
		
			[image: MindGap_cover.jpg]
		

	
		
			[image: ]

			

			[image: ]

		

	
		
			Copyright © 2020 Dr Karen Gurney

			The right of Dr Karen Gurney to be identified as the Author of the Work has been asserted by her in accordance with the Copyright, Designs and Patents Act 1988.

			First published in 2020 by HEADLINE HOME
An imprint of HEADLINE PUBLISHING GROUP

			Apart from any use permitted under UK copyright law, this publication may only be reproduced, stored, or transmitted, in any form, or by any means, with prior permission in writing of the publishers or, in the case of reprographic production, in accordance with the terms of licences issued by the Copyright Licensing Agency.

			Every effort has been made to fulfil requirements with regard to reproducing copyright material. The author and publisher will be glad to rectify any omissions at the earliest opportunity.

			Cataloguing in Publication Data is available from the British Library

			Ebook conversion by Avon DataSet Ltd, Bidford-on-Avon, Warwickshire

			eISBN: 978 1 4722 6712 2

			Diagrams by Louise Turpin

			HEADLINE PUBLISHING GROUP
An Hachette UK Company
Carmelite House
50 Victoria Embankment
London EC4Y 0DZ

			www.headline.co.uk
www.hachette.co.uk

		

	
		
			Dr Karen Gurney is a highly specialized clinical psychologist and certified psychosexologist, and a recognized national expert in the theory and practice of therapy around all aspects of sexual well-being and function. She is currently Lead Psychosexual Therapist at 56 Dean Street (Chelsea and Westminster Hospital NHS Foundation Trust), as well as Director of the Havelock Clinic, an independent sexual problems service based in Harley Street and in the City of London. Dr Gurney has written for and been featured in publications such as Marie Claire, Cosmopolitan and Refinery29. She has appeared on BBC2’s Victoria Derbyshire show and is the expert attached to Cherry Healey, Lisa Williams and Anniki Sommerville’s podcast, The Hotbed Collective (@thehotbedcollective), regularly appearing in their live shows and podcasts. She is also an ambassador for www.thepornconversation.org – a not-for-profit initiative set up by Erika Lust designed to help parents and carers talk to young people about porn use. Dr Gurney is on Instagram as @thesexdoctor. Mind The Gap is her first book.

		

	
		
			Introduction

			What if I told you that everything you’ve been led to believe about your own sexuality wasn’t true? That the standards you’ve been judging yourself and your sex life by, and often feeling you’re failing at, are unrealistic for most of us and cannot be realized? That it’s possible to simultaneously feel little or no spontaneous desire in your sexual relationship, but also have a happy and mutually satisfying sex life long term?

			It might well be hard to believe.

			There aren’t many areas of science where we have got it so wrong for so long that gross inaccuracy has seeped into our collective psyche, but sex is one of them. Sex is an area where so much of our understanding comes from culture, folklore, religion, hearsay and magazines that we have lost track of the facts. We are too blinded by the pervasive and all-encompassing impact of this cultural and social story to see clearly.

			My professional life as a clinical psychologist and psychosexologist in this field has been spent unlearning everything I thought I knew about people and sex in order to be able to help the people who come to see me in therapy. I spend a great deal of time working with women and their partners in therapy sessions around the issue of dissatisfaction with a sex life that, to them (or their partners), isn’t quite hitting the mark. A sex life where the desire they should feel for one another is not as present as they feel it should be, and this seems like a looming, impending disaster in their lives.

			The reality is that they – us, we – have been sold a lie. Sex science has made some surprising discoveries in the last few decades, since it first brought forward ideas about how human desire worked, ideas that came to dominate popular opinion and society and shape how we understand our own sex lives. What came later were new understandings and ideas that have revolutionized the field of sex therapy even further, but this knowledge has not yet trickled its way down from academia or therapists to the mainstream, so the old ideas remain and hang over our sex lives like a sword of Damocles of impossible standards.

			But why? Surely, if it’s that important, people would be talking about it? Well, sadly, the evidence of history shows ‘real’ facts about sex and sexuality often struggle to cut through the thick fog of moral, social and cultural opinion. You only have to look at other areas of sex science to see it. Ideas about masturbation making you go blind, which were prevalent in the early nineteenth century, are still brought to the therapy room to this day. The belief that monogamy ‘works’, despite evidence that, for many humans, it can be challenging, is rooted in the institutions of culture and religion, rather than any scientific evidence demonstrating that humans were made to stick with one partner for life. And, lastly (and possibly, to you, most importantly), that you should feel sexual desire randomly and frequently for your long-term sexual partner, that good sex should ‘just happen’, and that this desire should prompt you to have sex whenever the whim takes you.

