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  Introduction




  Why cognitive behavior therapy?




  You may have picked up this book uncertain as to why a psychological therapy such as cognitive behavioral therapy could help you overcome your sexual problems. Problems

  with sex are physical problems, you might think. Cognitive behavioral therapy is for people who have psychological problems, and that’s not me. In fact, although CBT was developed initially

  for the treatment of depression, the techniques this therapy uses have been found to be extremely effective for a wide range of problems including anxiety disorders, eating disorders and drug and

  alcohol addictions. So what is CBT and how does it work?




  In the 1950s and 1960s a set of techniques was developed, broadly collectively termed ‘behavior therapy’. These techniques shared two basic features. First, they aimed to remove

  symptoms (such as anxiety) by dealing with those symptoms themselves, rather than their deep-seated underlying historical causes (traditionally the focus of psychoanalysis, the approach developed

  by Sigmund Freud and his followers). Second, they were techniques, loosely related to what laboratory psychologists were finding out about the mechanisms of learning, which could potentially be put

  to the test, or had already been proven to be of practical value to sufferers. The area where these techniques proved of most value was in the treatment of anxiety disorders,

  especially specific phobias (such as fear of animals or heights) and agoraphobia, both notoriously difficult to treat using conventional psychotherapies.




  After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal

  with the internal thoughts that were so obviously central to the distress that patients were experiencing. In particular, behavior therapy proved inadequate when it came to the treatment of

  depression. In the late 1960s and early 1970s a treatment was developed specifically for depression called ‘cognitive therapy’. The pioneer in this enterprise was an American

  psychiatrist, Professor Aaron T. Beck, who developed a theory of depression which emphasized the importance of people’s depressed styles of thinking. He also specified a new form of therapy.

  It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.




  The techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a therapeutic approach which has come to be known as

  ‘cognitive behavior therapy’. This therapy has been subjected to the strictest scientific testing; and it has been found to be a highly successful treatment for a significant proportion

  of cases of depression. However, it has become clear that specific patterns of thinking are associated with a range of psychological problems and that treatments that deal with

  these styles of thinking are highly effective. So, effective cognitive behavioral treatments have been developed for anxiety disorders, like panic disorder, generalized anxiety disorder, specific

  phobias and social phobia, obsessive compulsive disorders, and hypochondriasis (health anxiety), as well as for other conditions such as compulsive gambling, alcohol and drug addiction, and eating

  disorders like bulimia nervosa and binge-eating disorder. Indeed, cognitive behavioral techniques have a wide application beyond the narrow categories of psychological disorders: they have been

  applied effectively, for example, to helping people with low self-esteem, those with marital difficulties, those who wish to give up smoking, and people with sexual problems.




  The starting point for CBT is that the ways we think, feel, and behave are all intimately linked; and changing the way we think about ourselves, our experiences, and the world around us changes

  the way we feel and what we are able to do. So, by helping a depressed person identify and challenge their automatic depressive thoughts, a route out of a cycle of depressive thoughts and feelings

  can be found. Similarly, addressing the way people with sexual problems think about their bodies and their own and their partners’ sexual feelings and responses, opens the way to solving

  these problems.




  Although effective CBT treatments have been developed for a wide range of problems, they are not widely available; and when people try to help themselves they often make matters worse. In recent

  years the community of cognitive behavior therapists has responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavior

  therapies for particular problems and represent them in self-help manuals. These manuals specify a systematic program of treatment which the individual sufferer is advised to work through to

  overcome their difficulties. In this way, the cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.




  Self-help manuals are never going to replace therapists. Many people will need individual treatment from a qualified therapist. It is also the case that, despite the widespread success of

  cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of cognitive behavioral self-help

  manuals is at an early stage, the work done to date indicates that for a very great many people such a manual will prove sufficient for them to overcome their problems without professional

  help.




  Many people suffer silently and secretly for years. Sometimes appropriate help is not forthcoming despite their efforts to find it. Sometimes they feel too ashamed or guilty to reveal their

  problems to anyone. For many of these people the cognitive behavioral self-help manual will provide a lifeline to recovery and a better future.




  Professor Peter Cooper


  The University of Reading, 2009




  

     

  




  Preface




  The rationale behind this book




  Why another book on sex? Bookshops and libraries are filled to overflowing with all sorts of books, videos, and magazines telling us all how to do it, and do it well. That

  is fine for all those enjoying a satisfying and fulfilling sex life, but what about when things go wrong? Where can we turn for help? There are, of course, trained therapists who deal with such

  issues. However, not everybody has the time and resources to consult a specialist. Nor will everybody need the services of a trained therapist. This book is specifically aimed at those people who

  recognize that they have a problem but feel they would like to try to sort it out for themselves. It is also for people who may feel daunted at the prospect of disclosing their intimate lives to a

  stranger. It is not easy to share personal problems, especially if they are linked to such emotions as embarrassment, fear, or even shame.




  As in embarking on any self-help guide, it is important to recognize that there is expert help available should it be needed. This book might turn out to be the first step in

  acknowledging that your particular problem is more complicated than you had realized. However, even if you do decide to seek further help, it is good to feel that you have done everything in your

  power to solve the problem yourself first. After all, learning to cope with problems is part of our life experience. Most people problem-solve every day, sometimes in small

  ways, sometimes on a larger scale, in response to the situations that constantly arise connected to family, work, hobbies, interests, or other areas. Sometimes things go wrong for very obvious

  reasons – a breakdown in communication, for example. In most cases, things work themselves out and life goes on, even after the most testing experiences.




