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never masturbated and therefore has some resistance against the act,
finds ways to avoid doing homework. Often, she "can't find time" to do
her homework or something interrupts, such as the telephone or the
children. Some women report that even when they do the homework,
their feeling is one of frustration, while others, 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 positive response to
any assignment, this acts as an incentive to others, as well as a
re-inforcement. Women soon learn that they get out of the group only

as much as they're willing to put in, since they can see that the women
who are doing the homework are enthusiastic and are progressing.

As the group proceeds, the effect of one member reporting orgasm
seems to give permission to the others, and often her success triggers
others to overcome their fears. One by one, each woman has her first
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 cohesiveness, sharing and acceptance. Given group
cohesiveness and group norms which dictate that success is a desirable

attribute, self-esteem is a general outcome.



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-limited 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 closed 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 approximately 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.



All these factors; group norms, cooperation, competition,
cohesiveness, etc. result in the group's taking on a personality and
life of its own. Some groups focus mainly on psychological problems
and do little or no homework. Other groups may be willing to do home-
work but resist discussion of feelings. Or a group may be social and
seek each other out, maintaining close contact outside the group as well
as within.

The fact 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
their approval and love, in an attempt to gain security. Along these
lines, if a woman is loved, someone, (usually a man), will take care of
her. Historically, men have wielded the power and made the decisions
in this society. Women nurture their men and accept the idea that their
status in society is determined by their fathers or husbands. The absence
of males in the group leaves the women no alternatives but to use their
own power, make decisions, and regard other women as authorities.
This respect for other women enhances their own self-respect.

The women have in common a symptom, being pre-orgasmic, which
binds 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 their lives in a way that they have never

considered possible. This coincides with the findings of Bardwick



(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 their
problem and that they can share their 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 facilitates dealing with eachwoman'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.

LEADERSHIP SKILLS AND QUALITIES

It is obvious that leaders contribute to the success of groups.
However, determining which particular qualities and leadership-skills

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

relationship in individual 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 (1970).

At the beginning of the group, the leader is an authority and a role
model. She is responsible for the administrative functions of convening
the group on time, stopping it on time, giving out information on sexu-
ality, correcting misinformation and myths, keeping the discussion
focussed on appropriate topics, making sure all group members are
included and giving out appropriate homework assignments. These are
her obvious tasks. While carrying these out, she is also determining
a number of group norms. She is a model in many ways for the group
members. By being open, honest and direct in her attitude and her
approach to discussion, she promotes the same in others. By sharing
information about herself and her sexual history she encourages a similar
sharing among group members. Since the leader is seen as comfortable
with her own sexuality and uninhibited in her discussion, she encourages
clients to behave in a similar way themselves.

The group leader creates an atmosphere of acceptance by being
supportive of each client's unique, individual differences. Warm and
empathetic, she enables each woman to feel secure enough to explore
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
crucial. However, it is difficult to delineate because this ability is so
specific to the individual being treated.

According to Yalom (1970): "The therapist has two roles or basic
modes of presentation in the group: "She can be a technical expert and/
or she can be a role-setting model. The leader's role as a technical
expert, her ability to be an authority at the beginning, to impart infor-
mation and to instill hope is very important to the establishment of group
cohesiveness."

"Leader transparency is a disputed subject," Bates and Johnson
(1972) . The psychoanalytic approach is based on the assumption that
the resolution of the patient-therapist transference is the primary curative
factor in therapy. However, group therapy is significantly different from
individual therapy. According to Yalom (1970) "the therapist who uses her
own person increases the therapeutic power of the group because of her
ability to determine group norm behavior." She becomes a model for
open, honest, direct and uninhibited communication. She also acts as
a person with whom the individuals in the group can "reality-test" their
feelings. This is essential in brief-term group treatment.

The permission-giving role of the leader in this situation is a
positive and important one. It helps the women to change old 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 play and external standards they had to conform to in our society.
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The supportive aspects of the therapist's role is essential. The
ssearch findings of Truax and Carkhuff (1967), Sager and Kaplan, (1972)
and Lieberman (1972) concur that the effective therapist is one who
develops a warm, accepting, understanding and empathetic relationship
with her patients. This accomplishes two important functions: a) the
acceptance by a respected person heightens self-esteem, and b) the
support and positive reinforcement help the women to make the difficult,
._-although necessary, changes in order to become orgasmic. According

to Yalom (1970) "The leader 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 permission-giving and support are
necessary, but as the group develops, the role of the leader must change
accordingly" (Yalom, 1970). Gradually the leader must become less
intrusive, thereby allowing the women to develop more independently.
The responsibility for the woman's sexuality and orgasm must return back
to the appropriate owner, the client herself.

