong low sexual desire, a person has never felt sexual
desire for someone else. This is extremely rare. Most people experience the
desire to have sex with another person at some time in their lives, even if
they never act upon it. In acquired low sexual desire, the person at one time
had what would be considered a normal level of sexual desire, but no longer
experiences desire. In generalized low sexual desire, a man or woman does
not experience desire in any situation—that is, he or she doesn’t have the
desire either to have sex with a partner or to masturbate. In situational low
sexual desire, a person may experience sexual desire with one partner but
not with another.

What's Normal?

This is a really tough question to answer. I'm going to start with the simplest
possible explanation and say that I think it’s normal to feel sexual desire for
another person at some time in one’s life. I believe this experience is com-
mon to the vast majority of people throughout the world.

Yet low sexual desire is extremely common, especially among women. In
fact, in the 1980s, inhibited sexual desire (as it was called then) was thought
to be of epidemic proportions. But a diagnosis of low sexual desire is fraught
with complications. When Helen Singer Kaplan modified Masters and
Johnson’s sexual response cycle and added a desire phase into the model,
unfortunately she was unable to adequately define sexual desire, and no-
body has really been able to do so since. It’s clear that sexual desire has at
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least two components, and probably more. The physiological component,
which I call sex drive rather than desire, is a result of testosterone, a hor-
mone produced by both men and women. If you don’t have testosterone,
you don’t have a sex drive. The presence of testosterone is a necessary con-
dition for sexual desire, but by itself it isn’t enough to create sexual desire.
There’s another aspect of sexual desire, especially for women, that is highly
psychological.

The most common form of low sexual desire is acquired. In other words,
a person felt desire in the past but no longer feels it. This is often transi-
tory—the result of stress or overwork. There is nothing wrong with you
sexually if you feel no desire when you are tired and overworked! If you have
ever felt sexual desire (as you understand it) in the past, you can feel it
again—if you take the time to create the conditions to allow yourself to do
so. Following the program I describe in Chapter 28 will almost certainly
restore your feelings of sexual desire, just because committing yourself to a
program will force you to set aside time for yourself.

In a less common but more severe case of low sexual desire, a person
may say that he or she is just not interested in sex. It is actually very rare for
a person to have never felt any sexual desire whatsoever. The person who
says he or she is not interested in sex is more likely to mean that he or she is
not interested in doing a particular activity with a particular person at a par-
ticular time (for example, intercourse, with you, right now). You do not need
to feel any sexual desire to do any of the exercises described in this book.
You only need a willingness to spend time touching. “I guess I'm just not
interested in sex” may have been a good enough excuse for avoiding sexual
activity with your partner in the past, but it is no reason to avoid the exer-
cises outlined in this book. Doing the exercises will increase your level of
desire.

An expressed lack of sexual desire may in fact more accurately be
described as a desire discrepancy: One partner desires sexual activity more
often than the other. When it comes to sexual frequency (how often a per-
son wants to engage in sexual activity), the range of what is considered nor-
mal is broad. One partner might like sexual activity many times a day, while
the other may feel sexual desire only a few times a year. Both are quite nor-
mal. But it can become a problem if long-term partners have highly dis-
crepant desire patterns. If your partner feels little sexual desire and is not
interested in treatment, you will have to decide whether you want to stay
with a person who does not even want to attempt to feel greater sexual
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interest in you. Often, people who feel they have no desire simply suffer
from lack of knowledge or a lack of experience. They have never engaged in
activities that were really stimulating and memorable. This program includes
a range of such activities that you can try:.

Finally, there is the rare case in which an absolute lack of sexual desire is
caused not by fatigue, repression, or inexperience, but by physiological prob-
lems such as a lack of the necessary hormones or brain damage. Of all the
clients with whom I have worked, I have seen only two for whom this was
the case.

Changes in Thinking about
Sexual Desire

As I've mentioned, in the 1970s noted sex therapist and researcher Helen
Singer Kaplan added the concept of sexual desire to Masters and Johnson’s
model of the human sexual response cycle. The diagnosis of low sexual
desire or inhibited sexual desire became very popular in the 1980s. It was
thought to be quite widespread and was known as the “yuppie disease.” The
idea was that people didn’t want sex because they were all working so hard.
Back then the theories about the causes of and remedies for low sexual
desire were pretty unsophisticated. The main insight was that overwork and
stress could cause low sexual desire. The recommendation was that a couple
take a weekend off, go to a hotel, turn off the phone, and have sex all week-
end. Another insight was that sometimes what looked like low sexual desire
was really desire discrepancy: a case in which one partner wanted sex signifi-
cantly more often than the other partner did (or significantly less often than
the other partner did, if you want to look at it that way). Treatment (or, as
clinicians sometimes call it, “intervention”) for couples most often included
examination of the power struggles involved in scheduling sessions of sexual
intercourse, and introduction of communication techniques for compromise
in agreeing how often to have sex.

In the 1990s, the thinking about low sexual desire became much more
sophisticated. The role of testosterone was recognized. A baseline level of
testosterone is necessary for sexual desire, especially in women. It began to
be recognized that many of the hormonal events that women undergo (such
as long-term use of oral contraceptives) can cause low testosterone. During
this period I used the following conceptualization of low sexual desire to
help my clients: I thought of causes for low sexual desire as falling into three
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categories, ranging from the not-so-serious to the very serious. I based these
categories on psychological causes for low sexual desire. I believe that the
first thing anyone experiencing low sexual desire should do is to have his or
her testosterone level checked. If your testosterone level is low (or nonexis-
tent), no amount of psychological intervention is going to help.

In the not-so-serious category, I listed things like overwork, boredom,
stress, lack of stimulating activities, poor time management, and lack of sex-
ual knowledge or education. I call these not-so-serious because they are
fairly straightforward and the solutions are easy to understand (even if
they’re sometimes difficult to implement). These are the cases where the
advice to take a vacation, get away from the kids, rent a hotel room, and
turn off the phone makes sense. Often people who experience low sexual
desire due to one of the above causes really just need to set aside some time
to reconnect with each other. Stress caused by overwork can be very serious.
In addition to reducing your sex drive, it can affect your physical health in
the form of psychosomatic illnesses. Often, once you have gotten yourself
into workaholic mode, it can be difficult to change. But it can be done.
Other solutions for problems in this category include reading books about
sexuality (such as this one) or taking classes. Behavioral contracts or agree-
ments about time management can also be helpful. Sometimes couples are
so strung out and overworked that they actually need to make agreements
about when to see each other. It also helps to give up expectations about sex
happening spontaneously:.

More serious causes of low sexual desire include clinical levels of anxiety
or depression, or relationship problems. One of the most common symp-
toms of depression is low sexual desire or lack of interest in sex, and anxiety
is the most common cause of low sexual desire. Sometimes a person needs a
little help in the form of the temporary use of antianxiety or antidepressant
medication. Similarly, if you are having major problems in your relationship,
your level of sexual desire is going to be affected. If you are angry at your
partner because of dishonesty, abuse, adultery, or any number of other seri-
ous problems, it is usually really difficult to feel desire for that person. In
cases like this, marriage counseling, family therapy, or some other form of
relationship counseling is the treatment of choice rather than sex therapy:.
The low sexual desire in this case is a direct result of other problems in the
relationship rather than a sexual problem as such.

Finally, much more serious causes of low sexual desire include reactions
to past events such as sexual trauma. I have seen many cases in which a
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woman suffered rape or incest in her early life and as a result was unable to
experience sexual desire as an adult. Often the past abuse was repressed, and
the woman wasn’t even really aware of what sexual desire felt like. This
experience isn’t unique to women, but it is more common in women. Since
these sorts of causes of low sexual desire are lifelong and are pretty much
built into someone’s personality, I believe the only solution is intensive indi-
vidual therapy. Sadly, many people with these issues have experienced the
problems for so long that they really don’t want to seek treatment.

This scheme for viewing low sexual desire served me well in the 1990s.
It helped me decide which couples would benefit from psychological treat-
ment and which should be referred to relationship therapists or medical doc-
tors. In the past few years, however, a lot of information has come to light
about other causes for low sexual desire, especially in women. I'll list these in
terms of causes of low sexual desire that are common to women, causes of
low sexual desire that are common to men, and causes of low sexual desire
that are common to both men and women. These lists come from different
sources, including everything from scientific studies to anecdotal reports.
There is obviously some overlap between male and female issues, but I've
sorted them according to the things people most commonly report.

Causes of Low Sexual Desire
In Women

Women experience a number of hormonal events throughout their lives that
can cause low sexual desire. Most of them are temporary. They include
childbirth, breastfeeding, the use of oral contraceptives, and menopause. All
of these can cause low testosterone. Body-image issues can also cause low
sexual desire. The most common of these is feeling fat. Related to this is lack
of exercise, which can cause low levels of dopamine, a brain chemical that is
highly related to being able to experience feelings of pleasure. Some women
experience low sexual desire when they feel that their partner focuses sexu-
ally on a certain part of their body that they’re uncomfortable with.
Women are very susceptible to being influenced by their partner’s per-
sonality or mental state. Women have reported feeling low sexual desire
because their partner is controlling and tells them what to do. Other issues
include experiencing their partner as jealous or possessive, being patronized
or talked down to, feeling that their partner doesn’t love them, feeling that
their partner lacks commitment to the relationship, or feeling that their



Low Sexual Desire

partner is moody and withdrawn and doesn’t want to communicate. Other
issues reported by women include their male partner’s habit of telling
unfunny sexual jokes, his being prejudiced (especially homophobic), or his
making promises he doesn’t keep (such as promises of financial commit-
ment).

Some women admit that they consciously sabotage a situation that
could turn sexual. They purposely wait until their partner is too tired to
have sex, or they wear something unappealing to bed. Other women report
that having a television on in the bedroom turns them off to sex.