			Take a second to reflect on this. At this current moment in time, do you believe these ideas? Ideas such as, in your sexual relationships, you should frequently and spontaneously desire sex with your partner? It would surprise me if you don’t believe it strongly (even if it’s not happening for you). Everything we have been led to believe speaks to this idea. Films, TV and music perpetuate it. Everyone is worried about how much sex they are having (and that it’s not enough), and a relationship that can stand the test of time and still be passionate is the holy grail for most people. But, ironically, there’s another discourse that sits alongside all this. A warning bound up with jokes and innuendo (especially related to marriage), that it’s impossible to have a happy sex life in a long-term relationship. That couples who commit to each other basically throw away any hope of ever having good sex for the long term, but that, somehow, long-term companionship should make up for this.

			So which is it? Should we be expecting passion that lasts a lifetime or sex only on birthdays after the honeymoon period?

			There are problems inherent in both of these ideas. In the first, an impossible ideal of everlasting passion that can somehow endure all manner of relationship dissatisfaction, life events and changes to our bodies and our identities, without any conscious effort. In the second, a sense of hopeless inevitability that sex is doomed and that it can never be resolved, no matter how hard you try: a kind of passion black hole.

			The truth is that great sex is cultivated, not ever present, but we need to understand how desire works and develop knowledge and skills regarding how to cultivate it. And those tropes we mentioned? Of everlasting unwavering passion with little effort? Or of long-term relationships inevitably moving forward to total sexlessness? Neither of them help us one bit.

			The title of this book, Mind The Gap, makes reference to the differences between how we think our sex lives should be (often based on unhelpful comparisons) and how our sex lives actually are, as well as the difference between what we need to know about sex and desire to have great sex and what most of us actually know. There are also other gaps which influence our sex lives negatively and which will feature in this book. Some of which you will probably be familiar with already, such as gaps in gender equality (yes, inequality affects our sex lives too), and others which you may have heard of, such as the orgasm gap (where women, particularly straight women, have less pleasure during sexual encounters with men than the men they are having sex with). My hope is that reading this book will help you close these gaps in your own life and relationships.

			Couples who come to see me for therapy in regards to desire often hint in the first session that they expect the work that we will need to do to be long and arduous. As I hope you will learn from this book, the reality is far from this, and the process can even be as quick as a realization that might happen in a single session (or on one page), or a few sessions (chapters). The harder work, in fact – if there is any – can sometimes be the unravelling of patterns that have formed, which then also need to be addressed, so as not to undermine this new way of seeing things. In this book this aspect will be addressed with useful exercises I’ve set out at the end of each relevant chapter for you to try.

			I’m hoping that you picked up this book because you can see the potential for a more satisfying sex life. The truth is, all of us can, and should, strive for our sex life to get better and better over time. If you find this hard to believe, you have fallen for the societal myth we talked about earlier – that sex declines in a relationship over time.

			This book is for all women (or female identifying people) of any age. This doesn’t mean that this information isn’t also of use to those identifying as men or non-binary (in fact, much of the content will be equally relatable), but rather that we’ll be focusing on the enormous influence of gender on sexuality, and so the content might speak more to those whose gender identity is female. When I refer to women throughout this book, I mean all women, no matter what sex they were assigned at birth. That said, there are key differences in the experience of sex for trans and non-binary people, related to society, culture, transitioning, being on gender-affirming hormones or having had lower surgery, which I will not be addressing here.

			If you are in a sexual relationship with a woman, this book is for you too, as you will learn information about your partner’s desire that will change the way you understand your sex life. This book is relevant for women of all sexualities, and you will find information related to the key differences in how the gender identity of your partner(s) might influence your current sex life as the book continues. There are many similarities between the sex lives of women who have sex with women and women who have sex with men, but also some key differences, which provide key insights for all of us about how we can better understand our sex lives.

			When I refer to sex, what I have in mind is not a narrow definition of one sexual act, such as penetrative vaginal sex, as is often the meaning of ‘sex’ in our society. In fact, I’m not assuming what sex means to you at all. This is partly the journey, understanding what ‘sex’ is about for us, which is in constant flux, and then basing our current sexual lives on this understanding, not someone else’s blueprint. I also do not see ‘good sex’ as just the absence of a sexual problem. Let’s aspire to more than that, shall we?

			My hope is that it will give you a new sense of what’s ‘normal’. It may lead you to the conclusion that you were expecting something impossible of yourself and your sex life in every long-term relationship that you’ve been in so far, but it will also give you a comprehensive understanding of how desire really works, so that you can be in the driving seat of how you’d like desire to feature in your sex life over the course of the rest of your life. No longer a passive recipient, but in control of the direction you want it to go and the destination you are aspiring to.

			Part One will give you a brief overview of the social, cultural and political history to where we find ourselves right now. Chapter 1 will cover how institutions such as science, religion, psychology, psychiatry and the media have authored different bits of this story, each with their own objectives and biases. This is an important backdrop to many of the subsequent chapters. In Chapter 2 we’ll learn the real facts about what’s happening in the sex lives of the UK population and across the world – how much sex are people really having? What kind of sex? How many of those people are dissatisfied or worried about desire? Then, in Chapter 3, we’ll talk anatomy, orgasms, sex education and understanding what your individual ‘conditions for good sex’ are. Part One is about understanding the forces that have led to the way you think and feel about your sex life right now.

