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ABSTRACT: A rational-emotive approach to the t reatment  of sexual dysfunc- 
tion is presented. It  is asserted that  the at t i tudes with which RET therapists  ap- 
proach sexual problems are as important  in determining therapeutic outcome as 
are the techniques utilized in treating those problems. Regardless of whether one 
is treating disorders of desire, arousal, or orgasm, the rational-emotive sex 
therapist  remains committed to the stoic position that  it is not the unfortunate 
events in life but  rather one's perceptions and evaluations of those events that  
cause distress. In this regard, the distinction between sexual dysfunction (un- 
fortunate life events} and sexual disturbance (exaggeratedly negative per- 
ceptions and evaluations of those events} is emphasized. It  is further asserted 
that  only therapy regimens utilizing behavioral strategies within the context of 
what we have labeled elegant or preferential RET will adequately and com- 
prehensively treat  all sexual disorders. 

Rational-emotive therapists  approach the world and the problems that  clients 
present in a rational, nonfrantic, nondogmatic manner. We are committed to 
helping clients learn the t ruth about themselves and to withholding evaluative 
judgments  about  this " t ru th"  until all the facts are known. Although rational- 
emotive therapy {RET) therapists  studiously avoid labeling any particular 
behavior as intrinsically bad, wrong, or sinful, we are frank in pointing out to our 
clients when the consequences of a behavior appear problematic for either them 
or those around them. 

Like all RET therapists,  the RET sex therapist  is likely to remain calm when 
learning from a client of a distressing "fact  of life." We remain committed to the 
stoic position that  it is not the bad events of life that  cause distress but  our per- 
ceptions and evaluations of these events. Consequently, our t reatment  focus may 
frequently be on reducing distress rather than immediately changing en- 
vironments or behaviors. We are, therefore, as likely to help the client to accept 
and thereby to normalize what is already happening in his or her life as we are to 
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work with the client toward eradicating the "problem." Since we do not assume a 
priori that either a rarely reported sexual behavior or one labeled as dysfunc- 
tional in the traditional sex therapy literature is in fact a problem deserving of 
treatment, we are frequently in the position of giving to our clients permission to 
continue engaging in behaviors they originally came to therapy to modify or 
eliminate {Annon, 1974). Thus, for example, the RET sex therapist does not 
automatically define as problematic the behavior of a client who ejaculates 
within seconds of beginning a sexual encounter, the behavior of a second client 
who rarely orgasms during intercourse, or even the behavior of a third who re- 
ports the need to fantasize about sex with animals in order to become sufficiently 
aroused so that he might enjoy sex with his spouse. 

In the same way that all RET therapists make clear the distinction between an 
unfortunate event and a client's typically exaggerated evaluation of that event, 
so too the RET sex therapist draws the distinction between a sexual dysfunction 
and a client-produced sexual disturbance {Ellis, 19761. Sexual dysfunctions, 
which Ellis asserts are an occasional and inevitable part of every individual's sex 
life, need not cause undue distress. For example, data collected by Kinsey and his 
associates indicate that 75% of all men ejaculate within two minutes of vaginal 
penetration. (Kinsey, Pomeroy, and Martin, 1948). Similarly, Masters and John- 
son speculate that premature ejaculation may well be a recurrent problem for as 
many as 15-20% of all American males (Masters, Johnson, and Kolodny, 19821. 
However, only those men who obsess about the awfulness of their own inability 
to gain ejaculatory control succeed in converting the dysfunction to a full-scale 
disturbance {Bass, in press). 

This article, which will discuss the rational emotive treatment of the sexual 
dysfunctions most commonly brought to the attention of sex therapists, will em- 
phasize those attitudes that RET therapists bring with them to the un- 
derstanding of all problems. We will attempt to show how the attitudes of the 
RET therapist, which we believe form the basis for RET's unique contribution to 
the entire field of psychotherapy, have particular relevance for dealing with the 
emotionally charged topic of sex. Finally, we will present our ideas of what we 
consider to be a "rational" approach to sex and to the sexual problems of couples. 