Of course, a woman’s sexual history has a huge effect on her desire for
sex. Having a bad first experience of sex can set the stage for a lifetime of
low sexual desire. A history of any form of sexual coercion (including
molestation, incest, or rape) can shut down a woman’s sexuality. Women
also have more fears and anxieties about sex in general than men have. Sex
has the potential to be more dangerous for a woman than for a man.
Women worry about being sexually abused and they worry about getting
pregnant. It’s easier for a woman to catch a sexually transmitted disease
from an infected man than vice versa.

Lack of understanding of the male sex drive can also be a problem.
Sometimes women are turned off because their partner wants sex so much
more than they do. Other women are turned off because their partners
learned to have sex from watching porno movies. They resent that their
partner’s idea of sex is focused only on the genitals instead of on full-body
sensual contact. Other women are freaked out if they find out their partner
has paraphilic interests—that is, an interest in what most people would con-
sider unusual sexual activity. Maybe they discover a hidden collection of
erotic materials that they find disgusting.

Causes of Low Sexual Desire
in Men

For men, some of the biggest causes of low sexual desire include low testos-
terone, stress, anxiety, and depression. Work setbacks, such as job loss, also
disproportionately affect men. The existence of other sexual problems, like
premature ejaculation and erection problems, can also cause low sexual
desire in men.

In the past, an unacknowledged homosexual orientation was often a
cause of low heterosexual desire in men. This is less common than it used to
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be, now that same-sex behavior is no longer illegal and a homosexual orien-
tation is no longer considered a mental disorder.

Causes of Low Sexual Desire in
Both Men and Women

The following are some other causes people have cited for low sexual desire
in both men and women. I've listed them in order from what I consider least
serious to most serious.

* Boredom

# Lack of knowledge about sex

# Overwork

# Laziness

# Difficulty finding a partner

# Fear of sexually transmitted diseases

# Lack of opportunity to have sex

% Relationship problems

# Crowding in the house

# The presence of young children in the house

# Taking drugs like Prozac (the SSRIs, or selective serotonin reuptake
inhibitors)

# Fear of intimacy or commitment
% Lack of interest or involvement in any area of life

#* Feelings of intimacy and attachment as the primary focus of the
relationship, to the exclusion of sexual feelings

# Traditional religion that produces guilt about sex by teaching that
sex is wrong

# Unhappiness
# Conflict, power struggles, and criticism in the relationship
# Poor health

# Avoidance of sex due to phobias
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# Addiction issues

# Lack of trust between partners, especially due to unfaithfulness
#* Being asexual

# Grieving or serious personal loss

It’s quite a list, isn’t it? And it goes on. Isn’'t it amazing how many
things that don’t seem like they would have anything to do with sex can
have such a profound effect on your sex life? With everything that can go
wrong, it’s remarkable that anyone wants to have sex at all. The good news
is that because so many disparate things can affect your sex life, there are an
infinite number of possible solutions to your desire problems, many of
which I'll discuss in Chapter 28. Low sexual desire presents a huge number
of opportunities for sexual healing on many different levels.

Differences Between Men’s and
Women’'s Sexual Desire

To add even more confusion to the issue, in general, men and women tend
to differ somewhat in the many components of sexual desire. Some of these
differences may seem like clichés, but most have been supported by
research. I include these potential areas of difference here so you can see if
any of them strike a chord with you, and thus can help you pinpoint specific
areas of sexual desire with which you might have a problem.

The biggest difference is that men’s sexual desire appears to be con-
trolled by nature and women’s by culture. A woman’s sexual desire is more
influenced by context, situation, and environment than a man’s is. A man’s
main motivation for having sex is horniness or sexual release; a woman’s
main motivation for having sex is feeling that she is in love or feeling that
she is emotionally connected to her partner. For women, romantic love and
sexual desire appear to be the same for all intents and purposes. Sex for
women is more about intimacy, or the emotional part of an encounter. It’s a
cliché, but both my work with clients and surveys I've taken in my class-
room support this. (Remember that we're talking in generalities here; these
statements may not be true for all women or for all men all the time.)

For women, sexual desire is more likely to have a particular object (a
person). When a woman thinks about whether she desires sex, she thinks
about whether she desires sex with a particular person. In the 1970s, with
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the advent of the women’s liberation movement, many women made the
mistake of trying to define their level of sexual desire using male criteria:
testosterone, a feeling of horniness, or itching in the genitals. In fact, how-
ever, women may need to be in love first in order to feel sexual desire. A
woman’s sense of sexual desire may be a desire to seduce or be penetrated
rather than a desire to have intercourse as such. This is the distinction
between what’s called proceptive sexual desire and receptive sexual desire.
Proceptive desire is the urge to seek out and initiate sexual activity. It is
probably more common in men and seems to be caused by testosterone.
Receptive sexual desire is the capacity to become aroused upon encounter-
ing certain sexual stimuli. What happens is that a woman becomes aroused,
and that causes her to have more desire, rather than vice versa. This pattern
is probably more common among women because it’s associated with es-
trogen.

Men often aren’t aware of or won’t admit to what could be causing
them to go through a bout of low sexual desire. Women are the opposite—
they’ll obsess about what could be causing low desire to the point that they
might ignore an attractive potential partner.

A Jarge component of sexual desire seems to be the ability to fantasize.
Men and women differ somewhat in their fantasy lives—why they fantasize
and what they fantasize about. While the most common fantasy for both
men and women is having sexual intercourse with someone they are in love
with, women are more likely to fantasize about sexual encounters with past
and present partners. Men are more likely to fantasize about genital contact
with partners they don’t know.

Surveys show that women seem to understand sexual desire better than
men do. Women seem to have a better grasp that there’s something psycho-
logical involved. In surveys, many men admit that they don’t have a clue
about whether their partner desires them sexually or why. Women have
more potential turn-offs than men and are more susceptible to them.
Because women’s sexual desire is heavily influenced by culture, women have
more ways in which their level of sexual desire could potentially be manipu-
lated. Women define desire in terms of the pursuit of interpersonal goals.
Men are more likely to define desire in terms of purely sexual goals, like
pleasure. Women’s sexual desire is heavily influenced by whether they feel
their intellectual and spiritual needs are being fulfilled. And although
women’s sexual desire is more determined by cultural factors, they undergo
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more lifetime hormonal events (like childbearing and menopause) that have
the potential to affect their sexual desire.

Measuring Sexual Desire

One of the difficulties in figuring out whether someone has a problem with
low sexual desire is that we really don’t have a good way to measure sexual
desire. Synonyms that have been used for sexual desire include sexual inter-
est, lust, romantic love, passion, libido, and attraction. Sometimes sexual
desire has been defined as sexual satisfaction or sexual arousal, even though
these appear to be conceptual opposites of sexual desire. Plus, to me, there’s
a lot of potential ground between “sexual interest” and “lust.”

Sexual desire has been measured by the calculation of vaginal or penile
blood flow using special instruments. These are actually measures of arousal,
not desire, but the assumption was that if you could get aroused, you must
have desired sex, which is not necessarily true.

I'm aware of two questionnaires that measure sexual desire. However,
they confuse sex drive (the physiological component) and sexual desire.
They also confuse the frequency of sexual desire and sexual behavior. For
example, common measures of sexual desire include the questions “How fre-
quently do you want to have sexual intercourse?” and “How often do you
think about sex or think about wanting sex?” My point here is that it’s no
wonder if you are confused about whether you have an abnormally low level
of sexual desire—even the experts have problems with the issue.

Asexuality

Related to the problem of low sexual desire is a concept called asexuality. A
person is defined as asexual if he or she has never had sexual desire for any-
one of either sex. I don’t think this is a great definition. There are many peo-
ple with a strong sex drive who don’t want to have sex with other people;
they only want to have sex with themselves or with inanimate objects.

The concept of asexuality has not been studied in depth. Here’s what
we do know: It may affect 1 to 2 percent of the population. It’s related to
gender—more women than men report being asexual. Other factors that
appear to be related to asexuality are poor health, short stature, going
through puberty at a later age, religiosity, and lower socioeconomic status.
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Some people who seek out sex therapists for the treatment of low sexual
desire may actually be asexual. The main difference that I can see between
someone who has low sexual desire and someone who is asexual is that the
typical person who sees a sex therapist for low sexual desire has felt desire in
the past and knows what it feels like, so they know what they’re missing.
The typical person who is asexual senses that they are not like other people,
but they really don’t know what the fuss is all about. They generally are
accepting of their status.

The Relationship of Low Sexual
Desire to Other Sexual Problems

A final concern is that many people who seek sex therapy for low desire
actually have other problems. A woman who has difficulty becoming
aroused or having an orgasm may develop low sexual desire as a defense
mechanism. So could a man who has premature ejaculation or erection
problems. Women with vaginismus and sexual pain also often exhibit little
or no desire for sex. We call this “low sexual desire secondary to other sexual
dysfunctions.” That’s why; as a sex therapist, it’s important to recognize that
people can have more than one sexual dysfunction. If I see a client who
claims that he or she has low sexual desire, I can’t really take the client’s self-
diagnosis at face value. It could very well be that some other dysfunction
occurred first that has caused the client not to want sex. The following are
two patient stories illustrating this fact:

Ron
Ron, in his early sixties, stated that his main problem was low sexual
desire. When I took his sex history, it was clear he’d had significant
erection problems for many years. (This was well before Viagra was
introduced and before erectile dysfunction was regularly discussed in the
public forum.) I asked him, “If you knew that you could have a rock-
hard erection whenever you wanted, and you knew that you could have
sex with any woman you wanted, do you think you would want to have
sex?” He looked at me like I had lost my mind and said, “Well, yes! Of
course!”

Ron’s problem was clearly not low sexual desire. He clearly was still
extremely interested in sex. In sex therapy we usually find that other

sexual problems are masquerading as low sexual desire. That’s why it’s
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important to treat the first (primary) problem rather than low sexual

desire, because often the low desire is not the more significant problem.

