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INTRODUCTION 

In the past year at Lindenwood College I have acquired knowledge 

a nd gained skills in my field of e ndeavor; Marriage, Family , and Child 

Counseling . In addition to the educational goal s achieved and recorded 

in my narrative transcript , I feel I have grown personally . Thi s outcome 

is a r e sult of the experiences I have encountered in this past year of 

l earning through Linde nwood . 

Much of my knowl edge was acquired through reading, attending 

workshops, t he c luster group and super vision. Also through clinical 

experience with individuals, coupl es and groups . My personal growth 

was achieved from the above experiences, the inte raction with other 

Lindenwood student s and faculty but ma inly through t he many group 

experiences I was involved with on a weekl y basis. 

One of the most meaningful groups in terms of academic and per­

sonal development has been the experience with my c luster group. In 

this, a structure was developed which provided confrontation and growth 

within an atmosphere of warmth and safety. I was able to appl y what I 

learned in my cluster group to my c lients and to my personal world. 

Through this and other experiences I realized the importance of group 

interaction. 

The following is my research and practicum in my fie ld of endea ­

vor; Marriage, Family and Child Counseling. The specific focus of my 

projec i: is the group t reatment of anorgasmia . First examined is group 

theory, then the practicum discourse of a group and a case histor y of one 

of the women in t he group. 
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Background to Project: The 1953 Kinsey Report reported the fact 

that only 45% of married women in the U. S. achieved orgasm w ith inter­

course 90% of the time. Because of the pejorative connotation that 

something is "wrong" with the person who has never achieved orgasm, 

the word " anorgasmic" has been changed to "pre - orgasmic " implying 

that until now the c lient has not had an orgasm, and conveying optimism 

that the situation will change for the better in the future. 

In the early 1970's research by Dr. Lonnie Barba ch at U. C. Medi­

cal School at San Francisco and Dr. Joseph LoPiccolo at U. of Oregon 

indicat ed that small group treatment was more effective than individual 

therapy in t erms of overcoming resistance, as well as in e ffi ciency of 

time and money. 

Studies have shown that women who have never experienced orgasm 

are out of touch with their own bodies . It has been found that t he 

easiest way for women to learn about the ir own bodies and their sexual 

responses is through masturbation. The refore, t he method used w ith 

pre-orgasmic women involves a s tep- by-step desensitization (encourag­

i ng orgasm through masturbation) and then transferring this success to 

partners. 

There are three basic factors which seem to account for the success 

of the treatment of pre-orgasmic women. These are: (1) Group Process; 

(2) Leadship skills and qualities; and (3) Desensitization techniques, a ll 

of which w ill be examined in detail. 
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GROUP PROCESS 

The format of a small group of women meeting t o discuss t he 

intimate details of the ir sex lives i s the most important aspect of the 

program . In research by Berzon (1963) the main curative factor of the 

brief e ight session t he rapy resides in the inte raction between group 

members. This research points out that the interpersonal feedback 

among group members is more important than the therapists' i nfluence, 

as it enables clients t o re structure their se lf image due, in part, to 

realizing the commonality of the problem . 

The woman entering a pre-orgasmic group fee l s l e ss isolated, and 

l ess like a "freak" when she discovers that others have similar problems. 

It is quite a relief to find that she is not psychologically maladjusted, 

but now part of a group of women united against a society which subtly 

encouraged her not t o be in touc h w ith her own sexuality. An importa nt 

produc t of the group is that they learn to re late to one another, empa ­

thizing with each other and most importantly , accepting one another. 

According to Yalom (1 970) : "It is not only the discovery of others ' prob­

lems s imilar to our own and the e nsuing disconfirmation of our wretched 

uniqueness that is important: It is the effective sharing of one ' s inner 

world and then the acceptance by others that seems of paramo unt 

impor tance . " 

A sense of cohesiveness and trust develops almost immediatel y 

when members of a group realize that they have sexual problems and 

sexual history in common . Cohesi veness can be defined as "the resul­

tant of a ll the forces acting on all the members to remain in the group" 
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(Cartwright and Zander, (1962)) or more simply defined by Bates and 

Johnson (1972) as "the attractiveness of the group for its members." 

According to Yalom (1970), this group cohesiveness is a necessary pre­

condition for effective therapy, although he does not consider it a c ura ­

tive factor in itself. 

We all live in social systems. Human beings are social animals. 

Much of their self-esteem is derived from the approval they receive from 

others and they will act in a way to attain approval. This is Cooley's 

(1968) theory of the "Looking Glass Self", meaning, that as an individual 

develops, she learns to regard and value herself according to how she 

has perceived others to have regarded and valued her. Therefore, in 

order for the group and its members to have an influence on each other , 

the group must have a sense of solidarity, of "we -ness. 11 

Dickoff and Lakin (1963) conclude that not only is group cohesive­

ness essential for the perpetuation of the group, but it is, in itself , of 

cherapeutic value . Clients who make the most progress as the result of 

their brief group therapy, attend more regularly, feel more accepted by 

the other members, participate more, and are more open in sharing and 

in identify ing with others. The group then develops a sense of trust, 

openness and acceptance, as the result of this sharing . 

As they share their secrets and strivings, the women receive vali­

dation from group members and group leaders . They discover that many 

women have the same feelings, and that they are not the "oddity" they 

have so furtively believed. Although a woman may fee l separated from 

the rest of the group because of age or race, she will still identify w ith 
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the group because all have the same problem in common. Findings of 

the Yalom-Rand Project s uggest that certain homoge nity enhances the 

sense of group cohesiveness. 

Both in group and at home the women become supportive of each 

othe r. They phone one another and exchange i nformation about books; 

go together to buy books or vi brators; re late to each other by name; a nd 

help or compliment each o ther in t e rms of openness. 

In t he group , the women support each othe r by g i vi ng " s trokes" 

(a term from Transactional Analysis meaning to "compliment"). Accord­

ing to Yalom (1970), "me mbers of cohesi ve groups are more accepting of 

each other, more supportive, more inc lined to form meaningful relation­

ships w it h each other . " This support-system is an important pre ­

requi s i te for t he changes t o be made by the women in the group. The 

results of Dickoff and Laki n' s Study (19 63) show that c lients experience 

social support as the chief therapeutic mode. In the pre-orgasmic group 

the support comes from knowing t hat othe r women are attempting to cope 

with the same fear s and attitudes. Members meet socially and this 

support system continues long after the group ends . 

Often, one woman can provide the therapeutic experie nce for t he 

rest of the group. Each woman need not repeat the same issue in as 

much as the women learn from one a nother -- from mistakes, as well as 

from successes. One woman may discuss her feelings about sex in 

depth , while others merely listen or share peripherally. The result i s 

the same as if each woman were the discloser. 

I nstilling hope, guidance, and feelings of universality are of con­

siderable importance in the early part of t herapy according to Yalom 
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(1970). He s tates that "faith in the process or evidence that it will be 

helpful accounts for the fact that c lients who are experiencing cons ider­

able di scomfort continue to remain in t he group ." 

I ncreased awareness of sexual fee lings tends to be immediate , due 

* to the earl y homework assignments consisting of t he Kegel exercise s and 

examination of body and genitals. Since the group is time -limite d, 

re sults are expected quickly. Apparently all of these factors help to 

mainta i n t he c lient ' s interest and participation . 

Resistance is a natural part of the growth process . However, the 

various aspects of group process cut through the individual's resistance 

to the masturbation homework, and help women to experience orgasm 

more readily than when a c lient is seen individually or as one-half of a 

couple. 

Peer-pressure and group-reinforcement are invaluable . If a woman 

feels like an integra l member of the group, she is like ly to take sugges­

tions seriously and follow directions conscientiously. When this does 

not occur, the group norm appears to put pressure on her that s he might 

resi s t if it came from a therapist in an individual se s s ion . However , 

this pressure is more difficult to resist when it comes from women who 

are seen as being like her self. A woman could eas ily convince herself 

that a s exually functional therapist would not be able to under stand her , 

but it is more difficult for her to resist the attitudes and actions of t he 

other pre -orgasmic women. This factor of group pressure is probably 

most important in the early stages of therapy, when a woman who has 

* Page 16. 
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never masturbated and the refore ha s some resistance against the act, 

finds ways to avoid doing homework. Often, she "can't find time" t o do 

her homework or something interrupts, such as the telephone or t he 

children. Some women report that even when they do the homework, 

their feeling is one of frustration, while other s , during masturbation, 

concentrate on what they don't feel (according to their expectations) 

rather than on what they do feel. At this point , a competent group leader 

can easily point out how all the women seem to be having a difficult 

time doing the homework. Generally one brave soul will admit to feeling 

embarrassed, ashamed or guilty, which leads others to look behind their 

own avoidance . Also as soon as someone has a positi ve response to 

any assignment, this acts as an incentive to others, as well as a 

re-inforcement. Wome n soon learn that t hey get out of the group only 

as much as they' re willing to put i n , since they can see that the women 

who are doing the homework are enthusiastic and are progressing. 