ASSUMPTIONS ABOUT RELATIONSHIPS AND SEXUAL AROUSAL 

Treating couples with sexual problems requires that therapists clarify their 
values regarding both the nature of relationships and of sex. Specifically, 
therapists should be prepared to answer for themselves two questions: What is 
the prerequisite for a satisfying relationship? and What makes for satisfying 
sex? Our answer to the first, upon which our therapeutic endeavors with couples 
rest, is that a satisfying relationship presupposes two relatively satisfied in- 
dividuals. That is, one cannot be happily married without first being happily 
single. The corollary to that is that a satisfying sexual relationship requires two 
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sexually well-functioning individuals. Thus, contrary to much of what Masters 
and Johnson (19701 and other cognitive-behavior therapists have written, viz., 
that  most sexual problems are ultimately couple problems and should therefore 
be treated conjointly, we believe that  most couple dissatisfaction is the result of 
one or both individuals' sexual disturbance. In support of that  notion, we find 
that  individuals in a sexually dysfunctional relationship are frequently no hap- 
pier after changing partners than they were before. We have come to believe that  
most couple problems {including sexual problems} can be most expeditiously 
treated by seeing each member of the couple individually for at least 50% of the 
total therapy sessions. 

In answering the question of what makes for good sex, we have yet to improve 
upon what Zilbergeld (1978} has written on the subject. To paraphrase Zilbergeld; 
Good sex becomes possible only after one has identified and then implemented 
those conditions that  are necessary for good sex. Although sounding like an ap- 
parent tautology, the crucial part of Zilbergeld's thesis concerns the concept of 
sexual "conditions." We believe that  partly because of learning experiences and 
partly because of genetic predisposition, each of us requires a set of unique con- 
ditions {cues, stimuli, environmental events} that  when present make sexual func- 
~ioning possible. These conditions, which include environmental cues {e.g., 
privacy, safety}, partner characteristics {e.g., attractiveness, preferred gender}, 
physical status {e.g., health, handicap}, psychological variables {e.g., anxiety 
level, mood}, as well as transitory organismic variables {e.g., fatigue, hunger}, in- 
teract so as to dictate whether a particular sext~al encounter will be perceived as 
pleasant, sexually arousing, or anxiety producing. 

Walen described elsewhere a detailed cognitive-perceptual feedback paradigm 
for sexual arousal, schematically displayed in Figure 1 {1980, 1985}. In this 
model, arousal is viewed as part of a feedback loop consisting not merely of 
sexual behaviors, but more importantly of two major classes of cognitive events: 
perceptions and evaluations. 

1 2 13 4 5 6 ? 8 I 
/ 

Figure 1. Feedback loop of a positive sexual experience. 

Perception, the first major class of cognitive factors in arousal, can be viewed 
as a combination of three subprocesses: 

a. detection: noting the presence of a stimulus or discriminating it from other 
stimuli; 

b. labeling: applying descriptors to classify or categorize a stimulus; 
c. attribution: finding an explanation for a stimulus event. 
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For example, as I glance at an at tract ive person at a cocktail party, I become 
aware of a peculiar sensation in my chest (detection). I say to my companion, 
" M y  heart jus t  skipped a bea t"  {labeling}. I think to myself, "Could this be what 
true love feels like?" {attribution}. Why choose "true love" rather than "in- 
digestion" as the attribution? Probably a number of factors contribute to this 
selection, including present situational cues, current motivational factors, and 
pas t  learning experiences. Perception is a process of gathering data and drawing 
conclusions from that  data. In the sexual arena, an inability to detect sexual 
stimuli, incorrect labeling of them, or misattr ibution of them may significantly 
impair sexual performance. 

Evaluation, the other major class of cognitive events, is of primary focus in 
RET, and involves a rating process along a good-bad continuum. Obviously, 
evaluating a sexual stimulus as positive may enhance sexual feelings, jus t  as a 
negative evaluation may  diminish them. When evaluations become 
exaggeratedly negat ive--what  Ellis refers to as "awful izing"-- the probabili ty of 
sexual problems soars. For example, by exaggerating the negative evaluation of 
a flaccid penis, a man (as well as his partner} may set up such an intense cycle of 
anxiety and guilt that  they may block present as well as future sensual pleasures. 

