
[image: image]


Quickies

The Handbook of
 Brief Sex Therapy

Third Edition

Shelley Green
 Douglas Flemons

[image: img]

W. W. Norton & Company

Independent Publishers Since 1923

New York   •   London

A Norton Professional Book


First Edition Dedication

In memory of Gary Sanders (1950–2002)

Third Edition Dedication

With our deep gratitude to our clients and students, 
from whom we have learned to become better therapists 
and better teachers.


Contents


Foreword to First Edition

Foreword to Third Edition

Contributors

Preface from First Edition

A Note on Client Confidentiality

Introduction

MODELS OF BRIEF SEX THERAPY

1 Therapeutic Quickies: Brief Relational Therapy for Sexual Issues

Douglas Flemons and Shelley Green

2 Unique Problems, Unique Resolutions: The Case of the Bad Orgasm

Monte Bobele

3 The Process of Change in Brief Sex Therapy

J. Scott Fraser and Andy Solovey

4 Come Again?: From Possibility Therapy to Sex Therapy

Bill O’Hanlon


BEYOND MONOGAMY

5 Healing the Relational Wounds from Infidelity

Tina M. Timm and Adrian J. Blow

6 Brief Therapy with Consensually Non-Monogamous Couples: Challenging the Status Quo

Tina M. Timm

7 “Because Choice”: The Internet as “Other” in Personal Relationships

Julie Albright and Mary Andres

CULTURAL/SEXUAL MINORITIES

8 “All That Matters Is That We Know Who We Are”: Multicultural Considerations in Brief Sex Therapy with Same-Sex Couples

Daniel J. Alonzo

9 Sex is for Every Body: Trans-Affirming Sex Therapy

Alex Iantaffi and Kristen Benson

10 “Everything is Dangerous”: Crossing Borders in Brief Sex Therapy

Laurie Charlés


SEXUAL VIOLENCE

11 A Clash Between the Sheets: Addressing Intimate Partner Violence in Sex Therapy

Christine Beliard

12 A Relational Approach to Sexual Violence

Martha Laughlin and Kate Warner

13 Transforming Stories: A Contextual Approach to Treating Sexual Offenders

William C. Rambo


ROOTS OF BRIEF THERAPY

14 An Ericksonian Hypnosis Approach to Sex Therapy

Eric Greenleaf

15 “Don’t Get Too Bloody Optimistic”: John Weakland at Work

Wendel A. Ray and Barbara Anger-Díaz

Acknowledgments

Index

Foreword to the First Edition

I WAS QUITE MOVED by Douglas Flemons’s and Shelley Green’s decision to dedicate this book to the memory of Gary Sanders. Having known him for over 30 years and having shared the same daily workspace with him for the last 20 of these (Tomm, 2003), I am very confident that he would have felt deeply honored and extremely grateful. Gary was a dedicated clinician: a psychologist, a psychiatrist, a sex therapist, a couples therapist, and a family therapist. He was also an academic scholar and an extremely talented teacher who loved educating medical students, colleagues, clients, and others about sexuality. Throughout his career he actively participated in generating the kinds of therapeutic “quickies” described here, and he would have been delighted to read this wonderful collection of chapters.

Quickies clearly reflects the respectful and resource-oriented values that Gary held so strongly. The authors clarify and creatively apply many of the clinical ideas and methods he used and taught (Sanders, 1995). Indeed, the whole book is a wonderful acknowledgment of what Gary, with all his characteristic passion, lived and worked for. I can easily imagine him smiling, chuckling, bursting out laughing, and occasionally even exclaiming “yes! yes!,” as he read these pages!

Many years ago when Gary talked and wrote about the “Five Sexy Words” (volition, mutuality, arousal, vulnerability, and trust) to define “best sex,” he was already striving toward a second-order perspective that clearly gave the experience of sexual intimacy priority over sexual activity (Sanders, 1991). He often used a strategic question to help his clients recognize and acknowledge the importance of this: “If for some reason you could have only one aspect of sex in your life, intimacy or intercourse, but not both, which would you prefer?” His focus on sexual experience rather than sexual behavior enabled him to easily bridge the domains of homosexuality and heterosexuality, and to respectfully validate a wide range of human sexual experiences and events (Sanders, 1993).

One particularly empowering aspect of his work, especially with adolescents, was to give permission for freedom of thought and feeling, while opening space for them to choose to act or to not act upon those thoughts and feelings. He found that simply giving permission, within a cultural context of prohibition and judgment, was incredibly healing. He told many stories of so-called “sexual deviance” that melted away as clients were liberated to imagine freely, to understand what was most important for them experientially, and to choose freely to not act on certain thoughts. Indeed, some of the most bizarre fetishes in teenagers and young adults simply dissolved and evaporated as they internalized ramifications and consequences without duress (Sanders, 1996). With committed couples he was often fond of saying, “It doesn’t matter where you stimulate your appetite, as long as you eat at home.” And for them, he added love and commitment to his five sexy words.

Gary was acutely sensitive to the important issue of the abuse of power in the relationships and experiences of clients (Sanders, 1988). He thought of “sexual assault” as an oxymoron. For him, any imposition or abuse was out-and-out violence, and had nothing to do with sexuality. He often used a baseball analogy to clarify this, pointing out that “sexual assault has no more to do with sex than smashing someone’s head with a baseball bat has to do with baseball” (Liske, 1993). Usually he embellished the analogy quite a bit to make it incredulous and shocking for the listener. I have certainly learnt from him that clearly separating the notions of sex and sexuality from any experiences of abuse is extremely liberating for clients who have suffered not only from the abuse but also from a debilitating conflation of the incompatible experiences of sex and violence (Sanders, 1990). Gary was unusually gifted in his ability to tease these sensitive issues apart, and did so with a marvelous combination of humor and respect.

Yet, despite his extraordinary clinical skills, I suspect Gary would readily agree that there is much that even he could learn from the chapters in this book. There is a certain rigor here—in the conceptualization and implementation of systemic, solution-focused brief therapy, and narrative ideas and interventions—that makes one sense a significant maturation in social constructionist and second-order systemic approaches to therapy. Indeed, I consider it quite an achievement to successfully apply these new and innovative therapy methods so effectively in the domain of human sexuality. Thus, I happily join Gary in applauding the sensitivity, thoughtfulness, and creativity of all the contributions in this fine volume.

Karl Tomm, MD, LMCC, FRCP(C), CRCP(C)
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Foreword to the Third Edition

Michael F. Hoyt, PhD

I RECALL ATTENDING a human sexuality conference at which one of the participants summarized the day by saying, “Sex is between your legs; gender is between your ears; and sexuality is between the sheets!” Indeed, in the realm of sexual experience, fire and desire, there is a lot that can get problematic—the “moving parts” aren’t just physical; they involve attitudes, beliefs, and transactions, all situated in larger sociocultural contexts. Making sense of what’s happening—how bodies and minds come together (or don’t)—can be perplexing for both clients and clinicians.

Editors Shelley Green and Douglas Flemons and their confreres are to be thanked and congratulated for providing engaging descriptions of ways to address and efficiently remedy a whole range of sexual difficulties. Inspired especially by concepts from both the Mental Research Institute and solution-focused therapy (with appropriate heritage nods toward Gregory Bateson and Milton Erickson), the commitment of the editors and authors to time-sensitive practice makes Quickies the perfect title.

Each well-written chapter is a guide into a particular area. Drawing from various brief therapy approaches, all the authors in Quickies emphasize the importance of appreciating and respecting the client’s worldview, culture, history, context, preferences, and skills. They affirm understanding and compassion, encouragement and possibilities; they make clear the role of therapist empathy, self-awareness and honesty; and they all highlight a systemic and relational perspective—we make meaning and become human in interaction with others.

As I wrote in Some Stories Are Better than Others (Hoyt, 2000, p. 22; also see Hoyt, 2009, 2017),

Aesthetics, effects, and ethics all are important. We like stories that are well told; that are vivid and eloquent; that involve the generation and resolution of some tension; that see the protagonist emerge successfully, perhaps even triumphantly. A “good” story does more than merely relate “facts”; a “good” story invigorates.

Narrative changes ramify throughout the system—the authors in Quickies all help their clients to tell and live better stories.

The first and revised editions of Quickies (Green & Flemons, 2004, 2007) are fine volumes. This new, third edition is even better. Almost all the chapters that have been carried over have been significantly updated, and some have been almost completely rewritten. Eight new chapters have also been added. The result is a version that discusses more ways to promote safety, acceptance, and change; illuminates some of the intersections of ethnicity, race, social class, and sexual identity; offers time-sensitive (“brief”) ideas for aiding both survivors and perpetrators of sexual violence; reviews and contrasts sex therapy approaches; considers the impact of the Internet; and gives much-needed recognition to the multiplicities of sexual being.

Professional counsel is sometimes sought when clients are struggling with getting their bodies and minds to cooperate with sexual pleasure. As indicated by its subtitle, The Handbook of Brief Sex Therapy, this new edition covers a range of clinical problems—from the common to the unusual. In what now seems a long time ago, I was working with a transgender client who was transitioning from male to female. In an early session, I probably had a strange look on my face and she said, “Hey, if you think this is confusing, you ought to try being me!” As with many of my other cases, spanning an assortment of issues, I wish I (and my client) had had the benefit—now available—of reading Quickies.
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Preface to First Edition

WHEN WE STARTED teaching courses on human sexuality and sex therapy to graduate students almost 20 years ago, Gary Sanders inspired us with his brilliantly funny, respectful, and passionate approach to working with clients’ sexual issues. It seemed at the time (and perhaps not too much has changed) that no one in the field was talking about sex. Gary, bushwhacking through new territory, offered a unique systemic understanding, splashed with his playful and liberating tone and informed by his ongoing clinical work.

By introducing our students to a primer Gary had written on human sexuality (Sanders, 1990) and to Gary’s and Karl Tomm’s application of cybernetics to clients’ sexual dilemmas (Sanders & Tomm, 1989), we gave them a new way to appreciate and understand sex and sex therapy. These writings helped us encourage our students to apply their developing expertise in brief, systemic, and family therapies to their work with couples dealing with sexual issues. With our course and their other training under their belts, they didn’t need to refer such cases to a “sex therapist”; they could handle such cases themselves.

It was in part because of the solitary nature of Gary’s voice that we decided to create this handbook. Year after year, we struggled to find readings for our students that didn’t land them in the midst of a medicalized, pathology-based approach to sex therapy. Coming up with precious few such readings, we finally decided to search out therapists who, like Gary, would be willing to write about their fresh ideas. How delighted we were to discover, as we suspected, that creative therapists are working systemically with clients’ sexual issues! As you’ll soon find out, the work these therapists are doing is brief, strength-based, and often playfully humorous—reflecting the values that Gary embodied so well.

Already undergoing treatment for cancer when we told him of our plans for Quickies, Gary kindly declined our offer to contribute a chapter. But though his words are missing from this book, his spirit is very much in evidence throughout. His appreciation for context, his notion of “mutualist” relationships, his ability to deeply honor his clients, his generous invitation into understanding and valuing gay and lesbian relationships, and his irrepressible sense of humor echo through these pages.

We dedicate this book to Gary’s memory, with grateful thanks for the gifts he shared with us all.

REFERENCES

Sanders, G. (1990). Issues of sexuality: A guide to clinical therapeutics. Unpublished manuscript, University of Calgary, Alberta.

Sanders, G., & Tomm, K. (1989). A cybernetic-systemic approach to problems in sexual functioning. In D. Kantor & B. Okun (Eds.), Intimate environments (pp. 346–380). New York: Guilford Press.


A Note on Client Confidentiality

TO PROTECT THEIR CLIENTS’ confidentiality, all the authors in Quickies have changed the names and identifying details of the clients depicted in their chapters. Some client descriptions are composites of different people.


Quickies

Third Edition


Introduction

IN OUR ALMOST 30 YEARS (each!) of teaching brief therapy concepts and practices to masters’ and doctoral family therapy students, we have had many conversations about how therapists—while steeped in systemic, relational understandings—often feel the need to refer clients to a “sex therapist” when sexual issues arise in therapy. What is it about discussing sex that can feel so daunting? So different? So uncomfortable? So foreign to our training and experience, and so beyond our expertise? Fortunately (for the sake of our clinical practice, and this book!), we share neither this reluctance nor the assumption that working with sexual concerns requires a different clinical specialization or approach. We do believe, however, that engaging in transformative conversations about clients’ sexual concerns requires thoughtful consideration and understanding—of how bodies work (in terms of desire, arousal, anxiety, and so on), of our comfort level when discussing sex overtly, and of how sexuality informs and contextualizes human relationships.

We consider discussions with clients about their sexual experiences to be an integral part of our ongoing conversations about their relationships; our clinical lens and professional stance do not change when the topic turns to sex. Rather, we believe our foundational brief therapy assumptions are especially relevant and potent when applied to sexual concerns. We also find time and again that discussing our clients’ sexual lives affords us unique access to strengths and connections that may not be available through any other dialog.

When we developed the first edition of Quickies in 2004 (and the revised edition in 2007), we were motivated by our strong desire to offer our students (in the human sexuality class we teach) the same kind of clinical and theoretical clarity (and creativity) that they were finding in their brief therapy classes. Along with our students, we were immersed in relational ways of viewing the world and of understanding therapy. However, when we explored possible readings for the course, we found we were limited, with few exceptions, to a more traditional, linear sex therapy literature that did not coincide with the systemic ideas that permeated our program. Thus, the idea for Quickies was born; we sought out respected colleagues in the brief therapy community and invited them to write about their clinical approaches to sexual issues. The resulting volumes (2004, 2007) were well-received and included intriguing case material from a range of seasoned clinicians. Many contributors were writing about their sex cases for the first time, and we appreciated the fresh and creative ideas they each offered.

In the 11 intervening years since the last edition, we have become increasingly aware of new challenges and treatment issues in the field that we hadn’t previously addressed. It is our good fortune that there continue to be innovative, thoughtful, and forward-thinking brief therapists who are lighting the path to treating clients with diverse sexualities and experiences. The chapters in this third edition again offer creative and sound clinical approaches for working with a vast array of concerns related to sexuality and sexual expression. We are honored to welcome so many new contributors to this volume, and we are grateful for the efforts of our previous contributors to revise and update their work for this new edition. As in the previous editions, the authors included here are passionate about entering their clients’ worldview, about offering validation and respect for client choices and understandings, and about developing collaborative means for resolving client concerns. A brief therapy sensibility permeates all the work you will find in these pages—therapists honoring their clients’ solutions and privileging their clients’ expertise. These commonalities provide a strong theoretical foundation for this Handbook of Brief Sex Therapy, and yet the authors each bring a unique perspective to their therapeutic alliances with clients.

In addition to clear theoretical principles and interesting clinical applications, you will also find in this new edition attention to specific topics and populations, including work with intimate partner violence in sexual relationships, infidelity and betrayal, consensual non-monogamy in intimate relationships, Internet-based sex and pornography, LGBTQ sexualities and relationships, sexual abuse and assault (working with both survivors and offenders), and cross-cultural perspectives of sexual expression. Each chapter includes a theoretical and clinical anchor and provides rich clinical case examples with transcripts to illustrate the clinicians’ specific approach.

We have organized this new edition into theoretical and topical sections to highlight each of our authors’ contributions and to offer our readers a clear path through the chapters. The volume begins with Models of Brief Sex Therapy—explicating some of the foundational ideas of our field—and then moves to a series of issue-specific sections, including Beyond Monogamy, Cultural/Sexual Minorities, and Sexual Violence. Coming full circle and returning to theory, we conclude the volume with Roots of Brief Therapy.