As the group proceeds , the e ffect of one member reporting orgasm 

s eems to give permission to the others, and often her success triggers 

others to overcome t he ir fears. One by one , each woman has her fir st 

orgasm, and receives a tremendous amount of positive re- inforcement 

from the other group members and the leaders. 

Frequently, cooperation and positive competition reinforce the 

processes that increase self- esteem. Cooperation may be reviewed in 

terms of group cohesi veness, sharing and acceptance . Given grou p 

cohesiveness and group norms which dictate that success i s a desirable 

attribute, self-esteem is a general outcome . 
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Competition is a difficult issue for women. Although men are 

conditioned to compete, our culture has encouraged cooperation for 

women, even at the expense of succeeding. This may partially explain 

why individual members of a group are sometimes apologetic when they 

are first to have an orgasm, Barbach, (1975). The fear of jealousy or 

negative reactions of other group members can create some blocks to 

achieving the longed-for goal. Conversely, no woman wanted to be the 

only one not to have an orgasm. 

Because the goal is more specific, pre-orgasmic groups tend to 

have more successes than general therapy groups. The goal of a tangible 

orgasm and the perception that they are indeed moving closer to that 

imminent goal is particularly reinforcing. 

Time-limite d groups create the impetus for women to do their work 

"here and now." The women have a sense of dealing with the problem 

now or never. 

As the members become more aware of the closing date, they are 

more diligent about realizing their goals. Reports of orgasm increase 

during the last few sessions. 

Another advantage to a time-limited group is that it is a closed 

group, a situation which is not possible with most outpatient therapy 

groups. The fact that the group is c losed to new members after commence­

ment affords a certain stability and enhances the possibilities for group 

cohesiveness . Research at University of San Francisco Medical School 

determined that 6-8 members is ideal. This supports Yalom' s (1970) 

findings that approximate ly seven members is ideal with an acceptable 

range from between five to ten members. Yalom indicates that groups 

of less than five often cease to operate as a group. 
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All t hese factors ; group norms, cooperation, competition , 

cohesiveness, etc . result in t he group's taking on a per sonality and 

life of its own . Some groups focus mainly on psychological problems 

and do little or no homework. Other groups may be w illing to do home­

work but resist discussion of feelings. Or a group may be s ocial and 

seek each other out, maintaining c lose contact outside the group as well 

as within. 

The fac t that the group is composed of all women should not be 

overlooked as an important factor in promoting group cohesiveness, 

group support and changes which occur in addition to that of experiencing 

orgasm. Culturally, women have learned to adapt to others, seeking 

the ir approval and love, in an attempt to gain security. Along these 

lines , if a woman is loved, someone, (us ually a man), will take care of 

her. Historically, men have wielded the power and made the decisions 

in this society . Women nurture the ir men and accept the idea that their 

sta tus in society is determined by their fathers or husbands. The absence 

of males in the group leaves the wome n no alternatives but to use their 

own power, make decisions, and regard other women as authorities. 

This respect for othe r women enhances their own self-respect. 

The women have in common a symptom , being pre- orgasmic , which 

b inds them together. They also have a history and a set of many experi­

ences and role expectations in common. This increases their ability to 

understand and support one another as they make changes . They learn 

that they can control and direct the ir lives in a way that they have never 

conside red possible. This coincides with the findings of Bardw ick 
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(1971); "In a group without men, women have more freedom to examine 

themselves in terms of their role expectation and their relationship to 

other women." 

In summarizing, it is evident that group process is one of the 

crucial aspects accounting for the success of the pre-orgasmic women's 

groups. The optimism, homework exercises and initial sharing create 

group cohesiveness. The women realize that they are not alone in t he ir 

problem and that they can share the ir negative and shameful feelings 

about their sexuality and still be accepted. 

This acceptance and support by the other members of the group 

enable the women to confront their fears and begin the process of change. 

Group pressure fac ilitates dealing with each woman's resistance to mas­

turbation and achieving orgasm. Positive competition also facilitates 

progress as long as group norms of success are established. In addition, 

orientation to a common goal and limiting the number of sessions also 

help to overcome resistance and to keep enthusiasm high. 

The fact that the group is all-female enhances feelings of uni­

versality and mutual support, and awakens the women to the strengths 

that lie within themselves as individuals, as well as to their ability to 

control many circumstances of their own lives. 

LEADERSIDP SKILLS AND QUAIJTIES 

It is obvious that leaders contribute to the success of groups. 

However, determining which particular qualities and l eadership- skills 

are essential, is complicated by the fact that the c lient-counselor 
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relationship within the group context differs considerably from the same 

relationship in i ndividual therapy . "In the group, other group members, 

and the group as a whole, take on therapist qualities and have an impact 

which extends above and beyond that actually provided by the designated 

group leaders", Yalom (19 70) . 

At the beginning of the group, the leader is an authority and a rol e 

model. She i s responsible for the administrative functions of convening 

the group on time, stopping it on time, giving out information on sexu­

ality, correcti ng misinformation and myths, keeping the discussion 

focussed on appropriate topics, making sure all group members are 

inc luded and giving out appropriate homework assignments . These are 

her obvious tasks. While carrying these out, she i s a l so determining 

a number of group norms . She is a model in many ways for the group 

members. By being open , honest and direct i n her a ttitude and her 

approach to discussion, she promotes t he same in other s . By sharing 

information about herself and her sexual history she encourages a similar 

sharing among group members. Since the leader i s seen as comfortabl e 

with her own sexuality and uninhibited in her discussion, she encourages 

c lients to behave in a s imilar way themselves. 

The group leader creates an atmosphere of acceptance by being 

supportive of each client's unique, individual differences. Warm and 

empathetic, she enabl es each woman to fee l secure enough to expl ore 

herself sexually without expectation of any right or wrong outcome. As 

the authority, specially in the initial sessions, and by requiring specific 

and concrete answers to questions, she can exact information necessary 

to help each woman achieve orgasm . 
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The clinical ability of the leader to percieve differences in a 

member ' s defenses and modes of resistance and react accordingly are 

crucia l. However , it is difficult to delineate because this ability i s so 

specific to the individual being treated. 

According to Yalom (1 970): "The therapist has two rol es or basic 

modes of presentation in t he group: "She can be a technical expert and/ 

or she can be a role-setting model. The leader' s r ol e as a te chni cal 

expert, her ability to be an authority a t the beginning , to impart infor­

mation and to instill hope is very important t o the establishment of group 

cohesi veness ." 

"Le ader transparency is a disputed subject, " Bates and Johnson 

(1 972) . The psychoanalytic approach i s based on t he assumption that 

the resolution of the patient-therapist transference is the primary curative 

factor in the rapy. However, group therapy is significantly different from 

individual therapy. According to Yalom (197 0) "the therapist who uses her 

own person increa ses the therapeutic power of the group because of her 

ability to dete rmine group norm behavior." She becomes a model for 

open , hone st, direct and uninhibited communication . She also acts as 

a person with whom the individuals in the group can "reality-test" their 

feelings. This i s essential in brief- term group treatment. 

The per miss ion- giving rol e of the leader in this situation is a 

positive and important one . It he lps the women to change ol d messages 

they received as they were growing up and at the same time , to develop 

self- esteem . The women become aware of roles they have been taught 

to pl ay and external standards they had to conform to in our society . 
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The supportive aspects of the t herapist' s role is essential. The 

research findings of Truax and Carkhuff (19 67), Sager and Kaplan, (197 2) 

and Lieberman (1972) concur that the effecti ve therapist i s one w ho 

develops a warm, accepting, understanding and empathetic r e l a tionship 

with her patients . This accomplishes two important functions: a ) t he 

acceptance by a respected person he ightens self-esteem, and b) the 

support and positive reinforcement he l p the women to make the difficult, 

although necessary, changes in order to become orgasmic . According 

to Yalom (1970) "The l eader may , by offering a model of non-judgemental 

acceptance and appreciation of others' strengths as well as their problem 

areas, help to shape a group which is health-oriented." 

"Initially , these attributes of permi ss ion- g i vi ng and support a re 

necessary , but as the group develops, the role of the leader must change 

accordingly" (Ya lom, 19 70). Gradually the leader must become less 

intrusive, thereby a llowing the women to develop more independently. 

The respons ibility for the woman' s sexuality and orgasm must return back 

to the appropriate owner, the c lient herself. 

One of the main difficulties the leader has to cope with i s the 

resi stance of the client, who , having a lways felt powerless, expresses 

her strength by thwarting the percieved authority , in this case the leader. 

It is crucial for a counsel or to recognize this common resistance and 

abdicate from the percieved power struggle in any way that will work for 

the i ndividual client. This can be done by pointing out the power 

struggle if the c lient is capable of responding to this i nterpretation. In 

all cases of resistance the leader mu s t s upport the woman i n her s truggle 

and yet, maintain no investment in the client ' s achievement of orgasm . 
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This aspect of the leadership role which enables a client to break away 

from the authority figure in a healthy way may be one of the primary 

factors which result in the outcome of women beginning to take control 

of their lives. Additional clinical skills that a leader should possess 

would be the ability to understand the conflicts of the client , their 

fantasy life, and to interpret behavior. 