Mary Ann

Like Ron, Mary Ann came to see me with a complaint of low sexual
desire. She was in her late thirties. (I saw quite a few clients with this
complaint in the 1980s, when the issue received a lot of press and many
people were going to sex therapists with a self-diagnosis.) She com-
plained that she used to feel sexual desire for her husband but didn’t
feel it anymore. Her sex history seemed to indicate that she didn’t have
any other sexual dysfunctions. However, her relationship with her hus-
band was a mess. He had cheated on her, refused to work, and verbally
abused her. And yet she was convinced there was something wrong with
her because she didn’t want to have sex with him! (I would have said
there was something wrong with her if she did want to have sex with
him!) I asked her who her favorite male celebrity was. She said she
really had a thing for Harrison Ford. (This was in the Indiana Jones
era.) I asked her, “If Harrison Ford asked you out on a date, would you
want to have sex with him?” Again, she looked at me like I had lost my
mind and said, “Of course! I'd cut off my right arm to have sex with
him!”

Mary Ann clearly did not have low sexual desire. Her observation
illustrates the fact that people often feel they have low sexual desire
when what they really have is a problem with the object of that desire
rather than with the level of desire itself. I referred her to a marriage
counselor because I didn'’t really think low desire was her main problem.

Her relationship with her husband was clearly a more pressing concern.

If you picked up a copy of Sexual Healing because of issues with low sexual
desire, by now I probably have you really confused. What I'm trying to con-
vey is that if you would like to benefit from the healing of your problem
with desire, you will first have to figure out if that’s actually the main issue.
Here are some questions to ask yourself to determine whether low sexual
desire is your root problem:

# Is your testosterone level low or nonexistent? This is the first thing
you should have checked if you are experiencing a lack of desire.
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# Are you on medications such as antidepressants, antianxiety
agents, or birth control pills? Any of these could cause low desire.

# Do you have other sexual problems such as difficulties with arousal
or erections? Your desire problems could be a result of other
accompanying sexual problems.

# Would you desire sex if you were with a different partner? If the
answer is yes, you may have relationship issues that are interfering
with your desire.

# Finally, do you think you would desire sex if you knew you could
function well whenever you wanted to? If so, low desire probably
isn’t your most pressing sexual problem.

The program described in Chapter 28 for healing desire problems will
work very well for you if desire is the main problem, if you basically have a
good relationship, and if you are motivated to increase your desire. If you
have examined yourself and realize that your desire issues are actually sec-
ondary to another sexual problem, then you should try healing the primary
problem first. Also, recognize that your problem could be medical: the result
of low testosterone, other hormone problems, or prescription drugs.



chapter 6

Sexual Aversion
Disorder

ccording to the DSM, sexual aversion disorder (SAD) is “persistent

or recurrent extreme aversion to, and avoidance of, all (or almost

all) genital sexual contact with a sexual partner.” The DSM also
says that sexual aversion disorder may range from “moderate anxiety and
lack of pleasure to extreme psychological distress.”

In lifelong sexual aversion disorder, the person has experienced anxiety
ever since he or she began to attempt partner sex. In acquired sexual aver-
sion disorder, the person functioned without anxiety in sexual situations at
some point, but cannot do so now. In generalized sexual aversion disorder, a
person exhibits anxiety during a variety of different sexual situations, or dur-
ing all sexual situations. In situational sexual aversion disorder, the person
exhibits anxiety during a particular sexual behavior, or while having sexual
contact with a particular person.

With sexual aversion disorder, as well as with many of the other sexual
dysfunctions addressed in this book, we have some problems with the defi-
nition. As you read in Chapter 3, all of the sexual dysfunctions are caused by
anxiety. A person will exhibit different symptoms depending on when in the
sexual encounter the anxiety hits. With sexual aversion disorder, the anxiety
symptoms are usually the entire problem. SAD is not a sexual dysfunction as
such—the genitals are probably functioning fine in terms of erection,
arousal, and orgasm. The problem is that the person experiences such
intense anxiety in a sexual encounter or at the thought of a sexual encounter
that he or she can’t function physically at all.

There’s also a definition problem with the words anxiety, aversion, and
avoidance, all of which have been used interchangeably to describe this con-
dition. In fact, these words don’t mean the same thing. In Chapter 3 I pre-
sented a definition of anxiety. It’s a mind-body phenomenon in which a per-
son experiences physical symptoms, like rapid heart rate, and mental
symptoms, like worry. It involves arousal of the sympathetic nervous system
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when there’s really no physical threat. I think the concept of fear is very
close to the concept of anxiety. The difference is that although both fear and
anxiety produce the same physical symptoms, fear occurs in the presence of
a genuine threat.

Aversion is a feeling of repugnance or disgust toward something. It’s an
attitude, a negative evaluation of an object or behavior. Avoidance is the
behavioral manifestation of aversion. If you have a negative evaluation of
something, you usually do your best to stay away from it.

Here’s our problem from the standpoint of trying to understand sexual
dysfunctions: Some people have an aversion to sex. They think it’s disgust-
ing in some way, but they don’t experience anxiety symptoms when con-
fronted with it, and they may not even try to avoid it. They may just sort of
grin and bear it, or allow their partner to have sex with them. There are
other people who like the idea of sex—they don’t find it repugnant at all—
yet when confronted with a sexual situation, they experience intense anxiety
symptoms. Some people avoid sex for reasons that have nothing to do with
anxiety, such as religious reasons. They avoid sex so they won’t be tempted,
because having sexual contact with another person goes against their belief
system in some way. Still other people have all three symptoms. They are
disgusted by sex, they have anxiety symptoms when confronted with a sex-
ual situation, and they try to avoid sexual situations.

To add to the confusion, there’s a personality trait called erotophobia,
which is fear of sex. An erotophobe finds everything about sex fearful—not
just potential sexual contact with a partner, but hearing about sex, reading
about sex, viewing sexually explicit materials, or anything else having to do
with sex. Erotophobia usually includes the whole gamut—fear, anxiety, aver-
sion, and avoidance. Being a personality trait rather than a sexual dysfunc-
tion as such, erotophobia is very resistant to change. (The opposite of eroto-
phobia is erotophilia. This personality trait describes someone who loves
everything about sex.)

What's Normal?

As I did with sexual desire, I'm going to be very broad in deciding what
“normal” means. I think it’s normal for a person to have a sexual relation-
ship that doesn’t involve any overt anxiety symptoms. I believe this is the
case for most people.
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However, let me add another term to our vocabulary of aversion, anxi-
ety, and avoidance. That term is anticipation. It’s normal to feel a little bit
nervous about having a sexual encounter with someone who excites you,
someone with whom you’ve never had sex, or someone with whom you’re in
love. Most of us have experienced that “butterflies in the stomach” sensa-
tion. It’s perfectly normal to feel that sensation when you're in love or when
you're anticipating your first sexual encounter with a new lover. It doesn’t
mean you have an anxiety problem. When you’re in love, it’s also normal to
feel negative sensations, such as anxiety, at the thought of possibly losing
your partner. Again, this doesn’t mean you have sexual aversion disorder.

So what constitutes the problem known as sexual aversion disorder?
Having worked for many years with people with sexual dysfunctions, I
believe that sexual aversion disorder should be referred to as sexual anxiety
disorder or sexual phobia. I think the problem is best described by using the
terminology of anxiety symptoms. One of the reasons I believe this is
because, from a treatment standpoint, working with overt anxiety symptoms
is better than trying to deal with aversion or avoidance. But for the purposes
of this book, TI'll call this condition sexual aversion disorder because the
DSM does. As you read, keep in mind that I'm describing anxiety:

Types of Anxiety

There are many different types of anxiety, any of which could be associated
with sexual aversion disorder. These forms of anxiety are not unique to sex-
ual concerns; people can develop any of them in response to any stimulus
they learn to be afraid of. Here’s a list of the most common forms of anxiety.
In my experience, these are the forms that are most often associated with
sexual problems.

# Generalized anxiety disorder (GAD)
# Posttraumatic stress disorder (PTSD)
# Panic attack

# Specific phobia

# Social phobia or social anxiety

# Obsessive-compulsive disorder (OCD) or obsessive-compulsive
personality disorder
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In generalized anxiety disorder, a person experiences a low to moderate
anxiety level most of the time. Sometimes this is called free-floating anxiety
because it’s so pervasive that it seems to be able to attach itself to just about
any stimulus. People with generalized anxiety disorder are afraid of a lot of
different things and are pretty much anxious all the time. Sex is a very com-
mon source of anxiety for these people. Symptoms are mainly rapid heart
rate and worry.

Posttraumatic stress disorder is caused by being the victim of an unusu-
ally serious source of stress, the type that most people don’t experience in
their lifetime. Examples would be wars, plane crashes, violent crimes, sexual
trauma, or natural disasters. Symptoms of posttraumatic stress disorder
include insomnia, hypervigilance, and flashbacks to the original trauma. You
can see that these would all interfere with the ability to be intimate with
another person, which could certainly have an effect on one’s sex life. Rather
than causing sexual aversion disorder, posttraumatic stress disorder is likely
to cause difficulty with arousal and orgasm.

Panic attack or panic disorder is a very severe, debilitating form of anxi-
ety. A person with panic disorder experiences rapid heart rate, sweating,
dizziness, a feeling of choking, chest pain, shortness of breath, chills or hot
flashes, feelings of unreality, and fears of losing control, going crazy; or dying.
Panic attacks can be so severe that they can cause nausea, vomiting, or diar-
rhea. I have seen many clients who had panic attacks in sexual situations.
Panic attacks also involve what’s called anticipatory anxiety. This means the
person learns to fear having the panic attack itself, rather than just fearing
the stimulus (in this case, a sexual encounter).

A phobia is a specific, irrational fear. The following is a list of some com-
mon sexual phobias. I got this list from Sexual Aversion, Sexual Phobias,
and Panic Disorder, by Helen Singer Kaplan. I have seen all of these pho-
bias in clients.