In the feedback model, arousal and sexual behavior are linked by both per- 
ceptual and evaluative cognitions. A sexual cycle may begin, at step 1, with the 
individual perceiving a sexual stimulus. At this first juncture we can see the im- 
pact  of learning on our cognitions, for what we perceive as sexy is very much a 
function of the culture in which we live, the vocabulary with which we express 
ourselves, and conditioning experiences we may have had, a conclusion that  
seems inescapable upon studying cross-cultural sexuality. 

Merely observing an erotic stimulus is not sufficient for arousal to occur, 
however. For example, if an individual evaluates a sexual approach or sexual pic- 
ture as "dir ty ,"  or worse, "disgust ing,"  she/he will probably fail to be aroused 
by it. 

If a sexual stimulus is noted and positively evaluated, arousal, step 3 will 
typically follow. Early stages of arousal are quite generalized, often in- 
distinguishable from autonomic events that  accompany physical exertion or 
other affective states (i.e., increases in heart rate, blood pressure, muscle ten- 
sion). According to Schachter 's classic model of emotional arousal, two elements 
are necessary for the experience of emotion: (a} the physiologic state of arousal, 
and (b} situational cues that  enable the individual to label the arousal as a specific 
emotion (Schachter, 1964}. Thus we presume that  appropriate environmental 
cues can help us to label our arousal as sensations of love or sexual excitation. 
Because arousal is nonspecific, however, inaccurate labeling can occur. 

At step 4, perception of arousal, a noteworthy difference between men and 
women arises: men often seem to be better  a t tuned to their bodies. Recognizing 
and responding to arousal cues is part ly a function of the individual's criteria for 
arousal. How full must  an erection be before the man identifies it as a "sure"  sign 
of arousal? How much lubrication is needed by the woman? Are these the only 
legitimate signs? How quickly must  they be evidenced in order to "count?"  If the 
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individual uses only genital signals as criteria, two errors may intrude in an 
arousal sequence: {a} if the signal is delayed or does not match rigid criteria, the 
individual may despair and abandon further a t tempts  at a sexual pursuit, or (b} 
the individual may erroneously conclude that  she/he is maximally aroused based 
on minimal cues and may experience either an anhedonic orgasm or none at all. 

At step 5 in the model, arousal is evaluated. If an individual has learned to 
label arousal as bad, the subsequent  negative emotional reactions may block fur- 
ther arousal. Thus the woman who thinks of her vulva as dirty or smelly, and 
evaluates her own lubrication as mere ly"  st icky" or, worse, a s "  disgusting," may 
end up feeling embarrassed by  her arousal and thus suppress it. Similarly, the 
man who decides that  he "shouldn ' t"  have erections in certain situations may 
find himself consumed with guilt rather than with further arousal. It is for these 
reasons that  much of the work of RET sex therapy consists of instilling a new set 
of sex-positive att i tudes.  

Once aroused, we begin or continue to behave sexually {step 6}. However, at 
this juncture, differences between the sexes again tend to emerge. Women, more 
than men, tend to block themselves cognitively and therefore often do not "lose 
themselves"  in the sexual encounter. Her partner is much more liable to time his 
movements  and behaviors to his state of arousal than she is. She may even 
repeatedly engage in sexual contact when she is at a low or even zero level of 
arousal, a pastime that  one could easily imagine leading to resentment or further 
sexual difficulties. 

At step 7 in the feedback model, we observe our behavior. It is probably im- 
possible for us to completely stop observing ourselves, and as long as our per- 
ceptions and labels are accurate and positive, they may further augment arousal. 
However, there is an important  distinction between mere observation and what 
Masters  and Johnson {1970} labeled "spectator ing."  The latter implies a self- 
rat ing focus superimposed on a goal-oriented process. When we spectator our 
performance, the here-and-now experience of pleasure will be lost, and sex 
becomes work rather than play. When the self-rating of the individual is critical, 
the results can certainly be a troublesome distraction from the arousal cycle. 