The use of group members and the dynamic group process can be 

most helpful in getting the group to be aware of their fantasies, feelings 

and resistance. The leader must also be able to confront in a non­

threatening way, as confrontation often leads to change. The leaders 

help build self- esteem by their acceptance of the client and by encourag­

ing the women to respect themselves. 

The primary function of interpretation is to focus group discussion, 

to direct the group from the non-relevant "then and there" to "here and 

now" material (Yalom, 1970). Getting to the feelings , the fantasies, the 

resistance, the process between group members can be crucial to over­

coming the orgasmic dysfunction. 

Through direct confrontation of the shameful and guilty feelings 

that surround sex the woman is s lowly released from these feelings. The 

ability to share these feelings with a group of peers and still be accepted 

reduces feelings of "aloneness." 

The leader works with each woman, individually within the group 

setting. This helps the client develop her own sense of importance. The 

group devotes specific time just to her rights, her feelings and her unique 

response . The women are directed to take an hour a day at home, exclu­

sively for their own needs . 
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In summation , certain attributes and skill s appear to play a major 

part in the reversal of the dysfunction of an orgasmia and the inte rper­

sonal changes in the woman. These are the administrati ve and focuss ing 

skill s of the leader which make her a technical authority: her role as a 

model, to set group norms, to be supportive , permission g i ving and con­

frontative. Also to be caring and accepting while a llowing women to 

develop their independence and at the same time being aware of i ndi­

vidual , interpersonal and group process . I n this way she can make 

appropriate interpretations and explanations and still keep group mem­

bers cognizant of the goal. 

DESENSITIZATION TECHNIQUES 

The Desensitization approach is based on the behaviorists• (Wolpe 

1961) method of overcoming a symptom - in this case, anorgasmia, -

through a process of graduated steps, in which the first steps are easily 

accompli shed and produce little anxiety and where the later steps are 

more anxiety- producing. The comparative e ase of the initial work, and 

the success that follows , motivates the group member to take greater 

risks. 

The first important step i s having the woman set aside an hour each 

day, at home , which she is to spend with herself . The initial homework 

assignments a re not explicitly sexual in content, but represent ground­

work for t he forthcoming assignments . However, the message being 

given is one of the most important aspects of the program. Women are 

being tol d , frequently for the first time , that they, as individuals , in 
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and of themselves, are important. They are not important because of 

what they do, but because they are women and as such, deserve plea­

sure. Developing the feeling that she is worthwhile, and has the right 

to spend an hour a day on herself helps to heighten her se lf-estee m. 

The Kegel exercises, de veloped by Dr. Arnold Kegel (1 952) are 

practiced to strengthen the pubocuccygeal muscle, which in part, sur­

rounds the vaginal opening. (The original purpose of these exercises 

was to assist women in the control of urinary-incontinence. However, 

it was discovered accidently that in the course of practicing these 

exercises, sexual pleasure in intercourse was enhanced . The strengthen­

ing and tightening of the vaginal opening appears to increase sensiti-

vity. As a result they have now become a part of the routine practice 

for se x therapy). 

Noticeable effects in many cases are not experienced for four to 

six weeks; therefore c lients need to be encouraged to persist. As they 

strengthen their muscles , women become aware of their sensations in the 

genital area which in turn introduces them to the feeling of some control 

over the ir orgasmic situation. 

During the first session, each woman is told to examine her nude 

body from all positions and angles while in front of a full-length mirror, 

and to touch herself all over, to become more attuned and familiar w ith 

her body . This exercise is not explicitly sexual, although it serves as 

a precondition for the exe rcise s which follow. She experiences her 

nudity in a permission-giving and accepting way. This is the first step 

in touching herself, and it gives he r an awareness of her narcissistic 

feelings. It also allows her to feel better about herself and her body, 
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not because she matches up with some ideal the media has put forth as 

a sexually attractive woman , but because in her uniq ueness, she is 

sexually appealing . I n addition , this exercise is designed to reduce 

self- consciousness in a sexual situation. If a woman can fee l more con­

fident about her own attractiveness, it is expected t hat she will be more 

confident and less inhibited in expressing herself sexually with a 

partner. 

Chapter 3 on sexuality in Our Bodies Oursel ves , Boston Women' s 

Health Collective, (1971) , is a homework assignment to be read mostly 

for the purpose of a llowing the women to read about the sexual experi­

ences of other women who have difficulty i n reaching orgasm . Thi s 

reading a l so supplies additional aid and comfort t hrough the knowledge 

that they are not a l one . Again, this is a l ow- anxiety producing as sign­

ment. 

The information provided in the second group session on the genital 

anatomy , stresses the importance of the c litoral area and describes the 

* physiological response cycle , serves two functions: First, it corrects 

misinformation and myths . Second, it provides technical information to 

demystify the sexual-response cycle, thereby hel ping to a llay fears and 

anxiety . Furthermore , the presentation points up individual differences 

and variability in a reas of sexual sensitivity. 

The act of viewing the photograph of a woman ' s genital s prior to 

exploring their own is part of the desensitization sequence. Body 

differences in the genital a rea are validated so that women are less 

* Page 57 . 
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afraid of what they may discover when exploring the ir own genitals in 

the privacy of their homes . 

The women examine their genital s visually and tactually. After 

re porting back on this assignment, the next process is masturbation, 

which will eventually lead to orgasm . 

Thi s i s a valuabl e l earning technique . Kinsey (1 952) found that 

any premarital activity which a llowed a woman to reach orgasm , resulted 

in the woman's abil i ty to respond orgasmically with marit a l sex three 

times as often as did women who had no orgasmic experience prior to 

marriage . 

Masturbation is also the surest method of orgasmic attainment -

94% to 96% of Kinsey's (1 953) sample who masturbated coul d reach 

orgasm and were able to do so 95% of the time. Kinsey's data and the 

findings of Master and Johnson (1966) assert that "orgasms produced by 

masturbation occur more dependably, more rapidly, and with greater 

intensity than those achieved through stimulation in intercourse." In 

addition the instantaneous feedback afforded by self-stimulation and the 

absence of outside distraction, often resulting from interaction with a 

partner , make masturbat ion an ideal way to achieve a first orgasm . 

In addition , masturbation affords the woman control over her sexual 

excitation. Each woman is told that if she becomes uncomfortabl e with 

the intensity of the feelings s he is experiencing, she can reduce or stop 

the stimulation . This control is essential. First of a ll , it enables the 

woman to progress via small steps, increasing the intensity at her own 

pace . Secondly, this experience gives the woman a feeling of control 

over other aspects of her life which stretch beyond the area of sexuality. 
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Masturbation becomes its own reward. The fee ling s the process 

produces a re re inforc ing in and of the mse lves . The perception of sexual 

feelings resulting from the masturbation produces high hopes of achieving 

orgasm and he l ps to create optimism and a more cohesive group. 

The women are told to masturbate but not to orgasm. This i s a 

paradoxical injunction (Haley , 1963) and produces two types of positive 

outcome. The woman who obeys the injunction has control over her 

stimulation and is able to experie nce sexual fee lings without the threat 

that if she feels something she will have to continue on until orgasm . If 

she had this expectation she might be unable to a llow herself to feel 

sexually aroused at a ll. On the othe r hand , when a woman ignores the 

injunction, and has an orgasm, she has successfully achieved her goal. 

From this point the homework i s individualized and each woman 

progresses at her own speed. The various styles of resistance are dealt 

with as the need arises. 

Frequently, women are encouraged to use a technique called 

"teasing" i n which the woman stimula tes herself to a certain level , 

reduces the stimulation for a few moments and then reinstates it until a 

slightly higher level of arousal i s attained, when she again reduces the 

s timulation. 

Attention is paid to the psychological, as well as physiolog ical 

aspects of sexua l response. In addition to manual - or vibrator -

(stimulation used in masturbation), t he women are e ncouraged to experi­

ment with pornography. My Secret Garden is suggested, and fantasy and 

focussing techniques are encouraged which enables them to concentrate 

on the sexual sensations. Kinsey (1 953), Kaplan (1974) and Katcha-
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dourian (1975) all refer to distractions, fatigue and preoccupation as 

being the most pervasive barriers to the enjoyment of a satisfactory 

sexual experience. Through this assistance in learning to focus their 

attention on sexual thoughts and feelings, the woman gradually learn to 

concentrate all their energy on the process of self stimulation and to 

experience orgasm as part of this process. The permission given to 

indulge in fantasy and pornography may be partially responsible for the 

increased acceptance of erotic materials. 

After a woman can experience orgasm reliably with self stimula­

tion, the homework progresses to include a partner if one is available. 

Women without partners can retain the pertinent information regarding 

how the progression is to be used once a partner is found. In addition 

to partner exercises the women are encouraged to broaden their mastur­

bation techniques so that the positions and types of stimulation used in 

masturbation are closer to those used during partner interaction. 

Different partner-assignments will be expounde d upon in t he follow­

ing section. 

