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Abstract

HUMAN SEXUALITY AND CLINICAL SOCIAL WORK
Beverlee H. Filloy

Research in sexuality and development of treatment
approaches had wide impact in the recent past. Social
and professionél attitudes toward sexuality have
undergone major changes; attention to sexual function-
ing and complaints has become coﬁmonplace in various
professions. Courses in sexuality are now frequently
included in professional education. Cqmpletion of
such studies has become a condition of certain licensure
proceedings in at least one sfate,'attesting to the
public's interest in formal preparation by professionals.

Clinical social work as a major mental health
discipline and part of the field of social work shares
a need to accommodate or integrate such knowledge and
to respond to consumer expectation of professional
expertise in sexuality. To some.degree, professional
- schools, literature and associations have reflected
this surge of interesi and information. However, little
is known about the exfent of direct application of
sexual knowledge and treatment techniques in professional
practice.

A review of professional attitudes toward sexual
issues, information and problems,'including those

specific to clinicai social work, is followed by an
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outline of ciinical social work's history and present
status és it relates to sexual infor@ation and com-
plaints. A description of sexual development and major
disorders introduces a brief discussion of sex
therapies and their theoretic bases and treatment
techniques, with‘emphasis on anAeclectic approach in a
clinical social work setting.

The research project derives from a specialized
sample of clinical social workers which provided, beyond
demographic data, information about integration of sex
.therapy, éducatién dr counseling into clinical practice.
Specifically, the research inquires into(l) the level of
awareness of treatment components in the field of sex
therapy, (2) the effect of éducation in sexuality on
the conduct of their practices,(3) the rationale by
which sex therapy techniques are included or exéluded in
.these practices, (4) the recognition and treatment of
sexual complaints encountered by these sbcial workers in
their practices, and(5) the:effect'of legal and ethica1 
considerations in the integration bf sex therapy.
Conclusions'draWn include the need for further research
into social work values and standards as they involve
sex therapies as well as impliéations for the futuré‘of

social work practice.
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- INTRODUCTION

. The impetus'for this project came from the author's
experience.in ﬁraqtice, teaching, supervision and
examination of clinical social work during years of
shifting public and professional atfitudes, combined
with the impact of emerging data in sexual research
'aﬁd treatment. The gradual extension of the author's
‘social work practice to include treatment of some
sexual disorders, advancing assignments and
responsibilities in the Society and Institute for
Clinical Social Work, and participation in inter-
disciplinary professional activities fostered
observation of and interest in an asséssment of

changes and amalgamation within the field.

With thé adopticn of relicensure fequirements to
include course work in human sexuality, the author
served as Chair of the Ad Hoc Joint Committee on Human
Sexuality Traininé of the Society and Institute for
Clinical Social Work. A demonstration course and
téaching materials were developed for potential
faculty in 1978. Out of these and attendant
experiences arose this undertaking toc examine the
degree and perspective through which specialized
sexual knowledge and therapeutic skills are rejected
or integrated in practibe by clinicaltsocial work

colleagues.



The problem ﬁo be investigated and dits significance
is outlined in Chapter I. Social and proféssional
attitudes toward sexuality have undergone
noteworthy changes in the' recent past following a
resurgence of research and publication in the
field. Attention to sexual fuﬁctioning and
complaints has become increasingly commonplace in

various professions in the last decade.

Clinical social work as a major mental health

discipliﬁe and a part of the broad field of social

work shares with other professions a'need’to

accommodate this knowledge as well as to respond to

the growing consumer expectation of professional
expertise in sexuality. To some degree, professional
schools, 1itérature and associations have reflected this
surge of intereét and information. Nonethelesé, little
is known about the incorporation of this knowledge into
clinical social work practice, or about the profession's
view as to the appropriateness of such integration.
Significance lies in the potential impact of data upon
decisions involving practice or education for practice

and, by extension, policy and services for clients.

Clinical social work's present status as it relates

to sexual information and complaints is outlined in-



Chapter II, includingvreéctions to recent licensu;e
requifements in California. Related studies revealing
social wbrk's orientation to sexual issues are
reviewed, as are assessments of current professional
éducatibn and literature. Iﬁ a survey of social work's
unique history, factors are identified which may
account for some resistance and conservatism toward
direct approaches in sexual complaints. Fundamental
social work Values appear not to exclude treatment of
éekual issues, but a iack of agreement fegarding
social work's theory and general sensitivity foward

sexuality produce confusion and hesitancy in the field.

To afford a basis for appréciating clinieal social
work's need for a greater grasp of sex therapy,
-Chapter ITI summarizes complexities of psycho-social
sexual development familiar to mostISOCial werkers.
Major sexual problems and dysfunctions are outlined
preliminary to a brief sketch of éex therapies, their
theoretic bases and treatment techniques. A final

4 secfion of the chapter is devoted to a detailed
description demonstratiﬁg integration of sex therapy
procedures and techniques possible in a clinical
social work practice.

Researchsinto the present status of knowiedge and
application of sex therapy within a'specialized sample

of clinical social workers is reported in Chapter IV.



The research through a eelf—administered survey and
case Qignettes inquiries into (1) the level of aware-
ness of freatment aspects in the field of sex therapy,
(2) the effect of education in sexuality on the conduct
.ef their practices, (3) the rationale by which sex
therapy techniques are included or excluded in these
practices, (4) the recognition and treetment of sexual
complaints encountered by clinicel social workers in
'their practices, and(5) the effect of legal and ethical

considerations in the integration of sex therapy.

The demographie data permit extabliehment of subgroups
-or clusters for comparison and analyeis of general
and case material. Uneven or minimal educational
preparetion for dealing with sexual issues
-characterizes this sample as does an ambivalent or
tentative acceptance of sex therapy.asia useful and
proper intervention in their clinical social work
practice. Pluralism in practice approaches is
evident, as in the relative absence of cohesive views.
A Conelusions drawn in Chapter V include the need for
further research into social work values and
standards as they involve sex therapies as well as

implications for the future of social work practice.



CHAPTER I
PROBLEM AND SIGNIFICANCE

The Problem

The problem is that the extent to which clinical
social work is openly addressing sexual issues and
utilizing épecialized techniques in practice is
unknown.b Alfred Kinsey1 idenfified (as did
.William‘Mastérsz'later) social work as the pfofession
having potentially the greatest involvement with
sexual problems and behaviof, even more thah medicine.
Whether many clinical social Workeré'have availed
themselves of the opportunity.provided by improved

knowledge in any intensive or extensive way is unclear.

Clinical social work has its rcoots in and is part of
the more general field of social work. Social workers
offer diverse services in diverse setting; fﬁrther,
differences in theory as to the most effective way of
achieving desired goals are widespread. However, a
commonly shared commitment is fo view the "whole"
person in his sccial setting. Sexuality is a major
thread throughout total individual life and social
interaction. One‘cardinal point is that social
~workers éannot justifiably ignore sexual iésues in.

practice, yet this appears to cccur not infreguently.
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The need and potential are apparent. Harvey Gochros,
‘an eafly and persistent voice, wrote nearly a decade
ago of the freqguent avoidance or intimidation around
discussion of sexual problems in sociai work practice.
His plea was (and is) for increased knowledge for
practitioners and for wider communication by

educators and authors of successful treatment:

Our society is becoming increasingly open about
sexuality, accepting of its nonreproductive
functions, and tolerant of diverse means of
expressing it. Yet despite these changes, many
social workers perceive, sexual problems as the
exclusive province of the medical profession or,
as symptoms of less embarrassing difficulties.*¥

Recenfly, the profession has been criticized for its
failure to "take off the sexual blinders”? exhorted to
keep infofmed through continuing education? encouraged
to revise graduate school curriculum? and, most
immediately (in California), pressed into minimal
courses as a conditiocn of relicensure.7 In spite of
these efforts, little is known about the actual

"state of the art" as reflected in practice.

In the Editor's Intrcduction to the special issues of.

Clinical Social Work Journazl on Modern Sexuality,

1972, Mary L. Gotiesfeld writes: '"Like the subject

itself, education in sexuality for professionals in
_ , 3
mental health has been painfully shy''. The authors

cf the studies in that special issue recoguize



concerns which have been increasingly.refleéted
throuéhout thié decade, but with little consistency.
Nor is there in the literature substance fuily
addressing the question of how sexual issues are
concurrently dealt with in general clinical social
work practice. (The most relevant surveys by

Leroy Schultz,? Michael Len and Joel Fisher'® will be

considered at a later, more appropriate point.)

One can see spdradic évidence of a growing ihterest
in sexuality in social work practice and educationali
"aspects. Assessﬁents,of past sociai work literature
suggest an ovefemphasis dn pathology and psycho-
analytic interpretations of sexual behavior rather
than a more appropriate emphasis on sexual knowledge
and methods useful to social work educators and
practitioners.11 Nonetheless,_1977 did see for the

first time the inclusion of a thofough'article on

sexuality in a major source book (Encyclopedia of

‘Social Work), and a handful of publications for
12

' social workers are emerging;
Social workers have also published articleé appearing
in specialized journals dealing with sexual issues.

A random sampling .of well recognized journals in
sexology suggests a wide Variety of interest énd
professioﬁal backgrounds (medicine, psychology,

nursing, education for example). Sccial workers are
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infrequently represented and seldom as‘major authors,
nor'dé they seem to be addréssing social work colleagues
or practice, as indicated by the fact that their choice
of journal was other than those in the field of social

work.

Beyond the literature, there are few, if any,
indications of the extent or nature of social workers'
interest and practice in this field. For example, the
American Association of Sex Educators, Counselors, ;nd
Therapists (AASECT), a national organization with a
recognized but voluntary certzfication program, in the
1978 National Register,13 lists 990 sex educators,
fifty;two of whom can be identified by acédemic title
as having social work education, five of these in the
State of California. Nationwide,AASECT lists 570 sex
therapists including fifty-seven social workers (five
in the State of California). Some individuals hold

both certificates, so that figures cannot be totaled

directly.

Certification in AASECT is not only voluntary, but the
standards are exceptionally rigorous and some believe
. 3 14 3 -~
unrealistic. The above figures do not therefore
admit of any conclusion as to how many or how few
social workers are utilizing sex therapy, and may be
more expressive of other factors such as financial

3

consideraticns, disinclination for voluntary



certification, or uncléar designation by academic
fitle: Further, éince no license is required for the
practice of sex therapy in Califorania (or any other
state), the number of social workers who include such
techniques as a part of their practice cannot be
determined by recourse to records of a licensing agency.
15 :
Clifford Mazer found that in 1976 that a preponderance
of schoolé of social work surveyed offered at least one
course in human sexuality. From 1270 to 1978, the
number of courses taught increased from three to sixty-
five, with the years 1972-1974 being the period of |
greateét expanéion. These and other indicators point
to an eagerness on the part of the profession to
broaden the knowlédge base for social workers, to

narrow one. phase of the '"learning gap'".

Clinical social work is not aione in its professional
hesitancy. 1In the 1920's in the Journal of the

American Medical Association, Robert Dickinson, a

gynecologist, issued a challenge Siﬁilar to
Gottesfeld's fifty years 1ater}6 a charge referred to
by William Masters and Virginia Johnson in the preface
to their first (1966) publication. Dickinson points

out:

It is not a 1little curicus that science develops
its sole timidity about the pivotal pnoint of the
physiology of sex. Perhaps this avoidaace
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not of the bhizarre and the extreme, the abnormal
and the diseased, but of the normal usages and
medial standards of mankind . . . perhaps this
shyness is begotten by the certainty that such
study cannot be freed from the warp of personal
experience, the bias of individual prejudice, and,
above all, from the implication of prurience. And
yvet a certain measure of opprobrium would not be
too great a price to pay in_order to rid ourselves
of many phallic fallacies.

-

Medicine, with its traditional.conservatism, Qas
scarcely hasty in its responselto changing opinionvand
new sekual information. A review of the status of
sexological study in that profession reveals that, in
1960, only three schools in the United States had
programs involving'the teaching of Sexﬁality; by 1968
thirty schools had started pfograms.18 In 1978,'
Harold Lief stated, "It is now a rare school that has
no teaching program in the field . . . ." ‘Standard
texts, he élaimed, were more routinely inclﬁding
sections on sexuality, a parallel to social work's
experience. What is less clear is the number of
schools (in both social work and medicine) in which
such education remains elective. Also, while the
educational,situation'has changed, many professionals
trained priof to the 60's are still practicing without

the benefit of recent knowledge.

Contenporary institutionalized medicine, in some
quarters, would prcbably prefer to claim sexuglity as

a medical specialty (perhaps some social workers
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would agree). It has, however, been observed that,
éven Qhen social taboos are overcome, the interpersonal
emphasis in sex therapy is difficult for medicine to
accommodate given its tradition of individual treat-
ment. A sexual system's function in health and

disease is usually the function of a partnership.

John Money and otmafshave observed that sexology
seldom exists as a specialty dis.cipline.zO Perhaps,
broad as sexual significance is in human life, that
deficiency at this stage is more positive than
negative; in the absence of-a singlé specialty no
extant profession can cléim an exclusive proﬁince.
Not only is potential room 1eft'for interdisciplinary
contributions, buf integratidn into the various
disciplines where sexual issues, as a part of life,
emerge in treatment is possibleiv In the author's
view, there is significance in the ubiquity and
complexity of sexuality, and the desirability of

integration within established professions.

Certainly the individual and pértner function

(i.e. relationship) is a concept qentral tc social
work. The effort to perceive and work with the total
person .in his sécial setting and in his relatibnships
has been of paramount‘importance in the prﬁfession's
theory and metnods of intervention for deéades.,

Sexual matters, although often avoided professionally,
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oonfofm to these ooncepts. The 60's,'és the results of
new sexual research and treatment data began to emerge,
saw significant impact on social work and other pro-
fessions. 1In spite of the criticism, mockery, or
ostracismzlto which some researchers and professionals
were exposed, findings had a wide appéal to health
professionals, satisfying basic cﬁriousity and offering
hope for improved treatment. Nonetheless, the profes—
sions were slow or uneven in their attempts to grasp

the research related to sexual ”enlightenment."22

Recognizing neéd for change, one‘can still be'sympathetio.
Diane . Brashéar acknowledges social work's slowness in
incorporating reséérch in sexuality. She indicates that
‘beyond reluctance to deal directly with sexuality are
complex issues affecting all helping professions.23 To

assess the current status of practice remains a problem.

Purpose and Significance

Candor in sexual matters, ihclﬁding sex education or
research, had been repressed in Europe in the 18th and
19th centuries. Only within the 20th century, have
political, economic, religious‘and social influences
again combined to produce a partial acceptance of

sexual functioning as a field of inquiry. With the
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availability of more precise knowledge, there is

increased potential for ameliorating human distress.

As advanced knowledge concerning'sexuality (ér any
other major aspect of 1ife) becomes available, there
is a basic expectation on the part of society, however
ambivalent its segments, thét the professions will in
some fashion accommodate that knowledge in education
and practice. Additionally, with diminished restraint
and hypocrisy about sexual needs, direct requests for
professional help are facilitated. As with all new
knowledge, such processés involve first,.a decision to
integrate findings into fhe education systém and,
second, an application of that educafion in practice;

at each step an inevitable lag occurs.

The author has chosen to explore the present status
of the profession of clinical social work as to the
incorporation of new sexual information, knowledge and
application. The major purpose of this study is to
iﬂquire into the extent tc which clinical social work
practitioners directly address sexual compiaints on

the part of their clients.

Limited consensus apparently obtains among clinical
soclal workers as to the inclusion in their practices
of direct treatment for sexual complaints on the part

of their clients. Some possibie explanations for this
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phenomenon have been examined; others still await
explo?ation. What is the present professional
attitude toward émploying sex education, counseling
and therapy in practice? What educational experiences
have contributed to éocial workers; choices in these
issues? What theoretical or other constraints under-
lie these decisioﬁs? To what degree are social
workers aware of recognized components of sex therapy
or current legal requirements? Are they more or less
comfortable dealing with certain groups of clients?

How are sexual complaints from clients treated

currently? These and other variables will be examined.

This project will contribute to an assessment of the
status of the profession which, in turn, may afford
one‘basis for evaluating future edﬁcational cfferings
(both within and withcut the Soc%ety and Institute for
Clinical Social Work). It is anticipated this present
work may contribute to clinical social work's ongoing
determination regarding professional preparation,

including treatment of sexual problems.

Additionally, in supplementing a bo&y of literature
examining some issues of sex therapv as related to
principles common in social wérk, it may be useful in
decisiéns for practice. Diééussion includes certain
of the author's views on the integration of treatment

of sexual discrders into a general clinical practice.



15
Such opinion and information may aid others in

considering the applicability in their own practices.

In the broadest sense, the project's significance is
its confribution, directly or indifectly, to the
acceptability of sexuality as a field of inquiry, as
well as highlighting the continuing need to "bridge
gaps" from'khowledge to practiée. 'Through clinical
social workers, the possible import may rahge from
the large client popuiations directly served, to the
policies of schools, clinics, agencies and other
socialrinStitutions, as they are influenced by social

work staff and participants.



FOOTNOTES 16

1
Human Male (New York: W. B. Saunders Co., 1948), p.387.

CHAPTER I
Alfred D. Kinsey et al., Sexual Behavicr in the

2William H. Masters, '"Repairing the Conjugal Bed,"
Time, May 25, 1970, p. 40.

3Harvey L. Gochros, '"Sexual Prcblems in Social
Work Practice,'" Social Work, XVI (1971), No. 1, 3.

4Havey L. Gochros and LeRoy Schultz, eds., "Social
Work's Sexual Blinders,' Human Sexuality and Social.
Work (New York: Association Press, 1972) p. 85.

5Michael Carrera and Gary Rosenburg, '"Inservice
Education in Human Sexuality for Social Work
Practitioners," Clinical Social Work Journal, I (1973),
No. 4, 261-2.

Gene Johnson, "A Study of Sex Education in the
Schools of Social Work,'" unpubiished professional
project, School of Social Work, University of
Washington, 1972; Dale Kunkel, "The Future of Sex:
Implications for Social Work Education,'" Doctoral
Dissertation, Tulane University, 1978; Libby A. Tanner,
"Teaching a Court in Human Sexuality in a Graduate
School of Social Work: Strategy and Content, '"The
Family Coordinator, Vol. 23 (July, 1974) No. 3.

7 .
Title 16, Chapter 18, Section 1878, California
Administrative Code. See Appendix A, pp. 201-203

Mary L. Gottesfeld, '"The Editor's Introducticon,”
Clinical Social Work Journal, I (1973), 223. Emphasis
added. '

9

LeRoy G. Schultz, "A Survey of Social Workers'
Attitudes and Use of Body and Sex Psychotherapies,™
Clinical Sccial Work Journal, III (1875), No. 2, 90-99.

loMichael Len and Joel Fischer, "Clinicians'
Attitudes Toward and Use of Four Body Contact or Sexual
Techniques with Clients,'" The Journal of Sex Research,
XIV (February, 1978), 40-49.

11 :
Leigh Hallingby, "Human Sexuality in the Social
Work Education Curriculum at the University of ‘
Pennsylvania." unpublished Master's Thesis, School of
Social Work, University of Pennsylvania, 1972; see also
Mary Valentich and James Gripton, "Teaching Human
Sexuality to Social Werk Students,' The Family
Coordinator, 24 (July, 1975) No. 3, 273-380.

o




17
‘12Harvey L. Gochros, '"Human Sexuality, ''The
Encyclopedia of Social Work, (Washington, D. C.:
National Association of Social Workers, 1977),
pp. 686-696.

13

American Association of Sex Educators, Counselors
and Therapists, 1978 National Registry, (Washington,
D.C.)

14”The AASECT Affair," Sexuality Today, II
(June 18, 1979), 3.

15Cliff Mazer, "The Development of Social Work
Education in Human Sexuality: A Historical Review,"
unpublished paper, presented at the November, 1978
AASECT Conference, Anaheim, California.-

16

Gottesfeld, opb. cit., p. 223.

7. . ‘

1 William H. Masters and Virginia E. Johnson,
Human Sexual Response (Boston: Little Brown and
Company, 1966), Introduction, p.v. Emphasis added.

;SHarold Leif, "Introduction to Sexuality," The
Sexual Experience, Benjamin Sadock and Harold Kaplan,
eds., (Baltimore: Williams and Wilkins, 1976), p. 1.

»19Ibid.v

20John Money, '"The Development of Sexology as a
Discipline," Journal of Sex Research, XII (May, 1976),
85.

1

Arthur J. Snyder (''"Medical Reaction to Sex
Research,'" a Chicago Daily News, carried ir the San
Francisco Chronicle, April 23, 1966) quotes a

Dr. George H. Gordon, Northwestern University: '"I'm
embarrassed that a member of my specialty could under-
take such a project,'" referring to Masters and Johnson.

Dr. Leslie HB. Farber, Washington, D. C. psychoanalyst,
was quoted as condemning the work as ''scientizing sex."

2
LeRoy G. Schultz, personal communication, April,
1980.

3 : '
Diane Brashear, The Social Worker as Sex
Educator, Sex Information and Education Council of

U. S., (New York: Human Sciences Press, 1976), p. 4.




CHAPTER II
CLINICAL SOCIAL WORK AND SEXUAL ISSUES

Current Status

In 1976, the State of California moved to require the
attention of clinical social work to the aforementioned
educational lag by passage of A.B. 4178, the so—cailed
Vasconcellos Bill, making (some) education in sexuality
a condition of 1icensure.1 Because of the overly
general language of the law, and the several governing
bodies involved, administrative regulationsz were not
forthcoming until late 1978. The Beard of Behaviorial
- Science Examiners (BBSE), the regulating body responsible
for clinical social Work'(and certain other groups) in
the State, had determined that, as a requisite for
licensure, clinical social workers must submit evidence
of attendance in a course in human sexuality of no less
than ten hours. Such courses must have been completed
after 1970 (presumably to insure benefits of recent
reSearch) and must Bevcredited under a fairly wide
variety of agspices. The content is to include '"'The
study of physiological-psychological and social-
cultural variables associated with sexual identity,

3
sexual behavior or sexual disorders"

Reaction to the legislative requirement was wide-

spread in the profession. Initially encountered was

18
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an antipathy to legislative intefference, constituting,
in some hinds, a serious political issue. Related
questioﬁs, eliciting further édverse reactién, were
the desirability and effectiveness of the total notion,
and certain specifics of administrative interpretation,
i.e., the designated hours (too long, too short),
content (too little, too much) approved auspices (too
formal, too casual), and manner of course satisfaction

(too stringent or too loose).

~ The implication of a deficit in professional prepara-
tion as well as impingement upon the individual's
discretion about personal educational needs brought
forth understandable resentment. Perhaps there were
also those social workers who inferred a directive

as to how or what they should practice. Certainly not-
all criticism or concerns can be dismiésed as resistance.
None of the above questions or suggestions is without
merit, although, perhaps unrealistic or volitically

o 4
naive.

Yet psyéhological resistance or hostility, while less
well articulated, can be discerned and warrants some
examination. Speculation as to the extent that
social uneasinéss'(in & group/classroom setting with
explicit sexual materials), or indiyidual discomfort
with sexual issues influenced thé professionals’

perception of this modest educational undertaking,
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seems reasonable. The fact that relatively large
numbers of candidates had not sought such education

voluntarily speaks of a possible resistance or

anxiety around sexuality.

One could similarly speculate that discomfort for

sdme clinical social workers might be occasioned by
sexual material presented by clients. Indeed, in
moments of candor, Variousvexperienced, competent
professionals have éonfided such reactions. Hidden
anxiety, and its indirect expression in resistance to
courses, although difficult to asseés directly with
sophisticated practitioners, might be viewed as
confirmation of the Legislature's wisdom. It remains
to be seen whether the mandated ''cure'" has corrected
those supposed "ills.'" A degree cf resistance/anxiety
apparently varies, not necessari%y directly but in
some manner, with factors such as age, prior education,
one's own éex or that of the person{s) with whom
interaction is taking place, as well as additional

complex factors.

Beybnd a growing conviction that substantial segments
of the pfofession of clinical social work do manifest
discomfort cor resistance with generai sexual material,
ﬁhere is room to speculate abcout reactions toward sex
therapy. As clarified above, course offerings in

compliance of BBSE. requirements do not attempt
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training for therapy, but, rather, survey some asbects
of'tréatment. Reactions to this content range from an
eagerness to 1earn-about treatment techniques, to a.
lack of enthusiasm, a distinct disdain, and overt

hostility toward the very concept.

Some social workers do not see sex therapy as a form
of psychotherapy or are genuinely puzzied as to its
‘relationship to traditional case@ork or fail to see
any place for sex thefapy in the field of social work.
Others are concerned about what they perceive as

legal or ethical hazards in such prdcedures.

Negativism, when verbalized, is expressed in lack of

interest, or disagreement with method or technique of
sex therapy cor failure to "fit" with the present style
or nature of practice. Gochros' brisk'dialogue comes

to mind:

Many social workers use a number of rationali-
zations to cover their basic discomfort and
unwillingness to engage in this particular cluster
of social problems.  '"Sex is Jjust a symptom' (the
medical concept of sex as just a symptom is being
questioned with increasing frequency). "It's not
within the area of social work competence' (but it
should be--social functioning certainly includes
sexual functioning). ''Cases like this should be
referred to physicians" (is sex only physioclogical?)
"It's basically a religious issue' (only in part--
that is subject toc widely varying interpretations).
"Clients really don't want to talk about it"

(often true if the social worker is uncomfortable
about it). "I don't know how_to deal with it or
talk about it' {then learn!).5
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Toc comprehend fully these reactions, one nust look

within social work's past.

Background

Social work, given its history, may indeed be as
Gottesfeld wrote,:particularly "shy'" of sexuality in
not daring to venture beyond its conservative bases.6
It is, on the one hand, a profession needing broad
social sanction for its resources and, on the other,
requiring support and approval from other professions
for its Statusf This paper is not designed to trace
the convolutions of history, but some recognition of

certain major forces is necessary to comprehension of

the current status apropos of sexuality.

The profession wés born out of the Judeo-Christian
ethic with its commitment to the value of 1life and
charity toward others. Social work has remained
dependent on its agents of religious or, by extension,
secular sponsorship, including the responsibility to
serve as guardian of 'public" (sexual) morality, in
the'distfibution of charity--goods or services.
Identified with the disadvantaged, Subsefvient to
clder professions, sdcial work_has never enjoyed high

status throughout:- its near century of existence.

In the wake of World War I, Freudian teaching
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profoundly affected the fledgling profession, in
imparting theories of psychosexual development,
pathology, and treatment. Social work educators and
; pr;ctitioners early recognized the richness, potential
and utility of these concepts;_many adopted these

views, although not uniformly nor without misgivings.

Ih some ways, the development and appreciation of
social woerk theory, already retarded by low status in
this country, was actually eclipsed by dazzling
Freudian fevelations, largely underAthe aegis;of
medicine. Social workers, finding direction and
significahce in analytic4theories, tended also to find
confirmation for their own uncertainfy and inadequacy.
Some incorporated psychoanalytic aspects into ongoing
social work practice; ofhers became, in effect, hand-
maidens to psychiatry, further entrenching the

secondary status of social work.