Within the Models of Brief Sex Therapy section, we launch the volume by describing our own relational model, informed by Bateson’s ideas and Erickson’s practices, as well as the work of the MRI (Mental Research Institute), SFBT (solution-focused brief therapy), and the Milan team. Through diverse clinical case examples, we illustrate our non-pathologizing, non-normative approach to understanding and transforming client’s sexual conundrums. Our focus on intense, empathic curiosity guides our questions and our stance—we move from being outsiders to entering fully into our clients’ worldview, engaging deeply with those understandings, and opening doors to allow for change informed by the clients’ wisdom.

Monte Bobele approaches a unique problem (bad orgasms!) in his own inimitable MRI/Texan manner, joining gently with his clients’ own understandings and descriptions, and offering elegant interventions that quickly disrupt problem sequences while preserving the clients’ self-respect and worldview. Putting the spin of second-order cybernetics on the theoretical premises of MRI practices, Monte shows how to make quick and significant therapeutic progress by honoring the uniqueness of clients’ sexual dilemmas, understandings, and interactions.

In a freshly updated chapter, Scott Fraser and Andy Solovey describe their theoretically rich and complex process approach, incorporating ideas from the MRI and SFBT, as well as a second-order understanding of change, to put forth a sophisticated understanding of brief therapy that provides clarity for proceeding clinically. Noting the lack of an overarching theory in the field of sex therapy, Scott and Andy demonstrate the specifics of their process model with strong analyses of compelling sex-therapy cases.

As in our initial edition, Bill O’Hanlon brings his trademark wit, clinical clarity, and brief therapy sensibility to offer a thought-provoking clinical discussion of how to create possibilities in clients’ lives. His Ericksonian lineage is fully apparent in his respectful and yet difference-inducing interventions.

Our section on Non-Monogamy includes the innovative new work of Adrian Blow, Tina Timm, Julie Albright, and Mary Andres. All of these authors address clinical issues that have arisen in part as a result of our current cultural and technological milieu.

All therapists working with couples will at some point encounter the often daunting experience of dealing with the aftermath of affairs. In their thoughtful and theoretically rich chapter, Adrian Blow and Tina Timm provide clear direction for maintaining focus in what is often some of the most challenging clinical terrain we enter. With their guidance, readers will develop a sense of how to respond ethically and effectively while attending to the tensions and polarities of couples experiencing this particular storm of emotions.

In a new topic for Quickies, Tina Timm brings her deep respect, curiosity, and self-reflective process to working with clients who choose non-monogamy within committed relationships. Tina reminds us to check our biases, challenge our assumptions, and listen to our clients about what works best for them, noting that dominant discourses can be irrelevant and potentially damaging when clients’ sexual expressions do not fit the norm.

Our online world has changed vastly in the past 11 years, and the new work of Julie Albright and Mary Andres explores the myriad ways the Internet intersects with our clients’ sexual lives, bringing possibility, fear, betrayal, and an overabundance of choice. Through their analysis, we learn about how clients manage their presentations of self and create idealized images that increase the complexity and unpredictability of their intimate relationships. Incorporating both research and clinical perspectives, Julie and Mary invite the reader into greater awareness of the influence of the omnipresent “Internet as Other.”

Our next section, Cultural/Sexual Minorities, invites the reader into an exploration of diversity, exploring the lives of clients whose sexual identities, orientations, and expressions, as well as their cultural heritage, identify them as minorities. Leading off this discussion is Daniel Alonzo, who offers a beautifully respectful and engaging approach to working with same-sex couples. Addressing multicultural considerations in thoughtful and collaborative ways, Daniel’s evocative work demonstrates his passionate respect for his clients and his strong awareness of the complexities they face as both sexual and cultural minorities.

Previous editions of Quickies did not address transgender individuals and their relationships. Cultural changes over the past 11 years have brought this topic into public awareness and much more prevalently into our therapy rooms. Alex Iantaffi and Kristen Benson provide an informed, clear, and thought-provoking invitation to readers to become trans-affirming therapists—to challenge our assumptions about the gender binary, to explore our language practices and our gendered biases about our clients’ sexual expression, and to affirm our clients in all the rich complexity of their gender identities and sexualities. As tour guides through relatively new territory, Alex and Kristen provide a wealth of wisdom and direction.

As an international family therapy trainer, Laurie Charlés lives and works around the globe, training therapists practicing in countries where violence and oppression are daily companions. In her provocative new chapter, she invites us into the world of language, translation, and border crossings, describing how we may explore the sexual stories of clients from varied cultural backgrounds with respect, humor, and awe.

In the next section, devoted to exploring issues of Sexual Violence, Christine Beliard brings both a personal and clinical lens to working with couples who experience violence in their sexual relationships. Reflecting on her own experiences, as well as the lessons she has learned from clients about presuming safety, asking uncomfortable questions, exploring unanticipated resources, and privileging her clients’ voices, Christine embodies a collaborative approach while retaining the necessary therapeutic flexibility to push beyond initial responses and move toward building safer relationships.

Martha Laughlin and Kate Warner’s newly revised chapter incorporates recent events in our country that have put our attitudes toward sex, violence, and entitlement into stark relief. Drawing on excerpts from the Stanford rape case, Martha and Kate offer new ways to make sense of the sexual-abuse and violence experiences that clients bring into our offices, and they offer compassionate and informed ways to respond therapeutically. Scrupulous and creative in orienting relationally to everything they do (and how they describe it), Martha and Kate introduce the notion of “re-membering relationship” as a goal of sexual abuse treatment, as opposed to the more typical commitment to clients’ “remembering traumas.”

William Rambo’s chapter details his therapeutic work over three decades with court-mandated, felony-convicted sexual offenders. Although he sees clients in treatment groups for an average of five years, Bill still considers himself a “brief therapist,” fully embracing Batesonian ideas and MRI assumptions and techniques. His context-sensitive and profoundly respectful approach eschews the “easy relief afforded by condemnation,” and in so doing, he turns traditional treatment models on their head and challenges us to rethink the comfortable habits of thought that allow us to separate “us” from “them.”

In the final section, we return to the Roots of Brief Therapy, offering two explications of work informed by founders in our field, Milton Erickson and John Weakland. In the first chapter, Eric Greenleaf offers a complex and trance-inducing narrative of his own clinical improvisation based on Erickson’s work. Interweaving his clients’ understanding of her therapy with this creative therapist, along with his own theoretical and clinical descriptions, Eric offers a unique application of Ericksonian hypnosis to clients’ sexual concerns.

And finally, Wendel Ray and Barbara Anger-Díaz take us back to the beginning, highlighting and explicating the clinical clarity of one of the original architects of brief therapy, John Weakland. Offering a full-length case study of Weakland’s conversation with a severely depressed gay man, Wendel and Barbara illuminate the principles and techniques underlying Weakland’s therapeutic method.

We have been captivated and enriched by the process of compiling, editing, and immersing ourselves in the original, thought-provoking work of our contributors. Our own clinical orientation has been infused with fresh energy throughout this experience, and we imagine that yours will be as well, as you explore new applications of ideas that have informed the field of brief therapy for over 50 years. In our eyes, brief therapy has never been more relevant or more inspiring. So sit back with a cup of coffee (or glass of wine!) and explore the wealth of experience and innovation included in this volume; we hope your subsequent conversations with your clients about sex are richly informed by this collection and that your clients’ lives are transformed in the process. Welcome to Quickies 3!


MODELS OF BRIEF SEX THERAPY
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Therapeutic Quickies: Brief Relational Therapy for Sexual Issues

Douglas Flemons and Shelley Green

SEXUAL EXPERIENCE is profoundly personal; it is often, though not always, interpersonal; but it is always, always relational. Desire/withdrawal; arousal/anxiety; pleasure/pain; intimacy/loneliness: All reflect and contribute to recursive communicational loops between conscious awareness and the involuntary body responses of both self and partner.

Some are loops of mutuality*: Feeling desired by another can prompt your desire in return, and experiencing your own or another’s arousal can further stimulate yours. Such mutuality loops can also head couples in the opposite direction: A loss of arousal can be hastened by a recognition of waning arousal—whether your own or your partner’s. Other loops are complementary in form: Feeling desired by another can prompt irritation if the attraction isn’t mutual. Or in, say, a committed relationship, your partner’s arousal can at times feel more like a demand than an invitation, prompting an anxious or irritated diminishment or extinguishing of arousal, rather than an enticement of it.

What we want and what we fear influence how our bodies respond to physical touch and stimulation, and these automatic body responses in turn influence how we make sense of ourselves and our partners. Sexually engaged individuals become aware of their own and/or the partner’s engorgement and/or lubrication, as well as changes in heart rate, breathing, and perceptual focus, and these involuntary body responses are influenced by and contribute to what each person wants, expects, hopes for, fears, notices, ignores, interprets, and feels. Sometimes our bodies act in sync with our desires, and sometimes they act in opposition, refusing to listen to reason, or at least to our conscious hopes and demands. Bodies have their own way of thinking; they have, as it were, a mind of their own. This form of thinking isn’t rational, but rather relational; it is exquisitely sensitive to intra- and interpersonal communications (Bateson, 1991, p. 171).

Such recursion is true not just of sexuality but of all human experience. Communication travels back and forth, within and between bodies and minds. Mind is embodied (Lakoff & Johnson, 1980), bodies are mindful (Bateson & Bateson, 2005, p. 181), and the messages that circle within and between individuals become meaningful through a self-referential cycling of intra- and interpersonal awareness. R. D. Laing famously captured many such tangles in his book Knots (1971). Here’s one:

it hurts Jack

to think

that Jill thinks he is hurting her

by (him) being hurt

to think

that she thinks he is hurting her

by making her feel guilty

at hurting him

by (her) thinking

that he is hurting her

by (his) being hurt

to think that she thinks he is hurting her

by the fact that

da capo sine fine

(http://www.oikos.org/knots3.htm)

The circularity of suffering cinches problems tight. Sometimes the reflexivity happens in the relationship between partners, as in Laing’s description, above. But it can also often be found in individuals’ relationship with their own experience, as they contend with parts of themselves they can’t control—thoughts that intrude, emotions they’re failing to contain, a sexual response they don’t want, or a sexual response they desperately want but are failing to engineer.

Such intra- and interpersonal complexities prompt people to contact therapists, looking for a way out, a means of stopping or escaping the painful cycling in their heads, the cycling between their heads and bodies, the cycling between themselves and their significant others. As therapists, we recognize that there is no exit from the communicational loops that constitute our relational existence—they define our humanness and also our humanity. So rather than agreeing to help clients in their efforts to cut themselves free of their knotted problems, we commit instead to collaborating with them in a process of disentanglement. If the reflexivity of intra- and interpersonal relationships contributes to problem cinching, it can also aid in problem loosening, in the delivery of relief. Resolution is introduced and developed through a change in intra- and interpersonal reflexive cycling, through invitations to connect, and through invitations to let go.

Such relational ideas weave through our therapeutic work with clients, patterning our therapeutic premises and practices. Like other brief therapists (e.g., Boscolo, Cecchin, Hoffman, & Penn, 1987; de Shazer, 1985; Haley, 1987; O’Hanlon & Weiner-Davis, 2003; Watzlawick, Weakland, & Fisch, 1974), we have derived much clarity and inspiration from delving into and finding applications for Gregory Bateson’s (1991, 2000, 2002; G. Bateson & M. C. Bateson, 2005) systemic ideas and Milton Erickson’s hypnotherapy practices (e.g., 1980). For example, we take seriously Bateson’s claim that “viewing of the world in terms of things is a distortion supported by language” and that “the correct view of the world is in terms of . . . dynamic relations” (1991, p. 311). Recognizing that we “live in a world that’s only made of relationships” (Bateson, 1991, p. 287), we take care in how we conceptualize and respond to our client’s problems. Whether clients come in concerned about “addiction,” “anxiety,” “erectile dysfunction,” or “dyspareunia,” we don’t treat their symptoms as isolatable abstractions or “things” located inside them; instead, we attend to the looping patterns of intra- and interpersonal communications that comprise and contextualize them. Following Erickson (in Rossi & Ryan, 1986), we take our therapeutic task to be “that of altering, not abolishing” (p. 104; italics in the original) such symptoms by shifting the strands of experience that compose the symptom and/or by altering the context within which it is understood.

Our relational lens lends freedom to our therapeutic curiosity, allowing us to move seamlessly from inquiring about an individual’s sense of him-, her-, or themself†—that is, with what is going on between conscious awareness and not-consciously controllable body-based experience—to exploring the recursive interpersonal context of the relationship between partners.

In keeping with MRI (Mental Research Institute) and SFBT (solution-focused brief therapy) principles and practice, we strive to work as efficiently as possible, not assuming that longstanding problems require long-term therapy. Privileging the resourcefulness and expertise of our clients, we recognize that altering the interpersonal context or conceptual frame of a problem can significantly and quickly alter the client’s experience of it. One way this is done is by normalizing the problem. When clients view their problem as normal or reasonable, they are less likely to recoil from it or to try to eradicate it. Through such reframes, clients are able to connect with something from which they’ve been trying to separate. This alteration in their pattern of interaction alters the problem itself.

We don’t consider ourselves the standard bearers of “truth” or of any single, “correct” view of our clients’ predicaments. We have expertise in helping people change what they decide they would like to be different, but we have no clue and thus no opinion about what clients “should” do. We thus take a non-normative stance, and we only offer tentative suggestions of what the clients might consider. Related to this position is our commitment to do our best to enter the logic of the clients’ world and to offer our input within the tenets of their belief system, using their way of thinking and talking when offering possibilities. We don’t consider it necessary or helpful for clients to come to some in-depth understanding of their past, but rather to find themselves orienting differently to the future and to doing something different in the present. This may entail an alteration in their interactional pattern and/or a discovery of and emphasis on enacting exceptions to the problem.

We have organized our chapter in terms of the relationships to which we continually attend, relationships that we involve ourselves in helping to change:

•   The Relationship Between the Therapist and the Client(s).

•   The Relationship Between Partners.

•   The Relationship Between Clients and Desire.

•   The Relationship Between Clients and the Problem.

THE RELATIONSHIP BETWEEN THE THERAPIST AND THE CLIENT(S)

In your relationship with clients, you always start off as an outsider. They meet you as the stranger you are, and it is only through your dialog with them that they begin to allow you entry into the most vulnerable, most intimate areas of their lives. The questions you ask help you to learn what your clients have been struggling with and what they’ve been doing to try to contend with it, but it is your empathic comments and hunches that provide them with the information they need to determine whether you truly grasp what they’ve been going through.

If you tell clients, “I get what you’re saying,” you’re making a claim that you understand, but how do they know you actually do? Believing you would require that they take you at your word. However, if instead of making an assertion about your understanding, you accurately distill and communicate back the content and contextual (i.e., emotional) layers of what the clients are saying, then you’re offering evidence of your understanding. This gives the clients the ability to assess and accept the information you’re providing and to begin trusting you as an experiential insider. The boundary between them and you becomes less distinct, less important, and the clients are able to relax any efforts they might have been expending to hold you, and your ideas and suggestions, at bay.