  This book is a starting point for coming to terms with your sexual problems. We all need to make sense of things. Initially recognizing, then understanding your problems are the necessary first

  steps towards sorting things out for yourself. The book explores some of the many reasons and causes of sexual difficulty and offers easy-to-follow self-help methods that will enable you take

  control of your sexual life. This may be the first step you take in Overcoming Sexual Problems.




  The structure and content of the book




  The book is separated into two distinct parts. Part One is about understanding the range and nature of sexual problems within a framework of cognitive behavioral therapy.

  Part Two sets out a program of self-help by which both single people and couples can work towards overcoming their own particular sexual problems.




  Chapter 1 begins by explaining the main sexual dysfunctions, with brief case studies to illustrate them. They include erectile dysfunction (impotence), premature ejaculation (coming too quickly), male orgasmic dysfunction (failing to ejaculate or taking a long time to do so), vaginismus (inability to have intercourse due to muscle spasm), dyspareunia

  (pain during sex, for a variety of reasons), orgasmic dysfunction (lack of orgasm during intercourse, masturbation or both), and loss of desire (which can affect both men and women, both single

  people and those in a relationship).




  The chapter then goes on to consider the many external factors that can affect your sex life: for example, the environment in which you live, or a particular situation in which you find

  yourself. Sexual problems don’t usually occur in isolation, and having an awareness of your own particular circumstances can often help to take away some of the pressure.




  Chapter 1 concludes with a section on how cognitive behavioral therapy (CBT) can help in tackling sexual problems. As Peter Cooper’s introduction to this book explains, CBT is a

  well-established and highly regarded form of treatment applied to many conditions that have a psychological basis. It concentrates on changing behavior and negative thinking patterns that impinge

  on the way you act and respond, and has long been acknowledged as a valuable tool in the resolution of sexual difficulties.




  Periods of transition and change are particularly likely to affect how you feel about yourself. Chapter 2, which looks at a wide range of life stages and situations in which sexual problems can

  arise, begins by examining life as a single person. This can be invigorating and fun, but for some it spells loneliness and frustration. Lack of confidence about sex can be a problem in itself.

  Both men and women are constantly bombarded by images in the media of what being single means and, crucially, what they may be missing out on. For women, images such as Bridget

  Jones and the girls from Sex and the City can have a very powerful impact on their thinking, often prompting them to ask: ‘Why isn’t sex like that for me?’ Sitcoms such as

  Men Behaving Badly and some of the most popular soap operas portray men in some very negative ways: selfish, domineering, even abusive. While these programs may bear little relation to real

  life overall, elements in them often strike a chord with viewers, and for those struggling with a sexual problem they can send mixed messages. But above all it is the real world around you,

  your social environment and your particular experiences within it, that dictates how you feel about sex. Many people find themselves on their own for many different reasons, and not always by their

  own choosing. Adjusting to single life can be very daunting, especially after a relationship breakdown. Coping with this new stage of life and the challenges it brings can be a testing time.




  Couples experiencing major upheavals and changes in their lives often find that sex slips to the bottom of their list of priorities. They often lack energy and enthusiasm under the weight of

  problems bearing down on them. Money, children, work, coping with ageing parents: these are just a few of the issues that can affect your sexual life, whether you are coping alone or with a

  partner. It is not difficult to see why sexual problems may arise in these conditions. A clear understanding of this can help you to realize that you are not alone.




  People are also living longer, and as a consequence sex and ageing is worthy of special consideration. Having a sexual relationship later in life is no longer considered

  unacceptable. In fact, it is to be encouraged. Sex is a very positive way to use your body. It keeps you fit and supple and gives enormous pleasure at any stage of life. One fairly common problem

  experienced by older people is coping with a new partner after losing a long-term spouse or companion. Adjusting to life with another person can create its own problems. Feelings associated with

  bereavement can resurface, often from guilt at being happy again. Sometimes a sense of disapproval, especially from family members, can make starting again very difficult. Physical constraints can

  also impinge, with the onset of age-related aches and pains and other disabling conditions.




  Disability itself covers a huge range of physical, mental, and emotional problems. Some people are born with a disability; others become disabled as a result of illness or accident. However,

  even the most severely disabled person can enjoy a level of physical contact, and they deserve to be encouraged and helped to do so. I remember well a man I worked with who had had a stroke. He was

  concerned about whether he would ever have a normal sex life again. On asking his consultant, he was told that he was lucky to be alive and shouldn’t give it another thought. Insensitive

  responses like this are, unfortunately, fairly typical and yet can be extremely hurtful and discouraging.




  Another area often overlooked is that of sexual orientation. Gays, lesbians and bisexuals are all vulnerable to the same sexual problems as the rest of the population – and in addition,

  worrying about sexual orientation in itself can cause a lot of distress and confusion. Sometimes it may be worth considering speaking to a trained professional or contacting a

  gay helpline (suggestions are offered in Appendix 1). Cross-dressing and transgender issues will also be sensitively addressed in this book. These topics are often regarded as taboo, leaving many

  people feeling isolated from mainstream society.