During the 1920's formerly puritanical social workers
bécame, along with others educated in the same period,
somewhat freer about acknowledging sexuzlity as a
part of 1ife.7 Freud's great theoretic 1egacy, the
acceptance of the pervasive force of sexuality, was
instrumentallin loosening socially repressive
attitudes towards éexf Yet social workers did not
become any more proficient in, or willing to deal

directly with, sexual complaints. Florence Haselkorn
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(as recently as 1971) noted that 'there is sbme
concefn among some that social work is sophisticated
about psychosexuél development but has little knowledge
or understanding aboutvsexual practices, feelihgs and

attitudes .-.”8

In the upheaval oﬁ the 1929-37 depression, the entire
system of social welfare services was altered, with
the creation of vast public programs and new auspices
for alleviating widespread human need. The role of
many private (voluntarily supported) agencies shifted
toward the provision of largely caséwork services
which increased allegiance to indirect, intensive,
open-ended treatment. Practitioners who worked within
the traditional, nongovernmental settings were seen as
agents of clientele,'serving &sualiy more select
populations, and frequently with less rigid policy.

In closer relationshipé with other professions
(through consultation services) or the community

(through governing bdards), a concomitant benefit for

these social workers was high professional status.

Those social workers in public (tax-supported)
"agencies were more often faced with extensive programs
and nonspecialized populationé, still frequently
_ministered to by "direct" relief. While aware of and
utiliZing sccepted psychodynamic concepts, these

c¢linical -practitioners became more convinced of the
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urgency and value of social action, preventive and
educafional treatments. They experienced generally
lower professional status and less flexibility in
bureaucratic policy. Their relationships with the
other professions or the solvent community tended to
be more remote. Not infrequently, they were seen
still as punitive agents of the community, as
guardians of public morals in carrying out ''social"

policy and safeguarding public funds.

The contrast between prevention and intervention was
not new in social-work and is, moreéver, ever present.
Nevertheless,‘this division, though not as sharp as
portrayed here, often has distinguished the respective
orientations of public and private practice philosophies.
Less evident, bﬁt also potentially influential was the
groundwork laid for secondary issues which have also
formed a part of the brewing ferment of recent years.
For example: the relative value of direct or indirect
interventions, comparison between short-term or long-
term care, medical or social models, the social worker
as agent of community or as advocate of client, etc.,
were espoused with conviction by their adherents, and

each had status interests attached.

In retrospect, and in macrocosm, these views need not
be oppositional nor mutually exclusive. However, they

have presenied short-term decisions about resources
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and perspectives which promoted entrenchment or
divisiveness and may still reflect some polarity

between social welfare and mental health values.

The predominant Freudian influence in social work
education also largely precluded appreciation of the
growth»and sophisﬁication of learning, behaviofal,
and systems theories. Practicing social caseworkers,
loyal to dyramic teachings, often ignorant of or
hostile to other theories, were highly suspicious

of therapies with such components. Many failed to
realize that theory and work in theée fields were not
sudden departures nor devoid of treatment successes,

nor inappropriate always for social work.

When in the 60's and early 70's thé many "new'"
therapies exploded oﬁ the scene,_the family and sexual
therapies were, among many, seen merely as a ''vogue,"
at deviance from.sound casework practice, which tradi-
tional social workers had no wish to embrace. The
seeds, ldng sown, fTor dissention, polarization, and

change flowered.

Political, national, social, generational cleavages
Wrenched the larger world; all professions grappled
with major shifts, and social work, like other éallings,
experienced internal strife. Among those differences,

germane and familiar from social work's past, were
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prevention vs. intervention; casework vs. social
activism; indivi@ual therapy vs. family (or systems)
therapy; brief intervention vs. long-term treatment;
behavioral vs; psychodynamic; co-therapy vs. solo
fherapyi experiential vs. insightful; direct vs.
indiréct intervention; or cognitive vs.vafféctive.

The social work reader will recognize some of these
differences as resolved, others as continuing practice
.issues including some common to components of sex

therapy.

Today with continued internal ferment, social work
-struggles to maintain a role in the rapidly changing
external wocrld while, in clinical practice, it attempts
.to respond to,those parallel events as experienced by

clients. One author reflects this .challenge:

Social work is in a state of radical change.
The profession faces the basic question of what is
social work's role . . . . The challenges . . .
of varyiung theoretical perspectives seem to
dominate & profession that is relatively new and
-somewhat unstable . . . . Such issues have tended
to obscure the emergence of a specific area of
expertise, such as Knowledge of human sexuality.
This is especially true when that knowledge and
. . . Strategies are . . . identified with an
educative focus, as opprosed to a treatment strategy
with which social work has had a major identifica-
tion.”

Further cowmplicating these troublesome changes, is the
uniqueness of sexuality in society. Imbued as sex is

with perscnal and social seasitivity, in no cther area
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is an individual more vulnerable to cfiticism. A wise
pfofeésibnal, even though ecager to give appropriate,
updated services, must be alert to client needs and-
community stahdards, a difficult challenge in periods
of acceierating change. Also, (s)he must take
cognizance of his/her own motivation and values, and
possible ramifications for those who sponsor,
associate or depend upon her/himf Enough to give
‘pause to the prudent in introducing in practice or

teaching therapies directly involving sexual aspects.

The conservatism éf social work in fhe field of sexual
issues, whether due to an uncertain professional

status, dependence on inherently conservative social
institutions, déeply—held treatment convictions, or
personal intimidation, has not made for a rapid or
wholesale adoption of new theory or.clinical approaches.
Innovations in practice and education were not under-
taken without risks, and such practices inevitably
encounteréd detraétors. .Those who proceeded initially
in éxperimentation were often those in independent

practice or in those agencies with unusually flexible

policy.

The nlace of sexual information and treatment remains
urcertain in practice and curriculum, along with other
major and minor issues. As changing styles, theoretic

modificaticns, recent knowledgze and shifting azuspices
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have been accommodated (first, as explorations or,
furthér,vas accepted elemenfs in.practice),.satis—
factory definitién and unification of social work

theory has not bccurred.

Yet, clinical social work has retained certain basic
social'work principles, which seem to the author to
incorporate much that is unifying. The client is
paramount. (S)he is viewed, not in isolation, but as
a social entity, with relationships in a milieu, an
individual, whose ﬁeeds and strengths are appreciated
as avuniqué product of integration between intefnal
and external fbrcés. (S)he is seen as a tqtality,
emotionally and infellectually; biology and culture
have brought this juncture in life. Intervention will
bégin-as the individual perceives fhe choices. The
need for help does not deny the client the major voice
in the choice of goals nor’the respect and acceptance
from those to whom (s)he turns. The task of the
clinical social worker is to determine, in concert
with the-clieht, what, among the'resources‘available,
are likely to be acceptable, appropriate and |
efficacious interventions. Together they seek the
optimal type, degree, extent and 1ength'of these

interventions so as to foster intégrity.

The client's internal dynamics, personality,

cognition or "system'" may be the focus; his or her
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"system'" as it interacts with others' personal
dynamics; roles, systems, learned behavior, may be the
site, as may the interaction with larger social units.
In any instanbe, whatever the theoretic bias, the
social worker's task is twofold: (1) to contribute
selectively a new force, that of a client-and-worker
interaéting relationship or "system,' while(2) to be
sufficiently aware of all elements in such interven-
tions so as to insure attention to the client's needs.
This process takes fof_granted a responsiveness to the
changing attributes of the larger world and a commit—‘
"ment to ongoing ﬁrofessional education'and the

.inclusion of new information.

A recent study by Josephine Jackson;oconcludes that
while diversity of conservatism and 1iberalism is
evident, there is strong sppport fof ih—depth knowledge
of practice and application. As a gfoup, her
respondents' values include commitment to continuing
professional development and seeking sclufions to

' social problems. With concensus in these general
principles, it would-apbear that clinical social work
can, within its values, address the manner in which
social and individuai sexual issues and treatment are
tc be accommodated utilizing current research findings.
Indeed, Gordon Hamilton reminded the profession twenty
years ago, ”sqcial casework inqorpofates both

scientific knowledge and social values within its
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processes."

The specific status of human sexuality in graduate
curricula at this stage of social work development can
be asseésed to a limited degree.lz Studies have
examined the lag or defects in graduate schools of
socialvwork courses in sexuality. Gene JohnsonlSand
Leigh Hallingby14have contributed to a body of
evidence demonstrating the lack of full preparation in
the profession, as Weil as the need, and the wish for
éuch preparation. It is speculated that continuing
resistance‘to such graduate school courses may be
-accounted for by several factors: (1) sexuality is
not perceived by cﬁrriculum committees as a priority
issue; (2) faculty membefs generally have not kept up
with scientific finding and societal changes in sexual
behavior, and are uncomfortable with the subject; and
(3) even in professional schools, sex continues to be
a taboo subject.

Accérding to Mazer?6 a plateau stage in social work
education in sexuality may have already been reached
after the initial response in 1972-1974; relatively
few changes in courses were noted in the'period 1975-
1978. Reflecting the present status of the profession,
most instructors surveved identified themselves as

largely self-taught, lacking formal education in

~.sexuality. Specific treatment skills for common
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sexualvp}oblems in preparation for practice were not

stressed in their courses.

Leadership for social work and sexuality has generally
had initial sponsorship outside the traditional social
work professional or educational organizations, as for
examplé,'the convening by Sexual Information Education
Council of United States, SIECUS, in 1972 of an early
task force composed of prominent social workers. The
Social Work Program for the Study of Sex was made
possible by the National Institute of Mental Health
grant and fhe_efforts of individual social workers

(Gochros and others), not by social work organizationsl7

As also noted above, social workers have bublished in
specialized journals of'sexuality, not aimed at or
read by the main social work audience. Much of what
has been written for social workers about sexuality
was not written by social workers, but by representa-
tives of other disciplines.18 Indeed, as hoted above,
the ambivalent interest in current research in
sexuality is reflected in the scarcity of the subject
in social work writings. The bulk of recent literature
that does exist falls into the following categories:
(1) professional education components, deficits or
propesals, (2) social.work practiticners' lacks,
attitudes and/or preparation, (3) broad sccial welfare/

sexual issues, commonplace or in specialized settings;
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and (4) in a few noteworthy instances, discussion of
direct treatment techniques and/or training. The
author was able to lccate only the two studies which
ingquire into éspects of actual social work practice
with regard to sexual issues and only one of these

appeared in a social work journal.

While soéial work's own 1iferature in sexuality is
sparse, excellent articles by social workers appear

in publications ﬁnder the aegis of other mental health
professions, i.e. psychiatry, psychglogy and some‘
interdisciplinary sponsorships. No doubt this is as

‘much a reflection of the status of the professibn

and its mixed allegiances as of the topic‘of

sexuality itself. 1In proportion, social workers
appear underrepresented in the disciplines participat-
ing in the various specialty organizations in journals

and formal presentations, etc.

In some instances, while.recognizing the social wofk
component, others{cannoﬁ manage to encompass its role.
For example, a 1974 World Health Organization publi-
cation on sexualitylincludes social work along with
medicine and nursing. 1In an elaborate chart showing
knowledge,'skills; and attitudes around six major
problem areas familiar to sccial workers in many
settings (unplanned pregnancy, pre—marital.relatiohm

ships, infertility, marital disharmony, venereal
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disease and sexual béhavior}, social work, nursing and medi-
cine are well reﬁrésented;lg However, the referencé to social
work in the body of the text demonstrates, at the least, a
narrow realization of social work's role and competence; or

"savoir faire.'" It follows in its entirety:

Social workers are primarily concerned with people's
total life situation, and as counselors will be con-
fronted by problems that have an important sexual content
or sexual overtones, which may seem to them shocking. It
will be necessary for them to develop ease in conversation
with men and women both singly and together on sexual 20
matters, and to know to whom to refer when in difficulty.

In the bibliographical section, extending over five pages,

no social work literature was mentioned.

Although empirical bbservations abound, widely differing
from such a limited perspective Qf_social work's experiences,
it is extraordinarily difficult to assess the restriction or
expansion in practice of techniques or modalities pertaining
to sex therapy. Schultz, mentioned above, published in 19275
in a social work journal, a valuable study of sccial workers'
approval and utilization of what he termed "Body and Sex
Psyéhotherapies.”zz No effort was made to define the
"therapies," the author understandably, deeming this to be

an impossible task.

In Schultz' discussion, he observed that approval is not

~always related to usage, and speculated about such causal
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factoré as lack of training, resources, space and/or agency
policy. He pointed up that clienté' reqﬁests invited more
usage by his respondents. Consistent with the author's
experience is Schultz' comﬁent that, aside from the

professional's approval or use of such techniques,

...waiting for a client to request a sex therapy,
while supporting our client self-determination ethic,
places the burden of treatment choice on the client
when he may not know of all Eés options nor the costs
and benefits of each option.

He continued, reflecting, perhaps relevant to social work's.

caution and conservatism:

_ ..that more social workers approved the use of the
newer therapies than used them may be indicative of
their powerlessness in influenc¢ing agency treatment
policy. Perhaps, it will be the private social work
practitiongﬁs who will determine the face of the new
therapies.

In 1978, Len. and Fischer reported a somewhat similar study.
They undertook a different sample, including other pro-
fessions with social work. Apparently influenced by
Schultz, they stated, "It was believed .that private
praétitioners would prove more independent and less
inhibited in theif use of sexual therapies than clinicians
employed solely by public or philanthropic agenciés; which

dictate staff policies and procedures."'25
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Unfortunately,'there is not sﬂfficient uniformity in
inqﬁiries to admit direct comparison with Schultz'
study. Except in one insfance, the items differ from
or overlap Schultz' in ways precluding direct contrast.
LLen and Fischer however, includeq an item which
revealed that respondents, almost unanimously, reported
that some of their clients had sexual probléms. There
was a relatively even diviéionlas to who initiated

explbration, therapist or clients.

Among issues raised in these studies requiring furthér
clarification is,‘for example, the use of trained

sexual surrogate partners when empldyed by mental health
workers. Schultz found that 49.1% of social workers
approved the practice.26"Len and Fischer, who sampled
psychiatriéts, psychologists, social workers, marriage
and family counselors, reported fhat 69% favored the
innovation.27 In the latter sample no use was indicated,
in Schultz' sample only 1.8%.28'These wide discrepencies
between approval and usage sharply illustrate the
uhcertainty about social or legal forces as well as

tentativeness in professional, therapeutic or policy

alternatives.

A serious issue in use c¢f sex therapy is a fear, voiced
by some social workers, of attendant sexual or emotional
involvement with clients. Whether inevitable or noi,

acceptability of such involvements, according to
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Schultz, is undergoing change; nor is such a challenge
merely réprésentative of "mavericks or fugitive
practitioners."z9 Sheldon H. Kardener, in a well known
study of the medical profession, refers to a core of
physicians and medical.students questioning seriously
regarding: physician-patient involvement, "why not?”30
In Schultz' sample, nonetheless,  few (only 10.6%)
social workers approved of cliént—thefapist sexual
intercourse and no more than 1.8% reported actual
engagement.31 This is markedly lower than Kardener's
findings for physiciané where 11% revorted haQing
engagedlin erotic behavior of some sorf, culminating,

. . . 2
in 7.2% of the cases, in sexual 1ntercourse.3

To the author it is significant_that fears of

emotional involvement aré seldom, if at all, raised as
retérdants to other therapeutic specialties or
emphasis——i.e.; single parent familieé, child abuse,
bereavement, etc. All hold potential for "involvement"
(i.e., counter—tranéference); only with sexual treatment
interventioﬁs are such major alarms'sounded; thus do
cultural tabbos still echo and affect practice

decisions.

In summation, Len and Fischer observed:
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What was revealed in (sic) a somewhat con-
servative and traditional stance by most mental
health private practitioners in their sexual
therapeutic modalities. It would be inadvisable,
without more data, to render opinions as to the
reasons for this orientation. There is obviously

still a great need for further research in the
area of sex therapy.

Presumably, in context, this final sentence alludes to
the need and hope'for greateé clarification of the
basis for acceptance (or rejection) on the part of
mental health practitioners of use of sexual thera-
peutic techniques. Schultz urged, "It is imperative
for the profession to begin exploring these problems
and developing forums, instruments,sand mechanisms
whereby the issues can be addressed and policy

3
formulated and implemented."

The present study bears kinship to these previous
efforts to examine practices of clinical social
workers in matfefs of sexual complaints by clients,
and to explore general positions or beliefs about sex

education, counseling and therapy.
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CHAPTER III
SEXUALITY AND SEX THERAPY

The contention that sexual matters including sex
therapy may be appropriate concerns for clinical
social work requires a brief review of individual
psychosexual development and the societal setting as

~a prelude to an examination of elements of sex therapy.

Culture's impact on the person and; conversely, the
individuélfs influence upon his society form a crucial
reciprocity. This reciprocity of intéraction is an
'essentiai in human life. Hbmogeneity or homeoétasis
are fleeting prospects in all life processes. Change,
differentiation, conflicf are essential, as are.
resolution aﬁd reunion Which reproduceilife and the
cycle of growth. Warren Gadpaille captured the

essence of this process when he wrote:

None of these developmental influences take
(sic) place in isolation. Everything .
ultimately proceeds from and involves . . . other
people . . . development is an expression cf"
interpersonal relationships.

The results of developmental influences are
never static. Even repetitive, self-defeating
behavior that represents an early fixation is not

a mere mechanical echo of the past. It achieves
2 new and current reality each time . . . the
predictable results . . . reinforce it. It is

this unending, shifting, dynamic equilibrium
between the individual and his human environment
that holds out the possibility of change for those
crippied by earlier re}_ationships.1

473

ke
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His réference to the possibility of change includes,
of_course, change brought'about by professional
intervention.’ Probably no other profession has as broad
a grasp of these elements coupled with as wide an
opportunity for influence as does social work.
"Sexuaiity,” writes Gochros, 'is one of the most

powerful experiences of man. He continues:

It can be spiritually and emotionally
fulfilling and pleasurable or it can lead to
loneliness, fear, and misery. Social workers
could do moge.to enhance the former and minimize
the latter.

Sexuality: Individual and Societal

Sexual identity, behavior, arousal and function in the
individual emanate from complex phyéical and psycho-
logical processes intertwined with social and cultural
influences. SexualityAis established to some degree
in the fetal state when differentiation of the genital
' organs occurs; the potential for future function is
determined by the genetié endowment of the fetus. From
the moment of birth, when the announcement as fo sex
is given primacy above all other information, social
reaction to sexuality is crucial. Infants of either
sex call into piay certain overt-and covert patterns
of response and expectation from the parents, patterns
- with lifelong implications,» Fer example, little girls

are more frequently_spoken tc and stimulated by their
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parents than are baby boys; older boys are more often
punished by physical means while older girls are

disciplined by withdrawing affection.

Psychosexual developﬁent 'post-partum' for both sexes
proceeds in widely recognized developmental stages.

In the'infant (sy@biotic) period a foundation is laid
for future trust, confidence and attachment vital to
'all human relationships. The toddler stage deals with
‘issues of autonomy and intimacy which derive from the
separation/individuation of ''psychological birth”4 as
self and object are gradualiy diffefentiated. As part
of the developing-self—awareness, gender identity 1is

fixed very early, preceding the Oedipal experience.

From the Oedipal struggle the youngster emerges with

- further identifications, consolidations and preferences
highly pertinent to sexual'development. A relatively
asexual period (latency) further solidifies gender and
role identity with peer interaction and bonding fqrming
a crucial component for both boys and girls.5 A
resurgence of sexual drives is experienced in
adolescence. Among other major tasks of this period
for the young adult is the integration of genital,
reproductive capabilities with an altering body image,
expanding social-sexual roles and incipient aduit-
sexual responsibilities; Ultimately these include a

responsibility to loosen the filial bonds and

’
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establish new ties.

Commitment to an iﬁtimate'relationship,‘a linking of
édulthood; and usual subsequent child—rearingv
recapitulate all of the previous life Stages. In
marriaée, for example, the tenacity»and'complexity of
separafion/individuation issues mayleven surpass
those of the early parent-child relationship. In
’child—rearing, the parent frequently experiences anew
‘the childhood and adoiescent sexual conflicts, with

regression, fixation or resolution as possible outcomes.

In mid—adult life; children mature, marry and'
reproduce; middle—ige personal expectations and new
social roles demand a further integration in the
(grand-) pafental psychosexual scheme. Later_phases
of life with frank hormonal changes; diminishing
physical capacities, and increased incidence of
illness, necessitate formation of different body
images, which, in-turh, affect the expression of

' sexdality. Often the experience of increasing social
Oor personal losses, espécially in sighificant
relationships, threatens to overwhelm sexual and
psychological equilibrium. Indeed, Erik Efikson
contends that the ultimate goal of this stage is the

triumph of integrity over despair.6

These concentric psychosexual personal developments
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take place within ever expanding social uniﬁs.
Initiélly, the'mother—baby 56nd is the essential
experience althoﬁgﬁ not uniquely important. (Receht
studies, in a neglected facet of child development high-
light fathering as'ah important component in infant
-interaction and mnﬂuring.y Peer relationships broaden
the child's capacity for attachments, and serve ‘as
essential preludes to intimate adult pair-bonding,
enabling individuals to maintain extra-familial
 attachments and deal successfully with larger social
units. Family, subgroup, community, culture, society
all contribute uniquely and steadfastly to the
individual's courée of development. These contri-
butions may deprive, inhibit, enhance, rewafd, punish,
shape or misshape; they therefore influence,

cumulatively, all subsequent stagecs.

The result for each person is a composite ofvpsycho—
sexual preferences, prowess, and practices which
combine native propensities with acquired cumulative'
social learning to result in identity and character.
Defense structures including emotional reactions and
cognitive judgments about sexuality are indi&idualized,
as are vulnerabiliﬁies. Innate processes and predis—
positiohs, themselves highly éomplex, are dependent
upon internal and external forces, the interplay of
which produce maturation. Without the benefit of

societal stimulation and demands, the infant would
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not grow or survive. Without the inborn energies and
uniqué contributions which individuals derive from
psychosexual proéesses, socliety would-also.cease to

exist.

The goal of socialization is to intervene in the
individual's psychosexual deveiopment to insure '
ulp}mate (psychosexual) expression consistent with the
~culture and its perpetuation. The goal for the
‘individual is to interact with his society with,skill‘
and impact sufficient to obtain gratification of his
essential heeds, including the kind:of personal psycho-
sexual expression which will insure his survival. 1In
‘sd'doing, individuals affect the course of their

.society in evolutionary or revolutionary ways.

Societies throughout history havg never been neutral
'i”about the sexqality of their members, partly because
éf the potential for pleasure and unification as well
as for pain and conflict, and partly because of the
link of sexuality with the awesome and beautiful power
of reprbduction.' Given the delicacy and intricacy of
psyéhosexual development, multiple opportunities for
impact, disturbance and restoration in the individual

occur.

- Herein lies social work's unique potentiai. The

elements of constant change in both the individual and
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his milieu, (small wonder that individual and
community pérception of social-sexual values are
seldom in precise synchronization)_provide the
opportunity fbr intervention by those professionals,
i.e.,.ciinicél social workers, best equipped to con-

tribute in that arena and mixture.

In contrast to that of the>Victhian past, the present
social stance toward sexuality is one of great frank-
»ness. Greater legitimization of sexual research,
acceptance of reqreatiohal sex (not necessarily pro-
creational),_validation of female sexuality, and
“lessening of discriminatory-biases toward alternative

- preferences, are becoming evident.

While'the societal forces giving rise to this period
of "enlightenment' are outside the pur&iew of this
discussion, they have had sufficient force to produce
what has been called a sexual "revolution." In the
author's view, such an extreme term is misleading,
obscuring the facts that (1) many older values in this
area ofblife are still held by a large segment of the
population, and (2) no consolidation of new values has
dccufred, or been incorporated into the culture and
'(3) no accurate yardstick(s) of past attitudes exist.
A majority of the populaiion, it could be contended,
£till learn about sexuality more covertly than |

overtly. Such learning is oftea inaccurate and
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incomplete, and fear or guilt is still largely
attendant upon sexuality. Conservative values may,
in truth, represent Wisdom, even though hidden or

distorted. Vernon Bullough, a historian, comments:

Change comes too slowly to undo the effects
of generations . . . the basis . . . should be the
new models of sexual behavior drawn from the social
and behavioral sciences. These new norms will not
be a panacea and theres is the danger that in
undoing the bad . . . we might well construct the
basis of a more serious future misuse.

To term the current state of affaire a ”revolutionﬁ in
sexuality Would be to describe inaccurately a process
that is neither suddenly.nor fundamentally altering
sexual experience'for most human beings. An inspection
'of history suggests this present phase may be only a
cyclical rotation of public moods regarding sexuality

rather than a revolution.

In the context of individual-society interaction, one
of the regrettable consequences of the present
(etherwise benefieial) sexual enlightenment is a
discrepancy between social and personal expectations.
Repressive elements in the recent past impinged unduly
and inconsistently on personal sexual behavior,
expression, and attitudes, creating a myried of

- pathological conseQuences. Presently, an inconsistent
overemphasis on sexual performance and a corollary

emphasis on simpiistic expertise or sophistication
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have created or'compoundéd difficulties for many. In
eithei extreme, sexuélity is regarded as less than an
integral part ofilife, rafher as a separated segmeﬁt

of life, to be either hidden or paraded.

Emphasis on sexual performance as éccomplishment or an
orgasm-as "goal" frequently has negative effects on
the individuai and his or her relationship. Soon,
perhaps, sexuality can assume its role in society with
\proper perspective, neither falsely concealed nor
foolishly featured, but appreciated as an‘essential
part of pefsonhood and of relationships central to

-1Jife and love.

Many professionals in the health field have responded
in é,timely way by acquiring new information as they
themselves have become aware of the need. Workshops
and continuing education courses have burgeoned;
specialized literature and professional organizations
have proliferated; professional schools' curricula
have beeh revised; clinics and social agencies'
services have been restructured, and new diagnostic
catégories have been developed. Withal, there‘is
little consensus as to who should be treated and by
whom, what causes or constitutes disorder, and what is
proper care. Many practicing clinical social workers
and other mental health professionals are uncertain

about their own future roles or practices:
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With fecognized expertise and:

. . knowledge of normal developmental, .
cognitive and psychological processes of
personality functioning in various context
throughout cultural variation, environmental
pressures, and supports. The effect of
crises, frustration, deprivation, and
developmental problems upon people and
normative ways of coping . . . family
dynamics, as well as an undergtanding of
environmental pathology . . .

clinical social work urgently needs to consider (or
reconsider) the problem and potential of sexual
features in treatment, direct or indirect, for its

wide clientele.

Sexual Problems and Therapies

Full'discussion.of the etiology of sexual disturbances
or complaints would involve consideration of extensive
and intensive aspects in both the individual and the
society. Such a broad range cannot be fﬁlly addressed
in this context. TFurther, the present state of research,
kﬁowledgé, and theory precludes conclusiveness. Many
fundamental issuesihave scércely been articulated; for
example, the personally adaptive function of sexual
Pleasure which may exist apart from reproduction or
bonding.lOWith only a limited knowledge of function,

classification of dysfunction or disorder is difficult.
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Sexual disorders fall into two broad categories:
first, the organically based impairments, including
Congenital physiological, or anatomical défects,_as
well as disease or trauma-linked conditions; second,
the functional (i.e. nonorganic) impairments encompas-
sing the enormous range of psychological, cognitive
and interpersonal-(social) difficulties, These may
range from disturbances and fixations in developmental
stages (neurotic, borderline or psychotic states) to
inadequate social skillé or faulty learning. In most
clinical observations a mixture of causal factors is
noted. This paper'will not deal wifh those disorders

considered to be organically derived.
Current confusions are described in a recent study:

At the present time there is no clear-cut,
universally accepted theory of the eticlogy of
sexual dysfunction, nor the cluster of svmptoms
that are pathognomic to any particular condition.
Neither are there proven objective standards of
behavior for_what is nocrmal, adequate or :
functional.11

Considering the same nosological issues, Kaplan
editorially pleads for limiting the use of the term
"sexual dysfunction' to psychophysiological disorders

produced by anxiety.