We consider a commitment to empathic understanding more than a technique or method; it is an encompassing orientation to clients and the process of therapy, a practice of connected knowing. Carl Rogers (1980) referred to empathy as a “way of being” that

. . . includes communicating your sensings of the person’s world as you look with fresh and unfrightened eyes at elements of which he or she is fearful. It means frequently checking with the person as to the accuracy of your sensings, and being guided by the responses you receive. (p. 142)

Because your empathic communications can produce significant shifts in clients’ experience of you and themselves, you bear the responsibility of ensuring that your therapeutic relationships remain warm without becoming “hot.” As you explore clients’ sexual experiences, identity, and orientation, you need to be able to talk comfortably about a wide range of sexual practices without your curiosity being experienced by either you or them as salacious. You also need to ensure that all your therapeutic relationships are characterized by complementary, not mutual, patterns of communication. In a mutual relationship, one appropriate to sexual partners, the more one person divulges and offers vulnerability, the more the other responds in kind. But in a professional setting, a client’s vulnerable openness must be met not with an equivalency of exposure, but rather with a complementary response: empathic, nonjudgmental curiosity.

When you’re comfortable knowing that you can talk about sex with clients without the conversations themselves becoming sexualized, then you’ll not worry about addressing the topic of sexual satisfaction, even if the clients haven’t yet brought it up. We seldom come to the end of a first session with a couple without having at some point asked, “So, how’s the sex?” Their answers give us important information about how they relate as partners, and they often reveal resources and strengths that would otherwise have escaped our notice.

Our sex-therapy work isn’t restricted to couples or even adults. Sometimes we see teenagers who are anxious to talk with us about issues of orientation or identity, and sometimes we see teenagers who are reluctant to engage. Such was the case with Rebecca, 15. Her parents, Gabe and Sheila, brought her to an appointment with Douglas, hoping that he could succeed where they had failed—convincing her that she needed to immediately stop giving oral sex to several members of her high school’s football team. They’d found out about it a few days earlier, and they could hardly believe it. What had happened to their shy daughter? Why couldn’t she see that she was being exploited? Didn’t she realize that this would ruin her reputation at school? Rebecca had let them know she liked her new reputation and newfound popularity. No way was she stopping going to parties.

Afraid and angry, Gabe and Sheila had tried every which way to get through to Rebecca, but she was stonewalling. Of course she was. Who is more of an outsider to a sullen, defiant teenager than her obedience-demanding parents? Perhaps a therapist willing to join with the parents in ganging up on her, offering well-meaning advice. It is impossible to become an insider in couple and family sessions if you take a position in opposition to any of the participants.

Douglas slumped down into his chair and spoke quietly about how upset Rebecca must be to have been forced to come in to see him. Matched body posture and tone of voice can be as important as what you say in conveying a non-oppositional position, in moving toward empathic communication and connected knowing.

A flicker of agreement showed up on Rebecca’s face, but she didn’t speak. Douglas turned to the parents and lamented about how difficult it must be for them, too, wanting so desperately to protect their daughter but feeling helpless to do so. They nodded. Somewhat later, Douglas asked Gabe a difficult question, one he hoped would be a signal to Rebecca that he wasn’t her parents’ lackey.

Douglas: If Rebecca were a guy—say, she was actually your 16-year-old son, Reb, rather than your daughter, Rebecca—and you found out that Reb was performing oral sex on the cheerleaders at the school, would you be in my office today?

Gabe: (smiles, pauses, muses): You’re right. . . . I wouldn’t be concerned. . . . I’d probably be proud of him.

This led to a conversation among the adults about the sexism inherent in our culture—the way society makes unfair, differential demands on boys and girls. Rebecca joined in, voicing her opinions. No longer withdrawn, she was an active participant.

Later, Douglas ventured the position that it is critically important for each of us to make our own choices about our bodies and about who we have sex with. This time, Rebecca looked at her parents as she fully voiced her agreement. Douglas was no longer an outsider. This made it possible for him to turn to Rebecca and look her in the eyes.

Douglas: (softly) Rebecca, I have a question for you. There’s no need to tell me your answer, but I’m curious about something. Do you remember the last time you gave one of the football players a blowjob at a party on the weekend?

Rebecca: (stays silent but nods)

Douglas: You enjoyed giving him that pleasurable experience and you could tell that he, too, was pleased, right?

Rebecca: (nods)

Douglas: So when you saw him in the hall at school on Monday morning, what did you notice about him? Did his eyes seek you out and light up? Did he acknowledge you with a smile?

Rebecca: (takes the questions in but stays silent)

If you pose questions as an insider, rather than an outsider, your clients don’t need to protect themselves against you or what you’re asking.

Douglas continued seeing the family off and on for a few months. Rebecca, on her own, made the choice to quit going to football-player parties, and she got into a steady relationship with a guy she liked. Her parents approved.

If, as we listen to our clients describe their dilemmas, we begin to consider their choices unwise, crazy, or pathological, or they frighten us in some way, that is our cue to widen our lens and get more curious about the pattern of the component threads of their experience (sensations, thoughts, behaviors, emotions, memories, expectancies, imaginings), as well as the interpersonal and historical context (patterns of involvement of significant others, previous attempts to solve the problem, perspectives and explanations of others, and so on). We are always striving to make contextual sense of our clients’ emotional responses, actions, and attempted solutions.

When Maria arrived for her first therapy appointment with Shelley, she was emotionally distraught. Through heaving sobs, she struggled to describe an experience that had occurred only two days earlier. After suspecting for some time that her husband of 10 years was having an affair with her former coworker and friend, Maria followed him to the woman’s home and walked in on the couple making love. Her despair was intense; she loved her husband deeply and cherished the life they had created, raising two small children together and becoming actively involved in their church. Maria spoke repeatedly of her desperation since the discovery, the betrayal of her husband and friend, and her strong desire for revenge.

As the conversation continued, Maria returned again and again to the idea of retribution, describing the ways she had thought of to harm the woman who had violated her trust and “seduced” her husband. She vividly depicted acts of retaliation, from inflicting property damage to the woman’s home and car, to harming the woman physically. The specificity of the fantasies and the degree of premeditation suggested to Shelley that Maria was in danger of enacting them, and she became increasingly concerned for Maria’s emotional stability and for the safety of the other woman. Fully aware and concerned that she might need to take action to protect both Maria and her husband’s lover, Shelley sought to develop a contextual understanding of her client’s thoughts, emotions, and behaviors. As she listened, she calmly (outwardly; not so much inwardly) normalized why Maria might be having such thoughts, given the trauma she had so recently experienced.

Shelley: So, it feels like this person you thought was your friend has taken from you the most important thing you have—your trust in your husband and his commitment to you. . . .

Maria: Yes! That bitch has always wanted him; she’s never stopped trying, and he finally fell under her spell.

Shelley: Yeah, so right now it seems like the only way to survive this is to lash out at her.

Maria: Absolutely! She deserves the worst; she destroyed my world. I won’t stop until she pays. She humiliated me, and she won’t get away with it. She won’t. I was awake all night, fantasizing about what I’m going to do to her. I’m going to hurt her. She’ll regret ever laying eyes on him.

Shelley: And your fantasies have helped you think you could get through this?

Maria: She can’t get away with this. I hate her.

Shelley: Right, she violated the thing that matters most to you in the world. When you fantasize about giving her what she deserves, how does that fantasy end? Who is in that fantasy?

Maria: Just her. Just her. She needs to suffer.

Shelley used empathic statements to cross into Maria’s experiential and emotional world. She never tried to talk Maria out of her desire to exact suffering on her nemesis, nor did she mention the obvious legal and life-altering consequences of an attack. MRI would classify such efforts as “first-order solution attempts”—actions that don’t differ significantly from what’s already been tried (by the clients themselves or significant others) and thus would only perpetuate the current situation and suffering. Instead, Shelley stayed engaged all two hours of their session, respectfully making contextual sense of Maria’s overwhelming desire to enact vigilante justice; she communicated this empathic knowing in ways that Maria could hear and acknowledge.

Shelley recognized that none of Maria’s fantasies involved her hurting her husband, Alex. When she commented on this, Maria seemed surprised.

Maria: No! I would never harm Alex. I love him, I still love him. I want this marriage.

Shelley: You must love him very deeply.

Maria: Very.

Shelley: Enough, you think, to forgive him at some point?

Maria: Yes, yes I will.

Shelley: What is it about your love that makes that possible?

Maria spoke at length about their marriage—the strength of their commitment and passion, their deep love for their young children, their faith, and their successes in overcoming previous hardships. As she shared these thoughts, illustrating them with memories and stories, Maria’s breathing slowed and her sobbing subsided. Shelley initiated a conversation about what Maria would be willing to do to preserve her marriage.

Shelley: And when this is all behind you, what do you hope for with Alex?

Maria: Alex and I want another baby; he will always be in my life. She is nothing to him; she was just a distraction because he has been so stressed. I know he loves me.

Shelley: Where do the fantasies fit in with you and Alex being together in the future, having another child, living your lives together?

Maria: My husband and my children are the only things that matter. She will be irrelevant again, like she was before. As much as I want to hurt her, I can’t raise my children from prison. I just keep thinking about it, I just want to make her pay. I don’t want her to get away with this.

Maria wanted retribution, but there was nothing she wouldn’t do to save her marriage. She explained all the reasons that she could never put her fantasies into action, as much as she desired to do so.

Shelley: So what’s the first thing you need to focus on right now? Making her pay?

Maria: As much as that’s what I want, I have to focus on me and Alex right now. Our marriage is the only thing that matters.

Shelley: What will be the first step towards reclaiming your marriage?

Maria: I have to let him know that that’s what I want, more than anything. Even after all of this. I can forgive him. I know I can.

By the end of the session, Maria was measurably calmer. Shelley highlighted Maria’s strength and devotion to her marriage, and she normalized the possibility of the fantasies returning during the coming week, given the circumstances, her passion, and her commitment to saving her marriage. Maria attended one additional individual session with Shelley before Alex joined them for several joint appointments, where they addressed the loss and rebuilding of trust and ways of surviving and thriving after a betrayal.

THE RELATIONSHIP BETWEEN PARTNERS

The entwining of bodies during sex, the dissolving of mind-body and self-other differences during orgasm, and the merging of commitments, finances, and futures throughout marriages: All, in their own way, alter the boundaries of personal identity, and all can involve a sometimes terrifying level of vulnerability. Intimacy is an expression of trust and security, but because of this, it is also a source of potential existential danger. No wonder, then, that the rupturing of a relationship—a sexual betrayal, an emotional betrayal, or both—can be a source of such unimaginable suffering. To the degree that the personal boundaries of each of the partners have dissolved in the forming of the boundaries around the partnership, a violation of the relationship necessarily undermines the integrity of one or both of the individuals within it.

When couples caught in the current or aftereffects of an affair come to our office, we encounter them—with all their recriminations and fury and guilt and incredulity—as people in survival mode, struggling to save face, struggling to find and hold on to the boundaries of themselves as individuals. They don’t know whether it will be possible to ever again find their way back to their partnership, so nothing could be more normal than desperation and confusion. This is where we start, then, making contextual sense of their experience and recognizing that at such times, emotional stability feels maddeningly elusive, and emotional safety, absolutely necessary.

Sam was devastated to learn from a friend about his wife Ella’s ongoing affair with a coworker. Like many couples, Sam and Ella had long shared the idea of their relationship as sacred, and Sam would have staked his life on his belief that Ella would never betray him. Having both been in previous relationships where infidelity was an issue, Sam and Ella had each stated categorically that this would and could never happen to them. However, Ella’s long hours and intense commitment at work had resulted in her becoming close to a coworker and ultimately becoming involved with him physically and emotionally. Sam had just learned of his wife’s year-long affair when the couple called Shelley for therapy. Over the next several months, they worked to rebuild trust, explore forgiveness, reclaim their sexual relationship, and grapple with the emotional repercussions of the affair.

However, the more Sam and Ella attempted to heal and reconnect, the more they found themselves at odds—resentful, angry, afraid, hostile. Sam said that the only time he could feel emotionally and physically connected to Ella was when she was suffering—when she felt deeply the full extent of her betrayal and experienced intense guilt and remorse. At these times, Sam’s anger and hostility would recede as he comforted Ella and reassured her that he could forgive her. They would then experience emotionally connected sex and Ella would begin to feel hopeful that their relationship would survive her affair. Unfortunately, as soon as she allowed herself a bit of optimism and respite from her guilt, Sam’s anger and resentment would return full-force, and she would experience his “punishment” all over again, in the form of hostility, accusations, and emotional distance. As Sam put it, “The only time I can love Ella now is when she is devastated, almost nonfunctional; it’s then that I feel compassion and can respond to her need for comfort.”

We see such devastating interactive cycles fairly often with couples struggling to regain mutual trust. The existential danger of relaxing personal boundaries can feel overwhelming. It requires a leap of faith, a leap into the dark, to risk trust again, to risk merging identities, so retreating to the individual protection of estrangement, to alienated bunkers from which to attack, can feel much safer. Individual safety is critically important. This recognition allows us to avoid offering couples first-order solutions, such as encouraging the betrayed partner to forgive and “move on,” or to encourage the partner who cheated to offer more heartfelt or demonstrable reassurance. Instead, Shelley recognized and honored the integrity of each of their responses.

Shelley: In a strange way, this makes sense to me, Sam. When you see Ella completely devastated, falling apart—when she’s at her most vulnerable—only then do you feel less at risk of being hurt again. For that moment in time, it is safe to open up to her and even comfort her. It probably feels pretty great to get there, a relief I would guess, after all the pain you’ve experienced.

Sam: Yeah, it just feels really good to be able to comfort her when she’s obviously in so much pain, which is weird since I usually just want her to suffer more! And then I hate myself for wanting that.

Shelley: Right, but what a relief to be able to finally connect with her again.

Sam: Absolutely. I miss our closeness but then I usually just push her away. I hate that I have to see her suffering so much to be able to feel connected to her.

Ella: It’s like he wants me to feel guilty all the time; otherwise, he can only see how much he hates me for what I’ve done to him. . . . For what I’ve done to us.

Shelley: Yes. And (turns to Sam) I’m sure for you, Sam, it just feels too dangerous to get close to Ella, particularly when (turns to Ella) you seem strong and self-sufficient. That’s got to be unimaginably frightening. If you’re doing well, what are you capable of?

Sam: It is! How can I be sure she won’t cheat on me again? I can’t!

Normalizing Sam’s emotional upheavals and seeming mean-spirited attacks, Shelley noted how each were seeking both safety and connection, and how, at the moment, those couldn’t comfortably coexist for any length of time. Of course, their current means of coming together—Ella’s remorse—was useful in the short term, but, over time, it wouldn’t be viable for rebuilding the relationship.

Shelley: Sam, you love Ella so deeply, I imagine it’s just terrifying to contemplate the possibility of living through being hurt again.

Sam: Totally. I couldn’t survive it again. I wouldn’t. I would walk away.

Shelley: But also, for you, Ella, you can’t remain in agony and devastation 24/7: It’s too debilitating.

Ella: Exactly! I can’t function like this! Am I going to have to feel guilty the rest of my life?

Shelley: Right! Guilt and remorse would be a toxic glue for the long-term repair of your marriage.

Sam: No, I get that.

Shelley: Well, so, there’s temporary relief and some healing that can happen when you get back close, but I expect those times will feel too vulnerable, too raw, for both of you to sustain for long. And so, pretty quickly, (turns to Sam) you will probably need to take a break, and your anger is one way for you to do that. It will take some time for that place of vulnerability to feel safe enough to stay in. For now (turns to Ella), your remorse is a vehicle for closeness. It demonstrates that you’re trustworthy. But when you start feeling good about the relationship, about the possibility of you and Sam making it through this crisis, you risk getting your groove back. You feeling confident, good, is, at least for the time being, a danger signal (turns to Sam) for you. The next step will be for it to begin to feel even a little bit safe to be together when you’re both feeling good about yourselves and each other, but it is too soon for that, now.