Finally, and perhaps most  important,  at  step 8 we evaluate our sexual 
behaviors. At this juncture, there is the important  distinction we have already 
discussed between a sexual dysfunction and a sexual disturbance. If dysfunction 
turns to disturbance, the additional emotional turmoil will further inhibit good 
sexual functioning. In RET, the disturbance is assumed to be a direct result of 
the individual's faulty evaluation of the sexual difficulty. 

Regardless of the particular sexual dysfunction under consideration, the RET 
sex therapist  brings to therapy a number of philosophical assumptions that  he or 
she typically shares with the client. These assumptions consist of the following 
"rat ional" beliefs: 

. "Few if any sexual behaviors are intrinsically or necessarily dysfunc- 
tional." This is particularly relevant when working with individuals who 
engage in behaviors that  are disapproved societally, such as 
homosexuality. 
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2. "The most  debilitating component of any client-defined sexual dysfunc- 
tion is the disturbance or "upsetedness"  produced by  the client him- or 
herself." Often this disturbance is exacerbated by inaccurate or mistaken 
sex information. For example, women unable to orgasm during intercourse 
would benefit from learning that  they are not atypical. Thus the corollary 
is that  sex had better  not be taken seriously. 

3. " J u s t  as there are no 'shoulds'  in life {only 'would be betters 'L so too there 
are no 'shoulds'  in sex." The corollary of this is that  there are no rules for 
good sex. Thus the couple believing that  sex should include intercourse at 
least once a week {no mat ter  what} "would be bet ter"  off appreciating the 
disturbance-producing nature of that  belief. 

4. "Sex does not mean intercourse." We stress a much broader definition of 
sex, including all sorts of loving, affiliative, and physical displays of 
arousal. The corollary of this rule, therefore, is that  sex does not require an 
erection. 

5. "Sex does not require a partner." We teach our clients about  the develop- 
mental nature of sexuality, stressing that  we are born as sexual creatures 
and can continue to be sexually active as long as our health and desire are 
sufficient. For most  of us, our early {and often, our late} sex life consists of 
masturbat ion and it can remain a viable and integral part  of our sex lives 
whether we have a partner or not. The corollary of this belief, therefore, is 
that  we are never too old--or too young--for  sex. 

6. "Sex is perfectly natural, but  rarely naturally perfect." Like most  refined 
skills or tastes,  good sex requires education, instruction, experience, com- 
munication, and lots of practice. 

7. "Sex is not that  important ."  Sol Gordon {1985} puts  it beautifully: 
"Sexual intercourse is, at best, number nine on my list of the ten most  im- 
portant  characteristics of a relationship . . .  How could sex be number 
n i n e ? . . .  Because there are eight things more important.  And besides, of 
the 3243 really important  aspects of a relationship, sex is one of the top 
ten. Not bad"  {p. 16). 

Kaplan {1979} points out that  once desire is present, sexuality can be broken 
down into two parts: vasocongest ive arousal and orgasm. We will discuss each in 
turn from an RET perspective, turning first to erectile dysfunction in males and 
then to orgasmis dysfunction in females as prototypic examples. 

Erectile Dysfunction 

Men arriving at a therapist 's  office complaining of erection difficulties are in- 
variably asking for the inelegant solution {Ellis, 1980} to their problem. By 
"inelegant," we mean that  these individuals are asking us to change the ac- 
t ivat ing event {a flaccid penis} that  appears to be causing the unpleasant con- 
sequence {mainly worry, embarrassment ,  and depression}. The client, in looking 
for the inelegant solution to his problem, is often asking for no less than a penis 
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that works all of the time--or as one client phrased it, a penis that gets "hard on 
command." The alternative "elegant" solution, or what Ellis {1980) has come to 
label "preferential RET," requires instead a change in client attitude toward the 
problem, yet assumes no necessary corresponding improvement in the original 
activating event. 