			In Part Two we’ll be opening up and exploring some of the key aspects of how sex and desire work. This will include the impact of society on how we understand and act sexually, how the context of our relationships help or hinder our sex lives, and how our brains process and facilitate sex and desire. I’ll also be introducing you to more recent understandings of how desire actually works. This new understanding will give you a clearer idea of the changes you can make in your own relationship to have better sex and nurture desire.

			In the final section, Part Three, we’ll take all of this forward and build on it. How can we put all we’ve learned into practice and make the changes we now realize we need to make with a partner? What other aspects of our relationships should we work on if we want to keep the sex hot? How do we keep a sex life on track despite the sudden onslaught of new life challenges, or over time? Put simply, how do we futureproof our sex life, for life?

			I wrote this book for two reasons. One is to disseminate information about sex that I feel all women should know. The second reason is because I have seen first-hand the difference that this kind of perspective can make to people’s sex lives and relationship satisfaction. I hope it’s the change you’re looking for right now.

			Ready?

			Let’s start a revolution.
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			Common Misconceptions and How They are Holding Us Back

		

	
		
			1

			A brief history of sex, science and gender politics

			How did we get here?

			It would be impossible to write a book on women’s sexuality and desire without outlining some of the key social, political and scientific influences that led us to where we are today. As you read through this book, you will discover that desire exists within a constraining framework of gender politics, and that beliefs about desire have been influenced by key advances (as well as key retreats) in science, feminism, psychology and sexology.

			This first chapter is not intended to give a comprehensive and complete review of this history, as this would be an enormous feat, outside of my expertise and also, probably, not the reason you picked up this book. Nonetheless, these historical influences leave such a legacy it would be remiss of me not to mention how influential they still are for our sex lives today.

			In this chapter I will give a brief, non-linear and selective historical overview in order to provide you with a foundation that will help you to make sense of later chapters and look at things you previously believed to be truths about sex with new eyes. I wish to demonstrate that how we view sex is almost entirely influenced by the prevailing culture, language and politics of the time, and attitudes to sex vary enormously across continents, communities and cultures because of this.

			For the purpose of this book, I will focus on some of the key institutions that have dominated society in the UK as well as Western science over the last few centuries, which is not to say that there weren’t other influences, or that there weren’t other communities with different views and experiences at that time – there most definitely were. Dominant institutions and movements during this time, such as Christianity and monogamy, have had a tremendous impact on our views about sex and women’s sexuality. Similarly, cultural shifts, such as the women’s movement, had a significant impact on women’s rights, sexuality and autonomy. And, in the twentieth century, the evolution of modern science and the birth of psychotherapy and sexology each played a significant and prevailing part in how society saw women and sex, all of which has laid the foundations for how we understand sex today.

			To sum up, how we see sex, including what is ‘normal’ and how women are expected to relate to sex, is a moveable feast, depending on the cultural context and dominant views of the time. Although it may not seem like it, these key points in history are still hugely relevant to your sex life in this present moment.

			Sex and sinning

			We start this timeline in the seventeenth century, mainly because we have to start somewhere and the dawn of time would take us far too long. In many parts of the Western world, monogamy was the norm at that time, mainly due to the influence of religion and the importance given to the institution of marriage. Marriage had importance as it was connected to ownership of land and, therefore, finance, but most women’s partners were chosen by their fathers, not by the women themselves. Christianity was the dominant influence on moral values, but the Protestant Reformation was gradually changing the image of marriage to something that was more about personal choice, and included desire, rather than almost exclusively being about procreation.1 Interestingly, prior to this point in history, women had been considered to be the more lustful sex, but this was soon to change and be replaced by the idea that men’s sexuality was more powerful and women were naturally less sexual. Sex outside of marriage and for anything other than procreation was seen as sinful, and this was evident in the laws of the time, with adultery and homosexuality being considered illegal and even punishable by death.

			In contrast, it has been suggested that the eighteenth and nineteenth centuries brought with them a shift in sexual values.2 It was no longer illegal to have sex outside of a relationship (though still frowned upon), although women’s sexuality was viewed as less powerful than men’s, and women were positioned as ‘gatekeepers’ regarding sex, with the onus on men needing to control their urges. There was also an assumption that women’s orgasms were important, as the woman’s orgasm (and, in fact, a simultaneous orgasm) was believed to be crucial to getting pregnant. Sex was seen as an important part of marriage, but fears about the dangers of masturbation for one’s physical and psychological health were prevalent. This was evident from the invention and dissemination of devices to prevent ‘self-touch’ and the lengths that people went to dampen sexual impulses, especially in women, for whom a perception of a ‘naturally’ lower interest in sex meant that any evidence of sexuality was particularly problematic.