Rather than seeing the couple’s oscillations as evidence of an inability to move forward, Shelley framed them as normal, and thus expected and timely, responses to pain and desire, colored by fear. She emphasized their utility for the time being, which made it possible to contrast current ways of coping and staying safe with future ways of risking vulnerability and re-establishing trust.

Over time, Sam and Ella began to see their oscillations as indications of both love and fear (existing simultaneously), rather than as manifestations of continued resentment and betrayal. The intensity of the questioning diminished, and it became easier and easier for Sam to stay calm and hopeful when recognizing Ella’s strength and pleasure.

Although our conventional cultural norms privilege heterosexual monogamy in committed intimate relationships, clients experience and express their sexualities in multiple and diverse ways. Those who depart from societal expectations—by, say, including additional partners into the emotional and/or sexual orbit of the relationship—may experience marginalization and “monogamism” (see Timm, Chapter 6, this volume) from those around them, so it is vital for therapists not to mirror and exacerbate such marginalization. Maintaining a non-normative clinical stance requires us to move beyond stereotypical ideas about what it means to have a “good” or “healthy” relationship, offering genuine curiosity about what works best in our clients’ lives, regardless of whether the choices they are making would be ones that we would make in our personal lives.

Chelsea and Ashley, together for six years, were proud of their long-term committed relationship, somewhat rare among their friends. Both women, out to their families, enjoyed the support and emotional connection of a wide and loving social network. Together, they were raising Chelsea’s daughter from a previous marriage, and Ashley was fully involved as a parent, often taking her stepdaughter to school, entertaining her and her friends, helping with homework, and taking on her share of the emotional and financial responsibilities of raising a 10-year-old child.

Ashley had known she was gay since an early age. Although she had never had a sexual relationship with a man, she was more disinterested than disgusted at the prospect. Chelsea had been married briefly to a man, and it was this relationship that had resulted in the birth of her child. She had little contact with her ex-husband, and he rarely saw his daughter. Chelsea considered herself bisexual, and while she had been monogamous with Ashley for most of their relationship, she had in the past year begun a passionate sexual relationship with a man. She was honest with Ashley about this relationship, and, on occasion, had invited Ashley to join the two of them in their sexual encounters.

As the first session with Shelley began, Chelsea and Ashley were physically affectionate and obviously emotionally connected; they each expressed their deep commitment to making their relationship work. They were struggling, however, with Ashley’s increasing anxiety, anger, and fear over the role that Chelsea’s lover was playing in their relationship. Ashley had always been aware of Chelsea’s attraction to men and had expressed openness to Chelsea’s continuing to be sexual at some point with a man. The reality of the situation, however, was proving to be more difficult than she originally imagined; she was finding herself hostile and insecure—very different for her in this relationship—and was increasingly refusing Chelsea’s invitations for sex. When they did make love, Ashley would withdraw into herself.

Both women described feeling guilt for the pain they were each causing their partner—Chelsea for hurting Ashley through a relationship Ashley couldn’t fully embrace, and Ashley for being unable to accept what she had originally believed she could. Neither was comfortable making demands on the other, and they each believed they should be “above” the sorts of insecurities, jealousy, and resentments that they saw played out in their friends’ relationships.

Shelley sought to understand what a positive, mutually satisfying relationship might look like for the two of them. Given that the inclusion of Chelsea’s male lover was significant and relatively recent in their relationship, she normalized the heavy toll it was taking and highlighted the shared passion and commitment that also made it more difficult for either of them to take a stand, whether it was Ashley telling Chelsea to end the relationship, or Ashley demanding that Chelsea accept it.

Shelley tracked the interactive loops involving the lover. Typically, Chelsea would invite her male partner over, with Ashley’s consent, and deeply enjoy their sexual encounters, with or without Ashley’s participation. Ashley had tried on a few occasions to join them, but she felt more observer than participant, and her jealousy and lack of interest in male sexuality got in the way of arousal. After the lover would leave, Chelsea would try to connect emotionally or sexually with Ashley, but she would find her “emotionally unavailable,” which Chelsea understood as a form of “punishment.” Ashley resented this conceptualization, noting that she was “trying as hard as [she could]” to accept and even embrace Chelsea’s lover, but, nevertheless, she acknowledged that she would withdraw for several days until a crisis brought them back together, both emotionally and sexually.

Through several couple sessions, along with a few individual sessions with Ashley, Shelley focused on validating the integrity and legitimacy of each of their positions. Honest and open about her bisexuality from the beginning of their relationship, and acting on it only with Ashley’s knowledge and agreement, Chelsea obviously wasn’t “wrong” to bring a male lover into the relationship. Likewise, Ashley wasn’t “wrong” in her feelings of anxiety, distress, and fear of losing the relationship. While she wanted to be able to “give Chelsea this gift of an open relationship,” she had found it more acceptable in the abstract than in reality.

Shelley made no attempt to encourage either woman to change. Instead, she invited each to consider their highest priorities—what was most important in terms of their own needs, their relationship, and their future? Could they imagine finding a way to cope and continue with this tension? How did the distress impact them as a couple? What were they learning about themselves and each other from attempting to integrate Chelsea’s sexual attraction to men into their relationship? What would be different if Chelsea were to end the relationship with her lover? Would she then resent Ashley for having to give up something that was so important to her?

The couple took many months to explore these questions, and therapy continued intermittently as they experimented, distanced, reconnected, fought, and eventually found a way back—mutually, without recrimination—to monogamy. They described their connection as much deeper than before, and shared the importance of being able to openly consider options that many of their family and friends would condemn. Chelsea’s sexual fluidity did not change, and she didn’t offer guarantees that she would never again want to be involved with a man. But both women were confident that they could and would respond with honesty and integrity when future sexual opportunities arose for each of them. They recognized themselves as sexually vibrant women who would continue to attract other potential partners, and this awareness allowed them to be open with each other about how they, as a couple, would subsequently respond.

THE RELATIONSHIP BETWEEN CLIENTS AND DESIRE

Desire is marked by absence; indeed, as Alexandre Kojève put it, “desire is the presence of an absence” (cited in Flemons, 1991, p. 85). Like hunger and thirst, desire narrows your focus and the scope and direction of your efforts, inexorably pulling you toward what you can’t, shouldn’t, or don’t yet have. Its single-minded, forward-leaning attention, its grip of yearning, is impassioned by dangled possibilities and envisioned satiety and relief. In our consumer culture, we are always being enticed by some new, shiny thing, and sex works in similar ways. We pursue what eludes us, what lies beyond our reach, what we can’t quite see.

Because desire lives in the gap between what you have and what you want—or between where you are and where you want to be—then once the object of desire is in hand, the gap disappears and the desire dissolves. When you can count on what you have, you tend to take it for granted. If efforts to obtain or maintain it are no longer necessary, then your attention shifts to other things. In the process, the significance of what you have wanes; it fades into the background: The object of desire has become an object of indifference.

This explains why the good feelings derived from “retail therapy” are always so short-lived. Once you own what you’ve lusted after, the luster quickly fades. Many couples suffer for a related reason. Clients are hurt and confused when their partner, who was so intent on their getting together, has lost interest in them. They of course take it personally, but much of the problem lies in the nature of desire, itself. If we have a steady income and live in a safe neighborhood, we can take our possessions for granted. And if we have a stable marriage, we can take our trusted partner for granted. Predictability tends to extinguish desire.

The awakening of desire results not from effortful attempts to try to feel what isn’t there, but rather from the awareness of potential loss, of unpredictability. When you can no longer count on the object of indifference to consistently be available, then the threat of absence defines a gap between what is and what could be. Such threats provoke a gestalt shift: Background jolts into foreground when the potential for absence becomes starkly present. In the process, desire reawakens. Couples experience this when one or the other partner, not feeling appreciated, threatens to leave. There’s nothing like the fear of loss to reset priorities and rekindle commitment.

Jacques and Emmanuelle (Emma), both from France and in their early sixties, entered therapy with Shelley, describing the highs and lows of a long-term marriage. They had raised three children together, including two from Jacques’s previous marriage, and they were now empty nesters with sufficient financial resources and time availability for recreation. They had anticipated enjoying a renewed invigoration of and closeness in their sexual relationship, but the opposite had happened.

Always sexually adventurous, they described a history of ongoing sexual role-plays, fantasies, and experimentation, and both said these experiences had contributed to their long-term sexual and emotional closeness. However, in recent years, Jacques had become more and more the sole initiator of these experiences, frequently shopping online for provocative clothing for Emma and having it delivered to their home. These purchasing sprees often preceded planned trips and cruises, and Jacques explained how the search for and purchase of the clothes was “foreplay” for him, increasing his desire and anticipation for their sexual adventures on the trips. Emma, in contrast, found the accumulating boxes in the garage to be a message of pressure and demand; she experienced anxiety and resentment with each new delivery, and by the time the trip date rolled around, she was in no mood to travel, let alone frolic uninhibitedly with Jacques once they arrived.

Jacques not only purchased the outfits he wanted Emma to wear, he planned every detail of every trip, including the destinations, which most often included nude beaches and resorts. While Emma had in the past enjoyed such excursions, the last few trips had not gone well. Jacques would try to choose what she did and didn’t wear, and then he would attempt to orchestrate her movements at the resorts, asking her, for example, to walk back and forth in skimpy attire in front of other guests. She’d been left feeling disrespected and diminished. Nevertheless, she still loved Jacques. She still enjoyed turning him on, and she still loved their sexual nonconformity.

Shelley talked with them about their obvious commitment to sexual experimentation and creativity, notable in such a long-term marriage, and she asked about how they’d managed to sustain it. Both expressed pride in their sexual compatibility, noting how many of their friends were complaining of “sexual droughts.” Emma had lost significant weight in the past year, which had helped her feel even more confident and provocative in her self-presentation. She enjoyed how she looked, and she enjoyed how Jacques enjoyed it, but as he’d increasingly attempted to micromanage the private and public display of her body, her desire had decreased and her resentment had increased. Hearing these complaints in the session, which he’d heard many times before, Jacques felt dismayed and hurt, noting that he was simply “very hot” for his wife and couldn’t understand why this was not a compliment and aphrodisiac for her. He was also irritated by what he characterized as Emma’s frequent nagging of him to drink and eat less and work out more. Still, when Shelley asked him how he made sense of her demands, he said, “She’s asking me to be the best person I can be. That’s why I love her.”

Shelley said she understood both Emma and Jacques to be struggling for respect, for dignity, for uninhibited sexual expression, and for a connection not undermined by at times incompatible desires. Jacques acknowledged that he was self-medicating with alcohol to deal with his stress levels, and he asked Shelley for a referral to an individual therapist, preferably male. She recommended that he see Douglas for a few sessions and then that he and Emma reconvene with her for couple therapy. With Jacques’s permission, she shared with Douglas some of the issues with which he and Emma had been struggling.

In his appointments with Douglas, Jacques explored the degree to which his stress derived from a disconnect between what he believed he needed to feel good and what transpired when he attempted to institute his plan to get it. Because he was so naturally detail-oriented, he was inclined always to attend first to the specifics. He assumed that if he could get the small details right, everything else would follow in line. When this didn’t prove to be the case, when his goal diverged from the resulting reality, he would become disgruntled and disheartened and then double-down on what others perceived to be efforts to micromanage and control. The only exit he could imagine from this painful looping was complete abandonment—to quit, to give up, to flee. These options terrified him, so he would instead loop back to his road-tested methods, only to suffer more. This circular pattern played out not only with his wife, but also with others in his life.

Douglas and Jacques talked about the sexual enjoyment Jacques derived from his relationship with his wife. In the conversation, it became clear to Jacques that the times of greatest pleasure were those when Emma did or said something he couldn’t have predicted. Just as it isn’t possible to tickle yourself, because you already know how and where you’re going to touch next, you can’t get true enjoyment from your sexual partner when you can predict everything she is going to do and how she’s going to do it. A source of surprise, of unpredictability, delivers a charge that can’t be manufactured. Of course, not knowing what’s going to happen can also be anxiety provoking, but this is the kind of anxiety that can actually increase, rather than undermine, desire. Not getting exactly what he wanted had been a source of distress for Jacques, but appreciating its essential role in the larger scheme of facilitating pleasure and relief, he became interested in learning a different way of responding to Emma and others’ commitment to acting independently of his vision for them. Emma’s willingness to be her own person and keep him on his toes turned out to be, in retrospect, one of her most impressive sexual and life-skill attributes.

If you can look back differently, you can look forward differently. Jacques and Douglas explored ways he might invite and encourage Emma’s independence. After all, we desire what we can’t have (see Flemons, 1991; Perel, 2006), either because it is unavailable or taboo (or both), so what better way to rekindle their sexual enjoyment than to ensure that Emma was able to desire him (or not) in her own unique way? Only when she could participate freely in the relationship, independent of his vision, could she find again the desire that had been eluding her. If he too were unpredictable in his sexual initiations, at times purposefully choosing not to pursue sex with Emma, would this not, in the long term, be a way of discovering that foregoing sex could itself be an essential component of extended foreplay? Perhaps such an approach to desire would give Emma the freedom to discover that she, herself, wanted to want him.

When Jacques returned to his couple sessions with Emma and Shelley, the difference in him was striking. He said little about what he had discussed with Douglas, but he was increasingly open to Emma’s perspective and interested in how they could jointly create mutually satisfying sexual adventures. He recognized that Emma desired him—sexually and emotionally—and that if there were room for her to initiate and direct, mutual desire was possible.

THE RELATIONSHIP BETWEEN CLIENTS AND THE PROBLEM

Clients are in search of relief, and most, prior to coming to therapy, have attempted to achieve it, either alone or through enlisting the help of others, by making efforts to manage, contain, or banish whatever is troubling them. Unfortunately, any undertaking to control or negate a problem will tend to ramp it up and exacerbate the attendant suffering, rather than bringing resolution and peace (Flemons, 2002). Recognizing this, we offer an alternative to clients’ desire to free themselves from their problem; we think always about how to offer opportunities for them to find freedom in relation to their problem.

Douglas once saw a young English woman, Dierdre, who was concerned about her tendency to blush. She had a fair complexion, so her blushing was never discrete; others noticed immediately. Actually, as it turned out, Dierdre wasn’t so much worried about the blushing itself as she was about what others might conclude about her if they were to realize what prompted it. For reasons she’d tried hard but failed to figure out, she couldn’t keep herself from instantaneously catching and automatically responding to unintended double entendres that found their way into any conversation she was having. If someone said “My lips are sealed,” Dierdre would picture labia; if Dierdre heard, “We need to nip this problem in the bud,” she would think “nipple”; and if a person expressed a commitment to act—“Let’s do it!”—Dierdre would automatically translate it to also mean, “Let’s have sex!” The moment she heard something that could be interpreted as a sexual pun, her face would immediately and demonstrably register what she worried the other person might interpret as a preoccupation with sex. Afraid that this could lead the other person to conclude that she had a “filthy mind,” she would then blush in response to the blushing itself, only heightening her embarrassment and dismay.

A previous therapist had directed Dierdre to use a “thought-stopping” technique, wearing an elastic on her wrist and snapping herself with it whenever a double entendre flashed into awareness; however, the intervention hadn’t helped. “By the time I’d reach over to snap the elastic on my wrist,” she explained, “the blush would have already started.” She’d also tried various other unsuccessful methods to solve the problem; all, whether thought up by her or introduced by one therapist or another, had in common Dierdre’s goal of reducing, or ideally eliminating, her blushing.