# Fear of the genitalia of the opposite sex
# Fear of the patient’s own genitals

# Fear of being penetrated

# Fear of penetrating

# Fear of heterosexual activity

# Fear of homosexual activity
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# Fear of sexual fantasies

# Fear of sexual secretions and odors

# Fear of sexual failure

# Fear of sexual arousal

# Fear of orgasm

# Fear of breast touching

# Fear of kissing

# Fear of partner rejection or belittlement

# Fear of undressing or being seen nude

# Fear of seeing the partner undressed

# Fear of oral sex (giving or receiving)

# Fear of anal sex (penetrating or being penetrated)
# Fear of pleasure

# Fear of commitment

# Fear of intimacy and closeness

# Fear of falling in love or being loved

# Fear of being sexually coerced or forced to have sex
# Fear of contracting a sexually transmitted disease

# Fear of becoming pregnant

Social phobia is a specific phobia that involves fear of interacting with
other people in some way. Obviously, sexual aversion disorder involves a
component of social phobia for most individuals. People generally are more
afraid of aspects of sex with another person than they are of sex with them-
selves. The main features of social phobia are a fear of being observed by
other people and being humiliated, or a fear of one’s performance being
judged. Other forms of social phobia, besides sexual fears, include a fear of
public speaking and stage fright.

Obsessive-compulsive disorder is characterized by obsessions (uncon-
trollable disturbing thoughts) and compulsions (uncontrollable disturbing
behaviors, such as counting, cleaning, or repeating words). The obsessions

cause anxiety and the compulsions relieve it. I have seen obsessive-compul-
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sive disorder most often associated with fears of touching or fears of body
odors or secretions. Obsessive-compulsive personality disorder (OCPD) is
somewhat different. The anxiety symptoms are not as overt, and the person
is more preoccupied with perfectionism or organization. This could manifest
itself in problems such as only being able to have sex a certain way, and it
also interferes with intimacy in interpersonal relationships.

I know this is a lot of information to throw at you. For our purposes, I'll
simplify it as much as I can and say that from my standpoint the most
important issue with sexual aversion disorder is the level of the anxiety
symptoms. In my experience, most cases of sexual aversion disorder involve
either mild to moderate levels of anxiety (as in GAD) or severe levels of
anxiety (as in panic attacks). This distinction is important because it helps a
clinician decide whether or not a person needs medication and, if so, what
kind. A person with sexually derived panic disorder often can’t even experi-
ence psychological treatment without some type of antianxiety medication.

Also important is whether you are having active anxiety symptoms
because of sexual activity or have avoided sex for a long time. People with
fears tend to avoid the situations that cause the fears. An analogy would be
fear of flying. If you never fly because you are afraid to, you can’t actually
say that you experience fear in a flying situation, can you? The same thing is
true of sex. Before attempting to heal yourself of sexual aversion disorder,
you need to recognize whether you have avoided sex for so long that you
don’t really know what sensations to expect in terms of anxiety. Believe it or
not, it’s actually easier to treat someone with overt anxiety (including panic
attacks) than it is to treat someone who has avoided sex for a long period of
time. It just takes longer to treat the person who has avoided sex.

The sexual healing program described for sexual aversion disorder in
Chapter 29 can be adapted for different levels of anxiety. The level of anxi-
ety is more important in determining the specific treatment course than the
specific phobia is. You can use the treatment program in Chapter 29 for any
sexual phobia.

Causes of Sexual Aversion
Disorder
Simply saying that anxiety causes sexual aversion disorder doesn’t tell us a

lot, does it? Anxiety is the most obvious proximal cause, but what caused
the anxiety in the first place? A number of factors could be relevant. One is
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that anxiety disorders tend to be hereditary. They run in families. This is
especially the case for generalized anxiety disorder and panic disorder. There
seems to be some genetic predisposition for panic disorder. People with
panic disorder appear to have an abnormally elevated startle response and a
tendency to pay excessive attention to body states such as rapid heart rate.
They are oversensitive to bodily cues that many of the rest of us ignore.

Physical or biological factors can also trigger anxiety, which can manifest
itself in sexual situations. The use of stimulants, even relatively mild ones
like caffeine and nicotine, can cause anxiety. Hyperthyroidism (an overactive
thyroid gland) can cause it. Any cardiovascular problem that causes irregular
heart rate can trigger anxiety. So can heavy alcohol use, due to withdrawal
symptoms.

Family background and upbringing can often predispose a person to sex-
ual aversion disorder. People who grow up in families that don’t show affec-
tion often develop phobias about touching. A strict religious background in
which sex is forbidden or not mentioned at all can also predispose a person
to sexual aversion disorder. Sexual trauma is a huge cause of fear of sex.
Childhood sexual abuse can cause lifelong sexual aversion disorder, and rape
or sexual assault as an adolescent or adult can cause acquired sexual aversion
disorder.

Of course, it’s also possible that some factor in a person’s current inter-
personal relationship could contribute to sexual aversion disorder. Fear of
intimacy or fear of commitment can trigger it. If someone’s sexual partner
becomes particularly unattractive in some way, this could cause aversion to
that particular partner. We would call this situational sexual aversion disor-
der since it only applies to the one partner. It might actually be better
treated as a low sexual desire issue or as a relationship issue.

In Chapter 1, I briefly discussed the difference between a psychoana-
lytic approach to treating sexual dysfunctions and a behavioral approach.
Obviously, this book describes a behavioral approach to healing sexual prob-
lems. However, just for your information, you should know that in the psy-
choanalytic approach, anxiety is a very important concept. Psychoanalysts
believe that people can learn to become afraid of almost any stimulus, espe-
cially sexual stimuli, because sexuality is an area that is threatening to many
of us due to a restrictive upbringing. Other psychologists believe that sexual
anxiety actually begins in childhood with separation anxiety: the fear of
separating from our primary caregiver.
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Alan

In my practice as a surrogate partner, I treated many clients with dif-
ferent levels of sexual anxiety. One of the most severe cases I saw was
Alan, age fifty-two. He had several very strong phobias about sexual
activity. I counted ten separate phobias, including fear of nudity and
fear of being touched. He also had many nonsexual phobias, including
a fear of going barefoot. His anxiety was on the level of panic disorder.
He often became nauseous at the thought of sexual intercourse and suf-
fered incapacitating stomach cramps. I took him through the program
described in this book, starting with intensive daily relaxation exercises.
It took several months, but he was finally able to have sexual inter-

course without overt anxiety symptoms.



chapter 7
Frection Problems

roblems with erections are currently called male erectile disorder
(MED), or erectile dysfunction (ED). Some therapists and writers still
use the older term for the problem, which is impotence. According to
the DSM, erectile dysfunction is “persistent or recurrent inability to attain,
or to maintain until completion of the sexual activity, an adequate erection.”

What's Normal?

Erection is the filling of the small blood vessels in the penis that occurs in
the excitement stage of the sexual response cycle. There are two types of
erection, based on the cause or source of the erection: reflexogenic erection
and psychogenic erection. A reflex is a very basic automatic bodily response
that you don’t have to learn. When a man’s penis is touched, it triggers an
impulse in a sensory nerve in the penis. The impulse travels into the spinal
cord through an interneuron, and back to the penis through a motor neu-
ron, causing an erection. For an erection to be triggered, the smooth muscle
at the base of the penis (PC muscle group) has to be relaxed. A reflex erec-
tion occurs very quickly because the erection reflex arc is located very low in
the spinal cord. A reflex erection doesn’t require input from the brain.
Teenage boys are likely to have unwanted reflex erections with very minimal
stimulation, such as the touch of clothing on their penis.

Psychogenic erections involve mental input. A man has a fantasy or
some type of sexual thought, and the nerve impulses travel from the brain
down the spinal cord, gather at a nerve center in the mid-back area, then
travel down to the pelvic (sacral) section of the spinal cord, and trigger the
smooth-muscle relaxation and the activity of the motor neurons that cause
erection.

The reality for most men is that their erections are not strictly reflexo-
genic or psychogenic; they’re usually a combination of both. For example, a
man might have some time on his hands and lie in bed and start to stroke
himself or masturbate. This will usually trigger a reflex erection. But he’ll
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usually start to fantasize also, which will give his erection a psychogenic
boost. It worls the other way around, too. A man might have an unbidden
sexual thought, and if he’s alone he’ll probably reach for his penis, triggering
the erection reflex arc.

Another factor in erections involves the sleep cycle. It’s normal for
healthy men with no disease processes to have several erections during the
course of a night’s sleep. To understand this, you need to know something
about sleep. Sleep is not an all-or-none phenomenon. It progresses in a series
of stages characterized by different types of electrical activity in the brain. In
stage 1 sleep, you experience drowsiness but are easily awakened. In stages 2
and 3 you go deeper into sleep. Stage 4 is extremely deep sleep. After stage
4, you cycle back through stages 3 and 2 and into rapid eye movement
(REM) sleep, in which your body is asleep but your brain shows characteris-
tics of alert wakefulness. REM sleep is also called dream sleep. The signifi-
cance of this for erections is that during dream sleep most healthy men have
some degree of erection, whether or not their dream has sexual content.

Each full sleep cycle lasts about ninety minutes, meaning that if a man
sleeps for seven hours a night, he will probably have four to five nighttime
erections. These nighttime erections are called nocturnal penile tumescence,
or NPT. I'm going into all this detail because NPT is very important for
diagnosing erection problems. If you wake up in the morning in the middle
of an REM segment of your sleep cycle, you may wake up with an erection.
Some men call this a “piss hard-on,” based on the misunderstanding that
they have an erection because they have to urinate. This isn’t really true;
they have an erection that is a remnant of NPT from being awakened during
an REM stage. Scientists dont really know why men have erections during
REM sleep. It just seems to be the body’s way of checking out the plumbing.
(Women have them too; the clitoris engorges with blood, and the vaginal tis-
sues swell and lubricate.) The absence of NPT can indicate a physical cause
for erection problems. The REM sleep/erection phenomenon generally
begins around puberty, but children as young as infancy appear to have
reflex erections.