Those who share her views commonly see dysfunction as

synonymous with anxiety occurring in one of three
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phrases: desire, excitement or orgasm. However,
Bernard'Apfélba.um,13 in a thought-provoking paper,
questions the common premise that anxiety per se is
the first order cause of dysfunction. He proposes
that fof the functioﬁal population, anxiety has the

opposite effect, stimulating automatic functioning.

Behaviorists, such as Jack'Annon, use terms such as
behavioral surfeits or deficits, thus encouraging
‘descriptive precision;LQStill others classify sexual
disorders according to which stage of the erotic

process 1is the generative factor: from proception

- (courtship, solicitation) to acception (sexual

engagement) and conception (reproduction), a formuia-

tion which foers a useful framework and allows
contributions from the biological, .psychological and
sociological disciplines, while not>obécuring the
clinical manifestations of commonly recognized
disoi‘ders.15 Diane S. Fordney-Settlage has formulated
a promising assessment including individual and
(paftner) unit; she argues such a scheme wouid aid in
clarifying the focus for individual or coupie therapy

and the appropriateness of specific sex therapy.16

Desirable as it would be to rely on a single classifi-
cation and treatment system, consensus would be
premature. At this time, presenting symptoms are

still the most usual point of reference for the male



53
| performance, i.e.? erectile difficulties, impotence,
premafure or retarded ejaculation; for the female,
orgasmic disorders, i.e., anorgasmia, vaginismus,
dispareunia. Increasing attention has been accorded

""hypoarousal,” in both men and women. ("Disorders

of desire" is listed as a new category in the

Diagnostic and Statistical Manual of Mental

Disorders.) 17

In an editorial written more than ten years ago,

Albert F. Axe states:

The pervasive processes called emotions and
motives cannot be conceptualized by either
-physiology or psychology alone. These states are
s0 obviously psychophysiological in nature and so
important in human life that there is great
pressurc for application of psychophysiology to
these complex problems.

It would be difficult to find an area to which this
statement seems more applicable than the study of

sexual arousal and function.

The.lack of a universal terminélogy complicates dis-
cussion of treatment methods for sexual complaints.
The very term '"sex therapy'" apparently conjures up,
for some clinical soéial workers, techniques intrinsi-
cally different from those of other probleﬁ areas. To
some, the term is considered synonymous with mechanis-

tic, simplistic procedures to which they, as social
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Qorkefs,Aare oppoéed or, in which they have no
confidence. Others view such therapy as an application
of methods alien to their practice, e.g., co-~therapy,
conjoint work, or the focus on a épecific symptom.
ﬁSex therapy" is for other social workers a form of
medica1 treatment inappropriate for non-medical
therapists. Nonetheless, most,soéial_workers contend
that, directly or indirectly, they afford treatment
‘'which can alleviate sexual problems. At the extremes
of the continuum are those who treat sexual complaints
indirectly (usually in clasSic_psychoanalytié psychd—
therapy or its.defivativés) and thbse who approach the
complaint directly (with most often physical, cognitive
or behavidral intérventions). Between are other mixtures:
those who use direct methods combined with psychoanalytic
features and those who view sex therapy techniques as but

one adjunct to concurrent psychotherapy.

"Treatment Considerations

Historically, the Masters and Johnson's model of rapid
concentrated treatment of a couple away from home by a
mixed gender team became something of a standard in the
field. Ihadvertently, and aside from the pervasive
social taboos, this deel may have contributed to
certainkresistances. First, while by no means absent

in‘their concepts, the psychological underpinnings for
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various reasons were mnot highlighted in their early
publications. Second, the format, with its basis in
cliﬁiéal research, added to the impression of mechani-
cal treatment; in laboratory isolation, "apart' from
the usuél life and personal issues. Third, even though
some of the specific techniques did not originate with
Masteré and Johnson, the team's success in combining
these into a total treatment prqgram was a seminal
Acontributions, a contribution which was, for a time,
-s0‘arresting that altérnative work, with different

mixtures was eclipsed or undervalued.

In the past few years, alternative, expanded adaptations
and divergent theofies or modes have been recognized,_
although gradually. Many of these move away from fhe
"medical'" model or other featufgs associated with
Masters and Johnson and lend themseiveé more readily to
incorporation by those in service fields with different

theoretic emphases.

Whiie complex issues--theoretical, philosophical,

etiological and stylistic--underlie treatment of any
human problem, there is a further compiication in an
increasing body of experience suggesting that sexual

dysfunction can exist apart frbm’psychopathology.l9

For professionals accustomed to viewing symptoms as
having meaning beyond themselves this is a difficuit

- notion tc encompass; hasty rejection of this idea may
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preclude considération or selection of appropfiate
interventioh techniques for sexdal_problems by clinical

social workers and other therapists.

In a rapidly changing field, no discussion can purport
to be all inclusive; However, current treatment
approaches fall iﬁto one or another of four rough
categories: those which emphasize (1) the physical,
(2) the cognitive—behavioral, (3) the psychodynamic or
\(4) the eclectic. All but‘the third category could be
said to denote direét interventionsf The physical
approach ihvolves_medical examination and treatment
qffecting the sexual organs as well as treatment for
chronic or other conditions which bear upon sexual
function. These interventions may be surgical,
pharmacological, hormonal or neurological. Additional
to these treatments, (usually administered by a
physician), certain physical techniques may be part of
non-medical sexual fherapy. For example, instruction
in the Arnold Kegelzopubococcygeal exercises for
improved vaginal tone and response often is beneficial
without other interventicn, as is James Seman'521
proéedure for premature ejaculation (or, as modified,
the so-called ''squeeze!' technique). Mutual caress
exercises, non-demand positioning, heightened sensual
awarenzess, genital and sexologiéal examination between
partners, selective use of surrogate partners, and

.abstinence from nonprescriptive drugs illustrate the
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physical approaches which have beer efficacious, in and

of themSelvés, with sexual disorders.

Cognitive appfoaches include education and reeducation.
Traditional negative attitudes toward sex, faulty infor-
mation about male and female physiology or anatomy,
unrealistic marital expectations, erronecus concepts of
"normality," “masculinity,“ or ﬁfemininity," can and do
produce irrational fears and inadequacy. Cognitive
‘therapies interpret tﬁe presenting symptoms in terms of
basic misconceptions and thought patternswzzLearning
new concepfs of quily awareness, self—image, communi-
-cation skills, acquiring accurate sexual knowledgé;
contraceptive information, and constructive imagery can
dispel difficulties and enhance pleasure. 1In addition;
the process df shared learning may .strengthen bonds

among couples.

Adherents fo the behavioral model, baéed oh learning
theory, hold that sexualvdifficultiés are the result
of érroneous conditioning. The therapist shapes
behavior by replacing faulty with desired behavior
either in the‘individual or in interaction between the
partners. Systematic desensitization, flooding,
assertive training, modeling and relaxation all miy
aid in the active confrontatioﬁ of major issues or in
a qorrective emotional experience fbr”the individual

- .or couple and a consequent freedom from symptoms.
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Since behavior,therapy procedures‘require cleér specifi-
‘cation of the response or behavibr.and/dr stimulus to be
modified, those Qho advocate this approach hold thdt
more precision and; hence, greater predictability of

: 3
results are possible.2

The psychodynamic therapies assume that sexual dysfunc-
tion is symptomatic of intfapsychic.conflict, conscious
or unconscious, founded in developmental experiences and
\resulting in defense patterns, individual symptoms, and
in interpersonal discord. Therapy Qonducted through
historicalvexploration, dream, fantasy, and transference
analysis allows the.individual to achieve great insight
and a wider scope of effectiveness. When utilized with
groﬁps, families or couples, this approach makes it
possible for social interaction elements to enter and
expand the range of possible interventions. There 1is

an underlying conviction that improvement in personal

or interpersonal functioning of the individual or

couple will alleviate the sexual complaint indirectly.

That fhese approaches are not discrete is self—evident§
oveflap is abundantly clear. Classic Freudian psycho-
analysis is also a type of learning; ''didactic" therapy
can be a source of insight; touch by a spouse can
effect the vestigial yearning for parenting; thé
accepting response of the (non—behavioriét) therapist

.may be a '"conditioner'"; and almost any intervention
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reverberates_throughout an entire personality of family/
social system (the so-called "ripple" effect) to the

benefit of many.

No single approach can claim a flawless record on behalf
of troubled clients; the frustration with theory is not
unique.to sex therapy. For, as sqcial work and cher
mental health literature reflects, no single totally
integrated theory of human growth, development, behavior,
kpathology or interaction exists, and hence-no fully
satisfying foundation for therapeutic endeavors is

available.

Helen S. Kaplan addresses the psychoanalytic profession

as follows:

The survival of psychoanalysis depends on its
accommodation to a multidetermined model of patho-
genesis. Deep unconscious conflicts which derive
from childhood are of course very important causes
of sexual symptoms and of other disorders as
well . . . . However, they are not the only causes.
More immediate anxieties and learned reactions may
also produce sexual and other symptoms. In
addition, making conscious the previously uncon-
scious, which is the major strategy of psychoanaly-
sis, is an important but not unique . way of
modifying human behavior.

It is‘not surprising, given the multiplicity of
etiological factors in human response, that theoretic
schools clash in this'arena. While inappropiiate for

elaboration in this paper, it is worth noting that
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other authorszsafe»attempting to emphasize the coﬁple—
menta?y'aspécts of behavioral and dynamic theories. To
quote Harry Gﬁntrip, ”It(is more important to care for

people than to care for ideas." 29

Sexual functioning has its roots in biology and physio-

IOgy; éspects of physical health or pathology, pleasure
or pain, are elements of sexual»performance, Séxual
'behavior, like other behavior, can be expressive of and
influenced by a variefy of emotional reactions, and it
is subject to cogrnitive, psychological and intrapsychic
influences; éexﬁal activity, as it‘involves other

~human beings, calls into play rich interpersonal

components and object-relations. Sexual expression

takes place in a cultural setting and has been, in some
ways, learned or conditioned. No single perspective

suffices in describing sexuality.

It is therefore not difficult to see why commonly used

texts in the field of sexology have chapter headings or
sections such as: "Biology, Behavior,'" '"Culture" or27

"Human Body, Human Sexual Behavior, Sex and So-ciety,'Y28
nor why William Hartman and Marilyn Fithian subtitle

29 Nor is

their treatment approach as "biopsychosocial."
it uncommon to encounter words such as '"amalgam' cr
"eclectic" cor "complementary' in descriptions of sex

therapy by various authors. To some readers these

" terms imply artful incorporation, flexibility
J o
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innovations and variations called forth by a complex'
task.‘ For dthers, such language connotes fuzzy-headed,
unrealistic thinking, or departure from and apathy

toward theoretic convictions.

A majority of sex therapists, utilizing divergent
primary disciplines, examining evolving theories and

participating further research, would undoubtedly term

vthemselves "eclectic." Virginia Sadock comments:
This model . . . requires that the therapist be
able to take the best of a variety of schools and
apply them . . . . Accordingly, the therapist may

be a participant-observer at one moment--active,
forthright, open and a passive observer of the
couple's interaction the next. If a psychoanalytic
interpretation is called for, it is made. If, on
the other hand, a didactic presentation of sexual
technique or child-rearing practices is required,
that is given. 1In practice, most experienced
therapists do the same things with most patients,
regardless ofSBheir particular theoretical
orientations. ‘

Ali treatment holds a similar goal: change in some
aspect of the client'’s 1ife.and/or the subjective

| expérience of that 1life. The task for clinical social
workers or other therapists, as mentioned above, is to
be knowledgeable and alert enough to discern which
client needs what format, to be sufficiently self-aware
to suspect in her/himself an overdevotion to certain
modes, to be enough of a continuous learner to

consider new theory and approaches.
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Each theory and method has its staunch adherents: each
sees séx therapy from a different view. No definition
of sex therapy'will satisfy all. The author's use of
the term describes a brief process of outpatient care
~which, either as an adjunct to other'psychotherapy or as
the therapy of choice, incorporates psychodynamic
principies and direct treatment of.sexual disorder ‘in
effecting change in the individual's or couple's

symptoms.

Each of the above several approaches has been used with
some succesé in treating individualsvor couples present-
ing any of various sexual'complaints‘and involving both
homosexual and hetefosexual orientations. For purposes
of this discussion, the focus will be primarily on sex
therapy for male/female units (or those heterosexual
individuals lacking partners) where organic factors are
not at issue. While the author has worked with individ-
uals and couples with different problems or‘brientations
and is aware of 1argé special populations not among the

n31

"sexual elite, examination of related issues cannot

s

range so broadly in this context.

Work with the female/male unit, within whatever
theoretical preference, raises clinical issues closely
related to those_in marital counseling. Indeed, no
clear-cut lines can be drawn between marital and sexual

therapy since sexuzaiity is but one of many shared parts
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of life in marriage; issues of cause or effect in the
compleg texture of the relationship defy analysis at
times. To attempt too sharp a contrast is unrealistic
or unwise. Several authors (e.g., Ernest Bruni, Kaplan,
_Fordney—Settlage),32 suggest the desirability of the

therapist having ability in both areas.

Whatever one's conviction in thét regard, some techniques
in sex therapy resemble or have borrowed heavily from the
marital field. 'The enormous literature and findings in
that field cannot occupy space here, but certain relevant
simiiaritieé Will be identified, for example, the con-
trast of conjoint or indi&idual.emphasis. It is well
known that‘Masters'énd Johnson, as well as others, have
insisted that the couple is the unit of treatment, and
that there is no such thing as an '"uninvolved partner.'
.Other therapists have expiored'techniques which éllow g
the possibility of help for only one of the partners,
individually or within groups. These adaptations have
been in the service of the client for whom no willihg
partner was available, or as a measure of economy; in
other instances they represent a conviction that the

problem rests in the individual.

Seeing a couple in either sexual or marital therapy
shifts the attention to the family system, a concept
no longer novel. Hotly debated in the past, especially

as marital-family therapv emerged in the early 1960's,
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a growing body of éuccessful experience with systems
theory'has earned the respect of many in thevfield. If
not fully sanctioned, it is now commonplace and
increasingly valued. Nonetheless, there are those who
do not agree as to the merit of the systems theory or
those who feel it denies the essence of psychotherapy,
i.ef, ihtrapsychic phenomenona. The notions of a family
system, "balanced” or ”imbalanced;d of. an "identified
patient'" as the 'symptom bearer'" of "family" sessions,
of '"structured tasks," étc., are antithetical to their

convictions about the psychotherapeutic process.

The extent to which'systemic concepts act as deterrents
to incorporation of sex therapy by clinicians is unknown;
again,'the author ﬁolds the seeming dichotomy between
emphasis on internal or external systems to be more
apparent than real. ReceﬁtAcontributions from object
relations theory, for example, especially the concept of
projective identification in marriage, have potential

for bridging the schism.

Both sex therapy and,marital4syétems therapy frequently
employ co-therapy teams. Hartman and fithian, Masters |
and Johnson, two of the earliest treatment teams, both
solidlf-support the value of male/female team and prefer
. to reserve their fullltraining programs fof such teams.
Kaplan and others do not find it essential, rather such

33

intervention is used selectively. The co~therapy aspect
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is often a point of disagreement réising complications
in transferénce, counter-transference, modeling and
empathy. One's comfort, one's relationship to the co-
therapist(s), one's theoretic stance and, perhaps most
significantly, one's past experience are critical.
Those therapists most likely to endorse the co-therapy
approach may be those whose ventures into this field
were by happenstance in collaboration with a co-
therapist, while those accustomed to Working individu-
ally perpetuate that style. Many such variables have
not been subjected to rigorous research; subtle and
complex factors cannot be fﬁlly-ideﬁtified, although

investigation is anticipated:

There is today very little information as to
why various therapy approaches are effective with
specific cases. We have not yet isolated the
essential vs. the sufficient variables necessary
to promote sexual functioning. Nor have we
isolated those techniques which produce maximal
effect alone or in combination, minimal cost in
terms of therapist time and patient expense, or
ways in which maximal efficiency can be produced.

34
Other technical features, departing to a degree from
classical forms of psychotherapy, are fairly uniform
elements in sex therapy. They are: (1) estabiishment
of time limits in length of therapy, (2) employment of
directive technigques prescribed by the therébist(é) and
{3) emphasis on thé experience and complefion of

assignments ocutside of the professional office.
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Because of the need for cooperation and goodwill between
partnérs} writers in the field emphasize the need to set
aside other relationship issues and focus on the sexual
experience once that treatment has been agreed upon.
Distractions of any sort are detrimental to the |
emotional, sexual exploration of intimacy; hence therapy
programs often have time limitations and, ét times,
‘recommendations for some change in daily routines. While
'there is little agreement as to what constitutes "brief"
treatment, most sex\tﬁerapists use that term in des-
cribing their work. Benefit, of course, can accrue to a
couple by virtue.qf their simple agfeement fo provide
-blocks of time for each other; the effeétivepess of
graduated eroticisﬁ of assignments may be realized more

readily with minimal time lapse between ''tasks."

The role of sex therapisf as teachef aﬁd, at least,
temporarily, ''manager'" of the couple's sexual experience
is at odds with much traditional psychotherapy. To
instruct a client in caress or masturbation techniques,
to ﬁrohibit coitus or to assume any didactic sfance is
to depart from the traditions of clinical social workers
who seldom, if ever, would prescribe experiences out-
side the sessions. (Yet in earlier years, social
workers would have been expected by the community[to

advise or even admonish clients.)

These very intimate assignments and the resistances or
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other reactions.they evoke,_appear to be the key to
success 1in éex therapy. The temporary dependence on
the therapist alieviates some anxiety and affords per-
mission to experiehce inherently pleasurable exchénges.
Action is, in these instances, easily as beneficial as

discussion.

As noted above, much of thé therapeutic work takes

place outside of office sessions. In addition to the
direct interaction between client(s) and therapist, the
structured experiences obtained away from the office

are crucial. Joseph Lo Piccolo35 and others have
devised mechanisms_to insure that tasks are not resisted
or ”forgdtten.” The couple's experiences with their
assignments are often valuable diagnostically. The
pattern of interpersonél friction or intrapsychic
conflict are ievealed and can be _dealt with éither in
the conjoint session or deferred for subsequent or
individual work. Those who complete the tasks'are
directly rewarded by greater self--or partner--

awareness, sensual pleasure and some sense of mastery.

Othér techniques and methods which are at variance from
older theories or are still in dispute among sex
therapists cannot be discussed heré;'experimentations
and reéearch remain in their infancies. 1Ian Alger sums

up as follows:36
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The issue is not whether psychoanalytic theory

or interpersonal theory have been invalidated, but
rather that new clinical findings challenge all of

us to create a broader and more accurate theory of
human behavior and the factors which influence it.

To the question of who are the sex therapists, there 1is
no single or thorough answer. Currently, no recognized
professional organization nor governmental body which
regulates sex therapy or sex therapisté,existsf Self-identi-
fied sex therapists comefrom a wide range of professional
backgrounds, with health and social sciencé fields

predominating.

No agreement exists as to the type~df specialized
education or training which is desirable or essential,
nor does any certainty exist about professional school
curriculum or remedial éducation in sexuality in the
involved professions. The nebulous distinction between
therapy, counseling and education, also prevalent in
other professional endeavors, confounds the question of
preparation in the field of sexuality as well. The sex
'therapist, to the extent that (s)he sees his/her role as a
psychotherapist, is presumed to have skills and
techniques not only in specifically sexual treatment,

but also in areas dealing with personality structure

and inferpersonal dynamics. The sex counselor role is
more limited, suggésting support and advice based cn

sensitive perception of the client's total situation

and the counselor's own sound knowledge. The’ sex
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educator provides aécurate information and corrects |
misinformation through a variety of methods; (s)he must be
alert to the client/student's emotional set and mental
capacities. These roles overlap in the clinician, each
is potentially beneficial; the distinction, if it
exists, appears to be in_the depth of interventidn in
the client's life and what the extent and type of

preparation for degrees of intervention should be.

Bruni,37among others, contends that individﬁal psycho-
therapists have done and are doing the bulk'bf sex
therapy and that they need special training whether
they specialize or not, since sex thérapy necessarily
involves a unique category of psychotherapeutic

techniques demanding skill.

Insistence as to the desirability of medical training
as a requisite for éex therapy on the part of some
authors fails to convince. That position does serve
as a reminder that within the total field of psycho-
therapy consensus as to ideal preparation and qualifi—
cation has never obtained; those differences cannot be

herein resolved.

Bullough commends the sccial and behavioral model as
"more valid . . . it eliminates the stigma of pathology
and overcomes the problem of illness. The problem is

to avoid making any model a dogma . . . . All of us
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have ﬁ responsibility to de&elop new modalities and in
the process to be tolerént of findings that are
different ffom ours.”38 Certainly these words could be

considered by clinical social workers as they examine

convictions about sex therapy.

In anyvgeneral practicé of clinical social work inciuding
work with individuals. and couples, overt sexual complaints
can be anticipated. Many‘sdcial wofkers still prefer to
treat these indiréctly; some, for a variety of reasons
will refer these pfoblems to colleagues. Other social
workers choose to incorporate treatment of sexual dis~
orders within their own practice. ’Among this latter -
group diverse styles, settings and resources are
represented. The followiné description illustrates one
way, which the author asserts is a successful integra-
tion; i.e., clinical social work practice encompassing
treatment of sexual disorders. This discussion is
limited, as above, to heterosexual couples, recognizing
the author and many social workers engage in treatmenf

of other complaints, sexual alfernatives and for

different client populations!

Eclectic Approach

Clinical social workers who include sex therapy
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techn;ques in their practice, usually evolve an
ecleotic“approach, drawing from several theoretic

bases. First, a psychoanalytic framework (expandéd to
include advanoed concepts of a personal self and object
relatioﬁs) provides an orientation for understanding
individual personality and interpersonal function. While
not subscribing to the narrow biological base of earlier
Freudian doctrine, psychosoxual_drives and‘historical

. development are held by these social workers to con-
stitute a major force for each person. Impiied are

. individual study.and diagnosis. Interpersonalinter—
actions are largelj understood as extensions of the

‘personalities involved.

The expanding fields of marital and family therapy have
contributed a second source of concepts useful in sex
therapy, notably through communicationvand systems
theories, It is beyond the scope of this statement to
reiterate the many considerations which govern those
théoretic positions and their distinction from
traditional individual psychotherapy. In sex therapy,
the most commonplace contribution is demonstrated by
work with a couple as a unit and the concommitant

focus on clients' interaction as.opposed to interaction

with the therapist.

Co-therapy teams are frequently encountered in sex

therapy. The prémise heid is that each client/partner



can benefit from contact with both male and female
theraéist, while having one therapist as gender model.
Transference and counter-transference elements, while
not often addressed directly in the therapy, afe
acknowledged and presumed to be minimized by this
format. The value of a second professional perspective
has, of course, made this mode a frequent adjunct in

marital and family therapy.

Thirdly, the specifics of'educational,experiential
treatment techniques draw heavily on leafning and
behavioral theory. ‘These approaeheé predominate in
the instructional componénts, including graduated
pleasuring asSignmehts. Reduction of anxiety about
sexual matters is a planned part of educatioral
exposure. Sexual complaints or dysfunctions are not
always indicative of othérnpathology, be it personal
psychopathology, péthological interactions, or organic
difficulties. In some instances, sexual dysfunction
may exist és an entity itself and nqt necessarily as a.
symptom of anything beyond ignorance, poor experience

or cultural myths.

'Séxual functions have, in this society, been so
shfouded, contaminated, exploited, abused, exaggerated,
prized and cherished, that assessments of.complex
etiology and symptomatoiogy are often elusive. Sexual

problems may co-exist with personal or relationship
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pathology of a different order without implying
casualty. Two distinct courses of treatment may be

recommended, concurrent or sequential.

Selection of an effective approach for a couple
requesting sex therapy includes, then, individual
evaluation and differential diagnosis, an éssesément

of the crucial relationship and some appraisal of
cognitive and informational aspects. As with most
symptoms, causes may be multiple, superficial, or
profound, of ancieﬁt or recent origin. Candidates,

as in any sound program, wiil be screehed medically,

and appropriate colloborative Work, as indicated,
undertaken when referral to or from énother professionalv

is a factor.

Intake and Assessment

The initial process is a typical casework intake with
a couple or individual, i.e., identifying information
is sought as is discussion of problems for which the
client(s) is seeking help. Some inquiry about sexual
satisfactions or difficulties may be introduced if

the client(s) has not mentioned this topic. In spite
of a sexually "enlightened" world, the usual couple or
individual seeking help in this aspecf of life is
still burdened with prohibitions; guilt, and deeply

felt disappointments in self and/or partner. Because
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of society's eQuivocation around sexuality, the
majority'of clients have neither emdtional‘comfort;
sekual self-awareness, factual knowledge, acceptance
of sexual material, nor a nonjudgmental view of human
behavior. Empathy for a client, and sensitivity to

subtleties are essential in the professional.

Through history-taking, the therapist must determine
Whét has been the client's sexual experience, what
current limits of personal and moral acceptebility'may
also influence the treatment plan.sg The hisfory, offen
referred to as a '"sex history," is actually a form Qf
social work's psychosocial history, if all aspects of

~ psychosocial experience including sexuality are
acknowledged. Too often,'in sociel work intake situ-
ations, no-information is offered and none solicited
about the sexual components of past 1ifef—both client
.and social worker sharing the broad societal proscrip-
tion egainst open discuesion of sexuality. The
professional's reticence may be buttressed by theoretic
convictions or genuine respect for the client's
sensitivities as well as a fear that his own motivation
will be misread, but such omissicns are not in the
elient's best interest. .Some atithors even suggest a
failure to address these issues early in therapy
accounrs for premature termination.%o Such a situation
of mutual denial is reminiscent of parents who avoid

acknowledgment of sexuality to their children and then
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report their children "never asked.'" As adulfs, these
Vchildren'are likely to speak with bitterness about
their childhood ignorance and about the disapproving
attitude regarding.sexuality, imparted by their

parents' silence and/or cautious neutrality.

The social worker. needs, as always, to listen td fhe
client's emphasis, sequencé, and other clues as to
the primary concern and precipitating factors, mean-
" while assessing personality strengths and weaknesses,
and personal or social resources in order to arrive at
a differential diagnosis. Both client(s) and
therapist must work to define the underlying self-
determined goals of the client. Tﬁe therapist, in
candor, needs to share his or her yiews of steps
(s)he deems appropriate and feasible as well as his
or hef rationale. Only out of that.process can come
satisfactory-agieement and a working alliance (not

necessarily in the technical sense).

In evaluating a couple's complaint some combination of
conjoint and individual sessions are ordinarily
scheduled. Where possible, the preference is for the
couple to be seen tdgether initially. That session
affords some opportunity to observe interactibn, the
common ¢or disparate views of their difficult&. Any
sense of disloyalty, which sometimes occurs if one

partner precedes the other ("I'm talking behind her
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back') 6r defensiveness ("I don't know what he told you,
but . . ;”) is avoided. In a positive vein, a couple
approaching treatment as a couple, is more often |
imbued with a mutuél.spirit, shared responsibilify and
a common goal ("It's our problem.') The opening joint
session is seen as symbolic of the potential unity,

even if strains are apparent.