Instead of freeing Dierdre from the pattern of her blushing, Douglas used hypnosis to alter the pattern itself. Rather than attempting to diminish her capacity to blush, he headed in the opposite direction. If the double entendres that triggered the blushing were obvious, then it was certainly possible that other people might occasionally make a connection between what had just been said and Dierdre’s immediate involuntary response. But what if her quick-witted sensitivity to sexual overtones were increased? If she could blush not only when hearing head or titillation, could she not also redden in response to but or as? Add a t to but and an s to as and you have butt and ass: both perfectly acceptable double entendres. And if you can add a t and s to words, why not be alert also for adjacent words that begin, respectively, with a little t and a? Would this not produce an orgy of meaning in almost every sentence? With her attention adequately preoccupied, there would be no possibility of anyone ever discerning the connection between words and face.

Two months later, in a follow-up phone call, Dierdre said her blushing hadn’t “been that bad” and on the occasions when it did happen, she’d undermined the pattern by attempting to blush as much and often as possible.

One area where clients get particularly caught trying to manage or eliminate their problem is when they are struggling with an addiction. There is currently a lively debate in psychiatric and sex-therapy communities about whether addiction is a useful way of characterizing sexually compulsive behaviors.‡ The editors of the most recent edition (2013) of the Diagnostic and Statistical Manual of the American Psychiatric Association, the DSM-V, didn’t think so; sex addiction notably didn’t make it into this influential compendium of disorders. Some postmodern and brief therapists reject the idea outright as unnecessary pathologizing (Miller & Berg, 1996; Todd, 2007). We, informed by Bateson’s systemic musings about addiction and adaptation (2000; Bateson & Bateson, 2005), recognize that new therapeutic possibilities emerge from viewing addiction not as an internal attribute of an individual but as an interactive pattern of relationship.

The assumption that addiction is a disease located inside of individuals is reflected in the language commonly used to talk about it. People will say that “Chris has an addiction to alcohol” or that “Sheila has an addiction to opiates.” Such “having,” a form of ownership, characterizes addiction as a way of being, as an identity: “Chris is addicted to alcohol,” and Sheila is an addict. The assumptions informing these descriptions are encoded within protocols followed by AA (Alcoholics Anonymous), NA (Narcotics Anonymous), OA (Overeaters Anonymous), GA (Gamblers Anonymous), and SAA (Sex Addicts Anonymous), protocols that predicate treatment on the necessity of the suffering individual’s accepting an identity as an addict and, in accordance with the seriousness of the diagnosis, making pervasive adjustments in personal expectations and life choices.

Conceptualizing the disease model of addiction as a metaphor, not as truth, we don’t consider addiction an actual illness resulting from some pathogen-like entity residing within people. Rather, we consider it a complex looping pattern of reflexive interaction, involving, at the simplest level of description, a person and a source of pleasure. The object of the addictive focus—the pleasure source, whether in the form of alcohol, oxycodone, food, slot machines, sex, or whatever else—becomes, at some point in the interactive process, a fast-acting-but-not-long-lasting solution to a chronic problem. As a delivery system for quick-hit, short-term relief, the pleasure source is understandably experienced as highly desirable, but the beneficial effects don’t sustain. For them to continue, and thus for the relief from the chronic problem to endure, the source of pleasure needs to be continually refreshed or the dosage readministered. If it isn’t, the person is faced with a double-knot of suffering—not just the reemerged presence of the original problem, but also, now, the added notable absence of the relief. This double whammy only intensifies the desire for the pleasure source.

The cycling becomes still more complicated, the knot more tightly tangled, when the obtaining of, and/or the indulging in, the pleasure source itself creates further suffering. Perhaps the person goes in debt or steals or cheats to obtain the object of desire. Or perhaps during or after the partaking of the pleasure, the person becomes dangerous, unpredictable, or unreliable. All such actions undermine life stability and relationships with significant others, giving rise to still more suffering. Once this happens, the addictive cycling is now fully recursive, the loop fully closed: The need for fast-acting relief is intensified by its very attainment—the source of pleasure has itself become a contributor to the suffering.

There is a central irony in addictive interaction that AA recognizes and Bateson (2000), in his essay, “The Cybernetics of ‘Self’ ” (pp. 309–337), clearly explicates. If, recognizing that you are hopelessly caught in an addictive cycle, you valiantly try to extricate yourself from it, using everything in your power to win a battle against it, then your resolve and strength, so helpful in other circumstances, will actually contribute another knot to the addictive entanglement, further undermining your hope of achieving your goal.

It is possible to win in a competitive struggle against another person or even against something bigger than you—a group of people, say, or a corporation. But if you pit yourself against a process (in this case, addictive cycling) of which you, yourself are an integral contributing part, then you get caught in a paradox, in an ironic loop. In a competition, one side’s winning presupposes the other side’s losing. When you find yourself on both sides of a competition, that is, when you are also a part of the side against which you are fighting, then by winning, you lose (see Bateson, 2000, pp. 309–337; Flemons, 1991, pp. 85–111).

This relational characterization of addiction identifies two layers of knots—a double looping pattern of reflexive, ironic, interaction. The first ironic loop involves a suffering person repetitively chasing after a source of pleasure—an object of desire—that consistently contributes to the suffering it temporarily relieves. The second ironic loop involves the person repetitively fighting against the chasing after, itself. In attempting to contain, control, or cure the desire, the person unintentionally and inevitably fortifies it.

The therapeutic implications of this relational conceptualization are significant. We don’t predicate hope and change on clients’ coming to accept a diagnosis—an identity—as an addict, and on their associated willingness to undertake the sweeping personal and interpersonal alterations necessary to keep this identity in place. Our approach is much more modest in scope. We focus on introducing small, achievable shifts or alterations in one or the other (or both) of the ironic looping patterns of their addictive entanglement. A difference in a pattern here can occasion a difference there, which makes possible yet another difference somewhere else, and soon the pattern as a whole is not the same. Addictions aren’t cured, but they can unravel.

Douglas once worked with a man, Juan, who loved his wife and wanted to be faithful, but his commitment to monogamy kept getting undermined by what he’d come to understand, based on the help of a previous therapist and some extensive reading on the Internet, as a “sex addiction,” involving both online pornography and prostitutes. Douglas asked him what the other therapist had explained regarding the problem and whether his own web-based research, as well as his personal experience of the problem itself, had either supported or challenged the therapist’s information in any way. We make such inquiries because clients’ beliefs and expectations are critically important contributors to what can happen during therapy. Understanding how Juan was orienting to the problem, both conceptually and behaviorally, could later help Douglas frame any suggestions for experiments or for invitations for change.

Juan said that what he’d been told and what he’d been experiencing aligned pretty closely. He recognized he couldn’t control the urges, and he’d felt less guilt since learning that the disease wasn’t his fault, but he wasn’t sure where that left him, because “no way in hell” was he “going to any SAA meetings.” It was hard enough to talk about what was happening with Douglas; he couldn’t imagine the humiliation of divulging in front of a group. And besides, “that whole Higher Power idea is a deal-breaker.” He asked whether hypnosis could help him better control the urges.

Douglas: Hypnosis might make a difference, but not by building your strength to resist.

Juan: But if I was stronger, I wouldn’t be here in the first place . . .

Douglas: I’m sure it seems that way. If your strength were weaponized, you’d certainly be able to fight harder and longer.

Juan: Exactly!

Douglas: Right, but you know those guys who, when challenged, get their back up, and when attacked get crazy-ass dangerous?

Juan: You must have seen the boxing match the other night on TV.

Douglas: It was like he was possessed, right? You get my point. Rather than shutting the urge down, you can unintentionally rile it up.

Juan: Shit, that’s the last thing I need.

Douglas: Yeah. So the alternative is to find that the wind in the sails of the urge can die down, becoming more breeze than blow. Just a zephyr.

Juan: Ha!

Douglas: So then it’s like, “Hey, where’d the urge go?” If nothing’s puffing out the sails, nothing’s dragging you along.

How would you prefer to orient to change? Galvanize yourself to take on a world-class fighter who will go after you at the slightest provocation? Or prepare to discover that a problem you’ve been battling is capable of unilateral deflation or withering?

Juan: So hypnosis can do that?

Douglas: It may be able to help, sure.

We’re careful not to over-promise. We offer possibilities, sometimes, as in this case, in the form of metaphors, and we assess the degree to which the client endorses them. This helps orient next steps and our direction in general.

Douglas proceeded to ask detailed questions about Juan’s experience of feeling compelled to watch porn and hire prostitutes. As Juan’s description of the process made clear, the escalation of desire, the urge, virtually always followed the same course, starting with something seemingly insignificant—a glimpse, a thought, a comment—that prompted him to home in on a particular part of a woman’s body: butt, breast, hair. He’d get captivated by the sight, and then he’d go in search of other examples of the same part, whether out on the street or on the Internet. The woman’s shape, height, weight, age, or skin or hair color barely registered. He was just in search of new examples, and as he searched, desire and arousal would both increase. At some point he would arrive at a porn site, where he would see escort advertisements. Soon he’d be making a phone call and arranging to meet a prostitute. Later, upon leaving the sexual encounter, he’d be overcome with guilt and resolve, which would hold him for a few days, until they wouldn’t.

Earlier in the session, when they were talking about boxers, Douglas had found out that when he was younger, Juan had earned a black belt in a martial art. Borrowing an idea from Stephen Gilligan (e.g., 2015), he asked Juan if, as part of his training, he had learned the skill of shifting his eyes from a hard to a soft focus.

Douglas: I wonder how avidly you practiced that skill? It’s so important, eh?

Juan: Sure, that was part of the training. I learned that.

Douglas: Because when you’re facing danger, or any challenging situation, the natural inclination is to develop tunnel vision, to focus in with sharp acuity.

Juan: Exactly.

At this point Douglas shifted gradually into hypnosis. His descriptions became more rhythmically connected with Juan’s breathing, he slowed down the tempo, and he emphasized key words. Juan’s eyes closed somewhere along the way. Here is a portion of what was offered.

Douglas: And then I guess you learned how important it is to be able to automatically allow your focus to widen. ’Cause with tunnel-vision focus, if you’re just looking at your opponent’s face or intently watching his hands for the next attack, . . . you will miss that round-house kick coming at your head, . . . His foot would be in your peripheral vision, . . . if only it weren’t for that hard focus, but if you’ve got tunnel vision, . . . you can’t see it, . . . you can’t get the whole picture, . . . until you widen your gaze, . . . And that learning, what you learned in your practice, can be sunk down, so it becomes automatic, just to be able to automatically soften your focus, your way of looking, . . . so you’re able, in your looking, you can take in everything in front of you, . . . everything. You soften your focus, you widen your gaze . . . to automatically include the full range, and you can see the whole person, . . . all of the person there in front of you, you can easily see all of the person in front of you, and that’s so much safer. Easy, effortless, and safer to see the whole person . . . and even in that wide focus to see yourself as well, a wide enough focus to see yourself and all of the other person. . . .

This could be described as a letting-the-wind-out-of-the-sails approach to change. Douglas utilized and elaborated on a skill that Juan had already learned well, describing it in such a way that it was relevant not only to martial arts, but also to compulsively looking at body parts and seeking out sex workers. Rather than exhausting himself trying to control himself, Juan found himself able to automatically expand the scope, and with it the nature, of his looking. Whole persons—human beings, not body parts—became foreground, and with that simple gestalt shift, he no longer got caught chasing after decontextualized, and thus fetishized, objects of desire. Over the next few months, the addictive loops of Juan’s arousal continued to slow and disentangle, and the relationship with his wife improved in a variety of ways. He didn’t stop looking at porn, but his wife knew about it, and it didn’t inevitably lead to his seeking out prostitutes. He was maintaining his goal of having sex only with his wife.

Like our brief therapy colleagues, we don’t try to fix what isn’t broken (de Shazer, 1985). Only when our clients tell us that something that isn’t working in their life will we invite them to discover, consider, and experiment with implementing different approaches to solving their problem. We only float—we don’t impose—possibilities. This means that we don’t advocate for clients to get on or off psychiatric medications or to get into or out of treatment with clinicians who work differently from us, and we don’t try to talk clients out of conclusions or beliefs. However, we recognize that changes in frame and/or experience can allow beliefs and behaviors to change.

Alan had a lengthy history of alcohol, heroin, and cocaine abuse, for which he had been in recovery several times—most recently for a period of two years. A treatment center referred him to Shelley and her practicum team§ after he had relapsed on alcohol and engaged a prostitute. His wife of two years, Jill, had known about his substance abuse—they had met in recovery four years earlier (she was six months clean of alcohol and heroin at the time)—but this was the first time she had learned about what Alan referred to as his “20-year sex addiction.” After the other times Alan had relapsed in their four and a half years together, he had told Jill only about the substances, not about his having had sex with other women.

Shelley and her team saw Alan by himself for the first session, approximately three weeks after his most recent relapse. He had already begun a new recovery, he said, and he believed that this would be first “true” one, for he had started attending to what he considered to be his “core issue”: sex. When asked how he knew he was a sex addict, he described molestation by an uncle as a child, chronic masturbation as an adolescent, and “obsessive” searches for sexual partners throughout his adult life. As he said, “The evidence is there: As soon as I finish having sex with my beautiful wife, I still want to go look for a fix. I get off and I’m not satisfied seconds later.” He said his goal for therapy was to develop a monogamous sexual relationship with his wife and to “get comfortable with the idea that sex is not a bad thing.” He also described the intense connection between him and Jill and said they had decided since this incident to commit to developing greater sexual and emotional intimacy in their relationship.

Alan actively participated in different 12-step programs, and professionals involved in them had suggested that he begin attending a 12-step sex-addiction group, with a commitment of achieving total abstinence. However, as he and Shelley discussed his sexual desires and his therapy goals, they came to a different understanding and thus developed a different treatment plan.

Shelley: How much at risk will you be for a sexual fix when you leave here tonight to go home?

Alan: There is a 99.9 percent chance that I won’t pick up a prostitute. But never say never. I would have said there was zero risk the night I relapsed.

Shelley: Is orgasm important? Intercourse?

Alan: It’s important not to cross the fatal line to intercourse. That is one thing I haven’t done and I won’t do. Once you’re over that line, it’s all over.

Shelley: It seems to me there’s a difference in your addictions. As a drinker and heroin user, you don’t say, “I want to drink and use heroin socially.” You want to quit completely. But you don’t want to quit sex. As you said, you want a monogamous and fulfilling sexual relationship with your wife.

Alan: Right. The paradox is that we don’t need cocaine and alcohol. But for a healthy relationship we do need sex. Normal people have a sex drive.

Shelley: In a way, sex has been masquerading as a drug.

Alan: Sex is my core issue. If I don’t deal with it, I’ll never be able to stay clean.

Shelley: So what will be your signs that you’re going to be able to stay clean?

Alan: When I’m drug-free and monogamous. Sex, but not sex as a drug. Sex as intimacy and connection. That’s what we want. It’s the best thing in the world.

When sex isn’t being used as a quick-fix solution to an enduring problem, then the pleasure of a sexual connection, and even the desire for it, won’t be experienced as addictive.

Shelley: And how much have you had that with Jill?

Alan: Sex is one thing and intimacy is another.

Shelley: How much intimacy?

Alan: Not much. We’re trying.

Shelley: What’s helping?

Alan: It’s easier once you start doing it. I know she loves me very much and I’ve never felt this way about anyone before. I trust what I have with her.

Shelley: Who is more afraid of the intimacy you’re starting to share?

Alan: She is.

Shelley: She has some reasons to be?

Alan: She’s been a sexual victim before; she’s had many abusive and controlling boyfriends, and her dad died an alcoholic. I know in my heart that if we don’t deal with this issue I’ll never be able to stay clean.