			You could be forgiven for thinking that some of these more sex negative aspects of history were just representative of the times, represented across the world, and that we’ve moved on a lot since then. Not so. Many of these historical views of sex contrast greatly to more liberal attitudes to sex in the UK before this period, and also across the globe. Sex positivity is evident in numerous historical texts, such as the ancient Hindu Kama Sutra (compiled between 400 BCE and 200 CE) and the Encyclopaedia of Pleasure from tenth-century Baghdad.3 In both of these, sex is represented as being primarily for pleasure, without shame and with relaxed attitudes to gender and sexual diversity. In many parts of the world it was, in fact, colonization by the British which imported more restrictive sexual values and brought with it new, more conservative perspectives. We also know that the sex = shame rhetoric is (and was) absent in many other non-Western cultures. Women living in certain matriarchal communities, such as those of the indigenous people of Papua New Guinea, were free to enjoy sexual expression with a variety of men for pleasure. What we can deduce from this is that, here in the UK and in other parts of the West, the roots of our recent sexual past are related to a conservative ancestry with views of sex related to religion, gender inequality, a fixation on monogamy, and with a distinct fear of sexual urges as the backdrop.

			Sex and madness

			Sex then moved from something that was policed by religion – ‘your desires are a sin’ – to something that was policed by medical science (at this time, psychiatry) – ‘your desires are a sign of madness’. ‘Hysteria’ was defined as an illness connected to sexuality in women, with masturbation being one of the symptoms, while the term ‘nymphomania’, which was coined in the eighteenth century and rapidly gained popularity, was used to describe women who masturbated, wanted sex more than their husbands did, who fantasized about sex or who had sex with other women. The use of these terms as explanations for a range of women’s experiences neatly aligned women’s sexual urges with madness. Interestingly, at the turn of the nineteenth century, many more women were committed to psychiatric institutions than men for concerns regarding their sexual behaviour, a pattern and a narrative of female sexuality being seen as more dangerous than men’s that we have not seen replicated since. Women were locked in psychiatric institutions, forced to have hysterectomies or lobotomies, had leeches applied to their genitals, were forced to take freezing cold baths, had their clitorises removed or caustic chemicals inserted into their vaginas. These diagnoses and treatments have been hypothesized to be a form of social control over women, with sexual desire as the mobilizing factor.

			Sex and subjugation

			In the second decade of the twentieth century, Britain was about to go to war. This devastating event marked a significant change in women’s opportunities and position in society. Women were, for the first time, taking on roles that had typically been held by men in our historically patriarchal culture, shifting the view of what women were capable of. By the end of the Great War, significantly more women were in employment than had ever been before. Women, empowered by this experience, continued to push for rights that were justifiably theirs and, as a result of the efforts of the women’s movement, some women were granted the right to vote in 1918. It has been suggested, however, that this small but significant shift in gender equality was met with a cultural backlash, as it was seen as potentially threatening to the institution of marriage, ‘family values’ and, therefore, society.

			At the same time, modern science and medicine as we now know it was an evolving field, as was the means to carry out scientific enquiry. In the eighteenth and nineteenth centuries, a cultural shift from religion as a dominant world view to science as a dominant world view started to gain traction. This was not without challenge, as advocates of these two opposing views battled for who was right. A key feature of this era was that, until this time, it was dangerous to hold a view that represented something other than the dominant view of the church. Pretty soon, however, science became the more dominant voice (alongside religion and social convention) as an authority on people’s lives, and this started to play out in sex, medicine and the control of women’s sexuality by these means.

			The creation of sexual dysfunctions

			Psychiatry, it can be argued, created sexual dysfunction. The American Psychiatric Association’s Diagnostic and Statistical Manual (DSM) was created in 1952, with the aim of being a complete list of all the possible diagnoses available regarding mental ‘disorders’. Essentially, if it’s not in there, it doesn’t exist. But, equally, the inclusion of supposed disorders in DSM gives them credibility. The DSM first included sex as something which could be ‘disordered’ in the third edition, which came out in 1980.4 Before this, people had concerns about sex, of course, but DSM-III marked the first time that specific terms for sexual problems (such as ‘Inhibited sexual desire’) were coined, a historical moment of which the aftermath influences our sex lives even now. Before this date, ‘sexual dysfunctions’ didn’t have labels, weren’t medicalized, and decisions about what aspects of sex to prioritize and therefore name ‘dysfunctions’ weren’t decided upon on the basis of what constituted ‘normal sex’ at the time.

			Sex and neuroses

			In the late nineteenth and early twentieth centuries, a few determined voices started to suggest that religion and science had got it wrong when it came to sexual expression. Sexologists were few and far between, but those that were about, such as Havelock Ellis, were presenting very unpopular ideas, such as the thought that homosexuality was, in fact, not an illness but a normal representation of sexual preference found in humans.5 Sex between men wasn’t decriminalized until 1967 in the UK (and then not in all circumstances), however, and ‘homosexuality’ was only removed from DSM in 1973 (and so declassified as a ‘mental disorder’). Sex between people of the same sex has been present in humanity since records began, and it hasn’t always been seen as a problem by various cultures and communities through various points in history. And yet negative opinions about LGBTQ people are still painfully evident today when we look at the recent protests by parents in the UK against the inclusion of teaching around LGBT identities in schools.