Levels of Erection

Like sleep, erections are not an all-or-none phenomenon. There are varying
degrees of erections. It’s helpful to think of the erection process as having
several stages—initiation, filling, rigidity, and maintenance. Initiation is the
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phase that occurs in the brain. It usually involves a sexual thought as well as
the awareness that it’s okay to have an erection. This is the same as a psy-
chogenic erection. Filling involves the first stages of blood flow into the
penis. The penis thickens and becomes fuller and warmer. Rigidity occurs
when enough blood has entered the penis to give it a “spring back” quality.
Rigidity occurs because there are five valves in the blood vessels at the base
of the penis that close and press up against the body, holding blood in the
penis. This also accounts for maintenance, which is the ability of the penis
to stay at a certain level of hardness.

Throughout this book, I'll describe erections using a simple 1-to-10
scale. A level 1 is no erection. Levels 2, 3, and 4 reflect filling. Levels 5
through 10 reflect increasing degrees of rigidity, with a level 10 being an
extremely hard erection that is almost painful.

One of the problems with the DSM definition of erectile dysfunction is
that it talks about a man’s failure to have an “adequate” erection, but it does
not define what an adequate erection is. This is because it does not describe
erections in terms of different levels. In my experience, anything that is
about a level 5 or above is adequate for intercourse, depending on the per-
son. Some men are better at having intercourse with a relatively flaccid penis
than others are. In my view, a man has erection problems if he cannot have
or maintain some degree of rigidity. Having said that, there are other ways in
which we can describe different degrees of erection problems.

Forms of Erection Problems

A man with lifelong total erectile dysfunction has never had an erection in
his life. I've never heard of a case like this. It probably exists in conjunction
with serious congenital malformation of the genitals. In acquired erectile
dysfunction, a man functioned fine at some point but can no longer get
erections. In generalized erectile dysfunction, a man cannot have an erection
in any situation. He goes not have NPT or morning erections, and he can’t
get an erection with masturbation or any kind of activity with a partner,
including manual or oral stimulation or intercourse. In situational erectile
dysfunction, a man can have an erection in one context or with a particular
person, but can’t have one in every situation.

Of all of the above conditions, acquired situational erection problems
are the most common, as well as the easiest to treat. The most common
scenario is a man who has normal NPT and can have an erection with
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masturbation but has difficulty getting an erection with a partner. Another
common problem exists in a man who can get an erection from oral sex but
loses the erection at the point of penetration. You can see that both of these
situations appear to be psychological. The presence of NPT means that the
plumbing is working, which indicates that some psychological factor in the
sexual situation is shutting the man down.

In another pattern of erectile dysfunction, a man can get a full erection
rather quickly but then immediately loses it. In the absence of NPT, this is
usually caused by a problem with leaky valves at the base of the penis. Other
men can get a partial erection but not a full one, either during sleep or with
a partner. This is usually a sign that the erection problem has physical (also
called organic) causes. For a list of possible physical causes of erection prob-
lems, read on.

Physical Causes of
Frection Problems

The most common physical cause of erection problems is cardiovascular dis-
ease. Anything that interferes with blood flow can have a negative effect on
a man’s erections. In fact, doctors now use erection difficulties as a warning
sign of cardiovascular disease. Diabetes can also cause erection problems by
destroying the nerves that trigger erection. Disorders of the nervous system,
like multiple sclerosis, can interfere with erection.

Drugs are a huge cause of erection problems. Alcohol potentiates estro-
gen (a female hormone) in men, placing chronic alcoholics at high risk for
erection problems. Nicotine and caffeine are stimulants that constrict the
small blood vessels in the skin, especially in the lips, fingertips, and genitals.
Any medications that lower blood pressure can affect erections, as can medi-
cations for ulcers. Even over-the-counter medications like antihistamines can
temporarily interfere with a man’s sexual arousal. Some men take illegal
stimulants like cocaine and amphetamine because initially these drugs
appear to make their erection response stronger, which is true. However, the
long-term use of any illegal stimulants that I am aware of eventually
destroys erectile tissue and degrades a man’s erection response over time.

Prostate problems can interfere with erections. Benign enlargement of
the prostate can cause erection problems, and surgery to remove a cancerous
prostate can cause permanent erection problems. Acute infections of the
prostate and other genital organs can cause erection problems.
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Hormone problems can affect erections. The main male hormone is
testosterone. Problems with testosterone usually affect sexual desire rather
than erection. High levels of another hormone called prolactin can affect a
man’s erections, but this condition is rather rare.

If you are experiencing erection problems, it is important to figure out if
your problems are physical, psychological, or some combination of both. In
general, if you get nighttime or morning erections that are relatively hard
but you have trouble getting or maintaining erections with a partner, your
problems are probably psychological and will most likely respond well to the
strategies outlined in this book. If you don’t have nighttime or morning
erections, your problem may be physical and you will need to see a urologist
who specializes in erection problems to find out what’s going on.

What will happen if you go to a urologist? The urologist may be able to
diagnose a physical problem based on your description or your responses to
a questionnaire. There are also several tests that can be performed to find
out if you have problems with blood circulation to your penis. The simplest
test is the penile/brachial index. The physician takes your blood pressure in
your arm and in your penis and compares the two to see whether the blood
pressure in your penis is abnormally low. Another test is also simple but not
very pleasant. The physician sticks a small needle into the penis at various
locations. This tests for nerve damage, which could be a sign of multiple
sclerosis. The urologist will also likely want to perform a digital rectal exami-
nation of your prostate to find out whether it is enlarged. He or she will
probably also order a prostate-specific antigen (PSA) test to screen for
prostate cancer.

If your doctor suspects that you may have cardiovascular disease, he or
she may order an angiogram or other diagnostic procedure to screen for it.
Specific tests exist to determine blood flow to the penis. One of them is
dynamic cavernosography. A dye is injected into the bloodstream and ultra-
sound is used to see whether the dye fills the erectile tissue in the penis.
When a man with no physical problems has an erection, valves at the base
of the penis close and press up against the body, holding blood in the penis.
Dynamic cavernosography can help the urologist determine if you have a
leaky valve. The most common behavioral sign of this complication would
be getting an erection but losing it right away:

Some doctors inject special drugs into the penis to test for erection
problems. These drugs are fast-acting localized vasodilators like papaverine
and phentolamine. They expand blood vessels and draw blood into the
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penis. If you are injected with a drug like papaverine and don’t get an erec-
tion, it could mean that there is damage to your erectile tissue.

Urologists who are very thorough will do many of these tests twice—
once with no sexual stimulation, and once while the patient watches sexu-
ally explicit materials. During this type of test patients are provided with
special glasses that display X-rated visual materials.

Finally, with some men it’s difficult to tell whether or not their erection
problems are physical, because they don’t know whether they have night-
time erections. If that’s the case, the urologist can rent you a device called
the Rigiscan, which measures nocturnal penile tumescence (NPT). The
device consists of a flexible loop that you put around your penis before you
go to sleep. It’s connected to a computer, and as you sleep, if blood flows
into your penis, the loop stretches and the computer records the activity and
prints out a record of it. You get a graphic record that shows the degree of
erection and how long it lasted. Patients are usually directed to use this
machine several nights in a row to make sure the readings are accurate. A
potential problem is that the gauge can fall off the penis in the middle of the
night and fail to provide a reading.

Medical solutions for erection problems are described in Chapter 24. In
addition to pursuing a medical solution, you may want to try the exercises
described in this book even though they are psychologically based. They
can’t hurt you, and they’ll definitely create the optimal situation for pursu-
ing medical solutions.

Psychological Causes of
Erection Problems

The most common psychological cause of erection problems is anxiety.
Remember that anxiety has both physical symptoms (rapid heart rate) and
psychological symptoms (worry). The reason anxiety shuts down your erec-
tions has to do with the organization of the nervous system, which you read
about in Chapter 3. To briefly recap, the sympathetic nervous system helps
you disperse energy really quickly when you perceive a threat to your life. In
contrast, the parasympathetic nervous system produces your relaxation
response. Erection is a function of the parasympathetic nervous system. If
your sympathetic nervous system is activated (in other words, you are anx-
ious), it floods your bloodstream with adrenalin and inhibits erection. If you
have a tendency to be concerned about erections, you need to learn how to
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relax and activate your parasympathetic nervous system. The exercises in
Chapter 16 will show you how.

There’s a specific type of mental anxiety that interferes with erections.
It’s called performance anxiety. I talked about it in Chapter 3. What you
need to know for now is that men with erection problems think differently
in sexual situations than men who do not have erection problems. Men with
erection difficulties usually have a problem with what Masters and Johnson
called spectatoring: They mentally watch themselves to see whether or not
they are getting an erection.

Another major psychological cause of erection problems is depression.
Depression is an overwhelming feeling of sadness, along with a loss of inter-
est in activities that used to give pleasure, like eating and sex. In fact, erec-
tion problems are a common symptom of depression. Depression is usually
temporary. If you are severely depressed, you may need medication to help
you through it. If you are only mildly depressed but it’s affecting your erec-
tions, the peaking process described in Chapter 24, on dealing with erection
problems, can help. Peaking is an arousal technique that helps the secretion
of endorphins in the brain. Endorphins are feel-good chemicals that can
often benefit mild depression. One of the problems with depression is that it
can diminish a man’s nighttime erections. This could lead him to believe
that he has physical erection problems when he really doesn’t. When men
who have been depressed start to feel better, their nighttime erections
return.