Summarizing, the behavior modification technique of desensitiza­

tion used in the group in addition to the homework progression is the 

third essential element in the pre-orgasmic treatment program. Showing 

the woman a picture of a female's genitals before t hey are assigned to 

view their own helps to demystify the process and alleviate anxiety. The 

homework progression which begins with mere body touching before 

genital touching, continuing on to masturbation and then orgasm, allows 

the woman to take small steps as she approaches the goal and to experi­

ence a number of reinforcing successes along the process until finally 
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she can experience orgasm with her partner . The orgasm need not 

necessarily occur through stimulation by the penis alone for the outcome 

to be considered successful. 
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PRACTICUM DISCOURSE 

During the year at Lindenwood College I co-led a group of pre­

orgasmic women with my Faculty Sponsor, Eleanor Katzman , M . F. C. 

Basically , it followed the methodology of Drs. Barbach and LoP iccolo . 

In as much as each group takes on a coloration of its own, the following 

is a description of the group and its treatment methods as led by us at 

the Southern California Counseling Center. 

The group consis ted of e ight women from various socio- economic 

and ethnic backgrounds, ranging in age from 22 to 58. We met for two 

hours a week for a total of e ight weeks . During the meetings, the wome n 

delved dire ctly into their negative fee lings about sex and masturbation, 

as well as their early sexual traumas. The impact of subtl e messages 

given to the women by their fam ilies and society were explored - messages 

s uch as " sex is something a good wife puts up with" Bardwick (1971). 

Women were activel y assisted in realizing that they have a right to sexual 

pleasure and that the ir body and their sexuality are positive attributes. 

* Myths from the past , such as "sex is dirty" were dispelled, and 

literature, including a chart of the physiological sexual response cycle 

and diagrams of both male and femal e genitals were distributed to group 

** 
members. Sexuality in advertising was also discussed. Exercises to 

practice · at home were assigned each sess ion. 

* Page 45. 

** 
Page 44 . 
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These exercises followed a modified version of the 9 step masturba­

tion program developed by Dr. LoPiccolo a t the University of Oregon in 

1972. This program differed in that Dr. LoPiccolo did not treat the 

women in a group, however, the desensitization techniques were very 

similar. 

The LoPiccolo program is based on the therapeutic value of mastur­

bation as a method for reaching orgasm, especially for those women who 

have never experienced a climax, from any source of physical stimulation. 

As mentioned earlier, Kinsey, et al (1953) reported that in 95% or more of 

masturbating attempts, the average woman reached orgasm --- a figure 

which far exceeds the probability of reaching orgasm through coitu.s 

(approximately . 73 for average married women). 

Not only is masturbation the most probable way of producing an 

orgasm, it also produces the most intense orgasm (Masters and Johnson , 

1966). It has been suggested that an intense orgasm l eads to increased 

vascularity in the vagina, labia and clitoris (Bardwick , 1971). In turn, 

evidence seems to indicate that this increase vascularity enhances the 

potential for future orgasms. This notion is also supported by the 

findings of Kegel (1 952). 

Although masturbation has been noted in the past to facilitate 

orgasmic potential, it apparently had not been a systematic part of a 

therapy program prior to LoPiccolo who developed the masturbation pro­

gram on which the Barpbach program was based . rhe main difference 

in the two approaches is that the former program is an adjunct to a 
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behavioral treatment invol ving both t he husband and wife with a male ­

female co-therapy team, while the latte r has been adapted to pre ­

orgasmic women meeting in groups facilitated by two female co-therapists. 

Members were require d to set aside an hour each day at home , 

in order to practice the ir assignments. It was emphasized that no woman 

had to go any further than she could comfortably handle , but was to 

write down her feelings whenever she was anxious or blocked. Assign­

ments progresse d as the women's sexual responsivity increased. For 

the first few sessions, all the women received identical assignments, but 

as the wome n's "response- ability " increased, exercise s were assigned 

according to the specific needs of each woman . 

In t he firs t session we began by sharing our own sex histories, in 

order to encourage others to do the same, so that we could discover where 

each person was. The women discusse d me s sages from the past, about 

sex, such as: "Don't touch down there ." Negative feelings such as 

disgust, dirtiness and guilt were shared. As leaders, we were very 

supportive a nd conveyed through our re sponses that "nothing shocked 

US • II 

The need for e ach woman to take responsibility for herself was 

stressed and we emphasized that no one was going to "give " them an 

orgasm. We discussed some of the myths about orgasm and provided 

important factua l sex information. For example , many women were 

re lieved to hear that Kinsey (1 952) had reporte d that "over 50% of the 

women in the U.S. do not achieve orgasm with intercourse . " 
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The homework assignment for the first session emphasized the nee d 

for time and privacy: "You must be w illing to take an hour a day for 

yourself. Somehow t he re is always time for a husband, the children , 

etc. but you are entitled to some time for yourself and the homework is 

the single most important part of the program ." Chapter 3 on "Sexuality" 

from Our Bodies Oursel ves was assigned. We asked the women to make 

a "space " for themselves during this hour: "Decorate the space as 

sensually as possible using, candles , music, incense , etc ." The women 

were asked to start with a se nsual bath (for r elaxation , not c leanliness). 

The following is an example of directions given: "Soak your body. When 

you wash with soa p don ' t use a washcl oth, use your hand to feel your 

own s kin. See if you can be aware of what your hand is feeling, see if 

you can sense what your body i s feeling . Be aware of how you fee l. 11 

Next they were to stand in front of a full l ength mirror and look at 

themsel ves from a ll angles : "Examine yourse lf slowly, look at your fore ­

head, look at your eyes, look at your nose. Very slowl y examine t he 

rest of your body . The idea i s to become friends with your body. " We 

asked the wome n to be aware of how they felt before they did this and 

afterwards . We also explaine d the Kege l exe rcises and reque sted that 

they do them 10 at a time, three times a day. 

I n the second session the women shared their reactions to the 

homework assignments . We explore d a ny resistances to the assignments. 

We a l so discussed t heir partner's reaction to their being in this kind of 

group. Contrary to the traditional Masters and Johnson (1970) sex-therapy 

treatment , sexual intercourse was never prohibited. I nstead, we used 

Haley ' s concept of "paradoxical i njunction" and told them "Have inter-
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course if you want, but Don't have an orgasm. Tell your partner that 

orgasms are forbidden temporarily." This helped to take the performance 

pressure off. 

We distributed and discussed pictures and diagrams of male and 

female genitalia and of the four phases of the sexual response cycle: 

excitation, plateau, orgasm and resolution. 

For homework, the women were asked to continue to set aside an 

hour a day for a bath, but in addition they were to look at their own 

genitals, slowly and carefully, with the aid of a hand mirror, using as a 

guide a color photography of female genitalia in the Yes Book; Getting in 

Touch Ayres , (1 972). 

In the third session the women shared the reactions to the home­

work assignments from the previous week. Marie said, "I never knew 

how I looked down there!" We again explored any resistances to the 

assignment. The question was asked, "If you have been faking an orgasm 

all along, how do you tell your partners that you have been faking?" 

We also asked who the orgasm was for and emphasized that the program 

won't work unless the women were there for themselves and not to please 

their husbands or the leaders. "Own it and work on it." 

For homework, the women were asked to read Liberating Ma sturba­

tion, Dodson (1971). They were asked to examine and identify their own 

genitals using the pictures in the book as a guide . They were to explore 

their genitals tactually as well as visually. 

At the beginning of the fourth session we introduced three tech­

niques of Radical Therapy, learned in our cluster group. These were the 

concepts of: "What's your space?" (to discover in advance whether any 
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outside occurrences would keep a woman from participating fully). "Are 

there any held resentments?" (to permit each per son to share , and 

thereby unl oad any negative fee lings which might interfere with relation­

ships in the group); and "Strokes " (the concept of ending each meeting on 

a positive and caring note). This proved to enhance group cohesiveness . 

After beginning with the Radical Therapy structure we asked about 

the previous week ' s homework assignment. The women talked about how 

they felt when they touched their genital s . As leader s , we continually 

validated each woman wherever she was . We discussed resistances to 

the homework, guilt and shame , and looke d at "meta - messages " such as 

unvoiced " shouldn 'ts." We a l so explained their "rights to pleasure, " 

i.e. , "It' s not bad to fee l good! " 

* We distributed more written information about sex, discussed the 

use of lubricants and the physical reaction to the body as one goes through 

the four phases of the sexual response cycle . 

For homework , the women were asked to masturbate in any way that 

they w i shed to, but still "no orgasm ." They discussed how they felt 

about having to do this assignment, and how they were going to tell their 

partner about the fact that they were masturbating. We al so expl ored 

individual resistance to the assignment. 

We s tarted the fifth session with the Radical Therapy structure and 

a review of the homework assignment of masturbation . We shared ways 

in which to masturbate. Women who talked about their own successes 

and failures helped break through the resistance of others who hadn ' t 

* Page 46. 
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done the assignment. We discussed myths of masturbation such as fear 

of insanity or nymphomania and examined the question, "What ' s going to 

happen to you when you have an orgasm?" Those with particular fear 

were asked to make a list of what they were afra id of. Then we talked 

about t he use of vibrators . 