  Issues around infertility, pregnancy and childbirth are also explored, as these can have a huge impact on your sexual relationship. Quite often sex gets left on the back burner during pregnancy,

  or seems to be taken over by the medical profession when conception fails to occur. Bereavement, abuse, addiction and medication are other highly significant areas that are addressed. A discussion

  around unusual sex completes the chapter.




  The whole of Chapter 3 is devoted to contraception. Contraception can be the saviour of sexual activity and also its worst enemy. Condoms and safe sex can help lessen the fear of sexually

  transmitted disease and unwanted pregnancy. However, it must be said that many couples and individuals find condoms rather unappealing, and many people find them difficult to use. Nonetheless,

  times have changed and extensive health promotion has made condoms not only more accessible to the public, through the media, stores, and family planning clinics, but also more interesting.

  Different colours and different flavours can spice up your love life. With good communication and an element of fun, condoms can be incorporated into sex play with minimal embarrassment, fuss and

  effort. Of course, condoms are not the only option, and finding the right type of contraceptive device is vital to a good sexual experience. All forms of contraception have

  both positive and negative aspects to their use, and this chapter looks at the pros and cons of all the main methods.




  Chapter 4 takes a sober but unalarmist look at one of the main dangers associated with sex: that of sexually transmitted diseases (STDs). STDs are unfortunately on the increase at present,

  causing widespread concern. The high incidence of chlamydia is especially worrying, as this disease is often symptomless, and yet in young women can lead to infertility. This causes untold distress

  to many couples who, having failed to conceive after years of trying, seek help only to be told that chlamydia is the cause. It is important to be aware of the dangers connected to a wide range of

  STDs and the importance of safe sex. It is also important to check out your sexual health if you are at all concerned.




  In recent years the Internet has become a part of everyday life for many of us. At its best the World Wide Web can provide hours of fun talking to new people. For people on their own this can be

  extremely liberating, offering a whole new and exciting world where we can be whoever we want. This can lead on to experiences and situations that are not available in real life close to home. Many

  friendships and indeed permanent relationships have been forged through this relatively new medium. But it also has its downside, and should be used with caution, as Chapter 5 shows. Surfing the

  net can be compulsive, and in some instances the time spent doing this has undermined existing relationships. Anyone using the net for sexual purposes needs to think about who may be affected. I

  have heard both men and women complain about a decline in their real sexual relationships as they have become more involved in what is now known as

  ‘cyber-sex’.




  Part Two of the book focuses on self-help techniques. The first step (Chapter 6) is setting your goals. This chapter is designed to help you think about what you are hoping to achieve, who is

  involved in working on the problem, and how to establish a positive environment for your efforts. Will you be working on the problem on your own? Are you in a relationship with a partner willing to

  work with you? Are you living together? If so, what are your circumstances? Do you have children to consider? Getting the right environment for any self-help work is vital. Setting the scene and

  providing the right atmosphere could make the difference between success and failure.




  Chapter 6 also helps you to assess your motivation for change. This may not be necessary in all cases, but can be a useful exercise to help you focus your thinking. I have had the experience of

  working with someone on a short program who, in response to my question, ‘Do you really want to do this?’ replied ‘No!’ Overcoming sexual problems can only be achieved with

  motivation, time and effort. A three-stage exercise to tackle negative thinking is provided that may be helpful if you are unsure of your degree of motivation and/or your ability to change.




  Chapter 7 then moves on to relaxation and its central importance to good sex. Help is given here in the form of a relaxation program that is easy and straightforward to follow. Feeling relaxed

  is a key part of feeling good. It is hardly surprising that people experience sexual problems when you stop to consider the circumstances in which so many of us live. Certain

  lifestyles are simply not conducive to good sex. For example, if you are getting up at the crack of dawn to drive many miles, or catching a train prior to a 12-hour day of intensive work, or

  spending 2 hours at each end of the day crawling through the rush hour, sex is probably going to be the last thing on your mind by the time you get home. Stress management techniques can help you

  to recognize that some aspects of your lifestyle may need to change if you are to overcome your sexual problems.




  In Chapter 8 the self-help program gets under way in earnest with exercises to help you to relearn how your body responds in order to enable it to work well. ‘Sensate focus’ is

  designed for couples to work through together. Other techniques can be done individually. ‘Body awareness’ is a four-part exercise for both men and women that can help you to think more

  positively about your body. Pelvic floor exercises for both men and women are designed to improve and strengthen the muscles important to sexual activity to enhance arousal. Fantasy can be used to

  enhance couple sex as well as to improve your sex life while on our own. All these exercises are designed to reduce stress and build up a repertoire of positive behaviors that can be beneficial

  even beyond the primary objective of improving sex. One busy manager I worked with commented that if he failed to do anything else ever again, he would always make time for massage!




  Chapters 9 and 10 focus on specific areas of sexual difficulty for single people and couples respectively: Chapter 9 is for those of you on your own, or those wanting to work

  on a problem by themselves, while Chapter 10 looks at the same problems but is designed for couples. All exercises are set out in an easy-to-follow format. Just follow the instructions given for

  your particular sexual difficulty. At this stage it is you who decides which aspect of the program is most likely to be helpful.