The usual next step is to arrange for an individual
session for each partner. The beginning joint session
océasionally provides information or an intuitive
"feel" of which partner would relate more easily to
which therapist. Other things being equal, if co-
therapy is the format, the woman is Seen by the female
therapist, the man by thé’male. On balanée, it appears
that it is easier initially for the client to be more
candid with the same-sex therapist.- Howe&er, this is
not standardizéd by any means and is subject to
variables alluded to earlier. 1In any case, each
client in this format has both male and female figures

to relate to and for identification or role-models.

In éssence, the individual sessions are for the purpose
of assessment, as délineated,,they provide opportunity
for the client to confide, question, ventilate and

reactlto the therapeutic process. It seems sﬁperfluous
to remark that clinical acumen and skills are vital in

.dealing with often .previously taboo sexual material.
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The social werk tenet of nonjudgmental acceptance of
the clieﬁt is surely the underpinning for this process.
To -be effective, ultimately, the client(s) need to
experience grewing trust in the clinician and some
greater.comfort with his/her own sexuality. The
experience of confiding itself is eften therapeutic
and, additionally, may afford an opportunity for

education.

When an individual assessment is completed, the couple
~meets again with the tﬁerapist(s). The latter takes

- responsibility for outlining the recommended plan for
treatment, first inviting the couple to address any
recent developments, reactions or questions. There is
frequently a good deal of tension at this planning
session since the couple may be apprehensive about the
outcoﬁe of the evaluation process and future treatment.
Because of the power of sexuality and sociai attitudes
toward it, attendant self-investment, and concern for
the relationship, client Vulnerability is acute at
this point. Delicate clinical skills are called upon
in such sessions; to approach planning and/or factual
information without dezling first with the anxiety is

generelly inefficient and foolish.

The social worker(s) must perceive the defenses and
resistance(s) in each of the couple; each therapist

must demonstrate recognition and appreciation for the
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feelings and wishes of each client. To be able to
describe the suggested course of treatment without-
overelaborate detail (since it may vary as the casé
unfolds), and yet'not so vaguely as to increase anxiety

and ambivalence is incumbent upon the therapist(s).

Generally, the reéommendation of most therapists,
depending on the case requirements and treatment
preference, falls into one of three categories: (1) a
course of relationship therapy (either conjointly or
concurrently, group or individual, or some combination),
(2) a course of individual treatment. (for one or both
clients singly or in group), (3) a course of conjoint
sex therapy involving the couple (conjointly or in a
group). In each instance, the possibility is held open
that any additional probiems can be addressed subse-
quently. No effort is made to gaih,concurrence with
the recommendation at that time, although frequently
couples will volunteer that they wish to prcceed. VWise
practice suggests they be invited to discuss it among

themselves and to relay their decision later.

Selection of Therapy

No doubt the single most difficult therapeutic considera-
.tion for the social worker or other practitioner of sex
therapy is that revelving around the distinction and.

~overlap between marital and sexual problems. While
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certain guidelines are offered, thorough theoretib
basis for clinical judgment is Still absent. At
either extreme? recommendations are less troublesome;
if the couple's marital function is clearly imperiled
by sexual difficulty, sex therapy can be seen as the
ipitial treatment of choice; if sexual Uniqn is
precluded by severe strains in the marriage, then
marital (or individual) thérapy méy be recommended.
The difficultyis, of course, in the middle group where
cause and effect are indistinct, perhaps neither sexual

nor marital impairment primary or acute.

Often clients arriye witﬁ a_preconcéived notion about
their "arena' of treatment, having sought out a
professional whom they understand provides sex or
marital therapy. They have, to an extent, already
determined what type of treatment they wish for their
difficulty. Frequently, the éocial worker is in
agreement; at other times, such decisions require
further evaluation and the clinician may ultimately
counter the client's conviction. Self-determination
is an hoﬁored precept of social work, but a concretistic
application is seldom warranted. The extremes, when
stated bluntly, are: thevclient(s) having determined
for her/himself that (s)he wishes a certain type of
treatment for sexuﬁl problems, will dictate the
therapy; or the therapist, as the "expert.," will

decide unilaterally, what approach is best for the
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client(s). Either extreme is shortsighted.

Because of the time-limited feature of sex therapy,'and
the prevalencé of sexual disorder in the relative
absence of other major pathblogy, many clinicians are
inclined to recommend the usuélly briefer éex therapy
intervention in those cases where it is consistent with
_the couple's wish and not inconsistent with their own
appraisal. Having been candid at each phase with the
clients that the cause-effect pattern in sexual

) dysfunction is not yet well established, the fully
prepared social worker can remain available subsequently
to be of'help in alternative ways: that is, to offer
psychotherapy, either individually with one or both
partners or in conjoint work with personal problems or
the general relationéhip. Sexual dysfunction may prove
to be secondary to those strains or exist as an

entity apart.

A The‘benefits of clinical social work skills are
illustrated in such cases where marital and sexual
concerns‘are_iﬁterwoven. Where these are infertwined,
a common sense inspection suggesté couples can either
make love or fight but not both simultaneously. Hence,
if "love-making" (sex therapy) is the focus, the
"fight' (extensive marital therapy) must be temporarily
held in abeyance. If the "fight" is too pervasive or

dimmobilizing, then help for "love-making' needs to be
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postponed, and the other issue, i.e., the "fight" must
be taken into the therapeutic arena. Individual or
relationship therapy is at times, necessariiy divisive,
especially inva short term perspective. ’Both processes,
marital.or sexual therapy, are, to a degree, predictable
and valuable but each needs to be distinguished as the
emphasis of the moment, i.e., the major thrust of
treatment, since they can seldom be effective
simultaneously. The ¢linician must develop Jjudgment to

aid in the distinction.

A major feature of sex therapy is the reinforcement of
positive’emotions, shared experiences, pleasure-bonding
in an erotic and sensuous ambiance that has hopeful
tones. A degree of therapeutic‘optimism is an agreed
upon essential in all treatment; it is especially
important in sex therapy because of.the nature of
personal and social attitudes toward sexual "failure."

Robert Sollod notes in this vein:

The nature of the dyadic relationship is
relevant in sex therapy. When aspects of the
relationship are problematic, it is incumbent on
the therapist to reinforce the bonds of affection
and support that do exist. When resistance is
clearly due to prcblems within the relationship,
it may be necessary for the therapist to focus on
these before treatment can be effective.

Flexible approaches are also consistent with social

work's traditicnal stance of viewing the client's needs
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Iipdividually and in the social network of his/her life. 1In
"beginniﬁg where the client is,'" social workers have
often overlooked clients' readiness to deal with thé
sexual problem, anticipating severe resistance, and
have failed to help the ciient articulate truly where
(s)he "is" maritally or sexually, or to consider'a full

: 42
range of treatment approaches.

To illustrate these concepts, the author recently worked
with a couple who declared initially that they needed

. "'sex thefapy," but as they were seen conjointly and
individually, it was clear that no actﬁal sexual
dysfunction existed. Rather, the man's unrresolved
Oedipal issues prevented him from assuming an approp-
riate adult role. She, in turn, was an obsessive-
compulsive individual, anxious and perfectionistic with
a placating style toward her husband. His dependence
on her had heightened with a change in her work shift;
she became>increasingly irritable and anxious, as well
_és depressed, by his passive refusal (or inability) to
take over any household tasks as her changed hours
indicated. The coupie needed help, but in the light

of their earlier satisfactory sexﬁal adjustment '"'sex
therapy" was a dubious solution. A combination of
marital ard individual therapy was recommended, a plan
which they accepted. As other issues were addressed,
sexual activity was eventualiy restored td¢ the

satisfaction of both without any of the usual
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specifics of '"sex therapy."

It .is possible to argue that such a ccuple might have
benefited from a program in sex therapy if it had been
a more mutual wish. (She wds, in fact, bitterly
opposed, seeing his interest in '"sex therapy' as part
of an increasing demand on her, and had'agreed to seek
counsel only to placate once again.) The benefit
Ahypethetically'would have been consistent with the
accepted goal of ”remo&ing” obstacles to sexual
functioning; in this case the immediate obstacle was

mutual repressed dependence and anger.’

To elaborate, often a couple's anger is mitigatedvby
sharing the mutual assigned tasks which afford each
pleasure, reaffirm one's attractiveness, reopen
communication in an atmoephere.of sensﬁality and good-
will. Greater sexual knowledge, while not an essential
to functioning in many instances,'is usually enhancing.

. The temporary and selective ban on intercourse, for
sucﬁ a couple, serves, as it does in other instances,
as a pretection from demands, resulting often in a
greater willingness on both parts to resume sexual

activity by choice, and not from "duty" or intimidation.

Other arguments might also be advanced, but the point
to be emphasized is that in the therapist(s)' judgment

there was sufficient.underlying per=zonal and
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interpersonal disturbance to render such an approach
too supéfficial, bypassing majof issues with short-term
gains. The request for sex therapy proved an entree
to more significant bénefits to this couple. Incident-
ally, had the social worker/''sex'" therapist not been
qualified to offer alternative services, the discourage-
ﬁent to the clients of yet another referral may have

thwarted the éffort for help. Conversely, had they
completed such a course of sex therapy without any
attention to other issues between them, when these

, problems'persisted or reappeared, they might have
concluded theirs a hopeless situation;A”We‘ve already

‘tried thérapy and failed. . . ."

In this case, the couple, identifying their goals,
moved from the request for treatment of the sexual
complaints to a goal of 'getting along better, so we
can enjoy sex again,'" and rather readily dismissed
their original demand. The therapists clarified the
, View that sexual performance was not the complaint,
so much as was a "fight which happened to take place
in bed.ﬁ Husband and wife could appreciate that
distinction and work proceeded aréund resolving the

"fight."

Had they remained steadfast in their original request,
in all likelihood, for reasons outlined above, a

short-term sex oriented program would have been
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attempted with them. The social worker, while not
overly péssimistic in advance, could have registered
an .opinion that they might well want to attend‘sub—
sequently to éther issues, assessment of which could
be made.in folldw—up appointments after the sexual

course of treatment.

Other treatment decisions in sex therapy involve the
.format. These may vary from case to case and from
‘therapist to therapist; some prefer weekly to biweekly
_sessions; others pffer highly concentrated modes even
with daily meetings. 1In some treatment programs
‘certain phases are conducted in small grdups which
share primarily in the didactic aspects and hence
resemble informal classes. Usually, in such groups no
effort is made for personal disclosure or discussion of
past individual problems or presenfing.complaints.
.Privacy is in the control of each individual who can
discuss or not, as (s)he chooses, reactions to the
content and materials; group process is not emphasized.
Clinical judgment in selection of couples for such a
group and skill in carrying responsipility fbr group
progress is too extensive for consideration here. Not
every couple nor every dysfunction lends itself to
this group format, but where available and indicated
it has been a valuable supplement or adjunct and in.

some instances preferabhle to the individual work.
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Treatment Procedures - Pleasuring Exercises

If the therapist(s) and couple agree upon the suitabil-
ity of proceeding With the coﬁrse of sex therapy, the
brocess will include structured assignments. These
require privacy, allocation of time, agreement to
observe a ban on intercourse, intimate body contéct,
and some Self—disclosure——é sharing with each other a
wealth of experience. While each case, depending on

' symptomotology and personality features, may utilize a
variety of selected assignments, in many instances
there is merit in having the couple go through every
phase.43 Specific activities described here are largely
defived from the author's training with Hartman and
Fifthian44who, in part, credit Mésters and Johnsoﬁ.
Each therapist no doubt imperceptibly alters his or her
”iearning” from the "lesson.' Nonetheless, the heart
of the sex therapy is assignments for hand, foot, face,
body and finally genital-sexual caresses. These may

be and are modified as to pace, fréquency and fashion
depending on the individual or couple; for example, a
utilitarian assignment for shampooing and bathing
together may be appealing to a couple who are stili

uncomfortable about pleasure for its own sake.

Although perhaps a happy accident, the usual oxrder and
success of the caresses, seem to be partially due to

a replication of scome psychosexual developmental stages.
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From theachild's first efforts to grasp his external
world throughAhis hands, he begins to delight in
mastery'and tactile pleasure. As he proceeds to the
phase of locomotion and separation/individuation, he.
cherishes the stability of feet and legs (and a
contact with wider horizons). In further development,
~with a growing sense of self, an identity emerges
v(which fof most people is perceived as centered in the
face or head) and greater clarity or reality about

: that_whiéh his senses (eyes, ears, nose, mouth, skin)
impart to him about his world. He begins to form a
fuller picture of his total being and an integration
of all his '"parts" before he is ready, emotionally and
physically, to engage in.frankly genital sexual
experiences. Consequently, when cduples are directed
to experience giving and receiving this series of
exércises, they are perhaps engaged in an ontogenetic

"review."

Enhancing and rewarding as those assigned experiences
may be in and of themselves, for many couples they may
also repeat 1bng ago courtship exﬁeriences in a some-
what different fashion. Most couples hold or touch
hands, talk and réveal some personal information
(identity), play ""footsie" under the table, dance or

play. They hug, kiss and fondle before they enter
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full genital aétivity. Following marriage, these
casual bﬁt pleasureful coantacts tend to be eliminated
(especially by males who have been socialized.in
sexual "goal“ orientations and who overvalue inter-
course and orgasm per se), thereby setting up a
situation which emphasizes sexual performance rather
than sensual pleasure. This deletion can become the
source for arousal and orgasmié difficulties in women
and erection or ejaculatory problems in men. By
instructing and‘directing coupies in pleasuring caress
activities, as valuable processes in their owﬁ right
(with coitus proséribed), the therapisf affords them
the opportunity to experience or repeat pefsonal,
~even preconscious and collective or universal court-

ship experiences of exploratofy contact.

More fundamental yet is petrhaps the emphasis on the
value of human touch. All knowledge of human primafe
and mammalian life suggest that touch is éur most
primitive and urgent sense. Without touch, we may
pérish though other néeds are met. Rene Spitz,
Harry'Harlow; John Bowlby and others from wvarious
perspectivés have established the.primacy; in infancy,
of clinging and cuddling and the impairment, in
adulthood, of full furnctioning, in its absence.45

However, in Western‘Sdciety, touch, especially between

adults, has come to have an almost exclusively sexual
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significancé. This ”Sexualization” of touch severely
limits, 6f course, physical contact of all kinds with
varying comical, awkward, unfortunate or even tragic
results, The accidental touch of elbows by strangers
in a theater brings forth an embarrassed murmur of
apologies. Males with each other combine pain-=glapping
or punching--to signal the»nonsexual nature of their
greeting. Sensory deprivation in this society, for
example, among the lonely elderly, may be much more

widespread than realized and cc;ntribute vastly to maladjustment.

In any therapeutic relationship, social workers and
other prdfessions are reticent to use touch for
multiple reasons. ‘A study recently reported on
professionals who find touch a useful tool in their
repertoire,‘with the intention of conveying caring,
especially when clients are in crisis situations or
expressing pain or sorrow.46 The most.single
influential factor in the decision to touch is

_ éséessment of the clients' likely interpretation and
the sex_of the client. Regardless of other'complex
consideration, these'findings emphasize to this author
the sexual attitudes and social cénfusion surrounding

touch; even ""healing" touch is under suspicion.

The taboo on bodily contact is defeating in at least
two ways pertinent here: first, many individuals for

fear of being misunderstood are denied by or withhold
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from others the exchange of comfort, warmth and empathy
which iélfundamental to human well-being, thereby
depleting one basis for healthy functioning. 'Second,
as touch is eéuated with sexuality, then sexual function
may also become impaired with the affecticnal touch
per se obliterated. Any physical tenderness is seen
as a sexual overture and every embrace becomes suspect.

This is the roof-of the common complaints, "X ggggi
'touches,me unless (s)he wants to get me in bed," or,
"Everytime (s)he hugs me I get tense because I know

~ what (S)he wants."

'Conversely, if most touch is equated with sexual
interest, then as touch-ocqurs it is often concentrated.
on presumed erogenous areas. The performance goal
orientation in sexual socialization tends further to
promote touch limited to mouth, breasts and genitalia.
These factors eventuate in caresses and contacts which
- often ignore the arousal potential of the entire body,
haryowing the arousal "base'" and plaéing demands on
one set of'organs without much of a ”Support” system.
Sexual intercourse may become the exclusive expression
of affection or empathy, further burdening its function
with many overdeterminants. Clients in sex therapy,
it is hoped, 1earh to discriminate needs, offers or
requests for affectional touch from the.sexual and
to appreciate alternative methods of emotional

expression as well as the sensuality of the entire body.
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Self-touch is élso vital as an adjunct in therapy. If
introducéd or conducted as a way to'appreciate one's
body and its capacity for perceiving sensation it can
enhance self-esteem. Numerous techniques and assign-
ments in sex therapy deal with this aspect of self-
awareness. Self-touch (also equatéd with sexuality,
i.e., masturbation) is frowned upon in this society.
It is not unusual, especially for men, who traditionally
do less grooming, to be astounded at how pleasant it is
to massage their own faces. Women in therapy confide
they have never before.admired or even looked at or
touched their vulva. Much has been written about the
depersonalization or alienation of fhe body in the
contemporary world; simple self-touch exercises can
result in clients becomiﬁg generally more aware of a
wide range.of sensations with a reappreciation for
themselves as sensual and sensitive. This process
also offers enrichment in interpersonal relationships,
heightening self-worth and autonomy. Additionally, the
assignments provide a means for individualis to compre-
hénd that the total bbdy is expressive and receptive,
i.e., that sensation is not exclusively a function of

genitalia.

The mutual caress exercises, by definition, allow

pleasurable exploration, conveyance of a wide range of

- . positive feelings (affection, playfulness, jovy,

curiosity, tenderness, respect, etec.) withcut according
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extraérdinary or premature emphasis on the genitals
as though they were ''detached'" from the person. The
assigned process of giving and receiving caresses
allows new subjective experiences and reexamination of
any rigid roles, requiring any passive partner to
become, on occasion, more_active and, convérsely,
permitting any overactive partner the opportunity to
"enjoy the pieasures of receiving. The attendant
verbal cdmmunicatiOhs'between partners and later with
therapists are often significantly revealing of other
" strains and become a useful adjunct to other phases

~of therapy.

For a partner who has despaired of ever being sexually
adequate for his/her mate, it can be deeply moving to
realize‘that his/her careséeé cén, in and of themselves,
afford pleasure. For the bartner, whose fear was a
personal inabilit& to be accepting of such pleasure or
sexual arousal--these experiences can be empathically

" reassuring. For the occasional céuple or individual
whc derives little from-or even dislikes a given
exercise, learning through self-observation has
occurred nevertheless. Further, there is almost

always an alternative favored exercise.

One somewhat unusual assignment the author highly
commends is called "spontaneity" (with credit to

Hartman and Fithian).47 To offset the structured
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effecf of assignments and any suggestion that love |
making is an assbrtment of gquasi-mechanical steps,'af
one or more points in therapy, a couple is assigned a
time to '"do their owﬁ thing." That is, they are to
agree upon an activity which will heighten their
intimacy and to sét aside a time to carry it out.
Certainly this assignment, although usually given with
some instructions about decision making processes,
highlights the couple's unique communicaticn and
problem solving capacities and is revealing of their
1ives»and values. Some couples, exéited about théir
new discoveries, elect to experiment with a vibrator
or buy a volume of»eyotica. Others agree tg a game
of tennis, a special meal, a quiet walk, reminiscing
with a photo album, a purchase for-their bedrooms——oils,
a lamp, a waterbed. A féwalearn_more about their.

pattern of disagreement.

Samples of oils and lotions may be provided by the
social worker to encourage experimentation and discour-
age painful friction. In so dding, a gesture of
"permissioh giving" and sensuality is added, often
important for constricted or shy couples. Erotic
components are often introducéd through art, music)
pcetry, and the couple is encouraged to elaborate

these for themselves. Whether the couple is working

in a group or conjointly with the therapists,
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assignments are individualized in various ways toward
the achievement of a new level of personal awareness

and/or function.

Educational Materials

A high proportion of adults even in this period.of
sexual capdor have minimal sex education; hence an
important part of any therapeutic prograﬁ is.éognitive.
Because observation of sexual activity is largely
taboo in this society, sexuélity'is.one of the few,

if not the only, major aféalof common 1ifeAin which
people are not enqoﬁraged or allowed to learn by
watching directly. Yet most sexual behavior is
learned behavior and often the social worker's role is
as educator; in the broadest sense, education is an
important component of any therapy. Educating, or
more correctly, reeducating, adults about sexuality is
- a challenge and opportunity requiring knowledge,
acceptance and some articulation by the therapist-
teacher. Many pedogogical techniques can be employed,
but the usefulness of these depends on the skill of
the professional in timing, selection and application
in the particﬁlar case. Readings, didactic_discussion,
charts and diagrams are all useful in their time and

place.
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Among'the most essential materials in the experience
of most therapists_are some Jjudiciously employed |
audiovisual materials--slides, films and tapes. While
it is not possible to describe in detail the attributes
and criticisms of the many materials now available to
the professional, there is sufficient Variéty to aid,
generally and specifically, in -most therapy programs
and with most complaints. The advantages are multiple;
the implied permission and naturalness of looking af
the human body with tastefully done photography goes
far in offéetting-guilt borh of eariier»prohibitions.
If one has permission to'look and to talk and to learn
about oneself and dne's partner then there is a greater

basis for optimism.

If the authorities.in thé glient's life (earlier,
parents, presently, therapists) treat such visual
experiences without anxiety or punitiveness, but

with respect, interest, and reasonable curiosity, then
a corrective atmosphere may obtain. Nomenélature and
‘'vocabulary may be introduced which aids the client in
expressing persconal or subjective experiences more
accurately. Teaching itself is often clearer, more
readily encompassed and shared between the couple.
Lastly, the opportﬁnity to illustrate some of the
range of human sexual response and behavior is

instructive in the same way any other subject matter
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is learned by direct observation.

The therapists cah articulate in behalf of the same

sex person portrayed, and élso advocate for the

opposite sex, demonstrating empathy, ease and under-
sténding. This type of exposition bridgesv”the battle
of the sexes" (i.e., the myth thaf differences are so

- profound as to create inevitable dissension), offsets
the univérsal pessimiém about understanding "him" or
"her." Female and male have much in common anatomically,

and these features can be highlighted.

The 'practicing" sfage of other animals énd of human
children in other cultures is severely repressed in this
culture and may contribute tQ the high ratio of sexual
problems. The taboo on seeing sexuél activity
(professionals label it with a term denot}ng rathclogy,
i.e., "voyeurism") may well contain the roots of
dysfunction in some arousal states since it appears

A thaf sexual arousal in humans is more dependent on

sight than smell which bredominates in the lowef

48
phylogenetic orders.

The social worker in the role of educator encounters,
of course, initial resistance and discomfort with many
participants. Audiovisual materials are seldom viewed .

by the client(s) alone; almost always others are
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preseﬁt.- The therapist(s)' presence is essential to
answer questions, deal with anxiety or other emotional-
reactions, to gauge the response and judge the pace of
this phase of the program. The partner's presence or
absence is a case by case decision, but is usualiy
preferred for several reasons, not the leaét of which
is the sharing of what is often a powerful emotional
experience, or so that the iﬁformation te which the
couple has been exposéd is identical. Any arousal

which may occur has a natural target.

As a consequence of such.exposure, anxiety is usually
initially heightened; looking at sexual material is *
one taboo, looking at motion pictures is even less
acceptable than the printed pagé or still slides,
looking at such material in the presence of others may
be even a stronger taboo. This discomfort usually
subsides (so-called desensitizatién) and provides the
client with selectivity (or resensitization) of
responses other than fear or embarrassment. On the
other hand, attendant guilt about looking is reduced

by the presence of the therapist(s) and partner.

Use of other cognitive materials carries the same
requirement for professional attention to the affective
component. The physical assignments, as described

abecve, necessitate clinical sensitivity to the individual
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emotiénal reactions. The eliciting of various positive
affects, frankly.useful in effecting improved attifudes
toward self and/or partner, is Jjudiciously employed,
and must be defensible cognitively. (For example,
the selective use of poetry or music or a joke in
therapy needs to @ake sense to clients and not be
manipulative or capricious.) The careful, sensitive
'intertwiqing of these aspects of therapy depends on
the art, imagination, clinicalvskill and judgment of

the therapist(s).

Basic Themes

Emphasis is placed on physical and emotional intimécy,
giving and receiving of pleasure, Qith substitutiqn of
pleasure for performance; 'While_the inevitability of
tension and hostility  in intimate relationships is
accepted, coping techniques are identified and expanded.
Concommitantly, the individual self-esteem and autonomy
are featured in certain other techniques or exercises,

so that identity is not submerged but enhanced.

The common theme, i.e., "intimacy," suggests both
emctional and physical closenéss. Inspecfion of this con-
ceﬁt; affords an opportunity for the social worker to
amplify the polarity and teusions in life betWeen

intimacy and autonomy. Psychodynamic understanding of



99
gratification and anxiety in mergers and the pleasure
and fear in independence are central in these conceptual—
izations. Louise Kaplan, drawing from Jean Piaget,

Mahler, and others, writes:

Personal wholeness and integrity derive. .

from . . . aspects of our psychological birth. The
core experience of wholeness comes from

the heavenly dialogue of merging . . . . The second
experience of wholeness . . . after the achievement
of separateness . . . (is) more complex than the
first because it includes all the varied emotions,
thoughts, fantasies and values . . . involved when
we relate to . . . in-the-flesh, actual persons
Relatedness requires a whole self and a whole other.
. « . (It) unites harmonies of oneness and . . . the
vitality of separateness. Ultimately, every facet
of human existengs is reflected in these
reconciliations.

The ceaseless ebb and flow of closeness and distance in all
relatiohships is critical to sexual satisfaction with its
intimate unions, separations and reunions. While such
interpretations or theory need not be expounded as such to
clients, there is receptivity and relief to many in the
recognition that complete harmony or '"togetherness'" is not
a.measure of worth, normality nor success in marriage, and
that disruptions in intimacy (clashes, tensiorns, and |
distance) are inevitable, as is the need for privacy and
individuality. Neither is the presence of these negative
emotions indicative of love's aeparture Rather, the
derivatives of these processes can be accommodated

constructively in a relationship. The role of hostility
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may not be well understood in sexual attraction, yet few
would deny that it has some contribution; anger contains

"warm'" feelings not unlike sexual reactions physiologically.

Wisdom is expreesed in the folklore, i.e., the ”fun”_of
fighting and making up. Limited as presenf theory may
be, experience suggests successful sex therapy embodies
some of that pragmatic knowledge. Routinely‘the course
of sexual therapy '"work'" includes some techniques which
enhance self—aséertiveness, self—awareness, seperateness,
individuality. A stance is imparted that sexual appetite
and needs, while having a strong theme of mutuality, still
cannot be seen as incumbent upon the partner. Put
‘another way, in some final sense, each person is
responsible for his or her own sexnality; satisfaction is

not a gift to be bestowed or denied by the partner.