			When Sigmund Freud, the Austrian neurologist and psychiatrist, later dubbed the ‘father of psychoanalysis’, came along in the late nineteenth century, he was happy to talk about sex. So happy, in fact, that it seemed that everything was suddenly about sex in one way or another. Freud’s own version of therapy came along before therapy began to utilize scientific methods, and his personal observations or reflections on his cases were postulated as theories that continued to dominate the world of psychotherapy for the next century. Much of Freud’s theories about sex and sexuality we now know not to be true; for example, the idea that a clitoral orgasm is an ‘immature’ version of a vaginal orgasm, or that homosexuality is an immature version of heterosexuality. Despite unknowingly and unhelpfully pathologizing large sections of the population, at least Freud promoted a narrative about sex as something that people like to do, and an urge that people have, rather than the old narrative of sex being something to create life only (unless you’re mad).

			One of the most pivotal moments in sex science came with the ground-breaking work of Alfred Kinsey in the 1940s. Kinsey was an American entomologist (i.e. his field was the scientific study of insects) who decided to study human sexuality in a laboratory setting to learn more about it. Here we have the intersection of several key moments in time coming together in historical union. The view that sex is not a sin, but just something people do (and enjoy!) and also the view that everything can be observed and studied by science, just like you might study insects. And finally the concept that this is how we can come to know better what sex is or how people do it, not through opinion, the views of the church or the views of the state.

			Through his interviews, Kinsey discovered that sexual orientation wasn’t binary and that most people were somewhere in the middle, not on either end of a straight-or-gay scale. He discovered that people enjoyed sex, went about it in all sorts of different ways, and that most people masturbated. He suggested that all types of sexual expression were acceptable. Kinsey’s work and discoveries were seen as so challenging to American family values that his funding was pulled, and his ground-breaking research was stopped in its tracks. If Freud was the father of psychotherapy, Kinsey was certainly the father of sexology.

			Virginia Johnson and William Masters came next, and wanted to build on Kinsey’s discoveries of what people do and find out more about how sex actually worked. Masters was a gynaecologist and Johnson was initially his research assistant and then became his partner – in both senses of the word. Throughout the 60s and 70s they applied science and process to their laboratory studies, making observations and collecting data on sex. Masters and Johnson came up with the first real model of what happens to humans during sex – the human sexual response cycle. This model was added to by Helen Singer Kaplan and others shortly after, and became the model to explain humans and sex for decades to come.6

			The Masters and Johnson/Kaplan model (which you will learn more about in Chapter 7) not only formed the basis of all of the sexual dysfunctions that were first named in DSM and stayed there until very recently, but seeped into the fabric of society, from the echelons of science down to popular culture, and added to our idea of what sex is and how it should look. Masters and Johnson were quite keen on using the media to disseminate their discoveries to the masses and appeared regularly on TV, which was quite unusual for scientists of their time. I like to think of them as the original sex influencers and think that, if they were around right now, they’d have a massive Instagram following.

			Masters and Johnson’s understandings have formed the basis of how we as a society view ‘normal’ sex – even up until this day, and until now you may not have even realized that their work has been responsible for how you understand sex. This, of course, is what happens with science and law: if something is illegal, we presume it must be wrong, and if something is found in science, we presume it must be right. Without question we absorb these things to be truths and they form part of our cultural narrative. One of the key understandings from Masters, Johnson and Kaplan was the idea that desire is the first part of human sexual response. These days, a large body of evidence suggests that this is not the case and that desire operates differently to how it was first understood in the 60s. This knowledge has not yet trickled down into mainstream understandings, but by the end of this book I hope you will have changed how you see desire completely, in line with these new views.

			The potential for sex to be seen as a learnt skill is also perhaps a hangover from how sex was reported by the media around the time of the Masters and Johnson era, and an attitude which prevails even now. The question ‘Are they good in bed?’ suggests that we believe that sex is something we can be good at, as if having sex was like playing the piano or some other acquirable skill. In fact, sex is more like creating a piece of music and playing it in synchronicity with another musician, who has created their own piece, which yours must harmonize with. The skill is in listening and harmonizing, not simply playing the instrument.

			Masters and Johnson are also credited with being the original founders of sex therapy, and so they should be. They published one of the first books on working with sexual problems and developed a new form of behavioural sex therapy. So much of their work is relevant now, and although sex science has moved on in leaps and bounds since then, their work still remains pivotal. What is fascinating about the work of Masters and Johnson is that, similar to Kinsey, their work also came at an important intersection in history.

			At the time they were studying sex in the 1960s, behavioural and cognitive therapy paradigms were starting to take shape, and the dominant view of other models of therapy, descending from Freud, were making room for new ways of understanding how people think and how problems are formed. Much of Masters and Johnson’s work was based on these behavioural and cognitive concepts. For example, they described how, if you have a thought that you will lose your erection, it causes anxiety in your body, which creates physical changes in the body, which in turn make sexual arousal (and therefore erections) impossible. The thought itself can cause the sexual problem, and the prediction of the same thing happening in the next sexual situation you find yourself in will mean that this cycle continues, building up momentum over time. These realisations were pivotal for sex therapy, as they moved us away from ideas of neuroses leading to sexual problems to the concept that sexual problems can happen to all of us, and can be overcome by creating a different experience or understanding. The continued influence of this approach will be evident as you read this book.