As of this session most of the homework was tailored to the indi­

vidual' s pace and specific difficulties. In general, the women were 

encouraged to increase the intensit y and d uration of the mast urbat ion, 

but aga in the focus was on "pleasure " rather than "orgasm. " The use of 

fantasy was discussed, and as one of the group homework assignments, 

members were asked to read a book of women' s sexua l fantasies: My 

Secret Garden . 

Those c lients w ho were afraid of losing control if they had an 

orgasm and t hose who "a lmost" had an orgasm were given the assignment 

of "teasing . 11 They were tol d to reach a plateau while masturbating and 

t hen stop , then start agai n . "Keep stopping and start i ng , but be aware of 

your feelings each time ." Those women who felt nothing were asked to 

look for small feelings , and to "tease " a little more. 

I n the sixth session afte r homework assignments were reviewed and 

resistances explored the leaders di scussed being asserti ve . We dis ­

cussed saying no ! ... as well as asking for what t hey want. We did an 

exercise i n touching each others ' hands and faces. (" May I touch your 

face?" "Yes, you may ." At this point, either person coul d stop t he 

action by merely saying "Thank you . ") We practiced assertion traini ng 

with those who wanted to l e arn to be more assertive . These exercises 
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stressed the necessity of specific and direct sexual communication if 

the woman really wanted to become orgasmic in the relationship. 

In the seventh session, after Radical Therapy structure, review of 

homework assignments, and exploration of resistance , we confronted 

those members who seemed not to be fully participating. (At one point 

my co-leader said to one woman, "Sheila, I feel that you 're trying to 

fight me by deliberately, doing nothing!" Sheila flushed, and burst into 

tears, after which she admitted she had been playing the "rebellious 

child," From then on her progress was remarkable.) In similar ways we 

tried to provoke the reluctant members to be angry with us. Their anger 

felt scary to them but in every case , it seemed to release them. 

In this session the leaders also demonstrated deep breathing 

exercises, and used some bioenergetic techniques, maximizing the ten­

sion in the body and then relaxing. 

By this time several of the women were able to achieve orgasm 

through masturbation. The focus shifted to enable each woman to exper­

ience orgasm through stimulation by her partner. As the first step, we 

asked her to masturbate with her partner observing her. This desensi­

tized her to visually displaying arousal and orgasm in his presence, and 

also functioned as an excellent learning experience for her partner. 

Resistance to this assignment was intense and was explore d indi­

vidually: "Well, if you can't masturbate with him in bed with you, can 

you do it in the same room? ... with his back turned? ... or outside the 

door?" No matter where the woman was in her unwillingness to respond, 

we gave her II permission II to be there , and supported her, a lways asking 

for just the tinie st of "baby-steps. " 
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For those who were ready (had experienced orgasms through 

masturbation and mastur bated in front of their partners) the next assign­

ment was to e ngage in intercourse with her partner with additional stimu­

lation of her genital s . This additional stimulation could be by her self 

and/or by her partner, either manually or with a vibrator. Where t he 

partner would be providing the additional stimulation , we recommended 

the "female astride" pos ition, lateral or rear entry i nto the vagi na for 

this activity. (These positions a llow the male easy access to the 

female's genitals during intromission.) 

Agai n the instructions were to focus on pleasure and not try for 

orgasm. (This instruction takes the pressure off , often in itself , results 

in increased sexual sensations because the woman no longer has to 

11 produce " if she fee l s aroused . This paradoxical injunction acts to keep 

the woman' s anxiety at a minimum while interacting with her partner .) 

In the l ast session we began as we had in previous s e ssions. 

While shar ing their " space " some of the women expressed sadness at 

the e nding of the group. We spent a great deal of time on feelings about 

termination. We reviewed with each person where they were when they 

entered the group and where they were now. There were lots of hugs and 

smiles as we parted, and the mood was best expressed by o ne of the 

older women , Estelle, who said to the others, "God , you women a re so 

l ucky that you 're learning all this now, whil e you 're still young enough 

and have a ll the years to use it a ll! and I think you 're a ll so brave, and 

so beautiful! I onl y wish that when I was your age , I could have been 

where you are now !" 
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CASE HISTORY 

The following is a case history of one of the clients in the pre ­

orgasmic womens group. 

Physical Description 

Marie is a 27 year old Ja panese-American , single, e lementary 

school teacher. She is petite in stature, weighing approximately 90 

pounds and is about 5 feet tall. Her appearance is always neat and 

there is a clean aspect about her. Her l ong, black, shiny hair has a 

slight wave. 

She comes from a working class family. Her mother is a waitress 

and her step-father is a cook in a Japanese restaurant. She and he r 

sister are college educated. 

Marie usually sits with he r arms folded across her chest, which 

seems like a protective gesture. In general she has a quiet manner but 

her speech is quick, sometimes she chatters. Her face is animated when 

she laughs and she giggles a lot. 

Marie feels she relates better to children than to adults and she 

likes her job as a teacher, very much. However, she does not relate to 

her peers at work and doesn't like to attend teacher meetings. 

Personal History 

Marie came to Southern California Counseling Center six months 

prior to her joining the pre -orgasmic women's group . I was her counselor . 

Her presenting probl em was that she couldn' t control he r tears and cried 
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at inappropriate times. During the course of counseling it became 

evident that the tears were tears of resentment and anger. Marie felt 

obligated to never refuse anyone a favor and she felt constantly imposed 

upon . As she learned to be assertive, the tears stopped. During the 

course of the counseling, Marie would talk from time to time about her 

concern about her lack of sexual experience and she a lluded to the few 

experiences she had as painful. I suggested she join the sex therapy 

group and she was enthused, if somewhat apprehensive. 

Marie comes from a conservative Japanese home. Her father died 

when she was an infant and her mother subsequently remarried twice. Her 

memory is of a lonely, unhappy childhood in which her mother worked, 

leaving Marie alone to baby sit with her two younger sisters. 

At 27, Marie was living at home with her mother, step- father, two 

sisters (24 and 14 years), and her grandmother, who only spoke Japanese. 

The three sisters shared one bedroom and Marie shared a double bed with 

her youngest sister. 

Marie's mother never showed any emotions and no one ever hugged 

or touched each other in her family, which is typical of the Japanese 

culture . Marie tries hard to earn her mother's affection by being helpful 

in any way that she can. She remembers , as a child, her first step- father 

beating up her mother in terrible fights. Anger is upsetting to Marie. 

She has a very close relationship with her sister who, like Marie, 

is a school teacher. She shares a ll her experiences and feelings with 

her sister. Her sister is the only person she is totally open with. 

Marie's friends are just acquaintances . 
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Presenting Problem 

Marie had very few experiences with sexual intercourse and found 

penetration painful. During the six months of counseling it became 

obvious that she had a very inadequate background in terms of sex educa­

tion, knowledge and experience. The subject was never discussed at 

home with her parents. 

Although she had little sexual experience , she did not express 

feelings of inferiority or embarrassment in terms of her peers. Her social 

life was entirely within the Japanese culture and it was not considered 

unusual for the Japanese women in their late twenties to be virgins. For 

many months Marie had a platonic relationship w ith a young man who 

seemed satisfied with this arrangement. 

Marie wanted to join the sex therapy group and at the same time 

she expressed ambivalence about sharing her feelings about sex with a 

group of strangers. Part of her ambivalence was because Japanese people 

a re taught not to share the private lives with strangers. 

Treatment 

During the first group session, Marie (usually so shy that I anti­

cipated complete s ile nce from her) shared that her mother had never talked 

to her about sex. She also admitted that her only sexual experiences had 

been frightening and painful, that sex to her was something unpleasant 

which a woman had to "put up with" if she wanted t o be in a relationship. 

At the next session she said she didn't really want to do the home­

work but that she had done it and "it wasn't so bad." 
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Marie was rather quiet through the eight sessions. She once shared 

with me during our individual session, "I'm quiet, but I take it a ll in." 

This statement sums up Marie's involvement in the group. Her ability to 

be non- defensive and to absorb helped her to make many changes as the 

group progressed. 

I n the followi ng session , Marie told the group that she had decided 

to get her own apratment, as she needed more pri vacy. This was a big 

step for Marie, she had never lived alone. She worried about being 

lonely but seemed to take it as another challenge. She made an excellent 

adj ustment. 

Marie had difficulty with the assignment of touching her genitals 

but overcame her resistance and tried it. 

After having read the assigned homework, My Secret Garden, Marie 

came in smiling. She was so relieved to know that other women had 

sexual fantasies: "I thought there was something terrible about me, that 

I had t hese kind of fantas ies, even when I was a young girl!" 

Each session found Marie opening up a little more. She shared 

with the group that she had :Hnally been able to tell her " platonic boy­

friend " to stop calling. She was now seeing someone new. 

After the fourth session, Marie cut her hair short. Everyone in the 

group responded with compliments, telling her how pretty she looked . 

One woman summed it up by saying, "You 're like a flower that' s opening 

up and blossoming .
11 

Marie shyl y smiled and simply said thank you. 

Marie had a lot of resistance to the homework assignment of 

masturbating . Each week she would come in with another excuse as to 

why she hadn ' t tried it. We explored the resistance each time. By the 
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eighth session , she shared that she was masturbating but hadn't had an 

orgasm . 