Besides anxiety and depression, there are other psychological causes for
erection problems. Sexual trauma or abuse in the past can cause them. So
can being unsure of your sexual orientation. Problems in your current rela-
tionship or your current sexual situation can also be a factor. Some men
don’t receive enough stimulation from their partner and don’t ask for it. As
you get older, you generally need more direct physical stimulation of your
penis in order to get an erection. Men often expect their bodies to function
like machines. They expect to have an erection even when they’re hungry;
tired, stressed out, or afraid.

Expectations also shut a lot of men down. Especially harmful is a form
of interpersonal expectation called the self-fulfilling prophecy. In this situa-
tion, a man worries about having an erection, and the anxiety in turn inter-
feres with his ability to have an erection. This means that even one episode
of erection failure can unfortunately set the stage for some major problems.
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Remember, men’s erectile ability varies tremendously. What feels like an
adequate erection for one man may be a source of anxiety for another. You
don’t necessarily have a problem if you don’t have reflex erections. There are
many men (even young men) who always need direct physical stimulation
in order to have an erection. It’s probably unrealistic to expect that you will
have an erection merely from viewing something that is sexually explicit,
whether it is pornography or your partner’s naked body. It’s probably also
unrealistic to expect that your erection will maintain the same level of rigid-
ity throughout the course of a sexual encounter. It’s normal for a man’s erec-
tion to vacillate between several levels depending on the amount of stimula-
tion he is receiving.

Here are a couple of case histories from my surrogate practice. The first
illustrates psychologically based erection problems, and the second illus-

trates erection problems with a physical cause.

Larry

Larry’s story illustrates a typical progression from perceived erection
failure to anxiety to actual erection failure. At first, Larry, age forty-two,
noticed that sometimes he would lose his erection after several minutes
of intercourse with his girlfriend. He would start worrying about this

as soon as intercourse started. Then he started worrying about it even
before intercourse started, when his girlfriend did oral sex with him.
Eventually he found he had a difficult time getting an erection at all.
Soon he began to avoid any type of sexual activity or touching because
of the anxiety it caused him. After about a year he entered therapy. He
followed the program I will describe later in this book and regained the
ability to have intercourse with his girlfriend. Their sex life now is better
than ever. In therapy, Larry learned how to reduce the anxiety he felt in
sexual encounters and how to cope with changes in his sexual response
as he aged. He learned to relax his body and allow his natural sexual
response to happen instead of increasing his anxiety by working at get-

ting an erection.

Tom

Tom, age sixty-two, was a retired firefighter. He first noticed erection
problems when he masturbated. He went to a urologist and was diag-
nosed with prostate cancer. He had his prostate gland surgically re-
moved, after which he was unable to have an erection or ejaculate,
although he could still reach orgasm with stimulation. Tom was lucky
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because several medical options were available for his situation. He tried
some of them and found that the best option for him seemed to be a
hormone suppository called MUSE. The suppository is inserted into the
urethral opening before the man wishes to engage in sexual activity.
You’ll read about MUSE and other medical options in Chapter 24.

The cases of Tom and Larry illustrate something very important about erec-
tion problems: They aren’t necessarily caused by deep, dark secrets in your
sexual past. In Larry’s case, he developed thought patterns that stood in the
way of his getting erections. In Tom’s case, his erection problems were due
to a serious medical condition.



chapter 8

Female Sexual
Arousal Disorder

ccording to the DSM, female sexual arousal disorder (FSAD) is “the

persistent or recurrent inability to attain, or to maintain until com-

pletion of the sexual activity, an adequate lubrication-swelling
response of sexual excitement.” The older name for this problem was frigid-
ity, a term that is rarely if ever used today because of its negative and sexist
connotations.

Before the current DSM definition, there were two main criteria for
diagnosing female sexual arousal disorder. One was failure to have the lubri-
cation-swelling response, and the other was failure to feel a subjective sense
of arousal or excitement. I believe this second criterion was a very important
part of the definition of FSAD and I was sorry to see it taken out of the
diagnostic manual. Here’s why. In men, the physical erection response and
the psychological or subjective sense of feeling sexually aroused pretty much
go together. For women, typically that’s not the case. Many different lines of
research have shown that it’s possible for a woman to lubricate but not feel
sexually aroused, and also that it’s possible for a woman to feel very sexually
aroused but to experience very few lubrication- and swelling-related changes
in the vaginal area. In fact, a woman can desire sexual intercourse very
much, even beg for it, while knowing that she is not lubricating and that her
vaginal opening is not expanding.

Another issue is that the DSM definition of women’s arousal problems
says that a woman fails to have an “adequate” swelling and lubrication
response, but it doesn’t define “adequate.” Does adequate mean any lubrica-
tion at all, or does it mean enough lubrication to last a woman through an
act of intercourse of average length? In order for a woman to become psy-
chologically sexually aroused, it’s not necessary for her to produce any lubri-
cation at all. There are plenty of women who don’t lubricate naturally; they
use an externally applied lubricant and become aroused enough to have
orgasms.
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In my clinical experience the most common form of FSAD was in
women who reported that their clitoris engorged and their vagina lubricated,
but they just didn’t feel turned on. It’s clear that sexual arousal is a much
more psychological process for women than it is for men, and the current
DSM definition fails to recognize this.

What's Normal?

When a woman becomes sexually aroused, blood flows to her genitals, trig-
gering a number of phenomena. Her clitoris, which contains erectile tissue
just like the penis does, engorges with blood. Her inner and outer vaginal
lips swell up and turn a darker shade of pink or red. Her vaginal opening
expands. Most important, blood flowing into the middle layer of vaginal tis-
sue forces fluid out through the vaginal walls. This is the source of most
female lubrication. Although engorgement of a woman’s genitalia can be
thought of as an “erection” of sorts, it’s very different from a man’s erection.
A woman’s erection doesn’t just involve the clitoris. The whole area of her
body called the vaginal sponge, or paraurethral sponge, swells up. The vagi-
nal sponge encompasses the entire area surrounding the urethra. It includes
the clitoris on the outside, the G-spot on the inside, and all the tissue in
between. Normal, healthy women with no disease processes experience the
lubrication-swelling response during REM sleep the same way men experi-
ence nighttime erections. And as with men, this response in women has
nothing to do with dream content.

It’s normal for a woman to experience some degree of reflexive vaginal
swelling if her genitals are touched, in a process that is similar to a reflexo-
genic erection in men. However, unfortunately there is about a thirty-year
time lag between our understanding of male genital anatomy and physiol-
ogy and our understanding of female genital anatomy and physiology. This
means we still don’t fully understand the contributions of spinal cord
reflexes and the brain to female arousal. We do know that women have a
reflex arc that goes from the genitals to the sacral area of the spinal cord and
back out to the genitals. Stimulation of the female genitals triggers this
reflex and causes the clitoris and other genital tissues to swell and the vagi-
nal walls to lubricate.

There is also no doubt that women can produce genital arousal from the
brain. I have read research confirming that many women can experience
genital swelling and lubrication without having their genitals touched—for
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example, while reading a sexy story or hearing their lover whisper something
sexy in their ear. This psychological aspect of female arousal is so important
that I think it’s a mistake for the DSM to ignore it.

There’s a wide range of what’s “normal” in terms of how women experi-
ence sexual arousal, both physically and psychologically. During sexual activ-
ity, some women experience very little overt genital sexual arousal but high
levels of psychological arousal, and that’s normal for them. There are also
huge differences in the amounts of lubrication women produce. Some
women produce a lot and some women hardly lubricate at all, and, again,

that’s normal for them.

Patterns of Female Sexual
Arousal Disorder

In lifelong arousal problems, a woman has never experienced genital swelling
or lubrication. In acquired arousal problems, a woman has experienced what
she considered normal swelling and lubrication in the past but no longer
does so. In generalized arousal problems, a woman fails to experience
swelling or lubrication in any situation—not during sleep, masturbation, or
any activities with a partner. In situational arousal problems, a woman may
experience swelling and lubrication with masturbation but not with a part-
ner; or with kissing, genital fondling, or oral sex but not with intercourse; or
with one partner but not with another.

As I mentioned above, the most common complaint I've encountered
regarding female arousal problems is that a woman swells and lubricates but
doesn’t feel psychologically aroused. Another common complaint is for a
woman to experience swelling and lubrication with oral sex but not with
intercourse. Most women who become psychologically aroused but don’t
lubricate very much usually don’t consider this a problem. Many choices of
artificial lubricant are available that can remedy a lack of vaginal lubrication.
I'll discuss these in Chapter 26.

Physical Causes of Arousal
Problems
Physical origins of female arousal problems are similar to the causes of men’s

erection problems, with some additional ones unique to women. Cardio-
vascular problems can cause difficulty becoming aroused, because any prob-
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lems with blood flow have the potential to affect the genitals. Diabetes and
multiple sclerosis are huge causes of arousal problems in women. Another
cause that is often overlooked is complication from pelvic surgery, such as
hysterectomy or ovarian cyst removal. And cancer treatment that includes
radiation of the pelvis can dry out the vaginal tissues.

Drugs, such as high blood pressure medications and ulcer medications,
can cause difficulty with arousal. Over-the-counter weight loss supplements
that contain stimulants can cause problems with lubrication, as can anti-
histamines. Nicotine and caffeine can restrict blood flow to the genitals, and
illegal drugs such as barbiturates can cause problems with arousal.

Women undergo many more hormonal events throughout their lives
than men do, including puberty, monthly menstruation cycles, potential
multiple pregnancies and childbirths, breastfeeding, and menopause. It’s not
unusual for women to report different abilities to become sexually aroused
during the different stages of pregnancy. It’s also unrealistic to expect the
same degree of lubrication and swelling throughout the lifespan. After
menopause, the lack of estrogen can cause a woman’s vaginal tissues to dry
out, which can cause problems with lubrication, resulting in painful inter-
course.