			Sex and drugs – the medicalization of women and sex

			Sex therapy as a field grew from the work of Masters and Johnson, gaining popularity, acceptability and kudos. But the advent of the pill in the 1960s brought with it a fresh panic about women’s sexuality and what would happen to women’s sexual behaviour without the restrictions of the fear of getting pregnant. Sadly, the ongoing policing of women’s bodily autonomy is still a massive worldwide issue in relation to abortion rights, and there are strong parallels to be drawn around such restrictions and women’s sexual lives in the world around us today.

			In 1996, after the accidental discovery of Viagra by Pfizer, the field of sexology took a temporary medical diversion. Viagra had been designed to treat angina, but it was discovered that, as a side effect, it could produce rock-hard erections and drug companies immediately started to see pound signs (dollar signs, really, as it happened in the United States, but you know what I mean). There was suddenly much talk about creating a similar product for women. After all, it was ‘well known’ that women were not that keen on sex, compared to men, and that men supposedly needed more sex than women, so a fix to this problem seemed ideal (these things aren’t actually true, of course, but bear with me). Drug companies raced to be the first to come up with a solution to the ‘problem’ of women’s desire. In the background, a bunch of feminist scientists and sex therapists started to question the status quo about how women’s sex lives (especially desire) were being talked about in the scientific and medical arena, with an absence of context about other forces that shaped women’s sexuality.

			Since 2015, two drugs have been approved by the Food and Drug Administration in the US for the treatment of low desire in women. The first was Flibanserin (Addyi) and, in 2019, Bremelanotide (Vyleesi). Both are associated with significant side effects reported in studies of their early use and there has been a great deal of controversy and debate about these drugs in the field of sexual medicine. Addyi brought a (rather unimpressive) increase of one extra satisfying sexual experience roughly every two months for the women taking it daily, with some challenging side effects and contraindications.7 Controversy about such treatments is focused on the potential for further over-medicalizing women’s sexual functioning and concern that situating women’s desire in a purely medical context is reductive because it does not take into account the socio-political context women’s relationships exist within. Despite the availability of Flibanserin and Bremelanotide in other parts of the world, medications specifically aimed at women with ‘low desire’ are not available in the UK currently, but this might change in the next decade, with several new drugs in development set to launch in Europe.

			Sex, power and feminism

			Until the 1960s, sex science (in fact, most science) was dominated by men, and we now know that this made a difference to the information that was gathered, the questions that were asked and the models that were put forward. Masters and Johnson studied sexual response in both men and women, and documented differences between the sexes – for example, making the discovery that women did not need the refractory period (the period of delay between orgasming and getting sexually aroused again that we see in men) and could be multi-orgasmic. But Masters and Johnson still landed on a final one-size-fits-all model of human sexual response that was predominantly based on a male experience (i.e. with a refractory period). This was a reflection of science as a patriarchal institution.

			As such, we did not question whether the categories of sexual dysfunction that had been included in DSM since the 80s were perhaps better suited to heterosexual cis gendered male sexuality and maybe privileged penis-in-vagina sex over all else. Or that this bias didn’t adequately represent anyone or anything else. For example, ‘premature ejaculation’ was defined in DSM-IV as ‘coming before or just after vaginal penetration’. There was no equivalent category of coming too soon for women (even though we now know that a small proportion of women feel they do) or for coming too soon before another type of sex, such as mutual masturbation or anal penetration. The reason for this, as suggested by many sex scholars and academics, is that the only sexual dysfunctions included in DSM were ones which prevented the successful completion of wider society’s current idea of what constitutes ‘normal’ sex, with men’s experience taking centre stage. It doesn’t matter when women come, as sex can continue, right? It also doesn’t matter what happens for LGBTQ people, as straight cis sex is the normal one.

			Feminist sex scientists and clinicians rejected these ideas of women’s sexual difficulties based on this male model and patriarchal view of what sex is or who sex is for and formed a working group to address their concerns. In the early 2000s, ‘The New View’ of women’s sexuality was proposed, as an alternative system for women, to move away from the perceived inequality and gender bias of DSM and the medical model.8 This system allowed greater emphasis to be placed on the social, economic and political influences on women’s sexuality. Leonore Tiefer, a vital member of this working party, used the analogy that ‘sex is more like dancing than digestion’, referencing the cultural, political, social and learned aspect of sex as more important than the historical importance placed on biology. You will see the influence of this view in this book, as I will talk very little about the biology of sex and desire, favouring instead the influence of society, gender politics, psychology and relationship dynamics.