  This book has been written as a self-help guide in overcoming sexual problems. However, self-help techniques will not prove to be the answer in all cases; for some people, and in some

  situations, professional help will be needed. The final part of the book, Chapter 11, looks at what you can do if it still isn’t working. This section includes some suggested further reading

  and some useful names and contact details of relevant organizations through which you can seek further help.




  Good luck!








  

     

  




  
PART ONE




  Understanding Sexual Problems




  Sex is part of life and should be the most natural thing in the world. Like moving and breathing, sex is a source of energy that can revitalize you and

  contribute to that wonderful sense of well-being that we all seek. Giving and receiving pleasure are among the most rewarding and satisfying experiences anyone can have. But if it is so natural,

  why does it sometimes go wrong?




  Most people will experience sexual difficulties at some point in their lives. This could be because of stress and overwork, a result of being in the wrong relationship, or simply down to

  technical reasons. This part of the book is designed to help you to identify what your sexual problem is and how you can help yourself to put the problem right.




  

     

  




  1




  Sexual problems explained




  So what is a sexual problem? Usually it means that something in your sex life is not happening in the way you want it to. This can lead to a variety of emotions and feelings,

  ranging from minor frustration to severe distress. It is important to recognize that, just as there is a range of responses, so there are many different levels of severity in sexual problems

  themselves, with mild symptoms at one end of the spectrum and very serious difficulties at the other, with all kinds of gradations between. Also, each person is unique and will try to deal with a

  sexual problem in their own way. What is apparent across all these variations is that sexual problems are upsetting and require help.




  

    

      The breakdown of his marriage left 41-year-old Gary lacking in confidence, not helped by a disastrous one-night stand during which he lost his erection. Meeting

      Louise, who was kind and sympathetic, helped to restore his confidence, and his erection.




      Ralph (32) lived at home with his parents. He never felt comfortable masturbating there, so he would come as quickly as he could. Ralph only took

      his girlfriend home when his parents were out, but still found he was ejaculating quickly, usually after a few thrusts inside her. This was frustrating for both of them and was beginning to

      affect their relationship. They chose to seek help together.




      Liz had been married to Don for five years but they had never had penetrative sex. Liz had vaginismus, a condition that causes the vaginal muscles to go into spasm,

      and tensed up every time Don tried to get inside her. Talking to their doctor helped Liz and Don understand the problem and to look at ways of overcoming it.


    


  




  The following are the most commonly experienced problems regularly treated by psychosexual therapists.




  Male sexual problems:




  

    

      

        	

          erectile dysfunction (the inability to sustain or maintain an erection);


        




        	

          premature ejaculation (coming too quickly);


        




        	

          orgasmic dysfunction (failing to ejaculate or taking a long time to do so).


        


      


    


  




  Female sexual problems:




  

    

      

        	

          vaginismus (inability to have intercourse due to muscle spasm);


        




        	

          dyspareunia (painful sex, for one or more of a variety of reasons);


        




        	

          orgasmic dysfunction (inability to reach orgasm during intercourse, masturbation, or both).


        


      


    


  




  In addition, both men and women can suffer loss of desire.




  Male sexual problems explained




  Erectile dysfunction (ED)




  An erection is achieved by the flow of blood into the penis and the blocking of the small blood vessels, making the penis hard. The process is somewhat similar to pumping

  air into a tyre. The inner tube holds the air, while the outer tyre protects the tube and keeps the tyre hard. If the air is released from the tube, the tyre will go down. It will also go down if

  there is a slow puncture, and if there is insufficient air in the tyre the wheel will not perform well. Much the same happens with penises. The problem could be partial, where the penis will become

  semi-erect (the half-full tyre) but not hard enough for sexual intercourse. Alternatively, it could be a total inability to achieve an erection (flat tyre). In some cases the erection is hard

  enough at the beginning of sex play but then is difficult to maintain (slow puncture).




  It is a fact that most men will suffer erectile problems at some point in their lives: research indicates that currently one in ten British men are suffering erectile dysfunction. The causes are

  many and varied, and the circumstances in which the problem occurs – in any of the variants mentioned above – are of crucial importance to a proper understanding of the problem.




  

    

      Sam (28) had no trouble in obtaining an erection but he had started to lose it halfway through intercourse. Sam’s problems stemmed from his

      focusing on quantity rather than quality. He wasn’t interested in many of the girls he bedded, and his penis was simply responding to that indifference. With help and encouragement Sam

      was able to reflect on his sexual behavior and identify what he needed for good sex, and as a consequence his sex life improved.


    


  




  There could also be medical reasons for erectile problems.




  

    

      Jim (73) had prostate surgery resulting in a loss of erection. The doctor prescribed Viagra, and Jim is now enjoying a full sex life again.


    


  




  It is important that you see your doctor if you have any concerns about your general health. Research has indicated that erectile dysfunction can be an indication of various

  medical disorders, including heart problems, high blood pressure, or a high cholesterol level.




  Premature ejaculation




  Premature ejaculation (PE), or coming too quickly, is the result of an inability to identify the ‘point of inevitability’. The ‘point of

  inevitability’ is where you will orgasm no matter what. Men have a unique response mechanism that enables them to achieve orgasm much more readily than women. It occurs in two stages –

  emission and ejaculation. Emission is where fluid leaves the seminal vesicles and enters a point at the base of the penis. Once this has occurred, ejaculation is inevitable.