Psychological Causes of
Women’s Arousal Problems

Anxiety and depression can cause women to have problems becoming
aroused, as can past sexual abuse or trauma. A woman’s lack of trust in her
partner is another factor that can inhibit her arousal response. Perhaps some
aspect of a woman’s partner is a psychological or physical turn-off. In addi-
tion, women often embrace a double standard for men’s and women’s sexual
behavior. They may believe that “nice girls don’t do that”—that is, don’t
lubricate or otherwise become turned on. Such a belief can cause mixed feel-
ings about becoming excited and create a self-fulfilling prophecy in which a
woman may fail to become aroused because she believes she can’t or won't
or shouldn’t. Many possible factors in a woman’s current sexual situation
may cause her to have difficulty becoming aroused or may cause her arousal
response to shut down when it reaches a certain level. She may be receiving
sexual stimulation and find herself focusing on some kind of antiarousal
cue, such as a basket of unwashed laundry, instead of on the pleasurable
sensations.
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The typical way in which men and women have sex may present arousal
difficulties. The woman may not receive enough foreplay, such as kissing,
genital fondling, or oral sex, before intercourse starts. The genital fondling
she does receive may be done in a manner that’s typical of an X-rated movie
rather than in a sensuous manner. Her partner may fail to pay enough atten-
tion to her A-spot, which as we saw in Chapter 2 is the vaginal area that’s
responsible for most of a woman’s lubrication. He may fail to stimulate the
clitoris enough, or he may stroke it too hard or too fast. Failing to use exter-
nal lubrication if it’s needed or using condoms without lubrication can also
cause arousal problems.

By far the biggest cause of women’s arousal problems is the lack of a his-
tory of self-touch. Many women begin to have sexual intercourse with male
partners before they have learned to touch themselves or before they have
experience with what pleases and arouses them from a genital standpoint.
Any program to heal female arousal problems (such as the one described in
Chapter 26) begins with self-touch.

Diagnosing women’s arousal problems is similar to diagnosing men’s
erection problems. If you go to either a urologist or a gynecologist who spe-
cializes in women’s sexual problems, you’ll undergo a series of tests designed
to measure genital blood flow, lubrication, and swelling. Sometimes these
tests involve stimulating yourself while watching and/or reading sexually
explicit materials. Some urologists, such as Jennifer Berman, M.D., author
of For Women Only, use very sophisticated devices to measure genital
blood flow and sensation. She uses probes to measure vaginal lubrication, a
balloon device to measure the ability of the vagina to relax, heat and cold
sensation measures of both the internal and external female genitals, and
ultrasound to measure vaginal blood flow when a woman is sexually
aroused. She also takes a comprehensive sex history to determine if a
woman’s arousal problems might be psychological. This is clearly a very
thorough approach to women'’s arousal problems.

Sherri

Here’s a case history of a woman with arousal problems. Sherri, forty-

two, was in serious trouble when she sought sex therapy. She was mar-
ried, but she and her husband had not had sex for two years. She had

been able to become aroused (and even reach orgasm) in the past, but
her current problems dated from an extramarital affair she’d had three

years previously. Her lover, who from her description clearly had sadis-
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tic tendencies, injured her vagina by inserting objects into it without
lubrication. She needed surgery to correct the injuries.

It was obvious that Sherri’s problem with sexual arousal stemmed
from several sources. In addition to the sexual trauma she had experi-
enced, she was bored with her husband, who was rather mechanical
about sexual activity and tended to prefer positions that were not very
stimulating for Sherri. After her affair she went through a stage of apa-
thy toward sexual activity, and when she and her husband tried to have
sex, she found she couldn’t get aroused at all—she didn’t lubricate or
feel any sense of excitement.

Fortunately, the sexual healing program worked for Sherri. She was
afraid that she might have suffered some kind of permanent injury to
her vagina, but that turned out not to be the case. Her psychological
issues were shutting down her arousal, and when she worked through
them she once again experienced the ability to become aroused.



chapter 9

Premature
Ejaculation

remature ejaculation is defined in the DSM as “persistent or recur-

rent ejaculation with minimal sexual stimulation before, on, or

shortly after penetration and before the person wishes it.” This con-
dition used to be called rapid ejaculation. A clinician working with a client
who complains of this problem has to take into account factors that affect
arousal, such as age, novelty of the sexual partner or situation, and recent
frequency of sexual activity:.

Like so many sexual problems, premature ejaculation can be a matter of
degree. Some men ejaculate with no physical or sexual stimulation at all.
Others ejaculate when a woman rubs against them. (This is probably a reflex
ejaculation that occurs without the pleasurable feeling of orgasm.) Some
men ejaculate upon being touched by a hand or mouth, and some ejaculate
immediately upon penetration. It is very common to ejaculate a few seconds
after penetration. Some men experience premature ejaculation the first time
they are with a new partner. Others ejaculate quickly during a first episode
of intercourse, but last much longer if they have intercourse again during the
same sexual encounter. Premature ejaculation may occur with any type of
stimulation, or it may be specific to the vagina during intercourse.

Lifelong premature ejaculation means that a man has ejaculated quickly
ever since he first attempted sexual intercourse. In acquired premature ejacu-
lation, a man lasted what would be considered a normal amount of time
during intercourse in the past, but ejaculates quickly now. In generalized
premature ejaculation, a man ejaculates quickly in every situation. In reality,
this means he ejaculates quickly with every partner. Men don’t really com-
plain about premature ejaculation when they masturbate because most men
ejaculate more quickly with masturbation than they do with any partner
activity. Generalized premature ejaculation also includes the understanding
that a man ejaculates quickly with every type of partner activity; including
manual stimulation, oral stimulation, and intercourse. In situational prema-
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ture ejaculation, a man ejaculates quickly with one partner but not with oth-
ers, or ejaculates quickly in some situations but not in others. Men with sit-
uational premature ejaculation tend to ejaculate more quickly when they are
with partners they care more about or with whom they are more intimate.
In this situation they experience more of a sense of psychological pressure
and therefore more anxiety.

Confusion used to exist about the definition of premature ejaculation.
Some authors tried to define it based on how long a man lasted during sex-
ual intercourse before ejaculating. The problem was, nobody knew how
short a time was too short. Back when the famous sex researcher Alfred
Kinsey was conducting his research, the average man reported that he lasted
about two to three minutes during intercourse before ejaculation. But what
really constitutes a premature ejaculation? One minute? Thirty seconds?
Attempts were made to define premature ejaculation by the number of
thrusts a man was able to complete during intercourse before he ejaculated.
This was problematic also, because not all thrusts are created equal. Some
men tend to thrust with very short, fast strokes, and some men tend to
thrust with longer strokes. Generally, a pattern of thrusting with short, fast
strokes contributes to premature ejaculation.

Masters and Johnson believed that all sexual dysfunctions were couple
problems. Therefore, they tried to define premature ejaculation partially
according to the woman’s response. I believe they said a man ejaculated too
quickly if he didn’t last long enough for his female partner to have an
orgasm half the number of times they had sexual intercourse. This is a very
misleading definition, as a woman’s orgasmic response during intercourse is
not dependent on how long intercourse lasts. It’s dependent on a number of
other, more important factors, such as how aroused she was before inter-
course started.

Currently, premature ejaculation is not defined by the amount of time a
man lasts, the number of strokes he has, or whether or not his partner has
an orgasm. It’s defined by the man’s personal sense of ejaculating too

quickly, ejaculating before he wants to, or lacking control of his ejaculation.

What's Normal?

The issue of what is normal in terms of ejaculatory control is a little trickier
than trying to define how fast is too fast. Technically, male ejaculation and
orgasm are reflexes, meaning they are involuntary reactions, and therefore
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nobody has control of his ejaculation. If you reach a certain critical level of
genital stimulation, the ejaculation is going to happen no matter what, and
it’s beyond your control. So many men have problems lasting as long as they
want to that, in a sense, premature ejaculation is the norm.

Most men gain a rudimentary sense of ejaculation awareness in adoles-
cence or young adulthood based on their experience with masturbation.
They learn to back off the stimulation slightly to last longer and to speed it
up to ejaculate more quickly. This trial-and-error learning process usually
carries over when they start having intercourse with women. However, for
some men this learning process doesn’t happen. You could make an analogy
to swimming or riding a bicycle. Most people learn to swim when they’re
kids. Some people don’t learn it, because maybe they didn’t have the oppor-
tunity to be around water. You can still learn to swim as an adult. You may
never be as good a swimmer as someone who learned when they were
young, but you can still swim. The same thing applies to riding a bicycle.
Most people learn to ride a bicycle when they’re kids, but for some reason,
maybe because their family couldn’t afford bicycles, some kids don’t learn
this skill. You can still learn to ride a bicycle when you’re an adult; you just
may be a less confident bicycle rider than you would have been if you had
learned when you were a kid.

It’s basically the same story with ejaculation control. Many men (maybe
even most) learn some rudimentary degree of ejaculation control and aware-
ness when they’re teenagers. Many men don’t. You can still learn it when
youre an adult. You may ultimately be less confident than someone who
learned it early, but even then there are things you can learn to do to cope
with the anxiety generated by a lack of confidence. I feel uncomfortable giv-
ing someone a stigmatizing label (“You're a premature ejaculator”) when the
problem is simply that they didn’t learn something growing up that many
other people did learn.

The pervasiveness of premature ejaculation is illustrated by the follow-
ing. Remember that in Kinsey’s day, the 1940s, men reported an average
time spent in sexual intercourse of two to three minutes. In surveys taken in
the 1990s, men reported average times of six to seven minutes, meaning
that the average time spent during sexual intercourse doubled or tripled in
about fifty years. However, if you ask most men how long they would like to
last during intercourse, the desired average is about twenty minutes.