In spite of the many books and articles written by sex therapists that 
repeatedly make the point that good sex is not synonomous with intercourse, it 
appears that our erectile dysfunctional clients do not seem to be listening. The in- 
creasingly large numbers of men undergoing penile prosthesis surgery further at- 
test to the widespread acceptance of the belief that sex requires an erection. 

As a result of this strongly held belief, it is not surprising that most clients 
react with incredulousness to the suggestion that erection problems need be 
nothing more than an inconvenience. Most believe that their upsetedness is a 
"natural" reaction to their erectile dysfunction. Their problem, they insist, is not 
their point of view but the undeniable fact that they simply do not get erections 
when they want them. They point out that it is only when they do not get an erec- 
tion-especially when getting an erection would otherwise be the natural thing to 
occur--that they ever feel distressed. Thus, they argue, it is the erectile dysfunc- 
tion that is the source of the distress, and, consequently, they believe it is normal 
erectile functioning that will eliminate it. 

What is being suggested here is that impotence, like all sexual dysfunctions, is 
best understood and treated as two separate problems that, to use Ellis' distinc- 
tion, could be labeled the sexual dysfunction problem and the sexual disturbance 
problem. Traditional cognitive-behavioral sex therapy programs, such as those 
developed by Masters and Johnson (1970} or Wolpe {1982), do an outstanding job 
of treating the sexual dysfunction component of the problem. For example, the 
individual suffering from impotence is almost always an observer and evaluator 
rather than a participant during most of his sexual encounters. These men are 
typically treated within the traditional cognitive-behavioral paradigm using sen- 
sate focus or desensitization. The goal of both of these techniques is to reduce 
anxiety and eliminate evaluative, performance-oriented attitudes, so that these 
individuals can then presumably relax enough to obtain erections. 

However, in using these methods to treat sexual dysfunction, it is possible for 
some clients to assume that the therapist also agrees with them about their 
sexual disturbance, viz., that not getting an erection is truly a terrible event. It is 
primarily to counteract that belief that the elegant solution is introduced to the 
client before these other behavioral strategies are even attempted. Thus the 
elegant solution, as presented here, is more than a supplement to the 
"traditional" cognitive-behavioral approach utilized in treating sexual problems; 
we view it as an essential prerequisite component. 

Because of the firmly held belief that sex does require an erection, it is par- 
ticularly important that rapport be well established before one shares with these 
individuals the notion of the elegant solution to a problem. This solution often 
requires that the client "assume the worst," and then work on changing his 
evaluation of the situation rather than on trying ioften futilely) to change the 
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situation itself. If rapport  and a well-cemented therapeutic alliance have not been 
established, a client is likely to walk out of the office as soon as he hears that  the 
therapist ' s  "commitment  is to helping you get your sex life in order--not  to 
fixing your penis." 

Even with good rapport,  get t ing the client to see our point of view does not 
necessarily happen quickly or without reversals. Typically, we continue to 
discuss this issue--with the patient insisting that  he wants us to fix his penis and 
with the therapist  insisting that  it is possible to have a satisfying sex life even if 
his penis never gets hard again--until  we come to an agreement about our 
therapy contract. 

After agreeing to work toward an elegant solution to the erectile dysfunction, a 
client will typically be sent home and told to tell his partner that  his penis will 
not be working for awhile. He is to say that  no mat ter  what either of them does 
during sex, his penis will not be functioning for at least six months- -and that  
their job is to see how they might enjoy one another sexually during that  time. A 
client who cannot see his way clear to adopting the elegant solution to a lifetime 
of erectile failure can often live with the possibility of no erections for the limited 
period of six months. With the groundwork for the elegant solution established, 
s tandard cognitive-behavioral sex therapy can then be implemented. That is, sen- 
sate focus exercises combined with imaginal or in vivo desensitization are 
prescribed as the second step in the therapy program. These men are also told per 
s tandard sex therapy instructions that  should they, by some quirk, find them- 
selves with both an erection and a partner at the same time, they are not to "use"  
the erection. 