  Ejaculate (seminal fluid and sperm), once released, must leave the body and will do so via the end of the penis.




  Women, in contrast, do not have a point of inevitability. They can reach the point of orgasm, be on the verge and lose it. This frustrating experience is sometimes due to a loss of

  concentration, but more commonly to momentum being lost through a change in position or stimulation. Men do sometimes experience difficulties achieving orgasm, but in these instances the point of

  inevitability is not reached.




  For those of you experiencing premature ejaculation, this book will help you learn to control when the point of inevitability is reached, as part of learning about your body and how it works.

  Faulty learning takes place when orgasm is achieved quickly and the connection is not made between the brain (telling you what you want to happen) and the body (physically responding to the

  brain’s message). Taking time to focus on what your body is doing and how it feels immediately before ejaculation is vital to understanding and gaining control. Obviously, on occasion it may

  suit a person to come quickly, and in such cases it will not be a problem, especially if you are in control when you need to be. However, if it is happening all of the time and affecting your

  relationship, then learning to gain control of your point of inevitability is a necessary part of improving your sex life.




  Erectile dysfunction can be a distressing side effect of PE. Lack of confidence in your own ability to avoid PE can lessen your desire for sexual contact and undermine your erection. This can in some instances lead to the avoidance of sexual situations altogether.




  

    

      Josh was getting tired of losing girlfriends. He was starting to realize that his anxiety about coming too quickly was now making the original problem worse. He also

      recognized that he was so busy trying to get it right that he was no longer enjoying sex for himself at all. This situation caused Josh so much stress that he lost the confidence to go out and

      meet girls. Josh withdrew into himself and so effectively avoided the problem: a drastic and highly unsatisfactory solution to an entirely resolvable difficulty.


    


  




  Defining the level of PE is useful when establishing whether a problem exists or not. The following case is an example of a wrongly diagnosed sexual problem:




  

    

      Adam’s girlfriend complained about him coming too quickly and asked him to seek help. On further investigation Adam said that he often ejaculated after about 10

      minutes; though this was leaving his girlfriend frustrated, it was clearly not PE. When a therapist saw them together and talked things through with them, it became apparent that the problem

      was not Adam’s speed of ejaculation but his girlfriend’s inability to have an orgasm. With help and support she learned first to bring herself to orgasm, and later to experience

      orgasm with Adam.


    


  




  In general terms, a diagnosis of PE can be made on the following criteria: ejaculation prior to insertion, ejaculation on entry to the vagina, or ejaculation

  after a few thrusts. However, the best diagnosis for PE is self-diagnosis, where a man decides for himself that he is ejaculating involuntarily before he wants to. Most men will experience problems

  of PE occasionally when stressed or anxious, or after a period of abstinence (no sex with a partner). This is quite normal and usually rectifies itself. However, if the problem is constant and

  continuing, it can be remedied.




  Orgasmic dysfunction




  This could be described as the opposite of PE. Instead of coming too quickly, a man finds that he is unable to ejaculate or takes a long time to do so. Again, the reasons

  are many and varied; but whatever the reason, the frustration this causes is often very bad for relationships. Some women blame themselves for not being attractive enough or fear that their partner

  has gone off them. Of course, in some cases this could be true, and in such instances relationship counselling may be the order of the day. However, ejaculation also has associations with

  ‘letting go’ or ‘losing control’, and so may be difficult or impossible for someone with psychological problems connected to a fear of loss of control. For example, your

  body may simply be responding to protect itself from unpleasant memories or experiences.




  Failing to ejaculate is clearly a problem if you are hoping to have a child.




  

    

      Pete and his wife Sue wanted children. Pete had never been able to come inside a partner, yet he was able to masturbate successfully on his own.

      Exploration into Pete’s background revealed a sad story of childhood sexual abuse by an older female relative. Pete went for help with a counsellor who was able to work through the trauma

      of his past. With the help of his wife he learned to relax and was soon able to masturbate in her presence. Eventually he progressed to ejaculating successfully during intercourse with

      her.


    


  




  Taking a long time to ejaculate or not ejaculating at all can sometimes be a normal consequence of getting older, as the desire to ejaculate decreases with age. This can be of

  benefit for those couples where PE has been a problem, as the ageing process can assist in slowing things down.




  However, it is possible that you may have developed a physical problem. This could be due to a hormone deficiency, or the onset of a condition such as diabetes or a heart problem. Failure to

  ejaculate can also be caused by ‘retrograde’ ejaculation, a symptom of which is cloudy urine that appears opaque rather than clear. This could indicate that seminal fluid, instead of

  being ejaculated in the usual way, through the end of the penis, may be leaking back into the bladder. If you think this may be happening in your case, it is best to consult your doctor for further

  investigation, as it may possibly indicate a health problem such as diabetes or bladder dysfunction.




  Female sexual problems explained




  Vaginismus




  Vaginismus is caused by the involuntary spasm of a group of muscles surrounding the vagina, called the pubococcygeal muscles. The response is similar to when your eyes

  close in response to something coming towards your face very quickly. This is an involuntary response: your brain does not have time to tell your eyes to close. A somewhat similar process

  can happen in the muscles around the vagina when penetration is attempted. A spasm causes the vagina to close in such a way that it can be impossible to put anything inside at all, or even have an

  internal examination. Vaginismus, like all of these problems, is a very distressing phenomenon. It is one of the main causes of unconsummated relationships (where intercourse has never successfully

  taken place).