Alan had been at war with his sexuality for at least 20 years, trying, and always failing, to control himself. A therapy approach that counseled the necessity of abstinence would risk further entrenching the competitive struggle that had grown between him and his desire. He had felt controlled by something from which he had always distanced himself, and which wouldn’t go away despite his best efforts. Alan described the previous three weeks as his “most powerful, significant, and honest recovery,” as the cards were all on the table for the first time. Jill now knew what had been going on, and this made possible a different orientation to sex, one where intimacy was the goal. If sex could be a means of Alan connecting with his wife, it could also help connect him with himself.

Jill accompanied Alan to the second appointment, where she asked many questions about Shelley’s idea that perhaps Alan didn’t need to supplement his weekly therapy sessions with attendance at a 12-step sex-addiction group. In response to Jill’s questions, Shelley talked about her understanding of Alan’s relapses, his current recovery, the 12-step approach to solving sexual problems, and her own way of orienting to such cases. She connected with the couple by matching their frank and open way of talking about their sexuality and by engaging with their uninhibited sense of humor. Before the end of the second session, they had committed to working as a couple on their sexual relationship, not just on Alan’s addictive relationship to sex.

Jill explained how she was struggling to balance cautious optimism and fear. She had been “blindsided” by the sexual component of Alan’s “illness,” and she wanted to avoid that in the future. She described her intense desire for sexual and emotional intimacy with Alan, contrasting it with her “terror of being violated sexually.” She said she wanted to be able to look him in the eyes during lovemaking, but at this point she could only let in small amounts of intimacy at a time, and she was trying to gauge how much she could handle. She confirmed Alan’s earlier descriptions of her prior abusive relationships and said these had encouraged her to be guarded and emotionally distant before becoming involved with Alan. It had felt like the ultimate violation, then, when she found out about Alan’s sexual involvements with prostitutes.

Throughout the second session, the couple sat close together and touched each other continually, showing mutual affection and tenderness; however, Jill’s fear remained palpable. Shelley commented on the wisdom of Jill’s caution and suggested she carefully monitor her pace in their search for intimacy: It was important, she said, for Jill to protect herself. Shelley also cautioned her about the dangers of taking sexual responsibility for Alan’s recovery.

Shelley: Of course, it makes sense that you would think of Alan being with a prostitute when you’re making love with him, or maybe even more when he wants to make love and you don’t. But it will be potentially dangerous to both of you to tie those two together. You can’t have great enough sex with Alan to keep him out of a prostitute’s bed. As he has said to me and to you, sex with prostitutes is not about relationship—it’s about body parts. Making love with you and being with a prostitute are two different animals, and if you try to cure one with the other, you will likely fail.

Jill: I know. I can’t save him. He has to do that himself. And I have to be okay telling him no if that’s what I need to do.

Shelley: Yes.

Alan: As I’ve said, it’s an inside job. No one can do it for me. I just want to be able to love my wife.

From our perspective, intimacy isn’t possible without freedom. Shelley believed that sex could further Alan and Jill’s connection only if not having sex didn’t jeopardize it. If Jill felt the need to offer or agree to sex as way of protecting their relationship, or if Alan used sex with Jill as a way of keeping his desire for other partners at bay, then neither of them could feel safe, never mind comfortable, saying no to the other’s sexual invitation. When there is intimacy, saying no to something particular in the relationship (such as a request for sex) is a way of saying yes to the relationship as a whole (Flemons, 2002).

Over the next several sessions, the couple discussed their ongoing efforts to balance their optimism and desire for intimacy with the caution necessary to make it possible. Alan struggled successfully not to relapse with either substances or sex, and Jill’s willingness to pursue sexual and emotional intimacy with him grew as he continued to have no “incidents.”

Alan began telling Jill and the therapy team about situations that could have triggered him to relapse but did not. Initially, these stories were difficult for Jill to hear, as she preferred that he avoid any potentially risky situations. However, for Alan, telling Jill of his experiences seemed to be a way of ensuring and demonstrating his ability to remain “clean.” The team offered the idea that Alan’s storytelling served to include Jill in his recovery. They also noted Alan’s confidence in Jill’s willingness to continue risking increased intimacy with him.

During the sixth session, Jill and Alan described difficulties having to do with how they managed their money, spent their free time, and negotiated their friendships. Shelley commented on how different these problems seemed from the ones with which they came in.

Shelley: Maybe I’m wrong but these seem a bit like high-class worries to me. If you can worry about these things, your lives must be going pretty well.

Alan: High-falutin’ problems! Don’t you love it?

Jill: I adore it! Beats the shit out of “If I don’t have sex with Alan tonight he’s gonna go find a prostitute!” Yeah, we’ve got a real different kind of problem now.

Shelley: What happened to those other problems?

Alan: I told her yesterday I saw a prostitute outside work. It took me only a few seconds to know I wasn’t going to follow her. I just don’t want to do it.

Shelley: Do you ever expect that initial desire to go away?

Alan: Never a day in my life when a working girl on the street won’t kick up some sort of memory. Just like looking at booze and saying it’d be great if I could just drink like an earth person. It will always be with me but the answer to the question is no.

Shelley: So when he comes to you and tells you about seeing prostitutes on the street, what is that like for you?

Jill: It frightens me. It’s never gonna go away and that’s the reality.

In retrospect, Shelley would prefer to have asked, “As your intimacy with Jill continues to develop, and as you more and more recognize that sex is a way of achieving such intimacy, I can imagine a time when you would see a prostitute and know in the moment of noticing her that you wouldn’t follow her. When do you expect that to come about?” A query of this sort could have helped further create the expectation that a non-addictive relationship between Alan and his desire—where the sight of a prostitute wouldn’t have enough of a kick to become significant for him—was a realizable possibility. At this point, Alan’s recovery and Jill’s trust in it were still dependent on Alan’s not trusting himself. An unknotting of Alan’s relationship with his sexuality awaited his beginning to recognize when trusting himself was possible and appropriate.

Shelley: Does that sexual desire scare you more than his other desires?

Jill: Yeah. I’m rebuilding trust. I’m letting down walls. It’s scary and it’s wonderful. It’s very exciting to me.

Shelley: The first time I met you two, we talked a lot about finding a balance of caution and intimacy, and letting down those walls. It seems like you both are letting down walls. And it’s scary and there’s got to be caution. You look for balance.

Jill: I think I’m ready to go a little further.

Shelley: Where do you think you want to go that you haven’t gone yet?

Jill: Well, this week, I seduced him. I covered him with baby oil and did things to him that are so far from anything I ever say or do. Believe me! I can’t believe it. I don’t really know where else I want to be because I’ve never been there. I haven’t had this kind of relationship before.

Shelley: Emotional and sexual intimacy combined?

Jill: Yeah, that involves touching and loving. That’s not something that’s ever been a part of my sex life. It’s always been mechanical. But we both value intimacy. We both value monogamy. We had a magic sexual moment this week. I don’t think either of us can really describe it well.

Alan: I say it was fun.

Jill: I say it was sexy as hell!

Alan: Well, yeah, that too! You felt like my buddy and my friend and my lover. I could get so loose with you and have fun sexually. It was a “wow” moment. Cool. A moment of freedom; no hang-ups.

Jill: I felt safe because I realized I’ve been missing out on a whole bunch of stuff.

Shelley: Like good sex?

Jill: Yeah!!

Shelley: But you had to trust first, to feel safe. You have a way of holding people at bay if you need to protect yourself, and that has worked for you, particularly in previous relationships. But right now you don’t feel the need to do that with Alan. You feel the need to drop the walls and go toward him.

Jill: Yeah, we’re having frequent sex, and good sex. But when I hold back, I know I’m looking for safety; it’s empty, but it’s safe. But I don’t want that, I just need it sometimes.

Shelley: Yeah, if you just wanted safety you wouldn’t be sitting here with Alan.

Jill: You got that right! But every time I think about our fun, sexy encounter, I have to smile.

One of the joys of working with couples is seeing how change in one person is occasioned by, and helps occasion, change in the other. In the following session, two weeks later, Alan relayed a new story of how he had seen, but not engaged the services of, a prostitute, and he described how he had responded at the time. Again, this tale was somewhat frightening to Jill. Shelley discussed with them his decision to share the details of such encounters with her and how she was responding to his descriptions.

Shelley: Do you understand why she’s more spooked about this than you are?

Alan: I do, of course.

Shelley: Are you more confident than she is about your ability to resist?

Alan: Absolutely.

Shelley: Cocky?

Alan: Maybe. Some issues never go away completely.

Shelley: I agree. This thing you just described isn’t resolved. You resolve it again each time you encounter it.

Alan: Exactly.

Shelley: Every time you see the girl you get another chance to resolve it. There seems to be no one time to resolve it for the rest of your life. The more distance though, the better. And every time you resolve it well, the distance grows.

The kind of distance Shelley was noting here is the comfortable distance engendered by disentanglement, not the straight-arm distance of competitive struggle. Still, it was obvious that Alan was still finding it necessary to keep his potentially addictive desires at bay. However, Jill had begun to relax, and the two of them were staying safe through intimacy rather than fear.

Alan: Right, and lots of stuff is going right these days. I just have to keep my guard up.

Shelley: How much is Jill involved in keeping your guard up?

Alan: We do it together. That’s why I tell her this stuff.

Jill: I’ve relaxed a lot.

Shelley: You’re not afraid to push him. But he’s not afraid to tell you about the scary times. That’s a good sign.

Jill: Yeah, this week he thanked me because he went out and I wasn’t paranoid. He was showing me he’s consistent. A few months ago I would have been crazy.

Shelley: And how’s the intimacy?

Jill: We had an amazing experience this week. We were making love and Alan was going down on me. Always when that has happened in the past, with anyone, I find myself going to what I call the “dark place.” That’s the safe place for me even when I’m with someone abusive, because then I forget about them and just have this incredible orgasm, very powerful physically. But this time, for some reason, and for the first time in my life, I didn’t go away. I stayed in the light. I never went to the dark place. And what happened was that I looked Alan in the eyes when I came, and I’m not sure he even felt me come. Because usually he can feel it physically. This wasn’t such a powerful physical orgasm. But it was so powerful emotionally.

Shelley: So you had a small but intimate orgasm. Maybe this small one was actually the biggest orgasm of your life. And how did you know, for the first time in your life, that it was okay to stay in the light?

Jill: (looks at Alan for a long time) I just knew he loved me. I want to stay there. I don’t want to go back to the dark place.

Jill found a way to feel safe enough to experience orgasm in relationship with Alan. Soon after this, Alan began timing his orgasms to ensure Jill’s pleasure. Subsequent sessions were used to explore the couple’s sexuality and intimacy within the context of Alan’s ongoing success with, as he put it, “remaining clean”—from drugs, alcohol, and non-monogamous sex. We think of his success in terms of his remaining unentangled in addictive looping patterns with sources of pleasure, but we don’t impose our terminology on clients.

The intimacy Alan and Jill had created together went beyond their lovemaking. As Alan explained in a later session, “Jill’s the only woman I have ever fallen asleep with while she’s holding me in her arms. It’s the safest place.” A month later, Shelley saw the couple for a check-in session; this was something they had requested to help monitor Alan’s ongoing struggle with addiction. During that session, Alan and Jill described the enormous progress they had made in the face of potentially devastating crises, and they again underscored the intense intimacy that had become possible for them.

Jill: The bottom could drop out tomorrow but we would survive that too, after all we’ve been through.

Shelley: Right, you guys have survival skills that most people don’t have. You’ve been through the fire and have come out stronger.

Jill: Whatever happens, we’ll find the good in it somehow; I know I will.

Shelley: You said a long time ago that everything you’ve gone through in your life has brought you to a better place, even if you can’t see it in the moment.

Jill: Yeah, but when I do see what I’ve gained, I trust it. I have become more emotionally prepared, I’ve grown so much. I see what I have to offer now.

Shelley: Your lives have pushed you to the limit and you’ve come through. You found the way to get yourself to the other side.

Alan: It’s really unbelievable the way our lives have turned out. Who the hell would have thought we could come this far? We’re so blessed.

Shelley: I don’t think it’s only that you’re blessed. Of course you are, but you’ve also done this; you’ve made the choices. You had a lot of shit in your lives too; you could have chosen to go down with it.

Alan: I know, it’s true. I can’t believe where we are.

Alan and Jill kept coming to Shelley for “check-ins” until, a few months later, they decided they no longer needed to see her. Alan maintained his involvement in 12-step programs to help him manage his relationship with substances, but he was no longer “managing” his sexuality. For him, sex had shifted from being a quick-fix source of relief to offering enduring opportunities for trust and intimacy. He was no longer competitively working against his sexuality, holding his desire at bay. Jill continued to explore the exhilarating liberation of “enlightened” sexual and emotional intimacy: While she acknowledged that the dark place was “safe and easy,” she found it possible not to have to go there. They left therapy having connected with each other, and having done much to connect with themselves and their sexuality.

The therapeutic ideas and illustrated methods we’ve offered in this chapter, grounded in our relational orientation to brief therapy, begin and end with a commitment to empathic knowing. When we’re able to gain an insider’s perspective of our clients’ beliefs and ways of living, we can recognize the relevance, for our clients, of the experiential details of their conundrums. Tracing mutual and complementary communicational loops between partners, as well as self-referential interactions between individuals’ awareness and sexual experience, we come to appreciate the complex and often painfully knotted patterns characterizing desire, arousal, pleasure, and intimacy. It is from this empathic position that therapeutic possibilities emerge.

We invite our clients to join us in our curious exploration of what can happen when a seemingly small therapeutic difference is introduced in how a situation is understood or in what a person or a couple has been doing to try to contain, control, or cure their problem. These differences are therapeutic to the degree that they head in the direction of finding relief in relation to their problem, rather than from it. When we and our clients aren’t focused on containing or eliminating the problem, then the pattern of the problem can become disentangled. This is what we think of as relational freedom. Honoring personal and interpersonal boundaries and choices, we, at our clients’ request, invite safe exploration of the possibilities for safe sexual pleasure and intimacy. Both entail a willingness and ability to let go within a connected relationship of developing trust.
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* Bateson (2000) referred to such mutual interactions as symmetrical. We prefer the term mutual as a way of indicating the sameness or reciprocal equivalence of each partner’s engagement. We retained Bateson’s use of the word complementary for characterizing partner interactions that fit together by virtue of their contrast.

† Some clients consider themselves bridging, or outside of, gender binaries.

‡ Professionals in those communities are in fact arguing about whether sex addiction is real; our concern is not ontological (does it exist?) but epistemological (how is it recognized, and, through naming, known?). If you understand a pattern of thinking, emoting, and behaving as an addiction, what does that frame allow you to see and do that would otherwise remain unavailable to you as choices or options? If you discount the validity of the label, the frame, what, in turn, does that epistemological choice provide by way of options of understanding and intervention?

§ The case was seen as part of a family therapy master’s practicum Shelley was supervising at the university where she teaches. Because of the nature and complexity of the situation, Shelley conducted the interviews; one of her students, Carol Griffith, joined her as a co-therapist for the first few sessions; the others watched from behind a one-way mirror.
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Unique Problems, Unique Resolutions: The Case of the Bad Orgasm

Monte Bobele

All happy families resemble one another; every unhappy family is unhappy in its own way.