One of the main difficulties the leader has to cope with is the
resistance of the client, who, having always felt powerless, expresses
her strength by thwarting the percieved authority, in this case the leader.
It is crucial for a counselor to recognize this common resistance and
abdicate from the percieved power struggle in any way that will work for
the individual client. This can be done by pointing out the power
struggle if the client is capable of responding to this interpretation. In
all cases of resistance the leader must support the woman in her struggle

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 slowly 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 skills appear to play a major
part in the reversal of the dysfunction of an orgasmia and the interper-
sonal changes in the woman, These are the administrative and focussing
skills of the leader which make her a technical authority: her role as a
model, to set group norms, to be supportive, permission giving and con-
frontative. Also to be caring and accepting while allowing women to
develop their independence and at the same time being aware of indi-
vidual, interpersonal and group process. In 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
accomplished and produce little anxiety and where the later steps are
more anxiety-producing. The comparative ease of the initial work, and
the success that follows, motivates the group member to take greater
risks.

The first important step is having the woman set aside an hour each
day, at home, which she is to spend with herself. The initial homework
assignments are not explicitly sexual in content, but represent ground-
work for the forthcoming assignments. However, the message being
given is one of the most important aspects of the program. Women are

being told, 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 self-esteem.

The Kegel exercises, developed by Dr. Arnold Kegel (1952) 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 sex therapy).

Noticeable effects in many cases are not experienced for four to
six weeks: therefore clients 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 their 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 with
her body. This exercise is not explicitly sexual, although it serves as
a precondition for the exercises which follow. She experiences her
nudity in a permission-giving and accepting way. This is the first step
in touching herself, and it gives her 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 uniqueness, she is
sexually appealing. In addition, this exercise is designed to reduce
self-consciousness in a sexual situation. If a woman can feel more con-
fident about her own attractiveness, it is expected that she will be more
confident and less inhibited in expressing herself sexually with a
partner.

Chapter 3 on sexuality in Qur Bodies Ourselves, Boston Women's

Health Collective, (1971), is a homework assignment to be read mostly
for the purpose of allowing the women to read about the sexual experi-
ences of other women who have difficulty in reaching orgasm. This
reading also supplies additional aid and comfort through the knowledge
that they are not alone. Again, this is a low-anxiety producing assign-
ment.

The information provided in the second group session on the genital
anatomy, stresses the importance of the clitoral 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 helping to allay fears and
anxiety. Furthermore, the presentation points up individual differences
and variability in areas of sexual sensitivity.

The act of viewing the photograph of a woman's genitals prior to
exploring their own is part of the desensitization sequence. Body

differences in the genital area are validated so that women are less

* page 57.
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afraid of what they may discover when exploring their own genitals in
the privacy of their homes.

The women examine their genitals visually and tactually. After
reporting back on this assignment, the next process is masturbation,
which will eventually lead to orgasm.

This is a valuable learning technique. Kinsey (1952) found that
any premarital activity which allowed a woman to reach orgasm, resulted
in the woman's ability to respond orgasmically with marital 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 (1953) sample who masturbated could 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 masturbation 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 becomesuncomfortable with
the intensity of the feelings she is experiencing, she can reduce or stop
the stimulation. This control is essential. First of all, 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 feelings the process
produces are reinforcing in and of themselves. The perception of sexual
feelings resulting from the masturbation produces high hopes of achieving
orgasm and helps to create optimism and a more cohesive group.

The women are told to masturbate but not to orgasm. This is 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 experience sexual feelings 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 allow herself to feel
sexually aroused at all. On the other hand, when a woman ignores the
injunction, and has an orgasm, she has successfully achieved her goal.

From this point the homework is 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" in which the woman stimulates herself to a certain level,
reduces the stimulation for a few moments and then reinstates it until a
slightly higher level of arousal is attained, when she again reduces the
stimulation.