This therapy approach provides perhaps the first opportuni ty these in- 
dividuals have had to simply lie in bed with a partner and not experience a self- 
imposed demand to perform. With a mental set of "let 's  see what we can do 
without  an erection," couples oftt imes discover sensuous and highly creative 
ways to enjoy one another 's  body. Although not the goal of therapy, it is net  
unusual for many of these men to become so relaxed that  they obtain an erection 
during a sexual encounter with their partner. For those men with organic causes 
for their impotence, however, the elegant solution becomes the only lasting 
solution to the problem. And for all men, the ult imate t ruth of the elegant 
solution soon becomes apparent. Satisfying sex does not require an erection. 

Orgasmic Dysfunction 

The presenting issues in orgasmic dysfunction are, in part, different for men 
and women. Women never come in complaining that  they "come too quickly" 
and men rarely complain that  they can withhold orgasm for prolonged periods of 
time. Clearly, we have different cultural standards: to orgasm quickly is good if 
you're a woman and bad if you're a man. We not only have cultural s tandards for 
the timing of orgasm, but  for the " type"  of orgasm, the number of orgasms, and 
even the necessi ty to orgasm. These evaluative beliefs largely determine whether 
or not the individual thinks she/he has a problem with this phase of the arousal 
sequence. 
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The elegant solution, again, is the start ing point for the RET sex therapist. As 
long as the individual views the "problem" with orgasm as "awful," the at- 
tendant  anxiety, guilt, or depression will block the relaxed focus that  is the basis 
of orgasmic control. Permission-giving to function as they function is the first of- 
fering to patients. Consider this list of common orgasmic complaints: 

He: I come too quickly. 
My orgasms are less intense. 
After I come, I 'm finished for the night. 

She: I can't  come or it takes me forever. 
Sometimes I don' t  even care if I come. 
I don' t  orgasm during intercourse. 
I don' t  know if I come. 
I don' t  make enough (or I make too much) noise. 

The RET therapist  is liable to ask, first, why any of these is a problem to the in- 
d i v i d u a l . . ,  or to the partner. The intent of this question is to suggest  that  none 
of these issues need be the s ine  qua  non  of a satisfying sexual experience. 

Frequently, the problem with orgasmic difficulties is rooted in lack of or in- 
correct information, and corrective instruction may be all that  is needed to help 
with the difficulty. For example, by  teaching corrective information about  female 
pelvic anatomy and physiology, the woman and her partner are urged to think of 
her clitoris, and not the vaginal walls, as her "sex organ," the site of erotic 
stimulation most  likely to lead to orgasm. This teaching often has to be quite 
precise. In a sex course that  we taught,  one woman confidentially assured us that  
her clitoris was dead, and besides, she moaned, it was hard to reach. By using 
drawings and models, we were able to determine that  this 50-year-old woman 
had, for years, been rubbing a hemorrhoid, not her clitoris! 

Corrective information can also be useful in questions of intensity of orgasm. 
Some preorgasmic women seem to be expecting the orgasm to be an astonishing 
or profoundly moving experience. Their expectations make it sound like they're 
awaiting a Hollywood-style fit, complete with skyrockets  and sonic booms rather 
than a spinal reflex. Occasionally, such a woman will discover that  she had been 
having orgasms all along, only she did not recognize them for what  they were. 

Information about  normative processes--such as changes in sexuality with 
age, fatigue, alcohol use, distracting worries, and so forth--can reduce distress or 
self-blame enormously. Since far too many of us received our sex education from 
reading illicit pornography and did not grow up in a liberal climate in which we 
could freely ask our parents  or teachers about  sex, myths  abound. For example, 
in typical hardcore books or movies, the man seems to be able to use his "rock- 
hard" penis for hours on end. Such an image stands in sharp contrast  to the data. 