  Primary vaginismus is where a woman has never been penetrated, has never used a tampon, and has never been able to have an internal examination. Some women find it impossible even to think about

  putting something into their vaginas, and clam up immediately at the thought of anything inside them. Nonetheless, many couples cope very well with the problem and have fulfilling sex lives without

  penetrative intercourse. The problem of primary vaginismus can often come to light when a woman or couple want a baby. It is the desire for a child that forces them to confront their problem and

  seek help. In other cases women learn to adapt to the symptoms, sometimes as a result of the demands of the jobs they do.




  

    

      Nina (25) is a fitness instructor. She had suffered from primary vaginismus as far back as she could remember. She needed to overcome her fear

      because she could not afford to keep taking days off work when she had her period. Her solution was to start by using the very smallest tampon available. Once she was able to insert this

      comfortably she gradually went up in size until she was able to accommodate the size of tampon she needed. Nina was soon able to run her exercise class during her period – a huge

      achievement for her. Her solution also reduced the stress she was under at work by avoiding potential problems with her employers.


    


  




  Secondary vaginismus is where a woman has in the past been able to have sexual intercourse but now, perhaps because of a traumatic experience, her body is saying no to sex.




  

    

      Theresa’s second child was born in the breech position (facing the wrong way). She needed to have a caesarean section but unfortunately the baby was too far

      down the birth canal for this to be carried out. The result was a prolonged labour and considerable pain, not helped by her baby being eight and a half pounds in weight. The resultant damage to

      her body left her feeling traumatized and suffering from vaginismus.




      Sara (19) was raped at a party by two men she knew. She didn’t feel able to report the assault as she felt ashamed and blamed herself for drinking too much.

      Subsequently her body froze when she found herself in a sexual situation. She was unable to be sexual again until she had fully confronted the horror of what had happened to

      her.


    


  




  Dyspareunia




  Dyspareunia, otherwise known as ‘painful sex’, is often associated with vaginismus, the spasm occurring in this case in response to pain experienced during

  intercourse. This can make further attempts at penetration very difficult. Painful sex has many different origins. Often women try to persevere with intercourse, hoping that it will be better next

  time. This can lead to the development of psychological problems, particularly when sex doesn’t get any better. Some women may avoid sex altogether, or blame their partners for the

  problem.




  Sometimes the cause is an infection or bacterial disease such as thrush. These lie dormant within the body, and when they manifest themselves can be very unpleasant and at their worst extremely

  painful. The pain can often be experienced even in the absence of visible symptoms, and it can be very distressing to visit the doctor for help, only to be told on examination that there is nothing

  there, when you still feel pain.




  Painful sex can also be the result of other treatable conditions.




  

    

      Vivienne (28) suffers from endometriosis. This is where the lining of the womb comes away and establishes itself outside the womb cavity. These cells stick to other

      organs of the body and bleed at regular intervals in response to hormonal changes in the body during the monthly cycle. This in turn causes pelvic pain and discomfort,

      especially during intercourse. Recent laser treatment has given Vivienne some respite from the pain, and her consultant is hopeful that with more treatment things will improve still

      further.


    


  




  Another painful complaint is vulval vestibulitis, often referred to as the ‘burning vulva syndrome’. The causes of this, and its related condition vulvodynia, are as

  yet not fully understood. The symptoms of both conditions include burning, itching, and soreness, particularly during sex. Sufferers have been found to have a heightened sense of touch, and pain

  and stress are known to exacerbate the problem in some cases. Complementary therapies, as well as mainstream medication, can help alleviate symptoms.




  There are many other causes of painful sex, among them lack of natural lubrication (sometimes a symptom of the menopause), pelvic inflammatory disease, and various untreated sexually transmitted

  diseases. The Vulval Pain Society has been set up to help women who continue to experience pain on intercourse despite their treatments (for contact details see Appendix 1).




  Orgasmic dysfunction




  Like vaginismus, orgasmic dysfunction may be categorized as either primary or secondary. Primary orgasmic dysfunction is where a woman has never experienced an orgasm.

  Secondary orgasmic function may take a number of forms. In some cases a woman may have an orgasm with a partner during intercourse, but be unable to experience one through manual

  stimulation (using the hand) or oral stimulation (using the mouth). In other cases a woman may experience orgasm through masturbation and/or through manual or oral stimulation, but be unable to

  reach orgasm through intercourse. Being unable to experience an orgasm in one situation or another can be frustrating and upsetting, and for some may even challenge their nature as a woman. Nearly

  everyone wants to feel ‘normal’, however that may be defined.




  

    

      Carole (31) was very upset when she came to see me. She didn’t think anyone could possibly understand what she was going through. She felt like she was the only

      woman in the world who wasn’t having orgasms, but worst of all she felt that not being orgasmic made her less of a woman. Carole’s distress was very real, and her deep-seated fear

      of not being ‘normal’ took time to treat.


    


  




  A significant feature of the female body is the hidden nature of the genital area. In contrast to a man’s penis, the vagina is tucked away from direct view. This could

  well explain why so many women are unfamiliar with the way they look and why some women don’t touch themselves ‘down there’. Problems can arise from this lack of familiarity with

  your own body. If you don’t know what you look like when healthy, can you be sure you would know if something were wrong? It also follows that if you don’t

  know how to stimulate yourself or what your body enjoys, it cannot be assumed that a partner will know either.