—Tolstoy (1918/1973)

TO PARAPHRASE TOLSTOY, all sexually satisfied couples resemble one another, and every dissatisfied couple is dissatisfied in its own way. This understanding challenges the wisdom of allowing the DSM-V to organize our therapeutic work. Although the practice of diagnosing clients is useful for keeping statistics, doing research, and justifying funding, it also obscures what Tolstoy saw so clearly—that every problem is unique. The case I will describe shortly was chosen because it illustrates how recognizing, respecting, and working with the uniqueness of clients’ dissatisfactions—sexual or otherwise—can result in relatively rapid resolutions. I find that clients are frequently highly motivated to resolve their sexual problems as quickly as possible. In fact, in my experience, clients’ motivations for change are usually at the highest point at the very beginning of therapy. This was certainly the case with Bud and Diane, a couple I saw in Houston several years ago when I was part of a large private practice that specialized in treating marital and sexual problems.

Bud, a 30-year-old college graduate, had been employed as a petroleum engineer since graduating from college. He was the oldest of three children, and his parents were retired schoolteachers. Fit and trim looking, he exercised regularly and played basketball at the YMCA three times a week at lunchtime. He was soft-spoken and seemed shy, rarely looking up for the first several minutes of the session. Because he had grown up locally, his speech was tinged with the accent of the East Texas piney woods.

Diane, 29, taught high-school English to gifted and talented children. Her father, a lawyer, had died two years previously, and her mother still worked as a bank teller in the small farming community where she grew up. An athletic blond who looked like she’d just gotten off the tennis courts, Diane explained that she played the game regularly with other teachers from work. She was poised and had little trace of her rural upbringing in either her speech or manner.

Married seven years, Bud and Diane had one child, a daughter, who was six-years old and in the first grade. They both said that they did not have plans for another child, but they simultaneously lit up when talking about their daughter. It was apparent from their descriptions of their participation in her school activities, her soccer team, and her music lessons that they were enthusiastically involved in her life.

The couple sat close to one another on the couch and frequently looked at one another as they talked. There was little open tension between them, but a faint undercurrent of something was evident. They were polite with me and with one another, rarely interrupting each other, but they seemed a bit anxious and uncertain about how to behave in this obviously new situation.

After taking time to set them at ease and finding out some of the facts of their everyday life, I asked about the purpose of their coming to see me. Bud came straight to the point: “I,” he said, “have bad orgasms.” To explain how I responded to this unique problem, I first need to describe how I approach therapy in general and then how I specifically apply this approach to sexual problems.

THEORETICAL FOUNDATIONS

Mental Research Institute

The work of John Weakland and the Mental Research Institute (MRI) significantly influenced my approach to this case (Fisch, Weakland, & Segal, 1982; Watzlawick & Weakland, 1977; Watzlawick, Weakland, & Fisch, 1974; Weakland, Fisch, Watzlawick, & Bodin, 1974). MRI essentially conceptualizes a problem as the interactional pattern produced by the social system in which the problem is embedded, and thus it focuses on understanding how individuals interact with one another to solve life’s ordinary challenges. As Weakland was fond of saying, “Life is just one damned thing after another. Problems are the same damned thing, over and over.”

From an MRI interactional perspective, the problems that people bring to psychotherapists are nothing more than exacerbations of ordinary, everyday problems in living. In this view, sexual difficulties are understood as stemming from the ordinary, regular problems in relationships. Even in cases where there are clear-cut medical components, the participants’ actions and thoughts concerning the difficulty often lead to an exacerbation of it.

Through experience, we*, and those around us, learn how to resolve the everyday difficulties life presents. We often assume that the solutions that worked in the past, or worked for someone else, can be applied successfully to new difficulties. But, according to MRI, we also frequently persist in trying methods that, although successful in the past or in different circumstances, are not now working, and we inaccurately blame our failure on the quality of our effort, rather than on the nature of our solution. Trying harder, longer, louder, more frequently, and with more faith, we become like Charlie Brown striving, and failing, again and again, to kick the football that Lucy keeps yanking away at the last second.

Struggling with the failure caused by dogged repetition of unsuccessful solution attempts, people may not only become frustrated, they may also lose confidence and become alarmed that the problem is getting worse. When they become demoralized, their sense of hopelessness and impotence may spread to other areas of life, as well. Accordingly, MRI adapted the old adage, “If at first you don’t succeed, try, try again” to read, “If you don’t succeed after the second time, then try something different”† (Fisch et al., 1982).

Of course, we don’t make solution attempts in a vacuum. Each partner in a couple, for example, will understand, define, and perceive a problematic situation differently, and these separate understandings will determine how they individually and interactively respond. If they have differing ideas of what needs to be done, they may argue or vacillate over the steps to be taken. The MRI therapist begins by tracking clients’ interactional patterns and solution attempts applied to the identified problem.

From an MRI perspective, the resolution of sexual difficulties in a couple’s relationship requires the therapist to be sensitive to both partners’ understandings of the problem, as they have led to their individual approaches to solving their problem. Bud and Diane followed up on his “bad orgasm” opening by telling me about a decrease in the frequency and pleasure in their sexual lives, noting that they liked sex and had been mutually satisfied until recently, but they were each now angry at the other about their current standoff. Bud was afraid that if he didn’t continue his frustrated and “desperate” attempts, they would never have sex again, and Diane was afraid of his rejection (which she had experienced before). This had led to a situation in which each was waiting for the other to initiate lovemaking.

Their standoff had spiraled out of control and affected every aspect of their relationship. With each perceiving the other’s lack of interest in sex as a lack of love, they had become so allergic to sex that any affectionate talk or touching had become restrained, if not absent altogether. In this atmosphere of mistrust and hurt, rejection had become a self-fulfilling prophecy. The few attempts by either of them to initiate any affectionate activity were rejected by the other as insincere. They each wanted to be approached because the other “wanted to,” not because he or she “had to.” This is an example of what MRI calls the “be spontaneous paradox”—“I want you to do so-and-so because you really want to, not because I want you to” (Watzlawick et al., 1974, p. 65). So, ultimately, they both began to see any initiation of sexual activity as the fulfillment of some obligation, rather than as true affection.

Although several entrées into Diane and Bud’s sequence of “offer-reject-withdraw” were available as starting points for intervening, the couple had both described their fear of rejection as part of the reason for avoiding each other, so I proposed they develop some emotional protection against this danger. I imagined aloud the rejection that telephone solicitors face, knowing as they do that they may make hundreds of calls, and be subjected to as many rejections, before anyone listens to their sales pitch.

At some point, I speculated, telephone solicitors must develop some sort of armor. One solicitor told me (with a primitive first-hand understanding of Skinnerian reinforcement schedules) that he knew that he was not going to get a sale unless he went through about 75 hang-ups first. He thus tried to get those hang-ups out of the way as quickly as possible, so he could get to the sale. “I just realized that the rejections were like a warm-up to the sale,” he told me, “so I quit taking it personally. I made myself say ‘thank you’ even if they had already hung up.” I suggested to Bud and Diane that perhaps one way to develop armor against rejection by the other person was to practice handling it. This is a variation of MRI’s suggestion for handling a client who is “attempting to master a feared event by postponing it” (Fisch, Weakland, & Segal, p. 139).

When they told me that this idea made sense to them, I suggested that they each initiate some affectionate activity a couple of times every day. The partner was, in each case, to find some creative but gentle way to reject the other’s advances. I cautioned them about how difficult, and perhaps painful, this would be, given their recent history, but encouraged them to try, anyway. I also asked them not to give in to the temptation to respond affectionately to the other, because each of them needed more practice in being rejected in order to first develop “rejection armor.”

As I had hoped, when they returned the following week, they proudly told me the various ways they had done the homework assignment successfully for several days in a row. Interestingly, the anticipation that their overtures would be rejected had introduced a kind of certainty into their relationship. Before, whereas they had come to count on being rejected, they had continued to hope that the outcome would be different. But while they were doing their homework, they expected to be rejected every time, so they didn’t get mad at their partner when it happened. As Diane noted, “I actually felt closer to Bud when he rejected me this week, because I knew he was doing it in our own best interest, kinda.” Eventually though, Bud succumbed and responded positively to Diane, and they had made love for the first time in months. At the end of this second session, the couple had already made a significant enough change that they were well on their way to resolving the original presenting problem. After three sessions, the couple believed that their relationship was back on track and concluded that the therapy had been successful.

The focus of interventions in this model is on the interaction between the problem and the solutions applied to it. MRI authors have described several techniques designed to disengage a problem from its attempted solutions, including changing the meaning ascribed to the problem so that a different class of solutions becomes possible. This shift in understanding of the underlying nature of the problem is referred to in the interactional literature as second-order change, and facilitating such a shift is an important component of an MRI approach.

Second-Order Cybernetics

Although my work has been influenced primarily by MRI ideas and practices, it is also informed by what some have characterized as “second-order cybernetics,” or “the cybernetics of observing systems” (Keeney, 1983; von Foerster, 1982, 2002). Such a perspective underscores the necessity of considering the observer in any description of what he or she is observing. Just as subatomic physicists realized that the act of observation changes what is observed (Prigogene & Stengers, 1984), so too physiological psychologists have long known that we interpret, or give meaning to, internal feelings based on the external context (Schacter & Singer, 1962). Heart palpitations, sweaty palms, and shortness of breath are interpreted as love or fear, depending on whether we are approaching a lover or being stalked by a tiger. We don’t know what to make of a behavior or experience until we’ve established a context for understanding it.

Therapy provides just such a context for understanding. The definition of a problem is an interactive affair, involving the clients’ and my perception of their complaint, as well as the context that brings us together. For example, as clients and I discuss their problem, I, by virtue of my talking with them in a therapy office, am to some extent endorsing the point of view that the problem is psychological in nature, rather than medical, educational, spiritual, legal, and so on. If they disagree with this characterization—perhaps because they are meeting with me at the suggestion or demand of someone else—then simply engaging in a conversation about the problem will necessarily put us at cross purposes.

Another contextual component that defines therapy is the decision-making process around the number of sessions conducted. Many therapists, and clients for that matter, believe that the more severe a problem, the more sessions are necessary to remediate that problem. There is little empirical evidence that the severity of the complaint or the duration of the complaint are related to the length of therapy (Bobele & Slive, 2014). Thus, when clients call for an initial consultation about sexual difficulties and ask about fees, I usually quote an hourly rate, followed immediately by an estimate of the number of sessions that will be necessary—maybe only one appointment, but most probably no more than eight to ten. This picture of the overall length of therapy is often helpful with motivation, setting an expectation that positive change is reasonably possible with even just one appointment. When the clients come in to see me, this expectancy is further enhanced by my beginning each therapy session, including the first one, by asking, “What has gotten better for you in the last week?” I’m always prepared to discover that the current meeting will be our last.

Related to length is timing. I may not see clients weekly after our first two to three meetings. Spacing sessions further apart, I implicitly and explicitly frame these gaps to clients as signs of their improvement—raising the training wheels, if you will. Acknowledging the importance of context in interpreting behaviors and recognizing that the observer is part of this context, I have over the years moved away somewhat from orthodox MRI explanations. For example, a standard MRI intervention is to ask clients to “go slow” in making improvements. Weakland and his colleagues frequently explained this and other seemingly paradoxical interventions as directed at people’s natural tendencies toward resistance. Milton Erickson, the primary influence on MRI’s strategies, told the archetypal story of getting a stubborn animal to head toward the barn by pulling on its tail in the opposite direction (Erickson & Rossi, 1975). Frequently, then, MRI developed interventions designed to “pull on the tail” of clients.

A second-order understanding of such interventions adopts a more sophisticated view of the situation. When I encourage clients to “go slow,” to “do more of the same,” or to “practice their problem”—as I did with Bud and Diane—I understand that my message is being offered via two channels: the verbal (“go slow,” “do more of the same,” or “practice the problem”) and the nonverbal, which is infinitely more complicated, somewhat subtle, but just as important.

Delivered in the context of therapy, messages such as “practice the problem,” “do more of it,” “allow it to occur unimpeded,” and so on become therapeutic communications, which clients and therapists generally regard as being predicated on change. Thus, such messages are grasped as if I were saying, “I am asking you to interact with the problem in a way that will help you change the situation associated with it.” In fact, this is precisely what MRI therapists always do. The rationale, the “frame,” that is constructed with clients is always designed to provide a justification for why, in the service of getting over the problem, the problem should be practiced more.

From a second-order cybernetics position, the key to this understanding of the intervention is that it takes place in a context of change (psychotherapy), is given by an agent of change (a psychotherapist), and is taken under consideration by a customer for change (the client). This understanding goes far beyond simply pulling the tail of the problem.

An application of all these principles can be found in my work with Bud and Diane, who were suffering, as Bud put it, from “bad orgasms.”

CASE ILLUSTRATION

First Session

Description of problem by the clients. “I have bad orgasms”: I thought I had misheard him, or that he meant he was anorgasmic. At this point, I wanted to get a richer description of the problem.

Monte: Can you help me understand that?

Bud: Well, Diane and I had what you could call a normal, active sex life since we got married. But, a while back, I began having bad orgasms. It’s not that I can’t come; it’s just that when I do, it is not as good as it used to be.

Monte: Okay. . . .

Bud: I never have difficulty getting hard, and coming too soon has never been a problem, either.

I turned to Diane to be sure that I included her in the conversation right away. Although I am careful not to over-interpret issues such as who attends sessions and who sits where, I assumed that since Diane had come to this appointment with Bud, the couple at some level understood this to be their problem rather than just his problem. I wanted to establish a pattern early on that included both of their accounts of the problem, their attempted solutions, and the meanings each made of the problem. This would ultimately make it easier to enlist both of them in the treatment.

I was still puzzled by what a “bad orgasm” could be, as it seemed to me to be an oxymoron. One of the cardinal tenets of MRI therapy is to avoid using language, labels, and ideas that do not come directly from the client’s worldview, so I was prepared to use “bad orgasms” as the problem description.

Monte: Diane, tell me about these bad orgasms. How do they seem to you?

Diane: Well, . . . (looking at Bud) at first I couldn’t understand how an orgasm could be bad. I mean, isn’t an orgasm something that is good—all by itself? Anyway, I couldn’t tell any difference. Everything seemed okay to me. I was shocked when he said that he was not enjoying sex.

Here, perhaps, was an early expansion of the meaning of “bad orgasm”—it had something to do, at least from Diane’s perspective, with Bud’s not enjoying sex.

Bud: It’s not that I’m not enjoying sex. It’s that the orgasms aren’t good.

More often than not, couples disagree on the nature of the problem, if for no other reason than that their perspectives differ. Rather than resolving this disparity, I decided to begin to try to track the problem’s origin and the solution attempts that had been tried. I wanted to see how each turn in the problem-maintaining, positive feedback loop looked.

Monte: Okay. Diane, when did you discover he was having bad orgasms?

Diane: I don’t know, I guess it was about six months ago.

Monte: And Bud, when did you first notice you were having bad orgasms?

Bud: It was about a year ago.

Again, I was not surprised that they had different histories of the problem. Instead of trying to resolve a difference in perspectives, I reframed their differences.

Monte: Sounds like you were able to keep the bad orgasms from Diane for a while, Bud. Okay, let’s back up a bit. Did you usually have good orgasms up until about a year ago?

Bud: Sure.

I thought that the basis for comparison could safely be called “good orgasms,” so I set out trying to expand on “bad orgasms.”

Monte: I know this might be tough, but can you tell me the difference between the bad orgasms and good orgasms?

Bud: It’s kinda hard to explain. When I had good orgasms, it would be like the fireworks you hear about. And the physical feelings would be very intense—it seemed like I came from everywhere in my body, not just my penis.

Monte: Uh huh. Anything else?

Bud: Well, I would just feel incredibly close to Diane. Not only when I was coming, but for a long time afterward.

Monte: And now? The bad orgasms?

Bud: Well, first of all there are no fireworks. I mean it feels good, feels like I guess an orgasm should feel, but I don’t have that all-over feeling, and that closeness to Diane isn’t there like it used to be. It’s hard to explain. . . . Just not as good as before.