Although Marie had not achieved orgasm by the last session , her 

own pers onal growth in terms of knowledge and ease with talking about 

sex was evident in her statement of the last session: She thanked every­

one in the group for their support and their shari ng . She said that she 

had learned a great deal and that now she wanted to integrate it all. 

Marie terminated her individual counseling a month after the group 

ended. She felt really good about herself and the insights and changes 

she had gained from both the group and individual counseling. 

Although Marie was still pre- orgasmic , the tremendous growth that 

had occurred during the group therapy indicated that she would continue 

to absorb and integrate the insights that she had gained and the prognosis 

for a fulfilling sex life in the future was apparent. 

CONCLUSION 

Sociologically, our experiment reinforced the conclusions of Bar­

bach and other s that women are taught from birth that there are certain 

activities approved for men but not quite acceptable for women, and 

among these is sex. The messages which women receive from society 

are confusing. 11 Sex is dirty, 11 but to be " saved for the one you love, 11 

and is something "nice girls don't enjoy, " but "the price you pay for 

marriage . 11 Because of the many confusing stated and unstated communi­

cations , women have grown up with distorted and frightening views on 

sex which invite sexual dysfunctions. The result is that sex therapy 

has become popular. 
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In addition, conservatives oppose the idea of sex education in the 

schools; parents have neither the terminology nor the know-how to dis­

cuss it with their off- spring, and men have a "machismo" ideal to live 

up to .... so hardly anyone in our society has adequate fa.ctual informa ­

tion. 

Added to this i s the fact that male chauvi nism still is the prevail­

ing theme in man- woman re lationships. Accordingly, many men still 

believe (and countless more, without thinking about it, act as though) 

sex is an activity for men , which requires a female partner, a lthough 

neither her enjoyment nor her consent i s particularl y necessary . 

Since women have been actually conditioned to accept the idea 

that men know "a ll about sex " and tha t women should 'nt know (or if they 

do, they must never let a man know, lest the "de licate male ego" be 

t hreatened) a "conspiracy of s ilence " t akes place: Women are sexually 

unsatisfied and resentfu l , fee ling "if onl y he loved me, he'd know what 

I want , without my t e lling him. " At the same time, me n are resentful 

that t he ir partner s are so dis-interested in sex, and they feel, "if she 

l oved me, she ' d want sex more often ." 

In the eight sessions of the pre - orgasmic women' s group we 

attempted to therapize and educate women (and through them , their part­

ners) to mollify these negati ve i nfluences of an ignorant society ' s atti­

tude towards sex . Through the methods s t udied in the fie ld of Marriage, 

Family and Child Counseling, we applied techniques learned , to the 

pre - orgasmic group. 

These techniques inc l uded fantasy using meditation, visualization 

and focussing . To he l p release anger , we used the Gestalt method of 
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talking to the imaginary person in an empty chair . Also used was the 

method of clie nt- centered therapy involving active listening. 

Many of the women benefited from the assertion training and learned 

to be able to ask their partner for what they wanted. 

The N eo-Reichian techniques of body language were integrated into 

the sex therapy group as well as Lowen's bio-energetics. 

The goal of the project was to help women become positive sexual 

individuals, to become more aware of their options and power, and to 

grow in confidence. Also, to he lp them to enjoy marriage, if that's what 

they want, or to enjoy single life (or any other life s tyle) without being 

dependent on men (for sexual release or for "response-ability"). 

In assessing the effectiveness of this particular pre-orgasmic 

women's group, we note that six of the eight women gained the ability to 

achieve orgasm. The other two, who had originally felt that II self­

stimulation" was taboo, were now masturbating although not yet to 

orgasm. Four of the women were orgasmic with c litoral manipulation by 

their partners but had not as yet transferre d this to intercourse . The 

other two women reported happily that they had achieved orgasm through 

intercourse with their partners. We hope to do a follow-up study in six 

months . 

Follow-up research done at the University of Oregon indicated 

similar results. In all e ight cases, the women had gained the ability to 

achieve orgasm, and the follow-up (up to six months) indicated no 

relapse but rather, further gains in the enjoyment of sexual relations. 

Although t he research in this area is not sizeable , it is clear that 

this program offers cons ide rable promise in the treatment of orgasmic 

dysfunction. 
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And since a stable society seems to require fulfilling relationships 

based on mutual understanding and commitment, the reversal of sexual 

dysfunctions may be considered a significant step in creating a society 

in which neither men nor women will be assigned roles as a result of 

gender, race or ethnicity. 
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INTRODUCTION TO PRINCIPLES OF SEX COUNSELING 

Workshop attended: 

University of Calif. Medical School, 

San Frar,.cisco 

Human Sexuality Program 

The basis for sex counseling is defined in the following general 

way: Someone who is dissatisfied with his sexual relating. More speci­

fically, it can be defined as a problem in the disruption of sexual 

arousal, erection , orgasm, e jaculation, insertion or sexual pleasure. 

Other concerns are the subjective discomfort or dissatisfaction with ones 

own or one's mate's sexual functioning, feelings, expectations or a tti­

tudes. Problems and concerns stated by an individual reflect that indi­

vidual's perception that something is "wrong" in his or her sex life with 

reference to some set of culturally-based expectations. If an individual 

reports a problem in his or her sex life , at that moment, the problem is 

genuine even though it may vanish in minutes as a result of information 

or reassurance. 

There are many facets to the treatment of sexual dysfunctions. One 

of these is the education of the clients in terms of sex information. As 

part of the e ducational process the therapist imparts "permission-giving" 

information relative to the client 's dysfunction, i.e., "Did you know 

that masturbation is a common prac tice amongst married men?" Anothe r 

important part of sex education is an indepth discussion and diagrams of 

female and male pel vic ana tomy and of the sexual response cycle. This 

discussion takes place with both husband and wife present. The therapist 
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encourages the c lients to become familiar with the names of the part s of 

the anatomy as preparation for future homework assignment. 

In the discussion of the sexual response cycle, similarities as 

well as differences were pointed out between the male and fema le reac ­

tions to e a c h stage of the cycle. In the male excitement phase the 

e rec tion of the penis is the f irst sign of arousal. Erection is cau sed by 

engorge me nt of the penis with blood and is paralle l to the lubrication of 

the vagina in women. The engorgement or vasococongestion i s the result 

of more blood flowing into the organ than flows o ut. During this phase 

the scrotum becomes tense, congested and thick. The testes rise highe r 

in the scrotum. Often nipples erect and swell in men. The first sign of 

arousal in the female excitement phase is the moistening of the vagina 

with lubrication fluid. As the walls of the vagina lubricate, the tissue 

engorges and the ute rus pulls up from the bladder. The cer vix pulls up 

from the back of t he uterus. Sex is a total body response. Blood vessels 

change a ll over the body. Breasts swell, and nipples become e rect. 

Sometimes there is a sex blush, or the skin can become blotchy. 

In the male plateau phase the same blus h develops in the male as 

in the female, but it i s less frequent in the male. The testes increase in 

diame te r about fifty percent over the ir unstimulated size and are pulled up 

even higher into the scrotum. The breathing rate increases . The tension 

of both voluntary and involuntary mus cle heightens. There is no specific, 

defined moment in time which separates the excitement from the plateau 

phase. The most dramatic change i n women during t he pla teau phase is 

the appearance of the orgasmic "platform. " As a result of t he swelling, 

caused by the engorge ment of tissues, the diameter of the outer one third 
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of the vagina narrows and is reduced by as much as fifty percent. It 

thus actually grips the penis. The uterus enlarges and e levates during 

this phase. There is a ballooning of the inner two thirds of t he vagina . 

The c litoris is engorged with blood and seems to retract under the hood. 

In the male orgasmic phase breathing becomes faster, and heart 

rate and blood pressure rise just as they do in the female. There is an 

increasing t ension all over the body. Male orgasm is a two stage 

process. First, semen is emitted into the base of the ure tha. At this 

point the male knows he is going to e ja culate. This is known as the 

"moment of inevitability." During the second stage, a series of rhyth­

mic contractions of the urethal bulb and of the penis itself projects the 

semen outward under great pressure. The rhythmic contractions are 

timed, as in the female, at intervals of four fifths of a second . The 

ejaculation of semen during orgasm is a complex process . The onset of 

the female orgasmic phase occurs simultaneously with an initial spasm 

of the orgasmic platform, i.e., the outer third of the vaginal barrel and 

the engorged tissues surrounding it. There occurs a series of rhythmic 

contractions which are muscular contractions. The uterus also contracts 

rhythmically. Each contraction begins at the upper end of the uterus and 

moves like a wave toward the cervical end. 

There are many similarities in the female and male resolution phase . 

In both male and female, orgasm initiates the release of muscular ten­

sions through the body and initiates the release of blood from the 

engorged blood vessels. The sex flush in both disappears and the nipples 

return to normal. The pulse rate, blood pressure, and breathing rate 

gradually r eturn to normal in both male and female. In the male, the 
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return of the penis to its unstimulated s t a t e occurs. In most men t he 

scrotal wall quickly reverts to its uncongested s t a te, and the testes 

return t o their unstimulated state . I n the woman , t he c litoris which has 

been retracted and is invisible during the pla teau and orgasmic phases, 

returns to its normal position . As the cervix descends to its unstimu­

l ated pos ition, the i nner two thirds of the vagina becomes less dis tended 

and returns to its usual size in three or four minutes. 