The emphasis on individuality is conveyed in a variety of
ways during the course of therapy: by simple exercises

such as self-touch exploration of the entire body (not a
genital masturbatory experience), by the mainteining of a
priVate journal to reflect reactions and subjective
experiences, by the nondemand pleasuring which necessitates
greater concentration on one'e own sensations, etc., and by
the requisites of decision making, as well as by

discussion in individual sessions.
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The céuple learns that sexuélity may-be defined far |
more broadly thah the narrow goal of coitus, that each
of them is similar and different, that they, aé a
unique unit composed-of two individuals, have many ways
to give and receive pleasure, that they can discuss,
sélect and effect a more mutually satisfyiﬁg sexual
relationship for themselves. They need also to disagree

effectively in their unique pattern.

Indeed, the spirit throughout successful therapy
pfograms is that of individual altefnatives, not
absolutes. With all the variations of intimacy---
physical and emotional--no one is limited to one type
of performance, no single goal held supreme, no "right"
way is taught. Sexuélity does expfess such a wide
range of emotions and is capable_ofvsatisfying SO many
varying needs that almost universally some alterﬁative
mode is possible; conflicting wishes need not produce

permanent rifts.

For example, for some individuals, intercourse is a
release of daily tension or even a soporific; for
others, on occasions, it may be an effort to restore
self-esteem or, between partnérs, to reestablish
equilibrium after a quarrel. 1In still other inétances,
sexual drives seek "simple" reductionvand the pleasure

of orgasm. At times, ''skin hunger® or a need for
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physiéal,c10senesé, or reenacting of past separation
crises, may be motivators; in other examples, displays
of power and dominance prevail. The demand for a
certain position or caress may be seen as a plea for
greater variety or the result of curiosity. With the
infinite richness of human (intra- and interpefsonal)
experience and behavior, the pqssibilities are endless.
There is always an alternative means of satisfaction if
the therépist cén successfully work through anxiety,

rigidity, moral sets or misinformation.

Permission to “jusf” hold or be held without a sexual
demand can "solve'" some of the above posed problems;

in others; freedom from guilt about masturbation or
novel (to the'couple) positions or contacts would
provide_solution; "talking oﬁt” rather than "acting
upon' some ofher feelings Qould suffice in some
instances--and in others, a quarrel about the '"real"
issues could be beneficial. The confusion around sex
has left many individuals Véguely eipecting that inter-
course can and should be the solution for too many

general and poorly defined difficulties in life.

Post Therapy ‘ .

As the couple completes their specialized program,

appointments are usually spaced at wider intervals, but
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formal termination is not achieved until both people
foel satisfied with their current sexual experience,
i.e., they have met their own goals, not some externally
imposed standards. Goals established in the initial
contacts may havé altered by the expanding self and

partner awareness.

A couple whose earlier goal was for '"more frequent
sexual intercourse'" may have shifted to the goal of
more time for pleasuring each other with or without
intercourse. Or a couple pfeviously concerned about
premature ,ejaoulétion méy have learned techniques for
prolonging intercoﬁrse, but may now decide what'is
actually more important to them are ways in which they
can be close, more '"in touch"‘sexually and emotionally.
Still other symptoms, e.g._dysparunia, may have been
totally mitigated by both males' and females' greater
knowledge of female arousal patterns; Seoondary
impotence may, for example, have yielded because of
the reduction in anxiety for mar and woman about its
meaning and their greater ease of conversing about
their physical relationship. The symptoms may remain
but no longer be an issue between the couple as they
‘develop more acceptance of physiological processes, as
for instance, the many women who afe not'orgasmic in /
intercourse Without additional manual clitoral

stimulation. Both husband and wife arrive at a new
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perception of the phenomenon and are less critical of

each other.

Couples are then oftén seen at wide intervals over a
period of several months as they incorporate or con-
sélidate gains frém the ‘specific sex theraﬁy. This
"forestalls the resumption of destructive patterns and
reinforces improved interaction. Follow-up work con-
tinues to emphasize the couple's ability to identify
and use their own unique resources to afford pleasure
and settle differences within their:relationship. The
social atfitudes toward sexuality and sensuality have
not infrequently résulted in the placing of these as
low priority, to play only after work is done, or to
give the ”fight” eminance in_the bédfoom. Byvassign—
ments, self—observation;metual gncpuragement, and
éreater skill in constructive differing, a couple is
6ften better able to find time for greater appreciation
of their joy in themselves and each other as well as

more effective resolution of differences.

Behavioral exercises appear an indispensable part of

effective therapy since the goal is not intrapsychic

restructure but alleviation of symptoms;'however, the
therapeutic process depends on psychodynamic cohcepts
in evaluvation, treatment planning and dealing with

resistance. The desirability of combining these
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approaches appears troublesome to many clinicians

as discussed elsewhere.

/

L

Clinical social work skills can.facilitate sex therapj
aé demonstrated herein; expertise in sex therapy when
integrated can augment clinical social wofk practice
by providing broader range of appropriate service for
clientele. Certainly a proportion of couples will
acknowledge a need for help in other areas of the
relationship which can become the focus afterrsexuél
disorders have been directiy heeded; If the social
worker wishes to.femain és primary therapist, obvious

distinct advantages obtain.
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CHAPTER IV
RESEARCH AND DATA

The chief purpose of this investigation is to determine
- the extent to which clinical social workers are prepared

té address directiy sexual disorders, and to incorporate

reiatively new techniqueé and scientific knowledge

described under sex therapy.

As described earlier, psychqsexual growth and social
de&elcpment are complex processes iﬁvolving biological,
’psychological and cultural influences on the individual.
For wvarious reasoné, only a few unique to this
'profession, social work has been tentative in direct
approaches to sexual disorders. Ciinical social workers
in all settings encounter gandid_or‘veiled sexual issues
in the lives of their clients. Professionally, clinical
social workers are well prepared with basic concepts

and skills to integrate specialized knowledge of

sexuality in order to help individuals and couples

toward improved sexual functioning.

In terms of specific education in sexuali%y, clinical
social workers are unevenly pfepared, unclear about
client expectaticn, professional standards, and/or
legal, ethical and theoretical issues involved. Sexual

matters within client populations are, of course, dealt

110
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.with'ﬁy clinicians in some fashion, e.g., ignored or
explored, approached directly or indirectly, incorporated
in treatment or referred out, or subsumed in other
treatment emphases. The question then is not if, but

how, clinical social workers attend to sexual problems.

The survey instrument.waé designed to obtain aspects of
" that information as well as to inquire into some factors
which may influence the inclusion or excliusion of sex
therapy, education, and counseling in clinical practice.
Invessence, this'is a descriptive study within a

comparison group.

Hypotheses

These hypotheses were formulated as'thé basis for the

questionnaire and the examination of the data:

I. Clinical social worker's preparation to deal
‘with sexual complaints is minimal as
measured by;

a. formal education and/or training or
b. informﬁl éttention to literature or
other materials.

II. Clinical social workers with specific
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educational preparation in sexuality have:
a. found it helpful in their work; and
b. tend to include sex education,
counseling or therapy in their

practices.

III. Clinical social work practice more commonly
“includes sex education and/or counseling

than sex therapy.

IV. Clinical social Workerslwho have earned the
MSW in.the last.decade more frequently
include.sex therapy, education and counsel-
ing in their practice than do others
~trained eérlier. Age and sex of the social

worker are not determinants.

V. Clinical social workers are adequately

informed about legal aspects of sex therapy;

VI. Clinical social workers' expectation about
the future rcle of sex therapy in the

profession is vague.

ViI. <Clinical social werkers are conversant with
some tachniques and goals associated with

sex therany.
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. VIII. Clinical social workers who include sex
therapy share common theofetic and practice
views distinct from those who do not

include sex therapy.

IX. Clinical social workers accept some treat-
‘ment features commonly associated with sex
~therapy: use of conjoint and co-therapy,

symptom—reiief, time-limited modes.

X. Cliniéal social workers-reject some treat-
ment features commonly associated with sex
therapyf use of directive, didactic,

behavioristic interventions.

XI. Clinical social workers; cOmfort-with
varying client‘populations is not an
“acknowledged factor influencing inclusion
of sex education, counseling or therapy in

practice.

XII. Clinical social workers disapprove of erotic
touch with clients regardless of their
acceptance of:

a. sex education, counseling of

therapy in practice.
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b. non-erotic, (e.g., "comforting") touch with clients.

XIII. Clinical social workers assess case
material at variance from stated theory

or conviction.

XIV. Clinical social workers deal with sexual

~complaints more indirectly than directly.

XV. (Clinical social workers regard sexual
complaints and formulaté related treatment
plans as if such disorders were symptoms

of other psychopathology.

Methodology

An early pretest instrumen£ was devised for interviews
-with a group of colleagues in mid-1978; a second version
was adminisfered with the help of an associate in
October 1978 during the Society forv01inical Social
Work's Ninth Annual Scientific.Meetings. The data
acquired was useful in refining a final veréion,
espeéially as to demographic items. The preliminary -
trials revealed a general acceptance by social workers
of sex therapy as a part ¢f social work, ahd an
‘uncertainty about the presumed behavioristic sliant of

such interventions.
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Revisions were made in the scheduled questions with
expert consultation, and certain decisions were
incorporated; notably, that the final instrument would
be self-administered, that case material was to be
included, and that a nuﬁber of general items could be

added to test out other information or rationale.

Lastly, it Was determined that the population surveyed
would be drawn from the Doctoral Program of the
Institute for Clinical Social Work, all of whom hold
Master of Social Work (MSW) degrees; are licensed,
advanced practitioners, fepresent a wide geographic
distribution_within the State, and are by definition
alert to ongoing éducation content in the field. No
claim is made that this group is a repreéentative or
random sample of the entire clinical social work

- profession. These respondents are recognized as
unique--indeed, an unusually motivated group of
-advanced student/practitioners. Nor Was.any ascer-
tainment of respondents' sexual preferences, marital
status, religious or racial backgrounds attempted as
is frequently the case; this group was viewed as
cliniéians whose personal attitudes were not an issue.
Undeflying sexual attitudes or biases were not subject
to inquiry, although one might speculate és to whether
emotibn%l forces subtly color responses and help

explain some apparent inconsistencies.
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Demogfaphic information requested was limited to (1) age,
(2) sex, and (3) date of MSW. (Since participation in the
survey was limited to this highly specialized group of
clinical social workers whose minimum skills and back-
'grounds had been established by their admission to the
doctoral program). Additionally, a section 4) was
included outlining the respondent's educatiqnal back-
“ground, as it pertained to reading and courses in
sexuality and/or training in sex therapy, plus any

application in the respondent's practice.

‘While, in discﬁssibn, some effort will be made to
distinguish sex therapy approacheé from sexual councseling
and/or education, no rigid line can bé draWn, since the
latter two invariably comprise elements of the former.
The reverse is also true: counseling and education are
therapeutic. No definitioﬁ of sex education/ccunseling/
therapy was provided in the schedule of questions because
the intent was to allow each respondent his or her own inter-

" pretation of what she/he does or doesn't do.

Case vignettes, while altered, were drawn from the
authof’s experience, representing situations in clinical
practice. Two are initial interviews with individuals
presenting complaints of a sexuval nature: cne a divorced
man, the other a married woman. The third is an on-

going individual case which offers more complex issues
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in tefmsvof the situation in that the initial focus and
concern were not sexual; further, more history is
available in this case and several psychotherapeutic
sessions have transpired. The pufpose of this range
was to provide information on how fespondents would
assess and deal with both-initial requests involving
sexual problems and those which might arise in the

 course of other treatment.

In the use of case.samples, as in any therapeutic inter-
vention, multiple factors on the paft of client and
~social worker eveftly and covertly influence the
diagnostic impressions'and choice orvemphasis of treat-
ment. This study does not propose to attend to all

possible variables.

A section of general Stateﬁents requiring agreement.or
disagreement was alsc included. These statements ranged
over theoretical convictions, information, professional
preferences, modes and opinions. These data constituted
an opportunity to assese the respondents' acceptance or
rejection of some of the aspects of sex therapy and
afforded an additional dimension for viewing theory and
.practice. Because theory is highly complex and evolving
rapidly‘in this new field, no claim is intended that

thecoretic considerations will be all inclusive.
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In,ali, possible responses range from a minimum of
nipety—seven to a maximum of one hundred twenty—Seven
if each were answered as intended. In detail; the three
sections contain:
1. Three case vignettes with a total of fifty-
| five items regarding views of the case and
possible treatment plans.
2. Thirty-two general statements requiring
agreement or disagreement.
3. Demographic information of age, sex, year of
- MSW and eight major questions on education and
practice in sexuality, with subsections where
applicable'with forty responses possible.
The finalvinstrument'was pretested wifhvthe help of
colleagues in February 1979; the sample was taken in

mid~March 1979 using thaf form.1

Demographic Data

" Of the thirty-six individuals participating, two
returned comments suffieiently incomplete so as to be
excluded from computations. The final sample consisted
of ten males and twenty-four females whose ages ranged
from the sixties to the thirties. The older members

of the sample were born pre-World War I, the younger,
post-Worlid War II; the youngest seven members in this

sample were born after several members of the group
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were élready in practice. At the time of the survey,
all were either doctoral students, faculty or staff of
the Institute for Clinical Social Work, active in their
profession beyond roles in the Institute and licensed

clinical social workers.

TABLE 1%

PRESENT AGES IN DECADES

Age ' Individuals
30-39 3
40-49 . 10
50-59 . 13
60+ : : - 3
48 (mean) ' 33(N)

*Ohe female respondent declined to provide age
or degree. :

Master's degrees had been earned as early as 1939 and
as recently‘as 1973 with the 1950's most frequent, i.e.,

median, mode, and with 1959 as a mean year.

TABLE 2%

DECADE OF MSW DEGREE

Year MSW Earned Indivicduals
1930-1939 1
1940-1949 . 4
1950-1959 , 13
1960-1969 8
1970-1979 7
1959 (mean) 33{(N)

*Ibid.
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Specific Preparation

Only two individuals had had any course in human.
sexuality, required or elective, in graduate or

undergraduate work. Twenty-four respondents had, since

graduate school, ﬁaken some courses in general human
sexuality. Most courses were taken in the years
1971-1975. Of those indicating such course work (N=24),
only three had courses over thirty hours in length.
For a third of those (N=8) course length was under
fifteen hours. Twenty-one declared»that these courses
had been helpfﬁl in their work. At the time cf the
survey a majority (N=19) had not yet,.to their
knowledge, completed the ten-hour BBSE requirements
for relicensure by 1980. Specifip-training in sex
therapy was claimed by eighf respondents, with time
invested ranging from one fo fourteen hoﬁrs (N=3),
fifteen to thirty hours (N=2) and thirty to seventy

hours (N=3); all felt it to have been helpful in their

work.

The sample group demonstrates its overall voluntary
interest in continuing education including sexual
information, since the bulk of their course work in
this field was undertaken prior to definite legal
regquirements for relicensure.3 Little consensus

obtains as to what constitutes adequate preparation in
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the séxual field, especiall& sex therapy. Nonetheless,
and in the absence of any absolute standards, the degree
éf thoroughness of preparation in this sample group must
be questioned. The maximum indicated in training for |
sex therapy was thirty to seventy hours by only three

respondents.

In response to a direct question, ”What, if any, specific
readings in the sexual field have you found helpful in
your work?'", a wide variety of readings were noted.4
Somewhat startling was the épparent;acknowledgment by
over one~fourth (N=9) of no readings. One could speculate
that perhaps'whateﬁer reading done by-this group was
either not directly related or helpful to their work,

or that there was. not sufficient ihterest to aﬁswer a
fairly demanding questioh. Still, one wonders if this
item is revealing of a cooiness or lack of interest
toward this field on the part of the respondents.
Particularly arresting is the paradox withvthis sample's
high level of commitment to "keeping up' with the field.
Four of thesé nine were from a segment having had no
course work in sex education and héving not included it
in pfactice; the remaining five had all had courses or
workshops. In a related quesfion about materials used

in dealing with sexuali concerns of clients, nearly 50%
(N=16) replied that they use nonz, the remaining

eighteen indicated use of various resources (diagrams,
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charté, films, slides, and Books) with books

predominating (N=17).
Practice

Sex education or counseling is included in practice in
one degree or another by 68% (N=23); examples of comments
are révealing: |

"As a minor adjunct to psychotherapy."

"Believe it is or can be important and integral

part of social work tréatment.”

"Mere menfion'of my availability to discuss

yields positivé results."”

"Issues arise inevitably in work with couples."”

"As an integral part of theraéy process."

"Helps make clients less anxious."

"It's a part of humanufunctioning, appropriate

to eliminate concerns.”

"I think it is part of treatment."

"Many couples and individuals ask for ﬁhis focus."

"It is essential.”

‘Those'who did not include sex counseling or education
in their practice were less 1ike1y to comment; however,
typical responses were:

"Not knowledgeable or interested in learning.

Prefer to refer cut."
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"Do not feel qualified."
"Only deal with it as any othér issue in treatment."
"Only as an integrated part of treatment."
"Not unless I feel it is related to the problem."
"I do some general education not applicable to

work."

Seemingly, a proportion of those who replied in the
negative do in fact deal with these matters on a basis
similar to those who answered positively. Compare such
statements as '"Yes, as an integral part of therapy
process," with“"No, only as an integrated part of
treatmént.” Identifying these componénts of practice
as sexual counseling or education may have suggested a
separated aspect to some respondents.‘ The author
presumes the portion who actually included the elements

may be higher than the 68% noted.

It is equally interesting to note that the twentv-three
who indicated that they offer education or counseling
are not entirely synonymous with those who have had
formal courses. At least four individuals do so with-
out benefit of instruction but_note their feadings as a

source of information.

In response to questions regarding sex therapy and

practice, about 20% (N=7) indicated some inclusion. Of
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these;'all but one indicated some formal training.

(That individual has apparently relied upon reading.)

A sample of relevant comments from those who engage
in sex therapy includes: |
"When it fits together with other work."
"Had to be, necessary." :
"Other therapeutic endeavors will not be of bene-
fit and aré not indicated."
"I see many individuals and couples with problems
in sexual functioning."
"Where,it-applies in general psychotherapy."

""Only as an iﬁtegral part of treatment."

Those replying negatively are quoted as follows:
"There hasn't been a reason."
"Not what I am trained or prefer to do."
"Others are more competent."
"Incompetent, if needed, I refer."
"Too narrowly behavioristic. No acknowledgment
of treatment relationship issues."
"I see sexual dysfunction as symptomaﬁic of inter-
personal and communication difficulties."
"Problems are interactional."
"I do not try to work with behavioral'techniques
as a primary focus."

"I am not trained as a sex therapist, but do offer
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éuggestions or ideas."
"Not interested.'
"No co-therapist."
"I work with underlying dynamics and feel sexual
problems become resolved as clients feel better

about themselves."

Beyond a recognition of inadequate training (the most
frequently expressed reason for a '"no" response,
occurfing approximately ten timés), the comments reflect
some theoretic convictions:ifirst, én exclusion based on
the belief that sex therépy is "behaviorist'" and dbes.
not attend to treatment relationship issues or under-
lying dynémics, aﬁd second, the opinion that sexual
dysfunction is symptomatic of other issues. 'Self—esteem
and interpersonal, interéctional forces are enumerated
by those respondents. No one directly comments on a
belief that such dysfunction is necessarily symptomatic
of intrapsychic psychopathology. ngeral of course, afe
frank in stating a matter of personal pfeference. The
absence of a. co-therapist, éitéd by one individual, may
be either a theoretic or practical objectiqn. Although
the survey is not directly comparable to Schultz'5 or
Len and Fischer's work,6 these findings support lack of
training as an impdrtant deterrent. Nc oné vélunteered

issues of legal, agency or professicnal sanction.
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Those'who include such therépy see it as an integral
part of services, in demand by clients, and the treat-
ment of choice in some instances. There is a flavor of
inevitability'and aceeptance of the need, best
expressed by the observation, "It comes up everyday as
an important and natufal part of loving and treatment."
This subgroup did not address theoretic matters other
than by implication since for them, apparently, there
is no conflict with their general view of treatment. In
part, this may be attribufable to their greater exposure
to and knowledge of sex therapy whieh has reduced or
removed the feersvof its presumed narrowly behavioral

elements.

Clusters or Subgroups

It was possible to identify three major clusters:

1. A cluster numbering eleven, almost exactly one-third
(32%) of the sample, is composed of two related but
different subgroups. One, those who include in

"their practices neither sex education, counseling nor
therapy (N=5), were, for convenience designated as'
"Conservatives." A related, but different group
(N=6), whnile having some classrcom work, likewise
do not incorporate sex education, counseling or

therapy in their practices; these were abbreviated
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as "Traditionals," for reference.

The mean age for these eleven (Conservative/ .
Traditional) individuals was fifty-three; the mean
year of MSW degree, 1954. Only one respondent in
the age range of the thirties is found in this
subgroup; all but one of those in their sixties

in the sample are located herein. No one in this

cluster obtained the MSW as recently as the 1970's.

A second major group tofaling sixteen, nearly 50%
of the sample,‘is also comprised of two subgroups.
One consists of.thirteen individuéls who have
undertaken courses in sexuality and incorporate some
sexual counseling or education; but nrot therapy, in
their practices. Combined with a minimum group of
fhree respondents who without formal instruction
have pursued independent sources and include sex
counseling and education in practice, these sixteen
respondents are referred to as '"Conventionals."

Their average age (computed with N=15 since no age

or degree data was provided in one instance) is

fifty-two, with a mean for MSW degrees of 1960.
Their weight determires most responses; they
represent the "average' current practice and are

47% of sample.
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3. Seven respondents include se# therapy (as well as
- education and counseling) in practice; six of these
have had some exposure to specific training and
education. The term "Contemporary'" is applied to
this group whose ages averaged forty-four. This
cluster represents 21% of the sample. While MSW's
were earned in the 1940'5,450;s and 70's (but none

in 1960fs), the mean for the degree is 1962.

While age in and of itself may be a factor in selection
or emphasis of technique in one's practice (as seen in
contrast betweén gfoups one and three), the more con-
sistent variable is the era of degree, with a clearer
progressidn toward inclusion of more innovations on

the paft of those whose Master's level education was
more recent. In fact, of the seven in the Contemporary
group, four had received tﬁe MSW‘in the 1970's. However,
in the Conservative/Traditional groups are also seen a
few individuals whose degrees were from the late
sixties, so that factors other than-time are evident as
influences. That Masters-Johnson's publications became
widely known in the early 70's may help account in part
for this latter finding, and the fact that all seven
individuals who achieved the MSW in the 70's include
sex education and counseling, if not therapy, in their

practices. Subgroups compare as follows, in Table 3:



TABLE 3%

AGE, YEAR OF DEGREE, AGE AT DEGREE, YEARS IN PRACTICE, BY SEX AND SUBGROUP

Individuals Mean Mean Year Mean Age Mean Years

Age ‘MSW at Degree - in Practice
Females . . . 23 ' 50 - 1956 - - 28 17
Males . . . .| 10 43 | 1965 | 29 14
Conservative/| 11 53 1954 28 25

Traditional , ‘ : :

Conventional.| 15 52 1960 ‘28 19
Contemporary., 7 44 1962 . 28 17
Total. . .| 33 a8 1959 28 .20

*One female respondent declinded to providé age or datevof degree.

62T
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The ten males in the sample, when taken as a group, are
substantially younger (only one is over forty-eight)
wifh a mean age of forty-three; oﬁly two MSW's predate
1968; three are in 1970. Over all, however, with few
exceptions they replicate the larger sample in their
résponses. In terms of age and time of MSW, they
correspond closely to the Contemporary group, but
" appear more_Conservative/Traditional than the females

in this table:

TABLE 4
_ COMPARISON OF MALES-FEMALES BY SUBGROUP
Sex distribution | Conservative/| Conventionals | Contemporary
- Traditional
Females (24). . | 29% , 50% 21%
Males (10). . | 40% . . 40% , 20%
Total (34). . . 32% 47% 21%

' The'total female portion of the sample had an average age
of fifty, younger than the Conventional cluster, but had
earned their degrees earlier than-that group, i.e.; more

nearly resembling the Conservative/Traditional group.

Profile and Summary

The ""typical" respondent in this study presents herself
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és a forty—eight—&ear—old tfemale clinical social worker
who earned an MSW about twenty years earlier. She did
ﬁot have any courses, elective or required, in human-
sexuality as part of her undergfaduate or. graduate work.
In the period from 1971 to 1975 she attended some minimal
céurses or workshops on the subject (which she finds
helpful in her work), although,at.the time of the survey
she had not completed a course she.bélieved would Qualify
her for the BBSE 1980 requirements. She includes in her
practice some sexual education and/or counseling for her.
clients and owns some pertinent books.. She herself has
found certain éuthors heipful in this phase of her work,
.notably nonsocial—Work authors, especially Masters-
Johnson aﬁd Helen‘S. Kaplan.7 She most closely

resembles the Conventional sﬁbgroup described above.

Hypothesis I through IV ma& be examined, thus far, and
upheld. As a total group, clearly committed to con-
tinuing education and advanced practice, there is little
indication that knowledge rapidly advancing in this new
field has held substantial attention for most as
expressed by formal participafion in classes. (A
majority of the sample would be in all likelihood
incfeasing their course work, nonveluntarily, this year
because of 1980 relicensure requirements.) Those
providing sex therapy do not have training in any great

depth by whatever measures regardless of any final
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standards in the field. In short, there is no evidence
of other than minimal preparation, as anticipated in

Hypothesis I.~

Individual or informal attention or investment of time
and effort as measured by reading and acquisition of
materials is not only uneven, but especially deficient
in oVerall pursuit of pertinent 1iterature. Those who
have been exposed to courses or reading have indeed
found it helpful in their work, as expressed in

. Hypothesis II. Those with sex education--as hypothe-
‘sized--are more likely to include sex education,
counseling or therapy in their practice. However, the
relationship is far from clear. While it is true that
two-thirds of.the sample include some of the components
in their practice, four (17%) of these have no related
formal education or trainiﬁg. Also there are six ‘
‘respondents in the sample who have some educational
background but disclaim any usage. Hence, nearly 30%

- of fhose surveyed do not follow the anticipated pattern.
(These data do not reveal possible motivational
sequences, i.e., whether education preceded interest, and

practice innovation, or vice versa.)

The greater incorporaticn of sex education and counsel-
ing as opposed to sex therapy (Hypothesis IIi) was borne

out. Sex education and counseling, as less demanding
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interventions, are more readily incorporated as a part

of practice.

Era of MSW degree appears indeed to carry more weight

in determining practice patterns than dces chronological
age as foreseen in Hypothesis IV. While the sex of theA
respondent seems without true significance in this

small sample, females, though older; were less

conservative than males.

General Survey Data

In exploring the further nondemographic data in detail,
no attempt was made to correlate all items, but rather
to extract certain patterns which would be descriptive
of the knowledge, opinions, theory and modes of
practice among this sophisficate& gfoup of clinical

social workers, and which would pertain toc hypotheses.

Items number #3 and #12 of fhe general information
sheet,8 "Those practicing sex therapy in California
must, by State law, be licensed and have specialized
training," and "Use of sex surrogates is specifically
unlawfui in California," neither of which is true,

were included to assess knowledge of legal requirements
in Hypothesis V. In this instance, fewer than 50% of

the respondents were aware of the accurate responses,



134

so that the hypothesis fails. Item number #3

evidences confusion in the field; four respondents were
undecided, while the other thirty were evenly split,
including an exact distribution between those practiciﬁg
sex therapy, who might be expected to know the law, and
the other extreme, those declaring no special education
nor experience, who were equally dccuréte or inaccurate

as the presumably more knowledgeable group.