If the individual has not experienced orgasm, which is not uncommon among 
our female patients, the therapist  may give specific suggestions on how to 
orgasm during masturbation.  Undisturbed by  partner distractions, the woman 
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will then be able to learn more about  her body and what kinds of stimulation she 
prefers. She may also profit from assert iveness training to help her become more 
skillful and comfortable in communicating to her partner her sexual preferences 
and feelings. After such assert iveness training she might then be able to ask her 
partner to t ry  oral-genital contact  or to rub her own clitoris during intercourse to 
facilitate orgasm. A usual part  of this process involves the uncovering of feelings 
that  block communication {e.g., anxiety about  sounding foolish or about  being 
rejected}, and helping the client to develop a new set of beliefs that  support  asser- 
tive expression (e.g., " I t ' s  OK to express my preferences. I have a right to sexual 
satisfaction. If my partner feels put  upon by  my request, it 's disappointing and 
frustrating, but  it 's not awful"}. Finally, she may be encouraged to develop more 
self-focus for her orgasm in deciding IF she chooses to orgasm at all on any given 
sexual occasion, thus assuring that  she has her orgasms for herself rather than to 
please her partner. 

Unequal Sexuality: Partner Differences 

A common and often troublesome issue for couples is differences in the part- 
ners' sexual drive, including interest levels, timing, behavior, and frequency 
preferences. In most  cases, the differences are not astonishing, and both partners 
are functioning within "normal limits." For example, he likes sex in the morning 
when he feels most  refreshed, and she finds the problems of "morning mouth,"  a 
full bladder, and stirring children a turn-off. Or she would like to have sex almost 
any night of the week since it relaxes her for sleep, while he finds himself most  in- 
terested and receptive when the weekend is approaching and he's able to put  
away his work-week worries. Or he wants her to swallow his ejaculate when she 
brings him to orgasm orally, but  she finds the idea repugnant. 

Such items need not be reason for significant emotional or relationship 
distress, yet  they often are jus t  that. Occasionally, the issue is a serious case of 
low frustration tolerance (LFTt in one or both partners; the individual simply 
declares that  she/he "cannot  bear"  not get t ing his/her own way. More typically, 
however, we have found the problem to lie in the idiosyncratic meaning the part- 
ner places on the other 's  behavior. Attr ibut ions are assumed and not checked, 
and the individual goes on to distress him- or herself on an incorrect presump- 
tion. For example, when she will not swallow his ejaculate, he mentally compares 
her lack of interest in this element to other partners he had (or, more usually, has 
read about!), decides that  her choice means that  she does not really love him fully 
(metaphorically, he is "dis tas teful"  to herL and that  the end of the relationship is 
near, an eventuali ty he would greet with great  anguish. In this example, we see a 
good illustration of the focus of the RET/cognitive therapist: The therapeutic 
issue is not merely the behavior, but  the cognitive/emotive underpinnings. 

When such couples come for sex therapy, we are often struck by how well they 
are able to function as a unit in other areas of their lives; they may be com- 
municative, flexible, and good problem-solvers. In the arena of sex, however, 
there may be little communication, negotiation, or compromise. Why? What  
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would block an individual or couple from taking the first step in problem-solving, 
that  of bringing the item up for discussion? Often, the block is that  of fear: fear of 
the repercussions that  might ensue if one asserts  what one wants or does not 
want, such as fear of reprisals, rejection, or denial. If a problem area has been 
mentioned, the couple may have failed to proceed to negotiating a solution 
because of underlying beliefs that,  for example, sex should be spontaneous and 
naturally terrific. If they have to negotiate a solution, such a couple would 
automatically devalue the process as well as the product unless the core 
irrational beliefs were successfully challenged. Finally, in the process of 
negotiation, both parties would do well to understand that  a "perfect"  solution 
will not be attainable, and compromise is the name of the game. Some couples 
block themselves from the idea of sexual compromise because, again, they may 
hold core concepts about  "real sex." For example, if he is interested in a sexual 
encounter and she is not, a compromise might be reached in which he mastur- 
bates  while lying snuggled in her arms. However, if the couple has mentally 
declared that  real sex equals intercourse, any option such as the above would be 
unacceptable. The importance of assessing and helping the couple to modify 
sexually restrictive belief sys tems should not be overlooked. 