Attention is paid to the psychological, as well as physiological
aspects of sexual response. In addition to manual — or vibrator —
(stimulation used in masturbation), the women are encouraged 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 (1953), 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 expounded upon in the 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 they 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

20



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 LoPiccolo.

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 consisted of eight 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 eight weeks. During the meetings, the women
delved directly into their negative feelings about sex and masturbation,
as well as their early sexual traumas. The impact of subtle messages
given to the women by their families and society were explored — messages
such as "sex is something a good wife puts up with" Bardwick (1971).
Women were actively assisted in realizing that they have a right to sexual
pleasure and that their body and their sexuality are positive attributes.

Myths from the pastﬂr , such as "sex is dirty" were dispelled, and
literature, including a chart of the physiological sexual response cycle
and diagrams of both male and female genitals were distributed to group
members. Sexuality in advertising**was also discussed. Exercises to

practice: at home were assigned each session.

= 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 at 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 coitus
(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 leads 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 (1952).

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. I'he main difference

in the two approaches is that the former program is an adjunct to a
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behavioral treatment involving both the husband and wife with a male-
female co-therapy team, while the latter has been adapted to pre-
orgasmic women meeting in groups facilitated by two female co-therapists.

Members were required to set aside an hour each day at home,
in order to practice their 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 progressed as the women's sexual responsivity increased. For
the first few sessions, all the women received identical assignments, but
as the women's "response-ability" increased, exercises were assigned
according to the specific needs of each woman.

In the first 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 discussed messages 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 and conveyed through our responses that "nothing shocked
us.,"

The need for each 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 factual sex information. For example, many women were
relieved to hear that Kinsey (1952) had reported 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 need
for time and privacy: "You must be willing to take an hour a day for
yourself. Somehow there 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 Qur Bodies Qurselves 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 sensual bath (for relaxation, not cleanliness).
The following is an example of directions given: "Soak your body. When
you wash with soap don't use a washcloth, use your hand to feel your
own skin. See if you can be aware of what your hand is feeling, see if
you can sense what your body is feeling. Be aware of how you feel."

Next they were to stand in front of a full length mirror and look at
themselves from all angles: "Examine yourself slowly, look at your fore-
head, look at your eyes, look at your nose. Very slowly examine the
rest of your body. The idea is to become friends with your body." We
asked the women to be aware of how they felt before they did this and
afterwards. We also explained the Kegel exercises and requested that
they do them 10 at a time, three times a day.

In the second session the women shared their reactions to the
homework assignments. We explored any resistances to the assignments.
We also discussed their 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. Instead, we used

Haley's concept of "paradoxical injunction" 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, (1972).

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 Masturba-

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 person to share, and
thereby unload any negative feelings 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 genitals. As leaders, we continually
validated each woman wherever she was. We discussed resistances to
the homework, guilt and shame, and looked at "meta-messages" such as
unvoiced "shouldn'ts." We also explained their "rights to pleasure,"
i.e., "It's not bad to feel good!"

We distributed more written information about sex,i'r 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 wished 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 also explored
individual resistance to the assignment.

We started 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 afraid of. Then we talked
about the 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 intensity and duration of the masturbation,
but again 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 sexual fantasies: My

Secret Garden.

Those clients who were afraid of losing control if they had an
orgasm and those who "almost" had an orgasm were given the assignment
of "teasing." They were told to reach a plateau while masturbating and
then stop, then start again. "Keep stopping and starting, 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.

In the sixth session after homework assignments were reviewed and
resistances explored the leaders discussed being assertive. We dis-
cussed saying no! ... as well as asking for what they want. We did an
exercise in touching each others' hands and faces. ("May I touch your
face?" "Yes, you may." At this point, either person could stop the
action by merely saying "Thank you.") We practiced assertion training

with those who wanted to learn 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 explored 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 "permission" to be there, and supported her, always asking

for just the tiniest of "baby-steps."
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For those who were ready (had experienced orgasms through
masturbation and masturbated in front of their partners) the next assign-
ment was to engage in intercourse with her partner with additional stimu-
lation of her genitals. This additional stimulation could be by herself
and/or by her partner, either manually or with a vibrator. Where the
partner would be providing the additional stimulation, we recommended
the "female astride" position, lateral or rear entry into the vagina for
this activity. (These positions allow the male easy access to the
female's genitals during intromission.)