The item (#12) regarding surrogates is further
revealing of either ignorance or possible bias, since
over one—thirdvof fhe respondents were undecided and
five agreed that use of surrogates is specifically
unlawful. Less than half (N=16) were able to disagree
(accufately) with that statement. Three who disclosed
their confusion were self-listed as in the field of
sex therapy, as were an eqﬁal number of those who had

no education '"exposure."

Uncertainty about the future relatidnship between
clinical social work and sex therapy was alsc tested
-in certain items. Fér example, it was estimated that
respondents who agreed with item #29 "Current interest
in sex therapy is a passing professional fad," might
well be those who chose to exclude it from practice
and/or who had had no exposure to the field.

Interestingly, only one of the Conservative group agreed
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with that statement, while half of the Contemporaries
were undecided. In all, nearly 60% do not dismiss this

treatment as a '"passing fad."

Item twenty—nine,lO“The current interest in sex therapy
indicates that such technidues are becoming a standard
part of clinical social work," is one of the items
“where attitudes more clearly correspond to bersonal
background (or vice versa) in that the.more éonservative
~group "yvoted" nearly as a bloc that sex therapy

" techniques were EQE becoming a standard part of social
work. The Contempbraries on the other hand were also

consistent in their agreement with the opposite view.

While a majority‘(52%, N=18) agreed that these
techniques were becoming a standard part of clinical
social work, nearly as many were either in disagreement
or undecided (N=16). This seems to reflect the state

of confusion and uncertainty referred to elsewhere.

" Comparing item #2 above (the faddish potential) with

the slightly different totals (60% and 52% respectively),
one might conclude that some respondents, while not
viewing sex therapy as a passing fad, nonetheless
resisted the notion it should or would become a

standard part of the social work profession.

This latter item, #29, however, differentiates between
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the>Cénservative énd Traditional grqups, in that the
Traditionals, while not including sex education,
counéelihg, or therapy in their praétices, have had
some specific educational exposure in contrast to the
so-called Conservative group. The Conservatives do
not (with one exception) see the future of clinical
social work as including sex therépy as a standard
technique. The Traditional group (with one exception),
while not electing such practices for itself; differs
from the Conservatives regarding future inclusion for
the profession. This is the only instance of distinct
cleavage betweén these two groups, giving rise to
speculation about the motivation for and outéome of
theif differing educational experience. The notion
of divided opinion expressed in Hypothesis-VI is con-

firmed.

Items connected with Hypothesis XTI addressing issues
of comfort are not especially revealing, pfobably
because most professionals are resoiutely self—awaré
of their acceptance of clients, and their ability to
'work-with a broad segment of humanity is a point of
pride. In every.item, a majority staunchly denied
being more comfortable with one than the other of the
choices. (By extension then, might one say there was
equal discomfort with sexual issues in any situation?)

See Table 5.
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' ' 11
The greatest spread was shown in the answer to item #19,

where at least ten people acknowledged some greater discom-
fort with homosexual clients. In descending order are #18
where six acknowledged more comfort with same sex clients

13 where three made clear that

(two undecided); item #28;
they were more at ease with their own race (three uncertain);
and-#23,14where couples were easier than individuals for two
respondents (with six unsure). Agé and marital status were
significant to only one respondent in each category,15 while
six questioned their comfort about age (item #25),16and only
one was gndecided as to comfort with married or unmarried
clients (#30).17 Item #1418brought forth a unique response
where no one cléimed greater comfort with homosexual clients
of the séme sex (with four undecided); all others (N=29)
denied any variation. Perhaps thié preponderance reflects
greafer discomfort with é client of’one's own sex depending
on the threat homosexualit& poses to the therapist and the

therapist's own sexual preference. On the other hand, it may

convey a degree of discomfort with any homosexual client.

Except for an occasional "undecided," those with sex therapy
and counseling background asserted in a bloc that

they were not more (un)comfortable with any population

over anqther. While this may represent a prevalent

wish to idealize, it may also truly represent

greater desensitization to sexual issues and consequent
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small sample; Hypothesis XI appears confirmed.
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reduction of anxiety. No other subgroup patterns

emerged, nor can further conclusions be drawn in a

I am more comfortable
discussing sexual mat-
erial with a:

COMFORT WITH CLIENT VARIABLES

Greater
Comfort

Undecided

No
Difference
in Comfort

Heterosexual client
than with a homo-
sexual client.

Client of my own
sex than the
opposite sex.

Client of my own
racial background
than of another
race.

Couple than with
an individual
client.

Much younger client
with a much older
one.

Married client than
with an unmarried
client.

Homosexual client of
my own sex, than thg
opposite sex.

30%

18%

9%

3%

15%

18%

18%

3%

12%

55%
76%

82%

76%
79%
94%

88%

*Appendix B, pp. 217-218, items #14, 18,19, 23, 25, 28, and 30.

Another group of items was designed to test familiarity
with concepts specific to sex therapy and therapists.

Chief among these are items #1, #6, #Y, #10, #11, #15,
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#20, #21, and #24 relating to Hypotheses Vil and VIII.
Those familiar with sex therapy recognize that dis-
agieement with item #1, "Sexual dysfunctions, where not
organically based; are symptoms of underlying psycho-
pathology," 1gis consistent with a growing conviction
in the field. Test results are noteworthy in at least
two ways: first, a slim majority (N=19) disagreed with
“that item indicating less than total group édherence
to pure psychoanalytic precepts, and secondly, those
respondents who place themselves in the sex therapy
" field are equally divided and hence, either poorly
. informed in thé fiéld or uncertain about their theoretic

posture.

anls of sex therapy are referred to in items #9 ahd
#20.2O Number nine often represents the uninformed or
the prejudicial view that ”Sex therapy instructs people
how to function." In fact, the thrust of the literature
and experience in sex therapy underscores the assumption
" that sexual functioning is an innate capacity and,

where nonorganic dysfundtidn is present, the '""Goal is
‘to remove obstacles" (item #20) to permit that system

to become functional. Obstacles may be ignorance, poor
learning, intrapsychic conflict, interpersonal strains,
social-cultural pressures, etc. Consequently, one

would expect an oppositional (to sex therapy) or

uninformed respondent to agree with #9 ard perhaps
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disagfee with #20. Instead, this sample agrees
heartily with both! (Item #2, N=22,; item #20, N=30).
Those who do disagree with item #9 include some of the
Contemporary group, but no consensus or pattern emerges.
In terms of item #20 which had near positive unanimity,

two who disagreed claim to be sex therapists.

Item twenty-one challenges the belief that sex therapy
cannot be recommended if there is overt evidence of
psychopathology.21 At least superficially, responses
to this item could identify‘those who envision sexual
dysfunction as.aIWays.a Secondary.symptom (and who
would wish to offer treatment for whatever they viewed
as basic patholog&). Yet. preponderant agreement (N=26)
held that sex therapy could be the treatment of choice,

'under the described conditions. .

Number ten, ""Sex therapy has little relevance to
traditional Freudian and neo—Freudian»theory,”22 and
#24, "To be effective sex therapy néed not attend to
the client's past history since the focus is current
performance," address issues often in contention by
those trained in psychoanalytic framework.23 The
author's position is to disagree with both items; as
amplified elsewhere, psychodynamic and geﬁetic
considérations aré a part of her view of sex therépy.

In this sample, the majority (#10, N=21; #24, N=23)
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shared that diéagreement on whatever basis, as did some
of the Conservatives/Traditionals,fwhile some of the
Conventionals and Contemporaries found themselves

dubious.

The inaccuracy of the description of sensate focus
(item #6)24 was récognized by a substantial majority
of all respondents, with only three individuals
agreeing with that statement. Six were undecided,
while twenty-five disagreed. Since the concept of
sensate focus is one of the bggics put forth by
Masters-Johnson a decade agb, ;EEE‘groupLs\giscernment
suggests a reasonably sophisticated level of information
(or a freedom froﬁ’ﬁisinformitionj about this’ feature
of sex therapy. Nonetheless, of those nine individuals
who were undecided or in ag;eéﬁent, seven have had some
formél sex educational woik‘within ten years.

Number eleven, while less definifive, ié also revealing
of certain familiarity with procedUres‘and assumptions
in the sex therapy field. T7The notion that "Open
hostility per se is a contraindication for sex
therapy”25is not borne out in the literature nor the
author's experience, so long as the couple wishes to
work together toward resolutidn of sexual disorders.

In fact, some authors hkold that a component of

hostility is essential to good sexual function and
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aﬁpetitey Such wisdom seemed more qniformly apparent
to some of the Conservative/Traditionals than the
Conventionals or Contemporaries; however, a scant

majority (N=18) disagreed with the statement.

The question of teaching masturbation ("Under some
circumstances, I would teach mastﬁrbation techniques

to a client?” item #15)26 is a ”watershed”Aissue in
that if is a generally accepted part of sex therapy,
especially for nonorgasmic women and in some instances
for the various male dysfunctions. A majority were in
disagreement (N=15), about 36% (N=12) in agréement, and
a large number (N=16) undecided. Of those who declared
their support of the statement, all use some counseling
or therapy .in their practice; those opposed included
almost all of those Conservative/Traditionalists
(eleven individuals) who iﬁcluded no sexual counseling
or therapy in their practice. Two of the ﬁndecided

are among the ”therapy” group, giving rise to

curiosity as to how they treat such_éonditions.

(Among some of the respondents,; the Question may have

been misunderstood as referring to the demonstration

or in-person directed instruction; if such meaning were
inferred, it is impossible tc assay the basis for that

distortion.) Hypothesis VIi is upheld; VIII is not.

A further group of questions, while by no means
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exhaustive, probed in behalf of Hypothesis IX and X are

" stances connected with the forms or modes commonly

associated with sex therapy, e.g., the use of co-
therapy and conjoint or time limited therapiéé.

Item #32 "Working with a co-therapist is é handicap to
therapy since it 'dilutes' the transference,”27 is not
supported by a high proportion of the respondents (N=3).
This clinical sample does not see co—therapy‘as a
theoretical negative. When work in sex therapy is
specified (#16, '"Sex therapy with a heterosexual couple
ideally utilizes a male/female.therapy‘tewﬂDzsnearly
two-thirds of these social workers égree. That those
subgroups indicating sex therapy as a part of their
practice.are less than unanimous is not surprising
since those in recognized positions in the field differ

in this regard.

Responses to itehs bearing on conjoint therapy also
suggest a lack of‘theoretic opposition in the sample.
Number twenty-seven, ”Seeihg the couple (conjoint)-
therapy is contraindicated because 1t 'contaminates'
»the-transference,"29c1arifies that a strong majority
(N=31) no longer hold a former conviction regarding
transference issues. 1In #13,30"When interpersonal,
i.e., relationship, issues pléy a major role in.sexual
problems, treatment of chcice requires seeing the

couple as opposed to an individual alone,'" the Wéight
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of opinion is toward seeing.the couple if one is
intending to work with interpersonal sexual issues
(N=23). The Contemporaries are nearly uranimous in

that instance.

By contrast, in item #5, nearly one-third (N=10) agree
that "The most effective psychotherapy is one—fo—one:
i.e., one client, one therapist.”31 Six are undecided
and only a narrow majority of 52% (N=18) disagree.
There is less firm conviction that modes other than
one-to-one are as affective forms of psychotherapy as,
for instance, éonjbint, co-therapy, etc. DPossible

explanations occurring are: that there is uncertainty

that sex therapy is a part of psychotherapy, hence what

is effective for one therapy is nof treatment of choice
for the other; or that, While no theoretic opposition
exists regarding transferehce (contémination or
dilution), the individual clinician's personal
experience, style and preference renders that social
worker more effective in individual treatment relation-
ships. This latter notion is supported by the lack of
clustering of subgroups (from Conservatives to -

Contemporaries) in this item.

The time-limited dinension of most sex .therapy is,
occasionally, offered as a basis for disapproval; this

sample, however, does not hold such an approach as
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unwerthy, Findings in item #8 spell out support for
such "'contracting'" as a valid technique (N=21 agree,
N=8 undecided, N=5,disagree).32 There was total
agreement that "Brief therapeutie contacts can have
long-term benefits" (#17),33 It is notewcrthy to find
that among those who disagree regarding time-limited
contracts are two‘of the Conte@porary group, while

one is undecided.

Certain items in the general statements were viewed as
sensitive to some of the theoretical rationale postu-
lated as a basis for inclusion or eéclusion in practice,
i.e., Hypothesis X. General postures toward directed
interventions focused on specific symptoms were
examined in items #4, #26 and #22, related to this
hypothesis. Number four, "I would not include sex
therapy in my practice beceuse of ifs emphasis on
behavior modification techniques and directing
client,"34 showed less than half (47%)disagreeing; i.e.,
sixteen individuals would not exclude sex therapy
because of its behavioral or directive aspects. Close
to one-third (32%) supported the item and would exclude
on that basis. A full 20% were undecided. The
Contemporaries themselves, as a group, disagreed with
the statement, but, paradoxicdlly, were not totally
unanimous. Nor was the Conservative/Traditional group

in full agreement, strongly suggesting this issue has
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not been resolved or fully confronted. 1In Item #26,
"I am skepticai of any therapeutic approaéh such as
sex therapy which focuses on symptom relief,”35
disagreément prevailed; ciose to two-~thirds of the
‘sample disclaimed skepticism, including nearly half
of the Conservative/Traditional subgroups. Twenty
percent did acknowledge doubt, including some who
“practice sex therapy. Nonetheless, in the total:
'sample, a focus on symptom relief is not rejected,
although_this is a frequently registered ¢riticism of

sex therapy in some quarters.

The most marked theoretical disagreement was, not
surprisingly, in those items pertaining to direct
active intervention on the bart of the therapist.
Direct inquiry, item #22, "It is my practice to inquire
early in my work with clieﬁts aboutitheir sexual |
functioning,”36 is the stated practicé of close to

50% of those polled; approximately one-third disagree,

" and over one-fifth are uncertain about their practices.
Those including sex thefapy and/or counseling aré more
likely to inquire; other subgroups do not sho& any
particular consensus.

Number fifteen,37”Under some circumstances, I would
teach masturbétion techniques to a c¢lient," has been

discussed above in another context, but in this vein,
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i.e.,'directing clients, it is noteworthy to recall
over half (N=21) were either undecided (N=6) or in
disagreement (N=15). While it'must also be recognized
that content (masturbatioﬁ) may introduce bias, only
36% supported directed '"teaching' in this context.38
This, interestingly, was the single question showing
clearest polarity between the two groups, Contemporaries
~and Conservative with the Conventibnals showing a
"perfect”.split'distribution. Apparently something
more than the mere question of degree of direct inter-
vention is operafing when compared fo distribution in
item #22, (seevTable 6). In summary, both Hypotheses

IX and X are Valid;

. TABLE 6

AGREEMENT WITH CERTAIN INTERVENTIONS

Intervention Agree Uncertain Disagree

Instruction in

masturbation. . . .(a) 36% 18% 46%
~ Inquiry into sexual

aspects . . . . . .(b) 50% . 20% - 30%

(a) Appendix B, p. 217
(b) Appendix B, Ibid.

Hypothesis (XII) has to do with ethical concerns at
time associated with sex therapy. The sample split
almost evenly regarding nenerotic cbntacts, #7,"A non-

erotic therapist-client physical contact, if acceptable
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to the client, can be beneficial to the therapy,"'39
fifteén agreeing, sixteen disagreeing and three
undecided. Again, the division did not positively
correlate with sexual eduéation, training or practice.
Perhaps the half dozen sex therapists, a large pre-
poﬁderance of that subgfoup who disagreed, are hyper-
sensitive on that issue; no other pattern was discernibile.
As noted above, touch in general is a "touchy'" issue.

Hypothesis XII is upheld.

" The lone person who agreed with item #31,40”An erotic
therapist—clieht physical contact (including inter-
course), if acceptable to the client, can be 5eneficia1
to the therapy,'" was not among the group who practices
sex therapy. While the answer may have been a fluke
since the same respondent answered negatively for non-
erotic contact, Len and Fischer do report two comparably

"uausual' responses with a sample of forty-five.

" There are, of course, therapists who héld such erotic
involvement to be beneficial and therefore by implica-
tion ethical; this group of social workers was of an
almost single mind in oppesition (as is the author).

In this sample, differences in ethical values tested
seem unrelated to practice decisions aboutbsex therapy.
Usage, approval and ethical values bear upon each other

in complex ways.- Moreover, these, as Schultz pointed
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out, ﬁre-hot static. His 1972 survey of social
erkers‘ attitudes found rather wide approval (60.9%
énd 44 .9% respectively) of body and sex therapies
although with expressionsrof cohcern about "involve-
ment"; a low rate of usage (25.4% and 16.1% respectively)

. 2
was reported.4

Those figures are comparable with ﬁhe present sample

in which 21% claim use of sex therapy. While not
worded.in thisvstudy to inquire directly as to. approval
per se, responses to the quéstions és to ""faddishness"
of theée therabiesAor théir becoming'a.standard part

of social work are Within range of Schultz' apprdval

43
figures. (See discussion.of items #2 and #29 above.)

At this Jjuncture Hypotheses V-XII may be reviewed in
relatipn.to this sample of.clinical social workers.
The group is not clear about pertinent legal aspects;
Hypothesis V is not supported. Hypothesis VI is nbt
upheld in‘that sex therapy is not seen as a passing
fad but as becoming a standardrpart of clinical social

work.

This population of social workers is conversant with
some of the common'concepts in sex therapy, such as
sensate focus, treatment of partner unit, utilization

" of co-therapy teams. Hypothesis VII is borne out.
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Hypothesis VIII is not, in that the sample is divided
as to whether to inquire about sexual functioning early
in their work with clients and is opposed .to instruction

about masturbation.

While addressing Hypotheses IX and X, bdth of which are
valid, it is seen that short—term; time-limited therapy
is well-accepted, and little opposition to conjoint or
co-therapy approaches is expressed, nor is the
traditional one-to-one format idealized. While this
group. sees relevance between sex tﬁérapy and traditional
Freudian theor& (ahd is convinced that effectivebsex
therapy needs to attend to the client's history), there
T is resisténce or ﬁncertainty about including sex therapy

in its work because of the behavioral emphasis.

The data uphold HypothesestI and XII. This group does
not express noteworthy differences in comfort in dis-
cussing sexual matters with variations in clientele.
They'are strongly opposed to any erdtic‘contact with:
clients while somewhat more acéépting of nonerotic

physical contact; consensus is lacking.
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Case Vignettes

Application, in practice, of theory and knowledge
(however derived) determines the true state of an art
or a skill; hence three case vignettes were included
hin the survey, for respondents' assessment and iﬁdica—
tion of treatment-plans. ~While an imperfect device,
case speculation allows observation of ways in which
clinical social workers deal with clientele. In this
instance, aspects of the professions' perspectives
toward employing sex education, counseling or therapy
with clients can bé examined through case ﬁaterial._
How special education, training or other factors
influence decisions in treatment plans may be roughly

compared.

Also case material provides an oﬁpoftunity tQ determine
whether expressed general opinions are consistent with
or altered in practice as hypothésized. For example,
the Conservative/Traditional group state that they do
not include sex education or counseling in practice yet
show some willingness to do just that when offered
choices as treatment options. The Contemporaries,
while theoretically recognizing sex therapy as a treat-
ment of choice (even with evidénce of other pathology),
are, nonetheless, inclined to eschew direct help}with

a sexual problem.
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As noted in the iﬁstrument, the statements pertinent to
these cases are not, of course, mutually exclusive.
Further, assessment of the cases or treatment plan
choices presented is not fo be thought of as all
inclusive. Different views can be held simultaneously
and contrasting treatment plans considered in abeyance
as likely or unlikely. The authof is well aware that
some factors carry more weight than others, that equally
competent‘social workers may differ in theory and/dr
style in similar cases, that resources may vary from
setting to setting, and that qustom'or resistance may
dictate therapies,'that written descriptions can only

approximate the essence and nuances of a client in person.

Respondents appeared to engage in thoughtful replies,
adding commehts, qualifications or alternate plans. The
ever present frustration with written case material is,
of course, the wish for more information and less
definitive choices.v The gist of respondents' comments
was: ''need more sessions to decide,ﬁ "would want further
evaluation'; or, in the case of "forced" choices, "don't
like'té generalize," "either-or is difficult." These
expressions reflect universal problems with survey
instruments and the imprecision in dealings with all
human interaction. There is a wish characteristic of
social workers--perhaps laudable, perhaps,6 lamentable--

to avoid hasty or pressureful decisions. In real life,

?
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treatment hypofheses are fofmulated, decisions made
and recommendations offered, underlless than ideal
éircumstances——too'little time or information--and

yet still are identifiable as good clinical work.

The first case vignette (Case I) was presented to the

respondents as follows:

Referral source: Personal physician.

Presenting telephone complaint: '"Trouble" adjusting to
single life. :

Presenting complaint in session: Impotence.

Howard, a robust 54-year-old man in the first session
tells you he is experiencing some depression, anxiety
and loneliness after the termination, six months ago,
"of his 34 years of marriage. He is surprised at his
reaction since it was an unhappy marriage for many years
after the kids left and he was ''glad" she got the
divorce. Howard, a stable blue-collar worker, was a
faithful husband throughout all those years, but she
constantly accused him of being a pushover for other
women; he used to wish he were free. Now that he is,
he frequents bars; women seem to seek him, but he
can't get "with it."

In fact, the few times he has tried to be intimate
sexually with women, he could not, for the first time
in his 1life, get an erection. He is feeling very
discouraged about a lonely future and embarrassed to
try to make new sexual relationships.. Although he has
recently been seeing more of one woman he likes, he is
threatened about the possible sexual failure and thinks
he will change bars to avoid her and facing the issue.
He has seen his physician and is in excellent health,
"So the doctor said I should talk to you." Then,
bluntly at the end of the session, "Do.you think you
can help me be a man again, or am I too old?"
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Data Case I

Summary views of the data are that Howard's sexual
difficulties are a result of his depression, with-
recognition that depression may be secondary to
sexual failures. While enthusiastic in.their

optimism about Howard's sexual future (not one felt

" the prognosis to be poor), according to group opinion,
Howard needs primarily to examine in depth his
passivity toward women rather than direct help with

" his sexual symptdm. Twenty clinicians believed help
for Howard's séxual disorders need not await attention
to these other issues, yet only five indicated

'immediate help to be required. Hapless Howard.

Delineated opinions about Howard, when ranked, show
agreement in descending order as listed in Table 7 below.
In formulating treatment approaches, likelihood,
indecision and unlikelihood is ranked in Table 8, following.
“Howdrd as seen in this analysis, would most likely be
offered some direct sex information and counseling and
be involved in further exploration of personal history.
Long-term psychotherapy is less probable, but still
possible plan for him. There is some likelihood that
he'll be offered an individual program in sex therapy,
but an equal éhance (one in four), that he'll be helped

to "accept" his aging,45 or provided with short-term
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work re: social skills. Almost no one would look for or

help Howard look for a partner for sex therapy, but he

has about a 20% chance of being referred elsewhere to a

sex therapist. 1In this sample, none was inclined to

explore medication as a solution for Howard's problem.

TABLE 7#

ASSESSMENT CASE I

Assessment

Agree

Disagree

Howard is experiencing sexual
difficulties as a symptom of
depression.

Howard is experiencing depres-
sion as a result of his sexual
dysfunction and lowered self-
esteem.

" Howard, as a means of improving ‘
his sexual functioning, needs to.
examine in depth his passivity
with women.

Given Howard's age and 1life
style, prognosis for his
regaining sexual functioning
is poor.

Howard requires immediate help
with his erectile problems
before other issues should be
addressed.

Howard's erectile problems
cannct be helped until he
resolves other issues.

76%

58%

15%

42%

18%

24%

42%

100%

85%

58%

*Appendix B, p.207, items #1-6.
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TREATMENT APPROACH, CASE 1I
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Treatment Approach:

Likely

Undecided

Unlikely

Provide Howard with sexual
education and counseling
(e.g., information regarding
alcohol's effects, perfor-
mance anxiety, etc.)?

Explore Howard's develop-
mental history in depth to
clarify where the pathology
lies?

Help Howard accept his need
for long-term therapy to
work through his psycho-
logical conflicts?

Offer Howard an individual
program in directed sex
therapy with assignments
(e.g., self-stimulation,

- reading, etc.)?

Help Howard accept the
inevitable sexual changes
of aging and work through
his feelings of loss?

Work with Howard on a short-
term basis, helping him
acguire new social skills
(assertion training, leisure
time pursuits, communication)?

Refer Howard to sex therapist?

Involving Howard and his
partner in sex therapy with
a male-female co-therapy team

Consider with Howard seeking
a2 female partner for directed
sex therapy?

Consider with Howard your pro-
viding a female surrogate?

Refer BHoward to his physician
for medication in addition to

73%

61%

32%

26%

26%

23%

21%

3%

psychotherapy?

0%

12%

6%

47%

21%

6%

26%
32%

21%

15%

15%

21%

29%

21%

52%

67%

50%

67%

76%

85%

76%

*Ibid, items #1-11, p. 208.
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Tﬁere'is no evidence that Howard would receive markedly
different treatment regardless of what type (cluster
group) therapist he encountered, although with the
Contemporaries (who include sex therapy) he's more
likely to be offered some form of direct help for.his
sexual complaint. As a group, the social work/sex
therapists are less'opposed to.coﬁsideringvan
experienée with a partner. His chances for referral
to a sex therapist are, of course, gréater if he
isn't seen by someone who so designates him or herself.
Yet of seven who might refer, two réspondents,
inexplicably, Are among these who deem themselves as
including sex therapy in practice. A further contra- .
diction is the high proportion of those who, although
' stating they do not include sex education or counseling
in their practice (Conservative/Traditional cluster),
do, in fact, consider it a likely plan were-Howard

their client.

‘Other possibie plans for Howard were advanced by survey
participants. (e.g., fo work fufther in the area of his
grief or other feelings about his marriage and/or his
fear of failure with women). These seem to the author
to be elaborations subsumed in other choices provided.
However, they were'the special emphasis of some

respondents. No one proposed more direct intervention.
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Summafy Case 1

The treatment of sexual disorders in individual clients
presenting no willing parfner poses particular challenges
in therapy. Beyond the uniform reqﬁirement to discern
etiological features and form adequate treatment plans,
are the practical difficulties of the single soéial
scene. A brief sketch of Howard's life elicited clinical
plans emphasizing further psychotherapy, with some sex
counseling or education. Responses shied away from many
direct procedures commonly ﬁsed in $ex thefapy with such

cases.

Howard was manifesting, indeed, classic performance

" anxiety and surely some of his depfession was attendant
upon his sexual failures; poor social skills as a '"'new"
single were also evident. To wiéhhéld immediate sexual
help for Howard, while exploring psychic issues,
including his passivity with women, could exacerbate
Howard'srincreasiﬁg fear of intimacy with women and/or
discourage him from any future therapeutic process.

To "help him accept the inevitability cf aging" would
seem a mediocre goal for this robust and recently

sexually potent man; certainly it was not his goal.