In some cases the differences between the partners '  sex drives is more than in- 
cidental. Problems of hyper- or hypoactive sexual desire occur, and will present a 
clinical problem not only for the sufferer but  obviously for the partner as well. 
Hyperact ive sexual desire in the male is known as "sa tyr ias is"  and in the female 
as "nymphomania ."  In our society, there is a cultural expectation that  men are 
more sexual and have a higher sex drive than women; in many instances, in fact, 
women have been punished or put  down by  a partner who was threatened by  her 
obvious responsiveness. However, Symons has remarked that  the "sexually in- 
satiable woman is to be found primarily, if not exclusively, in the ideology of 
feminism, the hopes of boys and the fears of men" {1980, p. 92). 

In cases of hypoactive sexual desire (HSD}, the individual may have an ar- 
tificially lowered sex drive, one suppressed by  anxieties or by hostility toward 
the partner. One recent s tudy found that  low sex drive was often associated with 
depression, a Roman Catholic upbringing, the presence of a sexual dysfunction, 
aversion to oral-genital contact, aversion to female genitalia, aversion to mastur- 
bation, and marital problems that  were obvious to the clinician but  denied by the 
couple iLoPiccolo, 1980). 

In a recent s tudy by one of us {Bass, in press), the utility of the concept of HSD 
as an explanation for low frequency sex was scrutinized and found wanting. In 
reviewing the 18 case records of individuals self-diagnosed as HSD, it was found 
that  most  clients expressed a number of sexual preferences {conditionst that  were 
rarely implemented during their sexual encounters. The three most  frequently 
mentioned "conditions for good sex" that  were currently not being met by the 18 
clients in the report were: 

11} A preference for occasional solitary sex over partner sex, yet infrequent or 
no masturbation. 
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(21 A preference for oral sex over intercourse, yet  infrequent or no oral 
stimulation. 

(31 A preference for sexual fantasies during partner sex, yet infrequent or no 
expression of these fantasies. 

Global at tr ibutions such as HSD often obfuscate the more immediate causes of 
infrequent sexual behavior and do not suggest  t reatment  options. By  focusing in- 
stead on the missing "conditions for good sex," a cognitive-behavioral t reatment  
approach can be developed to increase the probabili ty that  those conditions 
necessary for satisfying sex would, in fact, be incorporated into the individual's 
sex life. 

CONCLUSIONS 

We have a t tempted in this article to show how the at t i tudes of the RET 
therapist,  which we believe form the basis for RET 's  unique contribution to the 
entire field of psychotherapy,  have particular relevance for dealing with the topic 
of sex. Regardless of whether one is treating disorders of desire, arousal, or 
orgasm, the rational-emotive sex therapist  remains committed to the stoic 
position that  it is not the unfortunate events in life but  rather one's perceptions 
and evaluations of those events that  cause distress. In this regard we have em- 
phasized the distinction between sexual dysfunction tunfortunate life events} and 
sexual disturbance (exaggeratedly negative perceptions and evaluations of those 
events}. We have further asserted that  only therapy regimens utilizing 
behavioral strategies within the context of what we have labeled elegant or 
preferential RET will adequately and comprehensively treat  all sexual disorders. 

In describing a model for sexual arousal, we have stated that  the primary fac- 
tors responsible for sexual disturbance are a high level of emotional distress in- 
duced by cognitive errors of evaluation, often coupled with cognitive errors of 
perception. The end product  is an individual who approaches the job of sex 
(rather than the joy of sex) as a way to prove oneself (rather than to enjoy 
oneself)--certainly a very unsexy attitude. 

In brief, we believe that  positive sexual experiences require a smooth amalgam 
of stimuli and responses, the flow between them guided by correct perceptions 
and positive evaluations. When this process occurs, the emotional climate of the 
individual will be untroubled and sex play will be pleasant or even joyful. 
Positive sexual experiences, therefore, are the result of more than good sex 
technique; no amount of "sexpert ise"  can overcome the barriers of inhibition, 
guilt, anxiety, depression, or anger. Consequently, it is these barriers to good sex 
that  are the prime loci for rational-emotive therapy. 
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