			Women started to play a more pivotal role in sex science and there was an explosion in the numbers of female sex researchers who, through their research and writing, have changed the way we see sex for ever. The work of many of them, such as Cynthia Graham, Rosemary Basson, Amy Muise, Sarah Murray, Robin Milhausen, Emily Impett, Lori Brotto, Meredith Chivers, Debbie Herbenick, Kristen Mark, Karen Blair, Caroline Pukall, Julia Heiman, Ellen Laan, Marta Meana, Sari Van Anders, Lisa Diamond and many equally important others, are represented in much of the scientific content referenced in this book. They have made discoveries and developed theories about sex and desire that will have a direct impact on how you understand your own. Remember their names, as they will go down in history, just as Kinsey or Masters and Johnson have, for the impact they have made to sex science. They are feminism, sex science and power in action.

			In the last twenty years, perhaps the largest advances in sex science have been made with regards to how we understand women’s desire. New models of sexual response were proposed to rival Masters and Johnsons, and, for the first time ever, they were based on women’s sexuality, which I’ll tell you more about in Part Two. Sex researchers started to learn more about women’s desire, pleasure and orgasms and began to directly challenge the way women’s sexual problems were represented in DSM, suggesting that, based on new science, the current classification system was pathologizing the normal expression of sexual functioning in women. New advances were made in understanding how attention and sex were closely linked, as well as the impact of our thoughts and how we experience relationships.

			In the late 2000s, a team of sex scientists aimed to change the way women’s desire was represented in DSM, based on new evidence, and they succeeded in creating a new category, ‘Female sexual interest/arousal disorder’, in the latest version of DSM, DSM-V.9 The old category of Hypoactive (low) sexual desire disorder was removed, reflecting new research regarding how women find it hard to separate desire and arousal and placing much more emphasis on the subjective and relational aspects of arousal and desire. Such changes represent great strides forward in sex science, as opinions of what constitutes normal or dysfunctional in the scientific or medical community influences what we all believe of ourselves.

			It is no longer seen as a problem if women don’t feel like sex spontaneously. It is no longer seen as a problem if women don’t feel like sex without ‘adequate sexual stimuli’ (for the record, for most people, saying ‘It’s been a while, how about a shag?’ doesn’t constitute ‘adequate stimuli’). Women’s sexuality, pleasure and capacity to respond to sex is being given the credit and attention it deserves, and the situations that amplify it, and extinguish it, are now understood in greater detail. Women are being armed with the information they need to know that their bodies work just fine.
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			Mind The Gap – Statistics around sex and desire

			How much sex are people having?

			I don’t meet many people who aren’t concerned about the amount of sex that they want or are having, or how their sex life is going more generally. You might feel that this is connected to the job that I do, but, in actual fact, this is what I hear both from my clients and the people I meet outside my job. Admittedly, once people find out what I do, they tend to share more with me about the details of their private life than they probably share with most. If we’re ever at the same dinner party, I recommend sitting next to me, as inevitably the conversation in the immediate vicinity will turn to sex in some way, shape or form. The good thing about this for me is a) I love my job and never get tired of it, and b) sex is ridiculously fascinating and never gets boring, even when you talk about it all day.

			People mainly start to worry because they are mapping out what’s happening for them against a standard that they believe is the ‘average’. But, generally speaking, people are drastically wrong when it comes to this estimation of other people’s sex lives, and they are also often mistaken when it comes to the assumption that frequency is a good indicator of a good sex life (more on this later on). Still, I feel it’s useful at this point to talk more about what’s ‘normal’, so that you can feel reassured about what’s happening for you. This is what this chapter is all about: a snapshot of our sex lives and what we know about what is really happening. A yardstick for you against which you can breathe a sigh of relief, but also an indicator of how inaccurately we understand and judge ‘sex’ as a society.

			In this chapter I will lay out some of what we know from large-scale sex studies about how often people are having sex, the difficulties that we are having in our sex lives, and the consequences people report in relation to their lives and relationships generally when their sex lives aren’t going to plan. I’ll give you a sense of how common sexual dissatisfaction is and all the ways it can feel difficult, and (hopefully) begin to reassure you that, if you are struggling with these things, or would just like your sex life to be a bit better than it is now, it’s not just about you or even your relationship, but rather something you share with a significant number of other women in the UK and the rest of the world.

			Who decides what’s normal?

			One of the problems with sex is that, if you don’t make the study or practice of working with it scientific, all you are really left with is bias, opinion, and the skewed impact of cultural values and assumptions. This is more the case with sex than it is with almost any other subject, as it is both something we don’t talk about that often in public and (as we learned in the last chapter) it has been heavily dictated to by ideas of shame, religion, culture, medicine and politics at different points in history, giving a bias to which stories are privileged over others.

			Not looking at sex scientifically (and by this I mean finding out what people do, and understanding how and why, by looking closely at the evidence rather than what you think) does not make for a good sex therapist. It also stops us learning more about sex as a society. As a clinical psychologist, the ethos of my training is about being an evidence-based practitioner. This means doing therapy based on what science says, not my intuition or assumptions. Of course, this doesn’t mean I can’t use my intuition at all, just that I should be careful to test my intuition as a hypothesis, rather than following it blindly. I use the learnings of science heavily in my therapy sessions, and my hope is that you will also value this aspect when reading this book.