The above knowledge was imparted through lecture, slides and 

movies. We a l so did certain homework assignments in order to experi­

ence what a c lient might fee l in following the same instructions . One of 

the assignments was a body awareness exercise that went as follows: 

"Se t aside a time and space tha t is comfor tabl e . Make sure you will not 

be interrupted by the telephone or other kinds of interruptions. Be aware 

of the process in p utting aside thi s time and space for yourself. Take a 

bath or s hower. W hen soaping yourself, be aware of how different parts 

of your body feel. Try to be aware in many different ways , i.e., What 

does your hand fee l like? How does the skin on your fingers differ from 

the skin on your palm ? What does your body fee l like? Where does it 

fee l most se nsitive ? Are there a ny parts which "go dead?" Be aware of 

when your mind goes "out " of the experien ce to automatic pilot. Try to 

be open to any new experience you have. " 

Another body awareness homework assignment was the following: 

"Undressed in front of a mirror, verbalize to yourself how you fee l about 

your body. Go slowl y and talk out lo ud about each part of your body, 

i. e ., ha ir , eyes, nose , shoul ders , etc . Try it in diffe rent positions. 

Note how you feel. If you have a hand mirror, l ook at your genitals." 
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The following session the therapist asks for feedback from clients on 

their homework assignment. 

Much attention was paid to sensate focussing, a body awareness 

exercise used by Masters and Johnson. It is the deliberate focussing of 

attention on "no-demand" touching. By doing these graduated exercises 

with certain areas II off-limits, 11 one experiences the pressure taken off 

sexual "performance" and can enjoy the feelings of touching and being 

touched. Through these exercises the client learns to relax and appre­

ciate receiving as well as giving. Both partners learn to appreciate their 

own body, as well as that of their partner, and to know which parts they 

enjoy touching and which parts are sensitive to touch. A variation of 

this was the "candy experience" sensate focus exercise as follows: Each 

person was given a piece of hard candy. "Close your eyes and savor the 

candy. Person on your left describes in detail to the other person what 

the experience is like, the other person just listens. Keep the candy in 

your mouth and then reverse the process. What was the experience like 

for you? 11 One can take a given sensory experience and embellish it with 

one's own meanings. 

Sex in advertising was another subject which was discussed, 

especially the more or less subtle ways in which sex is used in adver­

tising. For example, American Airlines ads, show a 747 with a comment 

"Slip into something comfortable." Western Champagne flights, urge 

passengers to "Get it! On the Way to New York! 11 Ultra Ban shows 

several deoderant sticks in comparison to theirs which is shape d like a 

penis and is described as "Delicious and long lasting. 11 
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Gender Identity was another topic discussed, i .e ., how we learn 

to be feminine and masculine in our culture . It was stressed that mess­

ages and myths are established by three years of age. It is interesting 

to note that our culture has two different ways for male and female to 

cross their legs, l ook at their f ingernails and even carry their school books . 

Some of the other messages come from our differentiat ion in dress: Little 

boys wear blue, little girl s, pink. Girls get the message that its wrong 

to fee l sexual; their reputation will be tarnished . They are also tol d that 

how they dress, how smart they are (not too smart) , how not to be too 

independent are a ll important if they are to attract the "right man." 

Another message girl s receive is that : "Women don ' t care about sex until 

the right man comes along, " and the paradox that; "Sex is dirty" - - - "Save 

it for the one you love . " Boys, on the other hand, learn that men are 

supposed to take care of women. "Men are strong, develop their minds, 

don't have tender feelings. " Also , men are supposed to learn the "right" 

technique (how and where to t ouch) in order to "satisfy" the women . If 

they don' t they are "inadequate. " 

Two methods of taki ng a history were presented . The first was a 

Brief Sex History whi ch incl uded the followingfioe. points: Onset, Client ' s 

Perception , Other Help , Self Help , and Client' s Goal s . Questions to ask 

about the Onset includes: "About when did thi s start?" Has it been sort 

of the same since it started? Can you get erections in the morning?" If 

it is an e rection problem check to see if the person has had a physical 

recently. Important information can be gotten from the Client ' s Perception 

of the Problem . "If you had a fantasy, what do you think caused it?" 

Other Help such as medical; gynecologist, interne st may have been seen 
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by the c lient. It i s sometimes valuable to find out what the c l ient was 

told by his doctor . Other professional hel p , such as therapy should be 

explored. Ask if they are satisfie d with the way t he doctor responded . 

Ask if they are on any medication. It is important to expl ore Self Hel p 

methods: home c ures such a s reading books, trying to RELAX, etc. Also 

check out the Client ' s Goals and make a specific contract. "If you get 

the sex thing together, would you really like to live with each other? " 

Another method of taking a history begins with a conj oi nt inte r­

view. Clients are g iven a questionnaire . The therapis t needs to be 

cautious of being inundated with data. (H. S. Kaplan, Masters and 

Johnson and Hartman and Fithian have compl ete outlines of history). In 

the beginning you just need a brief outline. Find out what the family was 

like and what wa s the family model for feelings . Be aware to w hat extent 

the client disc loses in front of the others in the conjoint inte rview. 

Some thing s only come out in the individual interview when the c lient is 

alone with his/her therapist. It i s important to make c lear t hat anything 

said in the individual inter view is information for the conjoint therapy 

unless it is "re d flagge d." If you fee l a secre t i s detrimental to the 

progress of the therapy, you need to share this with the c lient and examine 

alternatives. Client can "red flag " a secret but therapist c larifies that 

the c lient must be willing to discuss what they have red flagged w ith the 

therapist. Whenever possible t urn a secret back to the c lient, i. e . , 

"How can I be an effective as a therapist if you give me secret informa­

tion. Unless that information is out on the tabl e I can't see the therapy 

working." Some questions that may have value are: "If you were pleasing 

yourself and not the other person , what woul d you like your sex life to be 
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like? What do you see is the future of the relationship? What will you 

do if nothing changes? How would you like your life to be different if 

this problem is solved. 11 Another value of the history taking interview is 

that the presenting cause may be a "red herring". 

In our society sex means so much because it is related to the con­

cept of inadequacy and therefore, to self image. For this reason lots of 

people try to outguess each other in sex. Simply l earning to talk with 

each other is most helpful ... to ask the partner what she or he is feeling. 

For example, many women will report (but not t e ll their partner) that 

orgasm with direct clitoral stimulation feels better than orgasm with 

intercourse. Orgasm with intercourse is described as '"rounder," with 

clitoral stimulation it is more "defined." Expecting to have satisfaction 

from vaginal intercourse alone i s like asking a man to have satisfact ion 

from scrotal stimulation alone. Many women would like permission to 

touch the clitoris or have their partner touch it during intercourse. How­

ever, Masters and Johnson state that 91% of the time the c litoris can't 

be touched in the plateau stage as it retracts under the clitoral hood . 

Much of the above information is conveyed to the clients at the 

11 round table." In this session the lives of the coupl e are reflected back 

as if they were seeing the lives in a mirror. Communication is stressed 

in terms of learning to give "I" messages. Then the therapists proceed 

with the following treatment based on the individual problem. 

Basi cally there are six sexual dysfunctions. Within the six dys­

functions, three of which are female and three that are male, there are 

primary and secondary dysfunctions . If a client has never experience d 
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intercourse (male) or never experienced orgasm (female) this is con­

sidered primary; if a client has had some experience in this area then 

the dysfunction is considered secondary. 

The following paragraphs will discuss the sexual dysfunctions, 

their causes and the treatment used at University of California, San 

Francisco Medical School, Human Sexuality Program. The three most 

common male problems will be reported first, followed by the three 

female problems. 

The inability to achieve or hold an erection is referred to as erec­

tile failure. Causes of primary impotence may include one or more of 

the following: 1. seductive mother 2. religious restrictions 3. homo­

sexual ctmbivalence 4. traumatic initial failure. Causes of secondary 

impotence include: 1. alcohol 2. overbearing parents 3. religious 

restrictions 4. homosexuality 5. long or serious illness. The treat­

ment for both primary and secondary erective failure is the same. 

Histories are taken on all clients and their mates. In the case of 

impotency, history taking should stress the timetable of symptom onset: 

Has there always been difficulty, or is the loss of erective power of 

recent origin? If recent in origin, what specific events inside or outside 

the marriage have been associated with the onset of symptoms? Are there 

any mastabatory difficulties? Is there a homosexual background of signi­

ficance? Further questioning should define the male's attitude toward 

his partner. Is there reje ction not only in the marriage partner, but also 

of other women? Are the female partner's sexual demands in excess of 

his levels of sexual interest or ability to comply? Is there a sexual dis­

interest that may have re sulted from the partner's physical or personal 
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traits, such as excessive body odor or chronic alcoholism? The 

therapists should take special care to give the male confidence in him­

self and in the therapists as authorities who can he lp. Therapists must 

get the cooperation of the wife. There is a great a dvantage in training 

the wife to be an active member of the therapeutic te am. 