  Girls are not generally encouraged to explore their bodies.




  

    

      Paula (21) distinctly remembers being told by her mother to take her hand out of her knickers when she was idly touching herself at about 4 or 5 years of age. She

      also remembers feeling surprised at her mom being cross. However, she got the message that she shouldn’t touch herself there in future. In fact, touching ‘down there’, Paula

      believed, was something that only your partner should do to you. Paula was surprised to learn that friends at her college not only touched themselves but experienced orgasms as a

      consequence.




      Rose (55) had never had an orgasm during her first marriage. In fact, she had found the whole business of sex rather unpleasant and had tolerated it only to please

      her husband. When her marriage broke up and she met Tony she was surprised to find herself experiencing feelings she had never had before. Tony was an experienced lover and soon taught Rose how

      to really let go and enjoy their lovemaking. Very soon Rose had her first orgasm, and she hasn’t looked back since.


    


  




  Loss of desire




  Men and women can experience the problem of loss of desire equally. Many people find at some time that, irrespective of whether or not they have had good

  sex in the past, they have ‘gone off it’. Loss of desire can cause relationships to break down in cases where one partner no longer feels sexually turned on by the other. No matter how

  much a partner is told ‘it’s not you, it’s me,’ the other person is bound to experience feelings of concern, anxiety, and rejection.




  It can be hard to pin down why people lose desire for sex. Sometimes there are clear reasons; sometimes you really don’t know what has caused this to happen. Sometimes loss of desire is a

  slow process, with sex gradually happening less and less often. This can go unnoticed by the other person, perhaps due to long working hours or stress. In such cases the acknowledgment of the

  problem comes as a shock and its onset is perceived as sudden.




  

    

      Alex, a 45-year-old businessman, said, ‘One minute things were great, the next she wasn’t bothered any more.’ However, his wife said Alex was always

      too busy for sex. At first she had minded, but she had since got used to abstinence and now didn’t fancy having sex any more.




      Anita went off sex after her twin girls were born. All she had ever wanted was a family, and she had strongly associated sex with trying to become pregnant. For

      Anita, sex didn’t seem quite so important once she had the girls. She had also been very sore after the births and this had reduced her desire to be sexual. Anita was busy with the

      children, especially as they grew up. Simon felt left out and lonely, but had not been able to tell her how he felt. Sadly for them both, they drifted apart. Simon talked to

      a woman at work who was very understanding. The affair that followed brought Anita and Simon into counselling.


    


  




  None of these sexual problems occur in isolation. Many factors contribute to the unique conditions and circumstances of every individual’s sexual difficulties. What these

  factors are, and how they can influence what is going on for you sexually, are the focus of the next section.




  Other factors affecting sex




  Social factors




  Social pressure is all around us with regard to sex. We are bombarded by programs on television showing beautiful men and women with perfect bodies. This can be very hard

  to cope with – along with the magazine articles, videos, and books all telling you about how your sex life should be. This can be pretty daunting, especially if you are having difficulty

  getting an erection or are scared to have penetrative sex. Friends often seem to be having such a wonderful time, appearing to have sex without a care in the world. This can make it difficult to

  confide in anyone about how you feel about sex. It can feel especially isolating if your social life is not all it might be.




  

    

      QUESTIONS TO ASK YOURSELF




      Am I influenced by what I see in the media?




      Do my friends’ opinions matter more than my own?




      Do I bow down to peer pressure?




      How do I behave in social settings?


    


  




  Change is a constant factor in all of our lives. Often it is not possible to stay where you are known and loved. Losing a job, relocation, or starting a new job often means huge

  upheaval: not only the sadness of leaving familiar places, friends, and family behind, but the stress of finding a new home and settling into a new position. Going away to university can be an

  exciting prospect to some, but for others it can mean loneliness and/or new demands, both academic and social.




  All these kinds of social pressure can affect how you feel about sex, and can be harder to cope with in the absence of family and friends. Even if you stay in your home town, it may be difficult

  to find similar, like-minded people. When considering sexual problems it is useful to take into account the wider social landscape surrounding you.




  

    

      Carrie (17) was enjoying going to college as she had not been able to make many friends at her local school. She found herself in a circle of very outgoing girls and

      boys who loved socializing. They appeared to her to be very free and easy about sex. Carrie had never had a boyfriend, let alone sex, yet she desperately wanted to fit in. Her new friends

      started putting pressure on her to join in. Carrie became very anxious and fearful of losing her newly found status as part of the crowd, yet didn’t feel ready to have

      sex.




      Ada (71) has met Fred (69) at the local dance club. Fred is an excellent dancer and flirts with all the women there. Ada is aware that he would like their friendship

      to become closer. Ada has been widowed for many years and likes Fred’s attention but hasn’t had sex since her husband died. She is very nervous of how Fred will feel about her body,

      especially after surgery 2 years earlier left her with a very visible scar.