To assume that treating his mild depression would

counteract his severe sexual symptom raises the
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question of who controls treatment,. client or wérker.
Howard was clear about his ailment, i.e., situational
impotence,‘and.the resulting emotional upset he was
experiencing. Accumulated evidence shows that‘this
type of dysfunction and performance anxiety.coﬁpounds
quickly gnd not infrequently results in chronic
impotencei As with school refusal (or phobia), it is
important to interrupt the cycle of defeat, fear and
self-fulfilling prophecy as rapidly as bossible. The
professional who presumes to know better than the client

what '"ails" him may be doing a disservice to both.

Material for the second case (Case II) follows as

presented to the respondents:

Referral source: Local mental health agency.

Presenting request by telephone: '"Personal and marital
problems."

Presenting complaint: Depression and anxiety re
sexual apathy.

Lena, a 22-year-old-woman, in the first session at times
weeps because her marriage is failing and she blames
herself. She and her husband, Xent, have a goocd rela-
tionship after four years of marriage. He just got a
better job, they have purchased their first home and
will have more space for themselves and the two
children, ages one and three. Everything "should" be
beautiful, but she is depressed, fatigued, tearful
daily, feels "rotten" (guilty) constantly about her
sexual apathy and the disappcintment she senses in her
husband. He is quiet, doesn't complain, but she knows
every night when he looks at her '"that way' that he is
thinking about how things used to be between them
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sexually (before and after their marrlage) up unt11
about two years ago.

Even now, in those rare instances when she can
accommodate his wishes, she achieves orgasm readily,
but sex seems like a chore, a duty. She is afraid he
will leave her, although he probably won't divorce her

because they are both strict Catholics. In fact, some-
times she thinks she should have been a nun since she
feels as she does about sex. It's funny, but she was

just really beginning to relax and enjoy sex after
their marriage and the first baby, when her attitude
began to change. Now she can hardly bear for Kent to
hug her; they're both miserable and it's her fault.

Kent wants to help her but she doesn't know what to ask
him to do. She has talked with no one as she is shy and
doesn't have any friends since she left her job. Lena
.couldn't talk to her mother because of her mother's
"negative attitude" toward men and sex because of the
troubles with Lena's father.

She is home alone with the children and the problem is
on her mind; maybe she should get a job and try to
forget it. If she is going to need a lot of profes-
sional help, money will be a big problem anyway.

Data Case II

Statements about Lena and her sexual apathy weré-
assessed, as in Table 9. The composite view is~that
Lena's sexual apathy is secondary to her depression
and isolation; with cultural-religious factors,
developmental experiences, and lowered seif—esteem

figuring as further causal factors. Lonesome Lena.

Less consensus obtains regarding the role of inter-
personal or marital strains although most felt

prognosis was good. Only a gquarter would address the
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sexual concerns initially.. The Conservative/Traditional
group were unanimously opposed; the Contemporaries
shéwed less agreement with that position fhan other

clusters, but not with any true unanimity.

TABLE 9%

ASSESSMENT, CASE II

" Assessment Agree | Disagree

Given Lena's age, relationships and
background, the prognosis is good. 91% 9%

" Lena's depressioﬂ and guilt are a
result of lowered self-esteem. 85% 15%

Lena's symptoms are a reflection of
her developmental experiences with
clues of her parents' dissatisfactions. 85% 15%

Lena is reacting to cultural-
" religious training and a conflict
re: sexual pleasure. ' B 79% 21%

Lena's sexual apathy is a result of
her depression and isolation. 73% 26%

Lena's sexual symptoms are an
expression of interpersonal strains
between herself and Kent. ' 58% | 429

" Lena's sexual concern requires
immediate help before other issues
should be addressed. 26% 73%

*Appendix B, p.210, items #1-7.

Likely treatment plahs ranked (in order of greatest

acceptance) for Lena are:
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TREATMENT APPROACH, CASE TI

162

Treatment Approachﬁ

Likely

Undecided

Unlikely

Work with Lena on a short-term
basis toward improving her
immediate situation to decrease
her isolation, increase the
communication with Kent.

See Lena and Kent, as a couple,
exploring their interpersonal
relationship in general.

Work with Lena on a long-term
basis toward alleviating depres-
sion, exploring intrapsychic issues.

See Lena and Kent, as a couple,
exploring with a co-therapist of
the opposite sex, their inter-
personal relationship in general.

Offer lLena an individual program
- of directed sex therapy assignments.

Proceed with the couple in time-
limited, directed sex therapy,
including pleasuring assignments;
sexual materials, etc., working
with a co-therapist of the
opposite sex.

Refer Lena and Kent elsewhere
for sex therapy.

Proceed with the couple in time-
limited, directed sex therapyv,
including pleasuring assignments,
sexual materials, etc.

Refer Lena elsewhere for sex
therapy.

55%

.38%

18%

15%

12%

9%

9%

35%

50%

55%

29%

15%

9%

47%

55%

61%

61%

61%

*Ibid, items #1-9, p. 211.
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Ih summary, Lena ié likely to be seen in short-term
work, with a good chance that she and Kent may be seen
as a éouple with a focus on the general'relationship.
While, as noted above, no majority agrees upon other
plans, a proportion of "undecideds' leave room for

these other possibilities in the future.

Least likely would be any of the several plaﬁs for sex
therapy. Consistent with the sample’s view that the
presenting sexual cbmplaint does not require immediate
attenfion, the greatest 1ike1ihbod is thaf Lena would

be offered individual work, focused away from the sexual
complaint, presumably with the hope that indirectly this
Wbuld.restbre sexual appetite and function. Perhaps,
"with tongue-in-cheek, the 38% who would prefer long-term
work were seeing indirect benefits for themselves as
well as the client in Lena's returﬁ to work aé a method

of decreasing her isolation and financing her therapy.

Subgroup analysis revealé, in additibn to the comments
above, several plans had no support from the Conserva-
tive group and little from the Traditicnal. These plans
involve either co-therapy, directed sex therapy or
referral. One Traditional respondent would apparently
refer for sex therapy and two would explore the couple's
general relationship with a co-therapist of the opposite

sex. DPlans to see Kent and Lena as a couple were more
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clearly favored by the Contemporaries (either with or
without a co-therapist). As a group, however, the
Contemporaries lacked consensus about employing any of
the several definitedapproaches to the sexual concerns,
in spite of having, in some instances, declared them-
selves as agreeing that her sexual concefn requires

immediate help before other‘issues are addressed.

Summary Case IT

Lena's case is one where anj of several approaches

offers hope, bﬁt in terms of what clinicaldsocial
workers do with such cases, one concludes they don't

deal directly, early in the case, if at all, with sexual
- complaints. There appears to be sﬁpport for the notion
that intrapsychic or marital harmony will insure sexual
fﬁnctioning with no need to deal-wifh that sexual
"symptom." It is abundantly clear that Leha's sexual
problem would not be addressed very readily regardless

of what group her therapist resembled (although she tells

the social worker that is the central theme of her misery).

Alternative plans or comments from the questionnaires
stressed a wish to clarify whether Lena's struggle was
intra~ or ianterpsychic in nature, and/or to explore
the precipitating events more fully, e.g., "Why now?"

"What happened when sex stopped being fun?" These are,.
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of coﬁrse, valid gquestions, again echoing the
clinician;s wish for more information with which to
make judgments, and perhaps the basis for some
"undecided" responses. There were no comments

endorsing more direct intervention in sexual matters.

)

The third case (Case II1I) was summarized for consideration

as follows:47

Referral source: Attorney%friend (former client).

VPrésenting telephone complaint: Mafital crisis and
personal distress.

Presenting complaint in session: Acute anxiety,
irritability, emotionally labile in connection with
possible loss of marriage. :

Stan, age 38, is frantic and self-condemning over the
threat of separation by his 25-year-old wife, Julie, a
part-time psychology student. She has revealed a two-
year affair with a prominent physician; both are con-
sidering divorcing in order to marry. Julie will remain
"awhile" for the sake of the children, ages three and five,
if Stan can '""become responsive to her emotional needs."

Stan gives a history highlighted by the onset of a chronic
~disease in his late adolescence and the '"loss" of a decade
as he was partly incapacitated, withdrawn and depressed.
Ultimately, the disease has been controlled through
medication and while there is a minor disability and some
pain, he functions well in his work as an accountant,
building uvp his business, pushing himself for Julie and
the boys.

Over the past 10-15 years he has occasionally considered
the idea of psychotherapy, but it seemed a luxury; now

he wants very much to understand himself better, his lack
of friends, compulsion for work, and how to be a better
husband and father. Before Julie confronted him, he
thought everything was fine;, he knew she had been talking
vith a counselor but assumed it was a part of her studies.
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Now he knows how wrong he was; he wonders why he had

been so blind; he sobs briefly. He is having trouble

with mood swings and lack of concentration. Julie

reports ‘her female counselor advises against marital

work and for now she declines permission for contact

with the counselor. -Stan wants to work with you regardless.

As your work proceeds Stan regains control at his office,
begins to recognize his anger at Julie's secret affair
and makes some assoclation to events in a period of his
illness. You feel the work is progressing well.

In the ninth session, Stan reports a recent argument
(until now the coupnle has rarely disagreed openly) in
which he demanded Julie stop seeing her lover. Julie
retorted that Stan had '"never satisfied'" her sexually,
he's never "lasted long enough'" or been interested
"frequently enough' and her counselor said he ought to .
see a sex therapist. He is hurt, surprised and very
threatened by this, since he had believed their sexual
adjustment was one of the positives throughout the
marriage. He is, however, willing to try to please
Julie. He asks your recommendation about sex therapy
since he's long had worries about his "vigor."

~Data Case III

There is agreement about Stan in'thevdata in Table 11.
This client was regarded with uncertainty in several
ways as demonstrated in this table: There is less
consensus about cause and nature of the sexual disorder;
the treafment picture is further complicated because of
severe marital problems and the ambiguity of an elusive
spousé%;contributions. One must deliberate whether the
focus of treatment can best remain with the individual

or be shifted to the ccocuple, whether the sexuallcomplaint
is his or hers, whether organic factors may'be involved,

and what is the import of the therapy already in process.
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ASSESSMENT, CASE TIT
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Assessment

. Agree

Undecided

Iﬁs&gée

There is a question about the
nature of Stan's disorder.

The sexual problems cannot be
helped in all probability until
Stan and Julie resolve other
marital conflicts.

Stan's sexual difficulties are
due to a recurrence of
depression and anxiety
associated with major loss.

Stan's sexual difficulties are
attributable to his physical
disease and/or medication.

Stan's sexual concerns are more
a reflection of Julie's anger
than his dysfunction.

- The sexual problems cannot be
helped in all probability
until Stan resolves other
intrapsychic conflicts.

Stan needs immediate help with
his sexual complaints before
continuing with other therapy.

The sexual concerns cannot be
dealt with in the absence of

Julie's participation in the

sex therapy.

Prognosis for improved sexual
functioning is poor.

97%
53%

47%
29%

45%

389

23%

18%

3%

3%

3%

3%

15%

3%

3%

3%

3%

0%

44%

50%
56%

56%

59%

74%

82%

94%

*Appendix B, p.213, items #1-9.

These factors and perhaps other may account for the less

decisive responses and the reluctance of the sample to



168
éccepf a forced answer in agreement or disagreement
about Stan. Nonetheless, With therapeutic optimism
(informed or otherwise), the group does not see a
poor prognosis for his improved sexual functioning;

improvement over what is unclear.

The sexual difficulties are not regarded by these
respondehts as reflectioﬁs of either Julie's anger

or Stan's physical illness. Help for the sexual
concerns is not contingent upon Julie's participation
nor Stan's resolution of othér intrépsychic issues.
Only 24% would-agree that Stan needs immediate help
with his sexual complaints (although advice“about such
help is certainly his urgent verbalized requést;

- presumably, effective treatment woﬁld not consist of‘
ignoring his inquiry). What the majority 53% (N=18)
does hold is the notion that help with sexual problems
depends on resolution of marital difficulties. Such an
imp;ession may nct, however, underlie the selection of
certain treatment choices shown herein, (Table 11,

above) with any constancy.

The most likely plan, to "clarify with Stan his
historical and present sexual experiences to determine
what dysfunction exists' seems consistent with the

. . 48
uncertainty about the nature of the complaint. Next

most likely, somewhat surprisingly, is to refer Stan
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elsewﬁere fdr sex therapy while continuing primary
‘therapy. The least likely choices were to interrupt
current work and offer a directed individual program

in sex therapy which had ég proponents. A similar
interruption for sex counseling and education was
unlikely in the judgment of 76%. Suggesting the use of
a - surrogate partner for Stan in sex therapy.if Julie is

'unwilling was favored by only one person.

A full 73% would not advise against sex therapy, even
on the basis thaf, without Julie's full cooperation,
marital stress>wou1d interfere with such treatment.
Since 53% of these same respondents saw help with sexual
problems contingent upon marital issues, it seems
inconsistent that in those items requiring or offering
an opportunity for the social workef to '"take a stand,"
the thrust is for Stan to proceed with sex therapy, but
elsewhere. Response which dllpws postﬁonement'of the
matter of sex therapy, evidences an alhost perfect

" reflection of the sample's indecision (N=11 vs N=11

with N=12 undecided).

In those plans which.attempt to involve Julie in marital
and/or sexual counseling, there is little consensus,
presumably because the case descripticn conveys a tone
cof inaccessibility on Julie's part which some accept as

~final, while others persist in urging Stan to gain her
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cooperation in the face of her reported refusals.

TABLE 12%*

TREATMENT APPROACH, CASE III

Treatment Approach: Likely [Undecided |Unlikely

Clarify with Stan his historical
and present sexual experiences to '
~determine what dysfunction exists? 97% 3% 0%

Continue working as you have been
with Stan and refer him elsewhere |
for sex therapy concomitantly? 44% | 29% - 26%

. Urge Stan tc gain Julie's co- _
operation in marital therapy? 41% 23% 35%

Attempt to work out a plan for
Julie and Stan in co-therapy
(involving Julie's counselor or
other professional) toward resol-
ving their marital issues? 38% 26% 35%

Continue working as you have
been with Stan through insight
and awareness, postponing any
sex therapy? 329 35% 32%

Urge Stan to gain Julie's :
cooperation in sexual therapy? 32% 32% 35%

Set aside your ongoing work and
focus on sex counseling educa-

prolonging intercourse and pro-
vide information on female :
sexuality? 12% 12% 76%

Advise against sex therapy for
Stan because of lack of coopera-
tion by Julie; sirains between:
them will interfere with such

treatment? 6% 2i% 73%

Suggest the use cf a surrogate

partner for Stan in sex therapy

if Julie is unwilling? 3% i5% 82%
* Interrupt yohir current work with

Stan and offer a directed program

in sex therapy for him individually? 0% 15% 85%

*Appendix B, p. 214.
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The méjority's recommended blan for Stan would be to gain
clarification abéut the sexual experience, with the
likelihood of continuing in some manner with the -primary
therapy, probably being referred elsewhere for sex therapy,
and with a chance that he and his wife be urged toward
some type of therépy together. That his priﬁary'therapist
will work with him individually in sex education, counsel-

ing or therapy is a negligible possibility. Stalwart Stan.

In terms of subgroup reactions, the most evident contrast,
not unexpected in one sense, is shoWn by the fact that the
Contemporaries (who practice sex therapy) would not refer
Stan to a sex therapist while continuing the primary
therapy. The Conservative/Traditionalists would highly
 favor that very plan.. As indicated elsewhere, such a
referral might well be premature: Nor would the latter
(Conservative/Traditionalists) advise against sex therapy,
while the Contemporaries are more confident about that vefy
recommendation. It appears those least familiar With

sex therapy, cculd in this case, be‘in the vanguard of

referral.

Summary Case III

As alluded to above, sexual factors combined with
relationship issues present especially thorny treatment

problems at this stage of knowledge. Stan's case
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illusfrates several of theée. It is the author's
conviction that the request for sex therapy arising
dﬁring a course of treatment should be examined both
for its own merit and as it may pertain to othef phases.
of treatment. Stan's successful engagement in individual
therapy argues to a degree for pontinuing that very
process. Julie's stance, 1if aqcufately portrayed,
does not»augur well for conjoint work in either marital
or sexual therapy, since her attitude is that Stan is

the person needing to change, emotionally and sexually.

An additionaliy distinguishing feature of this case is

- that the complaint about sexual disorder came not from

the client but frém an absent partner. While Stan was

' overwiliing to accept responsibility, it was unclear
ﬁhefein the regquest for sex therapy arose--with Julie,
her counselor or Stan? Put another way, it is risky

to accept a second or thirdhand description of sexual
(or other) behavior when such reports may well be
biased'and/or define one person's ”dysfunction”.(Stan's)

by the calipers of another's (Julie's) dissatisfaction.

It is not infrequent, of course, that a therapist hears
a complaint from one spouse abcut the other, or that one
member of the relationship is sexually or otherwise
dissatisfied to the surprise of the other. There is,

however, always need to clarify individual and mutual
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experfence, goals or hidden motives before accepting the
view of cne person about another. The author would
routinely hesitate to define one person's sexual
capacity or performance in terms of secondhand informa-
tion or complaints. Stan's initial inquiry was not
couched in terms of his awareness, dissatisfaction or
even clarity about Julie's feelings. ‘He indicated only
that he unquestioﬁingly would do whatever was required
to please her. Worry about his '"vigor" was, of course,
a generalized concern not uncommon with older men and
younger women, or with a mah who haé had substantial
health problemé, but not'universally'an indication for

intervention.

' Referral for sex therapy, cessation or alteratién,
although temporary, of the direction of primary therapy,
recommendation for a surrogate partner, etc., all have
implications of the social worker tacitly agreeing that
a sexual disorder exists which does indeed require
specialized therapy.  Had a fherapisf, (misled by the
request, disquieted by unfamiliarity with sex therapy),
suspeﬁded or deviated in personal therapy, made a
referral either for sex therapy or work with a surrogate, .
the consequences might well have been negative. First,
such_a referral might well have served as é confirmation
of Stan's vague fears and new anxiety about his sexual

performance. Second, the potential deflection or
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interruption of the ongoing therapy process at that

point might have'precluded Stan's own insightful progress.

Efforts to involve Jﬁlie had been rebuffed by her on
several occasions, and expecting Stan to urge éonjoint
therapy offered little additional hope but may well have
strained Stan's labile circﬁmstances. Given his
emotionai upheaval with his wife, it is‘doubtful he
would have benefitted from or consented to for help from
a surrogate. In effect, the question éf sexual treatment
was best determined by probing clarification with Stan,

as was the sample's first choice.

Summary of Case Findings

The spread of case plans is indicative of variation in
individual perception and anticipated bias. Nevertheless,
a tendency to appraise sexual disorders as inevitably
secondary to other problems is evident in the first two
cases. 1In the third case, an almost superficial
willingness to accept a need for sex therapy is noted,
vyet'ultimate’resolution of sexual complaints is seen as a

function of marital issues.

Based on these data, Hypotheses XIV and XV are supported.
Clinical socizl workers hold to the position that sexual

problems are indicative of other patholcgy. They engage
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in little direct treatment of such disorders and are
ambivalent about such treatment when requested, or
precipitately responsive. ISubgroup analysis supports
Hypothesis XIII with the inconsistency of cluster
patterns as compared with case assessment and treatment
plans as seen above. The case vignettes produced, as
anticipated, more flexibility and even 1eés.rigorous
'consistehcy of practice mode and theory. Those
clinical social workers without exposure to sexual
education or specific training were often as open to
" different approédhes as were their peers with specific

'sex educational backgrounds.
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FOOTNOTES

CHAPTER IV

lAppendix'B, pp. 205 ff., contains a sample of the
survey instrument as self-administered by respondents.

2The distinctive term "training," implying (to
most social workers) work under supervision, was
included in the inquiry about sex therapy. The author
is dubious as to whether it was read carefully in that
light. But, as independent professionals, social workers
monitor their own areas of preparation and competence
beyond the minimums for licensure. See Appendix B, p. 13.

3No legal requirement can insure true learning
nor changes in practice. Yet it appears that
Assemblyman John Vasconcellos, together with the
California State Legislature, may have been correct in
. suspecting that a fair number of clinical license
holders have not been exposed to any educational
experience in this part of human life about which new
information is emerging.

4Presumably, although not always clearly
identified, the authors and works intended by the
respondents were: (1) Helen S. Kaplan, The New Sex
~ Therapy, (New York: Brunner/Mazel, 1974); (2) William
H. Masters and Virginia E. Johnson, Human Sexual
Response, (Boston: Little Brown and Co., 1966) and/or
Human Sexual Inadequacy, {(Boston: Little Brown and
Co., 1970); and (3) Alex Comfort, ed., The Joy of Sex,
(New York: Crown Publishers, Inc., 1972). Appendix B, p.221.

5Schultz, op. cit.

6Len and Fischer, op. cit.
‘7As indicated in 4 above.
8appendix B, p. 216.
91bid.
101piq, p. 218.

11

Ibid, p. 217.

1 :
2Ibid.

131big, p. 218,

14Ibid’, p. 217.
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151pid, p. 218.
16

Ibid.
17

Ibid.
1$Ibid, p. 217.
191pid, p. 216.
201pid, p. 216-217.
2l1pid, p. 217.
221piq4.

23

Ibid.
241pid.
291pid, p. 216
261pid, p. 217

7
27 1vid, p. 218
28

Ibid, p. 217
29

Ibid, p. 218.
30

Ibid, p. 217
3l1pid, p. 216
32

Ibid, . 216
33 :

Ibid, p. 217
3%41bid, p. 216
35_ .

Ibid, p. 218.
381pid, p. 217.
37 1piq.

28

Ibid, (Schﬁltz noted a 45.6% usage rate for teach-
- ing masturbation in his 1977 study, with 66.7% approving
the technique; see Schultz, op. cit., »p. 94.)

3%1pid, p. 216.

401pig, p. 218.
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41Len"and Fischer, op. cit., p. 486.

42Schultz, op. cit., p. 94.

43Ibid.
44Appendix B, bp. 206.

51 . .
This was a rare instance of a clear difference

between male and female respondents; 80% of the males
opposed helping the client accept "inevitable changes,"
while only 62.5% of the women rejected that plan.
Appensix B, p. 208.

46 \ppendix B, p. 209.

47 .
I1bid, p. 212.

481114, p. 214.



CHAPTER V
CONCLUSIONS

The purpose of this study has been to inspect views

held by clinical social workers as regards sex therapy,
counseling, education and sexual complaints on the part
of their clients. The analysis of this professional}
’sample‘shpports the view that sexual ”blindérs” are
coming off (i.e., a large number of these social workers
have undertaken some education experiences); 74% have

" read in the.field and another 74% have had courses or
vworkshbps at Sbme point in their careers. Only a

Vminority of 15% have had neither exposure.

'}Disparities, eduéation/practice gaps and lagé are
apparent in at least two dimensioné; First, of that
portion of the sample who identify sexual counseling,
education and/or therapy as pért of their practices,
'13% have no formal instruction, relying only on their
"(scant.or ample) readings. Second, of those whc have
some Tormal educdtional'preparation, approximately 33%
"disclaim using their learning in practice.l Combined
figures suggest a fairly high figure, 29% of the sample,
of practitioners somehow discordant‘in their preparation

and/or usage of thesce skills and techniques in practice.

Most respondents who have had some courses or workshops

179
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in geﬁeral human sexuality find these helpful in their
work. A majority include sex education and counseling
in their practice, and they own some materials (books,
charts, etec.) which'fhey use with clients. The majority
of members had nct, however, met the BBSE relicensure
requirements by Mérch 1979, siuggesting that courses
undertaken had been either prior to 1970, or with
content or auspices which did not qualify, or otherwise

failed to meet the required minimum ten hours.

In brief, the "typical" respondent (demographically
described above in Section C) accepts sex therapy as a
‘part of clinical social work, is not- opposed to its
inclusion in practice on any (herein) discernible
theoretic grounds, is somewhat kno&ledgeable about its
content, sees somé relationship @o psychodynamic
principles, and, while leery of direct therapeutic’
interventions, is willing to offer counsel or education,
but is ambivalently committed and minimally preparéd.
OtherAfirm convictions aré absent. This is in fact a

1

profile of the preponderant Conventional subgroup.

The minorities at either extreme distinguish themselves
only slightly from this profiie. Contemporaries, i.e.,
those practicing sex therapy, are clear that required
emphasis on behavior modificaticn and direction of

clients is nct a basis for exclusion of sex therapy from
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practice. They are certain»that sensate focus does not
mean orgasmic stimulation; they agree with the possible
benefits of nonerotic contact (if acceptable to the
client), show a unanimous preference for treating
couples where relationship’issues are crucial to sexual
problems; are wiliing to teach about masturbation,
clearly recognize the importance of client history in
sex therapy, and are certain that these treatment
techniques are becoming a standard part of clinical
social Wbrk. They are exceptionally strong in declaring
their lack of greater or lesser comfort in all instances,
except with homosexual clients;as opposed to heterosexual,
and are heartily convinced that. sex therapy may be the
treatment of choice even in the presence of overt

psychopathology.

The Conservative/Traditional groups stand out aliso in
their intellectual recognition of the incorrect
description of sensate focus. These respondents are
solidly convinced of the efficacy of time-limited therapy,
absolute in their refusal'to instruct about masturbation,
share the Cdntemporaries' belief that sex therapy may

be treatment of choice even in presence of overt
psychopathology, and accept aé'its goal the removal of
obstacles to sexual functioning. They.are not united in
opposition to behavioral approaches. They differ among

themselves markedly only on the issue of the future in
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éociai work. As noted elsewhere the Consefvatives do
th see these techniques as becoming a sténdafd part,
while the Traditionalists do. Since neither group saw .
this interest as a fad, one might conclude that in some
minds sex therapy is here to stay, but not as part of

social work.

' The data suggest that sex therapy is not accepted or
rejected on the basis of any clear theoretic or
modality issﬁes. There is, in most instances,
remarkably little rigidity br clearvcleavage among sub-
groups. Whether such fiﬁdings are evidence of open-
minds, healthy flexibility or absenée of conviction or
thoroughness is difficult.to say. However, the degree
of inconsistency in some areas supborts'the notion that
this c¢linical group is without clear perspective or
well-thought-out postures as regards‘treatment of

sexual probliems.

While tolerance fbr yariation and pluralism is healthy,
the lack of consensus is somewhat disquieting, suggesting
that those who use sex therapy approaches may not ha%e
thoroughly considered various issues, while others may

be ignoring new'findings and modes of service. Most,
while somewhat open to concepts of sex thefapy, evidence
little interest'in intensive or extensive preparation.

Nor do the groups' experiences in education and/or
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fraining, except iﬁfrequently, relate to their expressions
of agreement or disagreement with general ideas or specific
modes. One would expect, for example, the Contemporaries
to be more certain about legal requirements, to show more
uniformity about goals, to display greater willingﬁess to
inquire of clients, and tc have set to fest any doubts about
"symptom relief,' none of which ié the case. Their view of

cases is not markedly dissimilar from that of the other clusters.

Conversely, one could have expected the Conservative/Tradi-
tional group to have expressed more solid conviction about
sexual dysfuncfion as symptoms of psychopathology, and
greater dubiousness about ''symptom relief,'" as well as more
disdain for behavior modification and directing of clients;
this is not so. Their treatment of case material points up
that they do indeed offer services akin to sex education and

counseling in some instances and may refer for sex therapy

in spite of their generally stated disclaimers.