Again 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
"produce" if she feels aroused. This paradoxical injunction acts to keep
the woman's anxiety at a minimum while interacting with her partner.)

In the last session we began as we had in previous sessions.
While sharing their "space" some of the women expressed sadness at
the ending 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 one of the
older women, Estelle, who said to the others, "God, you women are so
lucky that you're learning all this now, while you're still young enough
and have all the years to use it all! and I think you're all so brave, and
so beautiful! I only 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 Japanese-American, single, elementary
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 long, 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 her
sister are college educated.

Marie usually sits with her 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 problem was that she couldn't control her 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 alluded 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 all 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 with 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

are taught not to share the private lives with strangers.

Treatment

During the first group session, Marie (usually so shy that I anti-
cipated complete silence 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 to 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 all 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,

In the following session, Marie told the group that she had decided
to get her own apratment, as she needed more privacy. 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
adjustment.

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 these kind of fantasies, even when I was a young girl!"

Each session found Marie opening up a little more. She shared
with the group that she had finally 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 ! Marie shyly 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 personal 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 sharing. 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 others 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. "Sex is dirty," but to be "saved for the one you love,"
and is something "nice girls don't enjoy," but "the price you pay for
marriage." 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 factual informa-
tion.

Added to this is the fact that male chauvinism still is the prevail-
ing theme in man-woman relationships. 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, although
neither her enjoyment nor her consent is particularly necessary.

Since women have been actually conditioned to accept the idea
that men know "all about sex" and that women should'nt know (or if they
do, they must never let a man know, lest the "delicate male ego" be
threatened) a "conspiracy of silence" takes place: Women are sexually
unsatisfied and resentful, feeling "if only he loved me, he'd know what
I want, without my telling him." At the same time, men are resentful
that their partners are so dis-interested in sex, and they feel, "if she
loved 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 negative influences of an ignorant society's atti-
tude towards sex. Through the methods studied in the field of Marriage,
Family and Child Counseling, we applied techniques learned, to the
pre-orgasmic group.

These techniques included fantasy using meditation, visualization

and focussing. To help 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 client-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 Neo-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 help them to enjoy marriage, if that's what
they want, or to enjoy single life (or any other life style) 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 "self-
stimulation" was taboo, were now masturbating although not yet to
orgasm. Four of the women were orgasmic with clitoral manipulation by
their partners but had not as yet transferred 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 eight 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 the research in this area is not sizeable, it is clear that
this program offers considerable 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 Francisco

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, ejaculation, 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 atti-
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 educational process the therapist imparts "permission-giving"
information relative to the client's dysfunction, i.e., "Did you know
that masturbation is a common practice amongst married men?" Another
important part of sex education is an indepth discussion and diagrams of
female and male pelvic anatomy and of the sexual response cycle. This

discussion takes place with both husband and wife present. The therapist
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encourages the clients to become familiar with the names of the parts 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 female reac-
tions to each stage of the cycle. In the male excitement phase the
erection of the penis is the first sign of arousal. Erection is caused by
engorgement of the penis with blood and is parallel to the lubrication of
the vagina in women. The engorgement or vasococongestion is the result
of more blood flowing into the organ than flows out. During this phase
the scrotum becomes tense, congested and thick. The testes rise higher
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 uterus pulls up from the bladder. The cervix pulls up
from the back of the uterus. Sex is a total body response. Blood vessels
change all over the body. Breasts swell, and nipples become erect.
Sometimes there is a sex blush, or the skin can become blotchy.

In the male plateau phase the same blush develops in the male as
in the female, but it is less frequent in the male. The testes increase in
diameter about fifty percent over their unstimulated size and are pulled up
even higher into the scrotum. The breathing rate increases. The tension
of both voluntary and involuntary muscle heightens. There is no specific,
defined moment in time which separates the excitement from the plateau
phase. The most dramatic change in women during the plateau phase is
the appearance of the orgasmic "platform." As a result of the swelling,

caused by the engorgement 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 elevates during
this phase. There is a ballooning of the inner two thirds of the vagina.
The clitoris 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 tension all over the body. Male orgasm is a two stage
process. First, semen is emitted into the base of the uretha. At this
point the male knows he is going to ejaculate. 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 return to normal in both male and female. In the male, the
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