In early stages of treat ment the co-therapists direct the couple not 

to participate in any sexual activity without specific instructions. This 

serves to take the pressure to perform off the male partner. Re - e ducation 

includes discussion about re ligious taboos , homosexuality , drinking or 

whatever is the relevant treatment to the particular individuals . It is 

especially important for the impotent male to understand the effect of his 

negative attitudes toward sex on his ability to function. Sensate focus­

sing exercises emphasiz ing touching without inter course he lps in the 

removal of performance fears and he lps him to stop mentally watching 

himse lf during sexual a ctivity . It also serves to remove his wife I s fears. 

After several occasions of de mand-free spontaneous e rections , so that 

both know it can happen over and over again they move to intercourse 

with the specific directions of the therapist. (Ma s ters and Johnson) 

Premature e jaculation is defined as e jac ulation before the man or 

his partner is ready for ejac ula tion to o ccur. This dy sfunction frequently 

precedes secondary impotence. The causes of this dysfunction are: 

1. alcohol 2. a dominating parent 3 . re ligious restrictions. 4. homo­

sexuality . The man with this problem develops a sense of inadequacy that 

deepens as he tries more and more desparately a ll the usual techniques to 

delay e jaculation. Holding back or blocking all the sexua lly stimula t ing 

signals from his wife eventually leads to erective failure . 
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In treatment, therapists need to take special care to give them 

confidence in themselves and in the therapists authorities to help. A 

sexually frustrated woman will sometimes obtain revenge by belittling 

him in different ways. If this exists, the wife must be urged emphati­

cally to cooperate . At the initial interview the coupl e is instructed not 

to participate in any sexual activity without specific directions. This 

serves to take the pressure off the male. Treatment begins with the 

woman using the frenular squeeze technique. The male is manually 

stimulated by his partner for short peri ods of time. The shaft of the peni s 

should be well l ubricated to reduce cutaneous sensation. In general, 

this technique is not applied at the last moment before ejaculatory 

inevitability but is utilized about half a dozen times during each session 

of touching, at the discretion of the female partner. Each application 

consists of firm pressure applied for about four seconds . Occasionally 

the male will e jaculate so the couple should be encouraged to return to 

the technique repetitively until the male I s obviously improved control 

leads to the next therapeutic technique. This will be the female superior 

mounting, which can later be converted to a non-demanding lateral 

resting position. 

Retarded Ejaculation is the inability to e jacul ate into the vagina . 

Sometimes the male can thrust for up to an hour without ejaculating. The 

source on the conflict and/or the content of the emotional state seems to 

be non- specific. Factors that can contribute are: 1. religious restric­

tions 2 . fear of impregnating 3 . parental disapproval of teenage mas­

turbation or wet dreams. 
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Treatment approach to the man who cannot ejaculate begins with 

the sensate focus exercises. The wife is instructed to stimulate her 

husband in whatever ways he finds most exciting. The idea is for her to 

cause ejaculation so that he will identify this pleasure with her rather 

than regarding her as a threat. Her efforts should not be rushed, it may 

be necessary to repeat the technique for several days before it is success­

ful. Therapist must convince the wife that she must "get to give" as she 

may feel resentful of his orgasms. After the masturbation technique has 

succeeded, and ejaculation can be accomplished easily, the next step is 

to have the female insert the penis after having manually aroused her 

mate to a point near ejaculation. The wife should be in the female 

superior position. She is instructed, once the penis is inserted, to move 

demandingly until ejaculation occurs. If he doesn't ejaculate after a 

period of time she is instructed to slip the penis out and go back to the 

manual stimulation. After she brings the man close to ejaculation again, 

she reinserts his penis and tries once more. Masters and Johnson have 

had a high success rate with this method. 

Among female problems anorgasmia or pre-orgasmic dysfunction is 

one of the most common complaints. There are so many possible causes 

that it is difficult to list them all. The following are some of the causes 

and the dysfunction may include several. 1. negative messages of 

parents 2. troubled by inappropriate advance from family member 

3. hopes some man will come along and teach her 4. may have experi­

enced rape 5. mother seemed out of control. The treatment at Univer­

sity of California, San Francisco Medical School is conducted in small 

groups of 6 to 8 pre -orgasmic women. This treatme nt is presented 
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in the main part of this paper. 

Dy spareunia is dysfunction define d as pain during intercourse . 

It is caused by: 1. failure to lubricate , 2 . yeast infection (monila), 

3. trichomonas, 4. herpes and 5. douches . Clients with infections 

are referred to their physcians for treatment. Clients who douche should 

be informed that douching does no more than remove the normal acid and 

make the vagina more susceptible to bacteria and fungus growth. Failure 

to lubricate actually indicates failure to be sexually aroused. Fears, 

resentments, anger and other feelings can cause lubrication dysfunction. 

The diagnosis of psychosomatic pain can only be made by carefully 

e liminating all other possible causes. Lubricants are a he l pful aid in 

the treatment of dyspare unia. 

If it is painful for a woman when the penis is inserted it helps to 

bear down as this relaxes the muscles. The angl e at which the penis 

e levates is less and less as males get olde r . There is also less varia­

tion in the length of erect pe nise s than among flaccid ones . This means 

that II s ize incompatability II is actually an arousal problem . Contrary to 

popular belief, men have multiple orgasms as well as women . However, 

there is not any one way to describe sexual experiences , as everyone is 

differe nt. 

Vaginismus is also painful because of the involuntary tightening 

or spasm in the outer third of the va g ina . The causes are : 1. overly 

strict re ligious background, 2 . physical assault (rape), 3 . painful 

intercourse cause d by physical problems such as tears in the uterus or 

growth of the lining of the uterus in other areas of the pel vis. The client 

is referre d to a physician for gynocologial examination. The couple 
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is educated through illustrations so that they become familiar with her 

vagina. The couple are given vaginal dilators in graduated sizes to be 

used in their own bedroom. At first the husband inserts the dilator 

with the wife's hand guiding his. As her confidence grows and the spasm 

lessens, larger dilators are used by the husband under the wife's direc­

tions. Although it is relatively easy to deal with the physical aspects 

the emotional aspects must be treated also. 

This reviews the six main sexual problems in male and female 

dysfunctions. The course at University of California Medical School, 

San Francisco provided a unique experience. It was not only an informa­

tional course but somehow a hundred people shared their intimate selves 

on an emotional level. It was a profound experience for all of us. 
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EXAMPLE OF HOMEWORK 

MASTURBATION 

Masturbation is self-stimulation for sexual pleasure. All parts of 

the body may be stimulated, but usually the genitals are the focus. 

Masturbation usually leads to orgasm. 

Masturbation Myths 

1. Masturbation causes insanity, headaches, epilepsy , acne, 

blindne ss, nosebleeds, masturbator's he art , te nderness of the breasts, 

warts , nymphomania, undesirable odor, uninhibited sexuality, and 

hair on the palms. 

2. Excessive masturbation is ha rmful. 

3. It is an abnormal, unnatural act. 

4. It i s immature. 

5. It is practiced mostly by simple-minded people. 

6. It is a substitute for intercourse . 

7. It is antisocial. 

8 . People may learn to prefer masturbation to intercourse. 

Masturbation Truths 

1. There i s no evidence tha t masturbation impairs physical or 

mental health. 

2. Masturbation is a natural function. People in most cultures 

and many species of animals masturbate. 

3. Many people masturbate throughout their lives. Many sexually 

active people with availabl e partners masturbate as an additional grati­

fication. 
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4. Intercourse and masturbation can be viewed as complementary 

sexual experiences, not as mutually exclusive. 

5. Masturbation is a good way to learn about your own sexual 

responses so you can communicate them to a partner. 

6. Masturbation is a good way to create your own orgasm. 

Masturbation is a natural sexual function. It is good psychologi­

cally and healthy physiologically. 

The desire to masturbate occurs at different times for different 

people and the frequency varies enormously from person to person. Again, 

we are all different and unique. Some people fantasize while masturbat­

ing, others don't. Some people come quietly while masturbating, others 

make lots of sounds, and still others thrash about. These aspects vary 

greatly. There is no "right" or "best" way to masturbate or to have an 

orgasm. 

It is natural for children to masturbate. Children masturbate out of 

curiosity and for pleasure. Guilt is a result of being told by OTHERS that 

it is wrong. The be tter informed and more comfortable we are about our 

own sexuality, the more we can be at ease with ourselves and others. 

At Home Exercise - Whole-Body Masturbation 

This exercise will incorporate different parts of the body into 

masturbation. 

While you are spending your hour stimulating yourself, think of 

other parts of your body that might fee l good to touch. Some examples: 
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Breasts 

Face 

Inside of arms 

Inside of legs 

Stomach, neck, shoulders, thighs, feet, chest. 

Use both hands, one on your genitals and the other somewhere 

else , at the same time. Close your eyes and try to get in touch with 

stroking both places simultaneously. As you do this breathe slowly and 

evenly. Imagine the breath flowing along a path between the two places 

you are touching and stroking. See if this helps expand your sexual 

experience. 
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