The examination of the sample éonfifms that, for the past
several decades, the graduate Social work curricula had
rarely included general courses in sexuality. Only two
respondents indicate participation in such courses either
as a part of graduate or undergraduate education: One
(MSW 1955) reported a{required course; one (MSW 1962}, an

elective. Further, there is indication that when social workers
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have ﬁndertaken some course work, the educational
experiences were insufficient for them to feel adequate
in treatment techniques. Relatively few have sought
actual training programs under any auspices; where such
programs have been utilized they often lacked social
work sponsorship, tending, as well as can be ascertained,

to be heavily medically influenced.

While not denying the:important of Masters'-Johnson's
work, or the need for awareness of organic features and
physical componeﬁts, the professionvof social work may
have suffered from undue medical influence, and a lack
of social work models in the sexual fieid. This has led
to or increased tbe assumption that "others" are better
qualified (not an unusual tendency.in social work in
general) and possibly has enhanced the view of sex
therapy as mechanistic or narrowly behavioristic. The
opportunity to examine sex therapy as an integral part
of or adjunct'to clinical social work and psychctherapy
' has been diminished or nonexistent. Conversely, the
consideration of the coﬁtributionsvwhich social work can
make to the theory and practice of sex therapy has not
been fully or widely comprehended. _Social work has been
hesitant (or shy?) in declaring, even where extant, its

interest or expertise in this field.

Further, clinical social work's identification with the
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fradifional psychdanalytic professiqn and processes has
caused an overemphasis on the view of sexuél problems as
being inevitably -expressions of other psychopathology.
Issues of psychosomatic symptomatology and treatment
also underlie this controversy. The lack of attention
to or interest in a major theme in life is troublesome
as it pertains to the professién'é need to clarify
issues‘ahd choices. In 1976, Masters and Johnson
reiterated: "We as professionals must be aware of how
inadequate our primary disciplinary training has been in
equipping us to meet the public's legitimate demands."
They note also the strength of the ''newest health caré
discipline" deriving from the ”multiplicity_of

professions'" directly involved.

Clinical sociél work is doubtless a professién alluded
to as one whose primary training has not supplied its
members, adequately, in the past; the present aﬁd_the
future need not perpetuate this deficiency. Jackson's
work confirms that clinicai social &orkers are self-
identified as psychotherapists committed to values of
individual and societal betterment focused in the
"interaction of the biological and social aspects

The latter phrase surely describes much of the content
of the previous disdussion in the development and/or
treatment of an individual's sexuality with functional

or dysfunctional attributes.
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In this area of human diséonfent no‘single style or
conviction prevails as to the role of the clinical-
social worker (or any psychotherapist). Scme authori-
ties would argue thaf prihary psychotherapy is contamin-
- ated if sexual performance issues are the focus; others
feel the sexual therapy is ineffective when distracted
by other psychotherapeutic issues. Further investiga-
tion is required before eithér position can be endorsed

as correct.

This present study indicateé the laék of consensus in

the formulatioﬁ of likely freatment plans (as illustrated
in three case vignettes), and unevenness or paucity of
formal education and preparation .(as shown in demo-
gfaphic'data), and a lack of clarify around components

of sexual therapy and the integration in psychothera-
peutic praétice (as revealed in general data). By
extrapolation, the entire clinical social work profession
has yet either to solidify relevant positions or tQ
incorporate these. Jackson's study also speaks of
respect for theoretic pluralism among clinical social
WOrkers, with a preference for psychoanalytic theory and
pyactice "blending with existential growth theory.”4

The blend, apparently, is indéed, a widely varying mix,
related to complex factors, especially when applied to

sexual problems of clients.
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Studiés herein cited by'Len;.Fischer, and Schultz point
to similar conclﬁsions. While thousands of therapists,
including unknown numbers of social workers, are ncw
engaged in treatment-of sexual dysfunction; the
profession has yet to develop clarity as to educational
and practice standards. Those above-mentioned
clinicians urge, as does this writer, clarification of
values through research as the basis for giving or
withholding endorsement of treatment techniques. Major
among these are matters of appropriate thérapeutiC'
clinical social work tasks, roles, ﬁhe results of
special education or training and the efficacy of
integration into practice. Hollowitz and Shore5
identify the aim in teaching human sexuality.as
. . . to develop competent‘profeésionals who, in the
course of working with individuﬁ%s,_couples, and groups,
will be able to assess and treat sexual functioning
Just as . . . other aspects of human function." It is
~a moot point as to whether current courses (required,
elective or remedial) share that aim since it appears
that our profession has nof fully examined the implica-
tions or underlying values éufficiently to embrace that
notion or to bffer guidelines fqr its students or |

practitioners.

One can only speculate as to the probable findings in a

broader or different sample of master's level social workers.
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In thé author's estimation such a group would likely
include a higher proportion of social workers educated
in the 1970's and hence would bear more resemblance to
the Contemporaries of this sample, that is, more social
workers inclined to include sex therapy. On the other
hand, since this present sample is unusually committed
to advanced education, one might encounter in a wider
sample a less well—informed group. Recent de-emphasis
of casework in many graduate schools might produce
findings of even further diminution of clarity or
consistency with theoretic br case énalysié. Further

research comparisons would, of course, be desirable.

The clinical group shares-social work's history and
values involving social welfare concerns. Sexual

issues, if not clinical problehs, are omnipresent in

the many settings in which social workers serve, not

only in treatment, but in programs and policy considera-
tions as well. Broad social and political forces, beyond
this paper, involving sexuality and social work clientele
are thrust.upon the profession, requiring professional
and personal wisdom. The choice is not whether>these
issues will be dealt with, but‘how, when, and by whom
they.will be addressed. Clinical social work has much

to contribute direétly and indirectly to pfesent or
future solutions in its rich understanding of society

and aspects of psychosexual development.
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Pro:fés_sic)na,l services pfovided_by clinical social
workers can be improved as the profession further Seleéts
and incorporates new findings and experience from this
field. Differences ére of course anticipated and
desirable. These compel exploration to preclude
decisions or judgments made throﬁgh positions of default.
The present study suggests the time is now, the need

urgent.

"We cannot give up the search for the solutions to
peéple's problems," writes Schultz in inviting further
research.6 The.author adds her voice to those

encouraging further, prompt, and thorough examination of .
these matters. The goal is to move toward resolution of
major professional issues which imbair the integration
into the profession of clinical social work considgra—
tion of all aspects of life. This goal wouldvinclude
examining what may be the appropriate; efficacious

treatment of disturbances in sexuality.
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FOOTNOTES
CHAPTER V

1. . . . .
, Since no inquiry about current work assignment
was included, it is possible that some respondents are
primarily employed in situations where direct treatment
issues are nonexistent or minimal. (For example, one
respondent of the Traditional group marked the practice
survey question as ''not applicable.')

2William E. Masters and Virginia Johnson, '"An
Interdisciplinary Approach to Sexuality,' Personnel and
Guidance Journal, LIV (1976), 368.

3Jackson, op. cit., p. 82,
4Ibid.
Emanuel Hollowitz and David Shore, ”Teaching

Human Sexuality,'" Health and Social Work, III
(November, 1978), -133.

GLeRoy G. Schultz, "Ethical Issues in Treating
Sexual Dysfunctions,'" Social Work, XX (March, 1975),
128. . '
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ASSEMBLY BILL NO. 4178

CHAPTER 14331

An act to add Section 25 to the Business and
Professions Code, relating to licensing requirements.

v(Approvéd by Governor September 30, 1976.
Filed with Secretary of State September
30, 1976.)

LEGISLATIVE COUNSEL'S DIGEST

AB 4178, Vasconcellos. Human sexuality; licensing
requlrements

"Existing law does not require any licensee of the
Business and Professions Code to complete a course in
. human sexuality.

.This bill would requlre any person seeking or
renewing a license, registration, or first renewal of
such license as a licensed clinical social worker and
any person seeking a license as a marriage, family and
child counselor or psychologist to show evidence of
completed training in human sexuality, as defined, as
a condition of licensure or registration. This bill
would also provide that such training shall be creditable
toward continuing education requirements as deemed
appropriate by the regulatory agency. The bill would
.require the administrative agency regulating a particular
business or profession to determine the content and
length of such training.

The bill would require any licensing board or agency
proposing to establish a training program in human
sexuality to consult with other such boards or agencies
which have established or propose to establish such

training programs to insure compatibility.
’ This bill would provide that the act is to be
operative January 1, 1978, except that those provisions
requiring the agency to determine the length and content .
of training, to evaluate training, and to report to the
Legislature, would become operative on the effective date
of the act.

The people of the State of California do enact as follows:

SECTION 1. Sectlon 25 is added to the Bus1ness and
Professions Code, to read:

25. Any person applying for a license, registration,
or the first renewal of such license, after the effective
date of this section, as a licensed marriage, family and
chiid counselor, a licensed clinical social worker or as
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a licensed psvchologist shall, in addition to any other
requirements, show by evidence satisfactory to the agency
regulating such business or profession, that he or she
has completed training in human sexuality as a condition
of licensure. Such training shall be creditable toward
continuing education requirements as deemed appropriate
by the agency regulating such business or profession,

and such course shall not exceed more than 50 contact
hours.

The Psychology Examining Committee shall exempt any
persons whose field of practice is such that they are
not likely to have use for this training.

"Human sexuality" as used in this section means the
study of a human being as a sexual being and how he or
she functions with respect thereto.

The content and length of such training shall be
determined by the administrative agency regulating such
business or profession and such agency shall proceed
immediately upon the effective date of this section to
determine what training, and the quality of staff to
provide such training, is available and shall report its
determination to the Legislature on or before July 1, 1977.

In the event that any licensing board or agency proposes
to establish a training program in human sexuality, such
" board or agency shall first consult with other licensing
boards or agencies which have established or precpose to
establish a training program in human sexuality to insure
that such programs are compatible in scope and content.

SEC.2. This act shall become operative :

January 1, 1978. 2

Title 16, Chapter 18, Section 1878, of the California
Administrative Code, reads as follows:,

1878. HUMAN SEXUALITY TRAINING. All persons applying
for a license as a Licensed Clinical Social Worker on or
after January 1, 1980, shall, in addition to all other
requirements for licensure, have conmpleted coursework or-
training in human sexuallty which meets the r9qu1remen+s
of this section. Such training shall:

(a) Be completed after January 1, 1970.

(b) Be obtained

(1) In an accredited educaticnal institution,
including extension courses offered by such
institutions, or

(2) 1In an educational institution approved by the

Department of Education pursuant to Section 94310(Db)

of the Education Code, including extension courses

- offered by such 1nst1tut10ns or

1 .
_2Chapter 1433 of Statutes of 1976 (AB4178).
Chapter 92 of Statutes of 1978 (AB 1578)
changed the date to January 1, 1980.



203

(3) From a contlnulng education provider approved
by a professional association, or

(4) 1In a course sponsored or offered by a
professional association, or

(5) 1In a course sponsored, cffered, or approved
by a state, county or local Department of Health

Services or Department of Mental Health.

(c) Have a minimum length of ten (10)actual hours.

- (d) Include the study of physiological-psychological
and social-cultural variables associated with sexual
identity, sexual behavior or sexual discrders.

A1l applicants shall provide the Board with documen-
tation of completion of the requlred human sexuality
training.

It is the intent of the Board that all persons
licensed to practice Clinical Social Work have a
minimal training in human sexuality. It is not
intended that by complying with the requirements of
this section only, a practitioner is fully trained in
the subject of sex therapy.

1878.2. RENEWAL DEPENDENT UPON TRAINING DOCUMENTATION.
Any licensed Clinical Social Worker who has not
submitted documentation meeting the human sexuality
training requirements shall not have the license
renewed until such documentation or if incomplete
documentation is submitted, then the Board must return
the renewal fee. The renewal fee, at the time of
the submitting of satisfactory documentation, must
include any applicable delinquent fees.

1878.1. HUMAN SEXUALITY TRAINING REQUIRED FOR
LICENSEES. All licensed Clinical Social Workers shall
provide the Board with documentatlon of completion of
human sexuality training required in Section 1878 at
the time of the first renewal of his or her license
after January 1, 1980.
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Dear Colleagues,

Here are three cases. Please read the summary of each and respond to the
statements accompanying the vignette. Please rate each statement as in-
dicated. These statements are not intended to be mutually exclusive.

Thank you for your cooperation.

Beverlee H. Filloy, M.S.W.
Institute For Clinical
Social Work

- March 9, 1979
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Referral source: Personal physician.

Presenting telephone complaint: "Trouble" adjusting to single life.

Presenting complaint in session: Impotence.

Howard, a robust 54 year old man, in the first session tells you he is ex-
periencing some depression, anxiety and loneiiness after the termination,

six months ago, of his 34 years of marriage. He is surprised at his reac-
tion since it was an unhappy marriage for many years after the kids left

and he was "glad" she got the divorce. Howard, a stable blue collar worker,
was a faithful husband throughout all those years, but she constantly accused
him of being a pushover for other women; he used to wish he were free. Now
that he is, he frequents bars, women seem to seek him, but he can't get "with
it". ' '

In fact, the few times he has tried to be intimate sexually with women, he
could not, for the first time in his life, get an erection. He is feeling
very discouraged about a Tonely future and embarrassed to try to make new
sexual relationships. Although he has recently been seeing more of one women
he likes, he is threatened about the possible sexual failure and thinks he
will change bars tc avoid her and facing the issue. He has seen his physician
and is in excellent health, "So the doctor said I should taik to you". Then,
bluntly at the end of the session, "Do you think you can help me be a man
again or am I too oid?"



CASE I (con't) , ' 207

Do you agree or disagree with the following. views?

Circle A or D below.please.

1. Howard, as a means of improving his sexual functioning, needs to A
examine, in depth, his passivity with women.

2. Howard is experiencing sexual difficulties as a symptom of depres-
sion. v A

3. Howard's erectile prcblems cannot be helped until he resolves other
issues. 4 . A

4. Howard requires immediate help with his erectile problems before
other issues should be addressed. A

5. Howard is experiencing depression as a result of his sexual dys-
function and lowered self-esteem. ) A

6. Given Howard's age and life style, prognosis for his regaining
sexual functioning is poor. _ ' A

NI
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CASE T (con't)

Please check the appropriate response below for each item as:

How likely are you to recommend or use a plan to:

o)
o

10.
11.

Work with Howard on a short'term basis, helping him aquire new social skills
(assertion training, leisure time pursuits, communication)?

Explpre Howard's developmental history in depth to clarify where the pathology
lies?

Refer Howard to his physician for medication in addition to psychotherapy?

Provide Howard with sexual education and counseling (e.g., 1nformat1on re-
garding alcohol's effects, performance anxiety, etc.)?

Help Howard accept his need for long term therapy to work through his psy-
chological conflicts?

Offer Howard an individual program in directed sex'therapy with assignments
(e.g., self-stimulation, reading, etc)?

Censider with Howard seeking a female partner for directed sex therapy?

Consider with Howard your providing a female surrogate?

Involving Howard and his partner in sex therapy with a male-female co- therapy
team?

Refer Howard to a sex therapist?

Help Howard accept the inevitable sexual changes of aging and work through his
feelings of loss?

Any other plan you would likely recommend?

Likely (L), Undecided (U/D) or Unlikely (U/L)

- 80g
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Referral source: Local mental health agency.
Presenting request by telephone: "Personal and marital problems".

Presenting comp]aint: Depfession and.anxiety re sexual apathy.

Lena, a 22 year old woman, in the first session, at times weeps, because her
marriage is failing and she blames herself. She and her husband, Kent, have -
a good relationship after four years of marriage, he just got a better job,
they have purchased their first home and will have more space for themselves
and the two children, ages one and three. Everything "should" be beautiful,
but she is depressed, fatigued, tearful daily, feels "rotten" (guilty) con-
stantly about her sexual apathy and-the disappointment she senses in her hus-
band. He is quiet, doesn't complain, but she knows every night when he looks
at her "that way" that he is thinking about how things used to be between them
sexually, (before and after their marriage) up until about two years ago.

‘Even now, in those rare instances when she can accomodate his wishes, she
achieves orgasm readily, but sex seems like a chore, a duty. She is afraid
he will leave her, although he probably won't divorce her because they are
both strict Catholics. In fact, sometimes she thinks she should have been a
nun since she feels as she does about sex. It's funny, but she was just
really beginning to relax and enjoy sex after their marriage and the first
baby, when her . attitude began to change. Now she can hardly bear for Kent to
hug her; they're both miserable and it's her fault.

Kent wants to help her but she doesn't know what to ask him to do. She has
talked with no one since she is shy and doesn't have any friends since she
left her job. Lena couldn't talk to her mother because of her mother's "neg-
ative attitude" toward men and sex because of the troubles with Lena's father.

She is home alone with the children and the probhiem is on her mind; maybe she
should get a job and try to forget it. If she is going to need a lot of pro-
fessional help, mcney will be a big problem anyway. : S
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Do you agree or disagree with the fo]]owing'views?

-Circ1e A or D below.please.

1. Lena's sexual apathy is a result of her depression and isolation.

2. Llena's sexualvsymptoms are an expression of interpersonal strains be-
tween herself and Kent.

3. Lena is reacting to cu]tura] -religious training and a conflict re
sexual pleasure.

-4, Lena's symptoms are a reflection of her developmental experiences
with clues of her parent's dissatisfactions.

5. Lena'ssexual concern requires immediate help before other issues
should be addressed. ~

6. Lena's depression and guilt are a result of lowered self-esteem.

7. Given Lena's age, relationships and background, the‘prognosis is good.
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Please check the app}opriate response below for each item as: Likely (L), Undetided‘(U/D), or Unlikely (U/L).

How 1likely are you to recommend'or'use a plan to:

Work with Lena on a long term basis toward alleviating depression, exploring intra-
psychic issues?

Work with Lena on a short term basis toward improving her immediate situation to
decrease her isolation, increase the communication with Kent?

See Lena and Kent, as a couple, exploring their interpersonal relationship in
general?

See Lena and Kent, as a couple, exploring with a co-therapist of the opposite
sex, their interpersonal relationship in general?

Proceed with the couple in time-limited, directed sex therapy including pleasuring
assignments, sexual materials etc.?

Proceed with the couple in time-limited, directed sex therapy inc1uding‘p1easuring
assignments, sexual materials etc. working with a co-therapist of the opposite sex?

Offer Lena an individual program of directed Sex. therapy ass1gnments (self-pleasur-
ing, reading, fantasy etc.)?

Refer Lena elswhere for sex therapy?

Refer Lena and Kent elsewhere for sex therapy?

Any other plan you would 11ke1y_recommend?

112 -
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Referral source: Attorney-friend (former client).
Presenting telephone complaint: Marital crisis and personal distress.

Presenting complaint in session: Acute anxiety, irritability, emotionally
labile in connection with possible loss of marriage.

Stan, age 38, is frantic and self-condemming over the threat of separation by
his 25 year old wife, Julie, a part-time psychology student. She has revealed
a two year affair with a prominent physician; both are considering divorcing
in order to marry. Julie will remain "awhile" for the sake of the children,
ages three and five, if Stan can "become responsive to her emotional needs."

Stan gives a history highlighted by the onset of a chronic disease in his
late adolescence and the "loss" of a decade as he was partly incapacitated,
withdrawn and depressed. Ultimately, the disease has been controlled through
medication and while there is a minor disability and some pain, he functions
well in his work as an accountant; building up his bus1ness, pushing himself
for Julie and the boys.

Over the past 10-15 years he has occasionally considered the idea of psycho-
therapy, but it seemed a Tuxury; now he wants very much to understand himself
better, his lack of friends, compulsion for work, and how to .be a better hus-
band and father. Before Julie confronted him, he thought everything was fine;
he knew she had been talking with a counselor but assumed it was a part of
her studies. Now he knows how wrong he was, he wonders why he had been so
blind; he sobs briefly. He is having trouble with mood swings and lack of
concentration. Julie reports her female counselor advises against marital
work and for now she declines permission for contact with the counselor.

Stan wants to work with you regardless.

As your work proceeds Stan regains control at the office, begins to recognize
his anger at Julie's secret affair and makes some association to events in a
period of his illness. You feel the work is progressing well.

In the ninth session, Stan reports a recent argument (until now the coupie has
rarely disagreed openly) in which he demanded Julie stop seeing her lover.
Julie retorted that Stan had "never satisfied" her sexually, he's never "lasted
long enough" or been interested "frequently enough" and her counselor said he
ought to see a sex therapist. He is hurt, surprised and very threatened by
this, since he had believed their sexuval adjustment was one of the positives
throughout the marriage. He is, however, willing to try to please dJulie. He
asks your recommendation about sex therapy.since he's long had worries about
his "vigor".
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Do you agree or disagree with the fo]]owinglviews?-

Circle A or D below.please.

Stan's sexual difficulties are due to a recurrence of depression and
anxiety associated with major Tloss.

Stan needs immediate help with his sexual complaints before continuing
with other therapy.

Stan's sexual concerns are-more a reflection of Julie's anger than his
dysfunction.

Stan's sexual difficulties are likely attributable to h1s physicai
disease and/or medication.

The sexua] problems cannot be helped in.all probab111ty until Stan and
Julie resolve other marital strains.

The sexual problems cannot be helped in “all probab111ty unt11 Stan re-
solves other intrapsychic conflicts.

Given Stan's health and circumstances, prognosis for improved sexual
functioning is poor.

The sexual concerns cannot be dealt with in the absence of Julie's
participation in the sex therapy.

There is a question of about the nature of Stan's disorder.
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Please check the appropriate response below for each item as: Likely (L), Undecided (U/D), or Unlikely (U/L).

HoW- ikely are you to recommend or use a plan to:

|

ie

10.

Cone1nue working as you have been with Stan, through insight and awareness , - post-
poning any sex therapy’

Continue working as you have been with Stan and refer him elswhere for sex therapy
concomitantly?

Set aside your on-going work and focus on sex counseling education; teach Stan
techniques for prolonging intercourse and provide information on female sexuality?

Advise against sex therapy for Stan because of the lack of cooperation by Julie;
strains between them will interfere with such treatment’

Clarify with Stan his historical and present sexual experiences to determine
what dysfunction exists? .

. . Urge Stan to gain Julie's cooperation in marital therapy?

Urge Stan to gain Julie's ccoperation in sexual therapy?

Attempt to work out-a plan for Julie and Stan in co-therapy (involving Julie's
counselor or other professional) toward resolving their marital issues?

Interrupt your current work with Stan and offer a d1rected program in sex
therapy for him individually?

Suggest the use of a surrogate partner for Stan in sex therapy if Julie is un-
willing?

Any other plan you would likely recommend?

v1g
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Please read the following statements and indicate the extent to which
you agree or disagree with each of them by checking the appropriate
category. ‘
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[AV)
.

10.

11.

12.

Sexual dysfunctions, where not organically based, are
symptoms of underlying psychopathology.

1 see the current interest in sex therapy as part of
a passing professional "fad".

Those practicing sex therapy in California must, by
State law, be Ticensed and have specialized training.
I would not include sex therapy in my practice be-
cause of its emphasis on behavior modification
techniques and directing clients.

I believe the most effective psychotherapy is one-
to-one: i.e., one client, one therapist.

Sensate focus refers to stimulating and be1ng stim-
ulated to orgasm.

A non-erotic therapist-client physical contact, if
acceptable to fhe client, can be benef1c1a] to the
therapy.

"Contracting" for a time-limited therapeutic sequence
(i.e., certain number of sess1ons etc.) may be the

" treatment of choice.

The goal of sex therapy is to teach pecple how to
function sexually.

Sex therapy has little relevance to traditional
Freudiqn and nec-Freudian theory.

[ a couple is openly hostile to each other, they
are poor candidates for sex therapy.

Use of sex surrogates is specifically unlawful in
California.

Strongly
Agree

Agree

Undecided

Disagree

Strongly
Disagree

|
9TZ
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13.

14,

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

When interpersona1, i.e., relationship, issues play a

‘major role in sexual problems, treatment of choice

requires seeing the couple as opposed to an individual
alone.

I am more comfortable with homosexua] clients of my own .

sex, than the opposite sex.

Under some circumstances, I would teach masturbation
techniques to a client.

Sex therapy with a heterosexual couple ideally uti-

lizes a male-female therapy team.

Brief therapeutic interventions can have long-term
benefits.

I am more comfortable discussing sexual material with
a client of my own sex than the opposite sex.

I am more comfortable discussing sexual material with
a heterosexual client than with a homosexual client.

The goal of sex therapy is to remove obstacles to
sexual functioning.

Treatment of sexual dysfunction may be the recom-
mended course even when there is overt evidence of
psychopathology.

It is my practice to inquire early in my work with

clients about their sexual functioning.

I am more comfortable discussing sexual water1a1 with
couples than with individual clients.

To be effective, sex therapy need not attend to the
client's past history since the focus is current
performance.

Strongly
Agree

Agree Undecided Disagree Strongly
C B : Disagree

LTS
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25.

26.
27.

28.

30.

31,

I am more comfortable discussing sexual material with
a client much younger than I am than with one much
older.

I am skeptical of any therapeutic approach such as
sex therapy which focuses on symptom relief.

Seeing the couple (conjoint) therapy is contraindi-
cated because it contaminates the transference..

I am more comfortable discussing sexual material with
a client of my own racial background than of another
race.

The current interest in sex therapy indicates that
such techniques are becoming - a standard part of
clinical social work.

I am more comfortable discussing sexual material with

" married clients than with unmarried clients.

An erotic therapist-client physical contact (in-
cluding intercourse), if acceptable to the client,
can be beneficial to the therapy.

Working with a co-therapist is a handicap to ther-
apy since it “dilutes” the transference.

Strongly

Agree

Agree

Undecided

Disagree

Strongly

Disagree

812
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This is the final section for you to complete: a few facts about
yourself. Please answer every question.

Thank you.
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AGE . SEX ‘ M.S.W. (DATE)

Did your undergraduate or graduate education include a specific course in human
sexuality?

YES N0 __ (If "No" skip to #2)
IF YES: -a) Was it elective? __ or required? __ (check one)
'b) How many hours/credits?

c) Has it been helpful in yourwork? YES ___ NO __

Comment:;

Have you taken any courses or workshops in general human sexua11ty as opposed to
sex therapy, since graduate school?

YES N0 __ (If "No" skip to #3)

IF YES: a) Under whose auspices?

b) About what year?

c) How long in hours? 1-14 _ 15-30 __ over 30 _
d) Has it been helpful in your work? YES __ NO __

Comment:

Have you had any training specifically in sex therapy?

YES NO  (If "No" skip to #4)

IF YES: a) Under whose supervision?

b) About what year?

c) Length of training in hours: 1-14 __ 15-30 __ 30-70 ___
over 70 __
d) Has it been helpful inyour work? YES __ NO

Comment:

12
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4, Have you met the recent Board of Behavioral Science Examiners sex education
requirements for relicensure by 1980 as you understand these? YES __ NO __

UNCERTAIN
IF YES: a) What year?

b) Under whose auspices?

5. What, if any specific readings in the sexual field have you found helpful in
your work? Please list briefly.

6. Do you include sex education or counseling as a part of your practice?

YES NO

IF YES, because

When did you begin?

IF NO, because

7. Do you include sex therapy as a part of your practice?
YES NO ‘

IF YES, because

IF NO, because

TA
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8. Which of the following specialized materials expressly dealing with sexual con-
cerns do you use with clients? (Check all that apply.)

;Diagramé
Charts
Books
Films
Slides o

Other . (p]eése identify)

None

Thank you for your participation. I would appreciate your looking back
to be certain every statement or question has been answered.
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