    


  




  Physical factors




  Having taken into account social factors, it is important to link these to physical factors and the role these play in sexual problems. How you feel about yourself is a

  crucial aspect of being a sexual person. Everybody is conscious of how they look, even if they are not particularly concerned about it. If you consider yourself unattractive, too tall, too short,

  overweight, underweight, breasts too big or too small, penis not big enough, you will inevitably feel less confident in a sexual situation. Accepting yourself as you really are and being happy

  within yourself plays a huge part in being attractive to others. If you like yourself, the chances are other people will like you too.




  It is also important to know what you can and can’t change about your physical appearance. Losing weight can really make a difference in how you feel about yourself. For some it can bring

  fresh confidence and a new wardrobe. Other people may be happier with their size yet feel the pressure to fit in, to conform to society’s view of how a person should look.

  Bowing down to this pressure is not helpful if it makes you feel unhappy. As long as you lead a healthy and happy life, size should not matter. Certainly you can do little about being too

  tall or too short. At any rate, who is to say what is too tall or too short? Fortunately, men and women are so diverse in their likes and dislikes that whether you are blonde,

  brunette, or auburn, a size 10 (US size 8) or a size 24 (US size 22), a 1.8-metre (6-foot) hunk or a couch potato, life often has a way of sending you the person you want to be with. You may meet a

  lot of frogs and toads on the way, but that’s part of the challenge and a lot of the fun. Remember, we come in all shapes and sizes, and all shapes and sizes are capable of enjoying a happy

  and fulfilling sex life.




  

    

      QUESTIONS TO ASK YOURSELF




      Am I really happy with the way I look?




      What can I realistically change?




      Do I really want to change?




      How motivated am I to change?




      Can I accept myself exactly the way I am?


    


  




  Sometimes, however, an individual’s physical appearance or capabilities are changed as a result of illness or accident. This can be particularly hard to cope with if you

  are already established in a long-term relationship.




  

    

      Danny (33) suffered serious injuries in a road traffic accident. He will never walk again and uses a wheelchair. Danny and Diane had only been

      married for two and a half years and sadly Diane could not cope with this huge change in their marital circumstances. Danny was lonely and unhappy for several years after Diane left him, but

      the story has a happy ending. Danny met Pam, a carer at a physiotherapy centre he was attending. They fell in love and have since married, and they manage a full sexual relationship

      together.


    


  




  Many people face problems of altered body image after a serious illness or accident. Fortunately, with help most come to terms with the changes and adjust to their new status

  well.




  

    

      Robyn (45) could not face showing her partner her mastectomy scar. Sensitive help from hospital staff enabled Robyn to share her fears with her partner, who was then

      able to discuss his concerns with her as well.




      Sylvia (35) talked to the stoma nurse about how to cope with sex after her colostomy operation. Detailed information provided by the nurse gave Sylvia the reassurance

      and help she needed.


    


  




  Psychological factors




  Psychological factors play a huge role in sexual problems. How you feel inside your head can make the difference between having good sex and not. Many sexual problems

  originate in the mind. The mind is very powerful, and once you find yourself in a negative frame it can be very hard to change it. Factors affecting you psychologically can

  include




  

    

      

        	

          upbringing (how, when, where);


        




        	

          your family attitude to sex;


        




        	

          cultural and religious beliefs;


        




        	

          whether or not you were taught about sex at home or at school (sex education);


        




        	

          first awareness of sex;


        




        	

          first experience of sex.


        


      


    


  




  Inevitably, your thoughts, beliefs, and values about sex will impinge on your sexual experience, whether positively or negatively.




  

    

      QUESTIONS TO ASK YOURSELF




      What is your earliest sexual memory?




      What was the family attitude to sex?




      When did you become aware of the opposite sex?




      How and when did you learn where babies come from?




      What was your sex education?




      What was your early experience of periods/wet dreams?


    


  




  Sexual arousal is stimulated by hormones released as a result of messages sent to the body from the brain. Sometimes these messages – for instance, ‘I feel really

  turned on’ or ‘Wow, this feels so good’ – are psychologically good messages that contribute towards sexual feelings building up until tension is released by way of orgasm.

  However, sometimes these messages from the brain can spell doubt: for example, ‘Am I going to keep my erection?’ or ‘Will he get bored if I take too long to

  come?’ Too many negative messages result in a loss of sexual arousal. For men this may mean loss of erection, for women it may mean loss of vaginal lubrication.




  Some individuals experience psychological problems stemming from childhood experiences, and will require expert help in order to move on. Childhood sexual abuse, for example, can adversely

  affect how a person responds sexually in their adult life. This is extremely sad and distressing for the person themselves and for their partners.




  

    

      Melanie (29) had never told anyone about an incident that occurred when she was a child. She had successfully blocked it out of her mind and had established a very

      happy and varied life. Successful at work, popular with men, she was never short of a partner to go out with and have fun. Since meeting Colm (31) things had changed. Colm said he was in love

      with her and wanted the relationship to develop sexually. This was further than she had gone with anyone else before. Subsequently, Melanie found herself tensing up whenever Colm started to get

      close to her. She knew he wanted more than the kisses and cuddles they had shared so far. She started having vivid dreams and the disturbing memories returned. The sexual incident from her

      childhood had come back to haunt her. After one particularly traumatic evening Colm had asked her what was wrong. Melanie struggled to find the courage to tell him what had happened because she

      feared rejection. Fortunately, in this case, Colm genuinely cared for her and was prepared to do whatever he could to help her through.
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