In the course of my research for this book, I used the Internet to look
up articles published in the last few years on all of the sexual dysfunctions.
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There are at least ten times more articles on premature ejaculation than
there are on any of the other sexual dysfunctions. This clearly shows the
extent of this problem, as well as the fact that many men are still very con-
cerned about it. The good news is that the program for premature ejacula-
tion described in this book (Chapter 23) has been shown to be very success-
ful. Premature ejaculation has the second-highest treatment success rate of
any of the sexual dysfunctions (lifelong vaginismus has the highest). I
believe that the goal of lasting twenty minutes or more during sexual inter-
course is attainable for most men. That has certainly been my experience in
treating this problem.

Causes of Premature EFjaculation

The major cause of premature ejaculation is anxiety. It is almost never
caused by a physical problem. The only medical conditions I know of that
can cause premature ejaculation are alcohol withdrawal and opiate with-
drawal. A man with premature ejaculation may not feel as if he is anxious—
on the other hand, he may panic at the thought of any sexual encounter.
Either way, his body has learned a response in which tensed muscles, irregu-
lar breathing patterns, and distracting thoughts are triggering his ejaculation.
By learning to recognize both his level of anxiety and his level of arousal, he
can learn to last as long as he would like.

If you have been experiencing a problem with rapid ejaculation, you
may feel as if everything on your body is connected to your genitals. A kiss
or touch anywhere on your body triggers a genital response and the accom-
panying panic. You may try to ignore your genitals and think of something
else. You may find yourself masturbating to ejaculation several times a day
in order to “wear down” your arousal level before you attempt sexual inter-
course. (This usually doesn’t work; all it does is get you used to ejaculating
more frequently, which actually makes the problem worse.) You may worry
constantly that you are not satisfying your partner and that she is going to
leave you, and you may try to make up for your premature ejaculation in
other ways in the relationship. When you are close to ejaculation, you may
think “Oh no!” rather than feel pleasant anticipation.

Very severe premature ejaculation involves ejaculating with any kind of
stimulation prior to penetration. Other cases are less severe. If you simply
ejaculate sooner than you want to when you are inside your partner’s
vagina, your problem may be only that you are not having sexual intercourse
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often enough. Consider your body and how often you spontaneously have
an erection and feel like ejaculating. If you have those feelings daily, but
have intercourse only once a week, you may find that with more frequent
intercourse you will not ejaculate as quickly. You might try having inter-
course as many times as you would like to for a few days to find out what
the optimum frequency of sexual intercourse is for you. (Of course this
implies that you must have a willing partner.)

Robert

One of my former clients, Robert, age thirty-eight, was married for a
number of years to a woman who constantly belittled him, but for
whom he cared a great deal. After every sexual encounter she told him
he had failed to satisfy her. He began to ejaculate sooner and sooner
during intercourse, and eventually he began to ejaculate before penetra-
tion. His wife had a number of extramarital affairs and told him all of
the details, including how well her lovers had satisfied her and how long
they had lasted. Eventually she refused to have intercourse with Robert
at all.

Robert tried to make up for his perceived inadequacies in other
ways, such as buying his wite gifts. I say “perceived” inadequacies,
because when Robert entered therapy after starting divorce proceedings,
he found that after going through the program described in this book
with a cooperative partner, he had no problems at all lasting as long as
he wanted. Robert’s story illustrates how a partner can contribute to
sexual problems. His was a case of acquired situational premature ejacu-
lation. Chances are that Robert never would have developed premature
ejaculation if his partner had not exploited his self-doubt. In any event,
he went on to a satisfying second marriage.

Albert

Here’s a case of lifelong generalized premature ejaculation. Albert, forty-
four, had one of the most severe cases of premature ejaculation I had
ever seen. He ejaculated at a mere touch anywhere on his body, and had
done so since he first attempted to have sexual intercourse more than
twenty years before. Through the program of exercises I describe in this
book, Albert learned to maintain intercourse for up to half an hour.
Altogether he spent almost a year in therapy, but for a case of such
severity and duration his progress was truly remarkable.



chapter 10

Male Orgasm
Disorder

ale orgasm disorder is currently defined in the DSM-IV as the

“persistent or recurrent delay in, or absence of, orgasm following

a normal sexual excitement phase during sexual activity that the
clinician, taking into account the person’s age, judges to be adequate in
focus, intensity, and duration.” Older terms for this problem include
retarded ejaculation, ejaculatory incompetence, inhibited male orgasm, and
inhibited ejaculation.

Right away we see that there is a problem of changing definitions of
male orgasm disorder. The DSM-IV basically defines it as having a problem
reaching orgasm. Previous descriptions defined it as having a problem with
ejaculation. Which is it? We know from Chapter 2 that orgasm and ejacula-
tion are not exactly the same thing, although they occur together most of
the time. Orgasm is a full-body response that includes rapid heart rate,
increased blood pressure, rapid breathing, muscle contractions all over the
body, and psychological sensations ranging from relief or release to intense
pleasure. Ejaculation is a localized genital response in which the PC muscle
spasms and semen is released from the penis.

This confusion about diagnosis makes it really important to figure out
exactly what is going on with a man who suspects he has this disorder. In
many cases a man with male orgasm disorder cannot have either an ejacu-
lation or an orgasm. In some cases, a man can have an orgasm but not an
ejaculation. Getting proper treatment depends on knowing exactly what the
nature of the problem is.

Although male orgasm disorder is much more rare than premature
ejaculation or erection problems, I have treated enough cases of it to have an
opinion about what constitutes it. I see it as a problem with ejaculation
rather than orgasm. I think it should still be called inhibited ejaculation.
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Patterns of
Male Orgasm Disorder

In lifelong male orgasm disorder, a man has never been able to ejaculate at
all with any type of stimulation. I've never heard of a case like this. During
adolescence, more likely than not a boy will have an ejaculation (a nocturnal
emission, or wet dream) as a result of the erections that occur during REM
sleep. In acquired male orgasm disorder, a man has been able to ejaculate in
the past, but has difficulty doing so now. In generalized male orgasm disor-
der, a man cannot ejaculate under any circumstances—not during sleep,
with masturbation, during genital fondling, oral sex, or intercourse. Again,
this is extremely rare. In situational male orgasm disorder, a man can ejacu-
late with some forms of stimulation but not with others, or with some part-
ners but not with others. In the most common form of situational problems
with ejaculation, a man can ejaculate with masturbation but not with any
partner activities, or he can ejaculate with all sexual activities except inter-
course. Men who have this problem can sometimes reach orgasm without
ejaculation. This usually becomes an issue if the man’s partner is trying to
become pregnant, and many men put off solving the problem until a preg-
nancy is desired.

Followers of some Eastern religious traditions believe that ejaculating is
physically bad for a man because it depletes his chi or vital essence, so they
try to avoid ejaculating during sexual activity. Instead, they train themselves
to experience intense sexual pleasure (including orgasm) without ejacula-
tion, and they don’t consider the absence of ejaculation a problem.

Supposedly, male orgasm disorder is more prevalent among homosexual
men than among heterosexual men, although I haven’t read any theories
about why this might be the case, and I have no personal experience work-
ing with this population.

What's Normal?

Some men who subscribe to Eastern religious traditions believe that it’s nor-
mal to ejaculate very infrequently, or that it’s normal to regularly have
orgasms without ejaculating. These men constitute a minority. I would have
to say from everything I've read that it’s normal for a heterosexual man to
be able to ejaculate during sexual intercourse with a woman within about



Male Orgasm Disorder

twenty minutes. This seems to be the most common pattern of ejaculatory
behavior.

Physical Causes of
Ejaculation Difficulties

Alcohol consumption can cause a man to have difficulty ejaculating. So can
the use of illegal stimulants like amphetamines and cocaine. In fact, men
often take these substances on purpose to delay ejaculation. Some antide-
pressants (particularly those that are in the classes called monoamine oxi-
dase inhibitors, or MAQIs) can cause a man to have difficulty ejaculating.
The antianxiety agents known as the selective serotonin reuptake inhibitors
(or SSRIs) can also cause a man to have difficulty ejaculating. These include
commonly prescribed drugs, such as Prozac, Paxil, and Zoloft, as well as
other, newer drugs in the same class. In fact, the SSRIs are notorious for
causing difficulty with ejaculation. Physicians should never prescribe them
for a man who already has tendencies toward delayed ejaculation, but this is
done all the time.

Prostate problems such as benign enlargement of the gland can cause
difficulty with ejaculation or painful ejaculation. Often, men who’ve had
their prostate glands removed due to cancer can have orgasms but can no
longer ejaculate. Nervous-system disorders such as multiple sclerosis can
also slow down the ejaculatory reflex.

Psychological and Behavioral Causes
of Male Orgasm Disorder

Based on my observation, the biggest behavioral cause of male orgasm disor-
der is a man’s masturbation habits. A man who becomes accustomed to
masturbating frequently and for a long period of time using a very hard, fast
stroke runs the risk of experiencing delayed or absent orgasm during sexual
intercourse. He has accustomed himself to a high degree of stimulation that
his partner’s vagina cannot duplicate.

Another behavioral factor is the regular use of the withdrawal method of
birth control (which isn’t a reliable method, by the way). This practice
involves the man’s pulling out of his partner’s vagina when he senses that he
is about to ejaculate, and then masturbating until he ejaculates outside of
the vagina. This habit can cause a man to develop the inability to ejaculate
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during intercourse. I treated a man named Robert for male orgasm disorder.
Ever since he’d begun having sexual intercourse, in high school, he had used
the withdrawal method. By the time I saw him in his mid-forties, he could
not ejaculate with intercourse at all and was starting to develop erection
problems on top of his ejaculation problems. Through the use of the exer-
cises outlined in this bool, he learned to ejaculate with intercourse.

A sexual trauma can cause an inability to ejaculate. Another sex thera-
pist once told me of a case involving a man in his early twenties who was
making love with his girlfriend at her parents’ house when the parents were
out of town. The two were going at it on the couch when the parents came
home unexpectedly and threw the door open just as he reached his climax.
He jumped off the couch naked and ejaculated right in front of the parents.
He was so mortified by the experience that he suffered a temporary in