			It is for this reason that, the first time I heard about the Natsal study (National Survey of Sexual Attitudes and Lifestyles)1 venturing into the realm of sexual functioning many years ago, I nearly fell off my seat in excitement. My joy was not just based on the fact that I knew it would provide us with solid facts about the sex life of the UK that we had never had on such a large scale before, but also because I’m a total sex-research geek. I feel we should be immensely proud of the fact that this study happens in our small country, especially as it is currently the biggest and most rigorous undertaking regarding sex research, on a population level, anywhere in the world. Natsal is a collaboration between several big research bodies and institutions and aims to look at how adults in the UK of all ages, backgrounds, ethnicities and sexual orientations experience sex, sexual health and, more recently, sexual function and satisfaction. It’s one of the best markers we have about what actually happens in peoples sex lives, and without it we (as clinicians, but also as people having sexual relationships) are left completely in the dark about what’s ‘normal’,* or how other people feel about or experience sex. Without this kind of research we are left only with societal opinions, based on skewed assumptions and biases, plus the dominant forces of the time in question, and you’ve already learned what a mess relying on that got us into historically in Chapter 1.

			* Although I’ve used the word ‘normal’ in this context, I do not mean that if you do something differently, or at a different frequency to the majority of the population, you are not ‘normal’. Rather, there are things that are common sexually, and if these things happen to you or feature in your sex life, you can rest assured that you are not alone in this.

			A national barometer of sex

			One of the most crucial of the ‘gaps’ in our sex lives that the title of this book refers to lies between our perception of how our sex lives should be in comparison to others versus our lived experience of our actual sex lives. Frequency of sex is often a barometer that we use to judge this, possibly as it’s easier to ‘count’ than some other aspects of sex. And, of course, we’ve been sold the myth that frequency is the most important thing (one of a whole host of myths, actually).

			Over the last few decades, Natsal data tells us that the frequency that we’re having sex has dropped in the UK, and a recent Natsal publication2 tells us that, in the UK, the average person has sex a little less than once per week, or about three times per month (although this is more like twice a month for women between the ages of 35–44). This most recent analysis of the data also shows us that a higher proportion of adults under forty-four are reporting no sex at all in the last month, which is more than in previous Natsals (29% having no sex in the last month in Natsal 3, compared with 23% in Natsal 2).

			This same Natsal publication also highlights general declines in sexual frequency in other countries around the world, such as Japan, Australia, Finland and the US, albeit showing slightly different trends in these declines. Now, firstly, don’t panic if you’re having sex a lot less than twice or three times a month, even if it’s much less than this. What you will learn as we go on is that the frequency with which you have sex is almost meaningless. Do be reassured by these numbers, though, if you (or your partner) have been feeling abnormal based on your assumption that you should be having sex much more than this up until now. There’s also nothing wrong with wanting more sex than you’re having at the moment or more than is reported as the UK average. This Natsal data also picked up that over 50% of women (and even more men) wanted to be having more sex than they were currently having, but whether this is about people feeling their sexual frequency is not measuring up to a perceived norm, or whether people are genuinely dissatisfied with the amount of sex they are having we just don’t know.

			How frequently you want sex and how frequently you have sex are certainly not the same thing, and as we will learn over the course of this book, there any many factors that influence whether we invest in and act on our desires using the behaviour of ‘sex’. Similarly, frequency of sex and quality of sex are not the same thing, and quality of sex has huge implications for desire. Often social chat about sex tends to be focused on how much sex people are having, or whether they went all the way (penetration), and very rarely how mutually pleasurable or even life-expanding it was. This is important, as alongside making people who have infrequent but life-affirming sex feel like their sex life isn’t up to scratch, we know that frequent but unsatisfying sex is generally bad for desire and not actually a useful goal to aspire to anyway.

			Sexual satisfaction and problems

			Natsal was pioneered by a team of female scientists with expertise across public health, social science and epidemiology. It was conceived as a response to the beginning of the HIV epidemic in the UK in the late 1980s, when it became clear that the fight to combat HIV by reducing transmission would be impossible without a clear idea of the types of sex the population of the UK was having. The Natsal team have undertaken this enormous task every ten years since then, with data first coming out in 1990–91, then 1999–2001, and the latest in 2010–12. Natsal 4 is in the pipeline at the time of going to press. Over the years, Natsal’s data gathering has intelligently evolved to include sexual function, as well as Sexually Transmitted Infections (STIs) and sexual behaviour.

			Natsal 3 uncovered some key information about the sex lives of the UK, specifically that we have a high percentage of people reporting sexual problems.3 Just over half of women (51%) and 42% of men reported a sexual problem, such as lack of interest in sex, lack of enjoyment in sex, difficulty reaching orgasm or erectile problems, lasting three months or more in the last year. Sexual problems were experienced across the age ranges. To put this into perspective, there were 15,000 adults surveyed across the country between the ages of 16–74, selected to represent a range of geographical locations and other demographics, and roughly half of these reported that something wasn’t going as they felt it should in their sex life. This is an awfully large number, but does map on to similar studies done in the US, Australia and Europe (rates in non-Western countries are higher still), so it’s both surprising and unsurprising in equal measure.
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