This was a very helpful description, as it clarified for me that Bud was not anorgasmic. In fact, it did not sound like other orgasmic problems, either, such as premature or delayed ejaculation.

Monte: And Diane, can you tell a difference between the good orgasms and the bad ones?

Diane: Well, at first I couldn’t, but now I can pretty much tell from the way Bud is.

Monte: What do you mean?

Diane: He is more distant after sex . . . and we don’t cuddle much afterwards like we used to. He doesn’t seem as contented. He just rolls over and goes to sleep. That’s different. We used to talk for hours afterward.

For both of them, bad orgasms would precede a post-coital distance that was different, although Diane’s description did not include observations of differences in Bud during intercourse. It might also be worth noting that the couple had come to view sexual satisfaction as an all-or-nothing affair. This type of thinking often leads to a kind of blindness to the normal variations in all sorts of interactional phenomena.

Bud: I know this must sound strange. I mean it’s not like I’m impotent or anything. I went to the library and tried to see if there was anything in any of the books about this. I learned a whole lot about problems I’m sure glad I don’t have.

It is not unusual for clients, regardless of the problem, to do some research when their initial efforts fail to produce results. The research may involve talking to friends, physicians, clergy, or other authorities; for college-educated clients, library, Internet, or bookstore research is not unusual. To his great relief, Bud’s research at the library had certainly helped him eliminate a number of plights that were not his.

Monte: So, pain or discomfort isn’t a part of what you are dealing with?

Bud: No, it doesn’t hurt. In fact, it still feels good when we have sex. . . .

Diane: Well, I used to think it was just because we’re getting to be an old married couple (laughs). I’ve talked some with my girlfriends who have been married longer than us and they all say that things change over time. They say that things aren’t the same for them either. I have tried to tell Bud that.

Here, Diane confirmed for me that they had both been invested in understanding their current predicament and searching for solutions. Reaching out to authorities on married sex (her friends), she’d gathered information that she could use in trying to help Bud by reassuring him, information that also seemed to be helping her move away from all-or-nothing thinking about their situation.

Bud: Yeah, I thought that might be it, too. But I just think it is something else. I mean, I still love Diane as much as I always have. And in bed I am just as excited before, and during, sex as I always have been with her. It’s just when it comes to the orgasm—it is just not as good.

Monte: So, you both have been doing some research of your own to figure out this problem. Bud, you’ve gone to the library; Diane, you’ve consulted with your friends. What else have you found out from talking with your friends?

Diane: Bud didn’t like it that I told my friends about this problem. He thinks this is private—and it is, but I wanted to do something to make things better between us. And, well, if my friends had any ideas, I wanted to hear them.

Monte: So, anything else?

Diane: No, I haven’t talked to anyone else. Bud told me about what he had read about, and that was helpful to me. At least it was reassuring. I guess I have been pretty lucky. I am usually orgasmic 90 per cent of the time with Bud. I like sex, and I feel bad and a little selfish that it isn’t as good for Bud, right now.

Monte: Can you tell when his orgasm is good or bad?

I returned to this because her previous description had not addressed her perception of Bud during orgasm. It sounded like both of them were telling me that there were no external signs of a bad orgasm during sex.

Diane: No, not during sex. I have to ask him most of the time, after. But, he has gotten to where he doesn’t want to talk to me after sex.

Monte: So, he doesn’t volunteer information?

Diane: Not anymore. That’s why I ask him each time. Sometimes he says it was good, but I know he is just being nice. Because, later, when we are talking, he will say he doesn’t tell me the truth sometimes because he doesn’t want to hurt my feelings.

Here was a description, in a nutshell, of the post-coital interactions that probably were contributing to the ongoing problem, although I did not know exactly how. Previously, their relationship had been very open and had included shared intimacy following sex. It was this openness that allowed Bud to tell Diane he was having bad orgasms in the first place. Ultimately, Bud may have been trying to protect Diane’s feelings by not telling her about his disappointment. His efforts to protect her included lying to her and withdrawing from her.

I thought it was time to explore additional understandings they might have created around the bad orgasms. One way I did this was by asking about the effect or implications of the problem.

Monte: Okay, well, I have what might sound like a strange question. How have these bad orgasms become a problem for y’all?

Diane: What do you mean?

Monte: Well, what has changed for the two of you since the bad orgasms started?

Diane: That’ll be different for Bud than me, I guess because I didn’t know about them for a long time.

Monte: That’s okay; I really need both of your perspectives.

Diane: Well, for one thing, I definitely don’t look forward to sex as much as I used to. I feel like I am letting him down.

Monte: Uh huh.

Diane: But, I think it is also beginning to affect my self-esteem. I feel, sometimes, like I am a bad wife.

Bud: I sometimes feel like I am demanding too much of Diane, and myself, too, for that matter. I think I should be thankful I have such a wonderful wife and family and should just quit worrying about things. I wish I could just be happy with the way things are now.

Description of solution attempts by the clients. Understanding previous, ongoing, unsuccessful, and partially successful solution attempts is essential for resolving the presenting problem. Pragmatically, it helps to protect the therapist’s credibility if he or she avoids suggesting solutions that have already been tried and have failed. The variety of failed efforts can often be classified as belonging to the same category of behavior, the same class of solutions—punishment, reward, medication, attempts at understanding, and so on. Therapists’ understandings of clients’ views of the problem are enhanced by knowing what class of solutions has been used, because it points to the class of problems the clients believe their complaint belongs to.

Monte: It sounds like y’all have struggled with this problem for some time, now. You’ve talked to friends and looked for answers in the library. . . . What else have you tried?

Diane: Well, I thought that if my friends were right and it was because we were, you know, getting used to one another, that maybe I could try to spice things up some. I bought some new nightgowns, and he didn’t even notice, I don’t think . . .

Bud: (finishing her sentence) I noticed. I felt even worse that you were trying so hard and I was still not having good orgasms.

Diane: Oh, I didn’t think you noticed. Anyway, . . . I tried to initiate sex more than I had before.

Monte: How’d that work?

Diane: It didn’t, at least he didn’t seem more satisfied. . . .

Bud: I just thought you were trying too hard, Diane.

Diane: Yeah, maybe I was. Then I thought that I was putting too much pressure on him, so I backed off. I initiated lovemaking less often.

Diane’s attempts to solve the problem included becoming more sexually aggressive, but when this did not work, she thought that maybe being more passive would help. She described other things she had done to try to solve the problem between them, including several planned romantic evenings and a couple of weekend getaways to local bed-and-breakfasts. She thought that a change of scenery and a respite from the familiarity of their day-to-day lives would help. She also said that she had tried talking to him before sex about what he liked so that she could be more attentive to his needs, as well as checking with him while they were having intercourse to see if he was enjoying it.

In addition to going to the library and to bookstores, seeking information that might address his problem, Bud had suggested to Diane that they make love less often, thinking that perhaps the frequency of their sexual activity had taken some of the uniqueness away from it. He added that maybe they had gotten so used to one another that it had become less interesting. He tried cooperating with Diane’s strategy of getting feedback and information about what he liked and wanted more of. However, discouraged and demoralized by the bad orgasms, he had returned to masturbation for the first time since he was a teenager. He said that the resulting orgasms were good, but not as satisfying as the ones he used to frequently experience with his wife.

Making sense of the problem. Fearing that the bad orgasms indicated that “the honeymoon was over,” Bud assumed that perhaps sex just became naturally unsatisfying after several years of marriage. He also had considered the notion that he was losing his sexuality. Worried that he might have something medically wrong with him, he had consulted with his family doctor, who laughed at the idea that Bud could have “bad orgasms,” but assured him, after a thorough exam, that nothing appeared to be physically wrong.

Diane said that she was customarily orgasmic, but she had become more distracted in recent months worrying about Bud. When he first told her that he was having bad orgasms, Diane became alarmed, thinking that he did not love her anymore. She feared that she had become less attractive and was no longer sexually appealing to him, although Bud reassured her that this was not the case. She had also come to suspect that perhaps he was being too demanding and had become a perfectionist.

It appeared that a cloud of pessimism about their sexual relationship in particular, and their marriage in general, was hovering over them. In such circumstances, I frequently want to get some understanding of clients’ fears, and to learn whether they see the current situation as a harbinger of worse things to come.

Monte: I know this next question may sound off-the-wall, Bud, but how bad could the orgasms get? How much worse could they be?

Bud: Well, they are pretty bad right now. I guess if they continued to get worse, I would give up wanting to make love to Diane at all.

Diane: That’s one of the things I am afraid off. I’m afraid that our relationship will deteriorate because Bud is unhappy in bed.

Bud: I know sex isn’t everything in a relationship, but it has been a part of the whole intimacy thing for us, and that is scary for me. That we are losing that. I guess the fun of sex would go away completely, and Diane’s right, some of our intimacy might go away, too.

Monte: So you guys have worried about this situation getting worse. Are you already beginning to notice differences in the badness of the orgasms?

Diane: I can’t tell about his orgasms, but our relationship is definitely getting worse.

Bud: I think that some orgasms are really worse than others. In fact, sometimes I have just a moment of thinking that I am going to have a good orgasm, usually when we first start making love, and then it turns out bad. But sometimes, not as bad as other times.

Monte: What do you notice yourself doing to keep yourself heading toward a “not as bad” orgasm when you get that feeling?

Bud: I’m not sure that I do anything. . . . I guess I try to concentrate on keeping the good feeling and making it last. I try to think about how good things feel, but eventually it turns out being bad.

Monte: Are any of the orgasms ever “good”?

Bud: Sometimes I think it’s going to be good and then something happens to spoil it.

Monte: What would you have to do to make your orgasms worse?

This question often provides some clue as to what the participants have been avoiding or are afraid to do. It also helps flesh out their understandings of the origin or cause of the problem and lets me know what trajectory they think their problem is on.

Bud: Sure, I guess they could get worse, but I don’t know what I would do to make them worse. As we said, our relationship could get worse. If Diane started blaming me, or I started blaming her for the bad orgasms, they might get worse. I think I have been mainly blaming myself.

Diane: I guess I could be even less attentive to him in bed and start avoiding him altogether.

Formulation. Problems, according to MRI, arise from the mismanagement of ordinary everyday difficulties. In this case, perhaps, the chance comparison of one sexual episode with memories of others, and the subsequent conclusion that it was not as fulfilling, had created a lasting problem. Making these comparisons led Bud to assume a spectator role in future lovemaking episodes, becoming a detached critic of his own sexual experience. This detachment altered the context of the experience by changing Bud from a participant to an observer. Monitoring himself was the first step in his attempt to solve the “bad orgasm” problem. Inevitably, each closely monitored sexual experience had to be less satisfactory, because it was contaminated by the act of self-observation.

At some point, Bud shared his disappointment with his wife—another unfortunate step in his approach to problem solving—and Diane became recruited into helping to solve the problem. Her participation in sex with Bud was then compromised, as she also became an observer and lost her usual spontaneity. Diane’s well-intentioned attempts to help solve this problem, when unsuccessful, increased her anxiety and worry about her and Bud’s relationship. Thus, their initial attempts to solve the problem (keeping close tabs on what was happening) changed something fundamental about their sexual relationship, rendering it less spontaneous.

The couple’s solution attempts magnified the original problem, and this perception of a magnified problem brought about magnified solution efforts. Bud and Diane increased their observations and their attempts to return to a satisfactory sexual relationship. Note that each episode of unsatisfactory sex led to a change in perception or meaning of the situation (e.g. “it’s getting worse,” or “it’s worse than I thought”). Sex changed from a spontaneous act of lovemaking to an intense problem-solving activity. Mutual problem solving involved discussions before and after intercourse; changes in frequency, intensity, and location of their lovemaking; research; and deliberate attempts to act differently. All these efforts produced a classic positive-feedback loop.

Masters and Johnson (1970) and others have described couples’ efforts to substitute conscious effort for spontaneity and have detailed the resulting problems. Although Masters and Johnson’s methods appear on the surface to be different from MRI techniques, both approaches prescribe ways to encourage people to abandon their conscious problem solving. In this case, Bud was attempting to force himself to have a “good orgasm” and had become hypervigilant about his sexual behavior.

Intervention. In planning a way to intervene in this situation, I was mindful of the connection between the couple’s interactions around the problem. My basic strategy was to find a way to interrupt, or disconnect the attempted solution behaviors from the couples’ sexual activity. In this case, explaining the harmful consequences of taking on a critical spectator role would probably not have been very helpful. In fact, criticizing their performance as problem solvers might have put more pressure on them, thereby exacerbating the situation. There are several strategies described by MRI, but they all distill down to one of the following injunctions:

•   Do less of the solution behavior.

•   Do more of the solution behavior.

•   Do the solution behavior differently.

The art of psychotherapy, and the active ingredient of any intervention, depends on the therapist’s ability to create a context that will enable the client to follow the intervention. MRI described this context-creation as reframing—the process of adjusting the frame or boundaries around a problem so that some of the details of the situation remain in the frame, while others that were out of sight before are now more prominent. My experience has been that it is easier to reframe a client’s picture of their problem than it is to sell them a new picture.

Information about the clients’ current frame, or understanding, of the problem, and clues for changing the frame, arise from the therapeutic conversation and from particular questions asked. In this case, a number of ideas arose from the interview that offered possibilities for a change in frame:

•   Bud and Diane were a close, loving couple.

•   They were actively involved in trying to solve their problem.

•   They made excellent use of resources like friends and the library.

•   They believed that things could be worse.

Normally at the end of a first session I will ask clients, as a first step, to gather information about their problem.

Monte: I need a baseline to see exactly what we may be dealing with here. So, I need to ask both of you to help me get some information.

Although getting baseline data is common in a number of therapeutic approaches, here it was also deliberately used to appeal to Bud’s scientific thinking. Not only were his education and career in the sciences, but also one of his early solution attempts had been to do research in the library. This task, while appearing to be an ordinary data-gathering exercise, was actually an intervention. Any time clients are asked to make observations about their behavior, inevitable changes in behavior occur, as the act of observing changes the observations. In this case, the intervention also fit because their problem was so embedded in their roles as observers of Bud’s orgasms. I designed the intervention as a means of shifting their observing frames, and thus also their observations, ever so slightly.

Monte: Things could have gotten worse in this situation, I suspect. I think that the two of you have been working hard to solve this problem, and trying to keep it from getting worse.

Bud: I don’t know, I guess it could get worse . . .

Monte: Well, I think there are ways. For instance, you still are in there trying, you haven’t given up, yet. If you were to give up, things might definitely get worse.

Diane: I guess, that’s true.

Monte: Well, here’s what I need. I need to know how bad these orgasms really are.

Bud: They’re pretty bad.

Monte: I realize that, but I suspect that there are things that you may be doing consciously or unconsciously that keep the orgasms from getting worse than they are already. What I’d like for both of you to do this week is to just let the bad orgasms occur naturally. In other words, don’t do anything this week to improve your orgasms or make things better. Just go ahead and have sex as you have been, just don’t try to interfere with the bad orgasms. I need to see how much worse the orgasms get without the benefit of your trying to help.

Bud: You mean, just be miserable during sex?

Monte: Well, I imagine things have been pretty miserable as it is. But yes, I know that it will be unpleasant for this week. But, if we are going to get to the bottom of this problem, we are going to need good data to work with. This is not the solution to your problem, it’s just a first step in trying to see what is going on. So, while you are having sex this week, I want you to pay attention to what is happening before, during, and after the bad orgasms, so we’ll know what we are dealing with.

Bud: I can understand that. Kinda like doing experiments under standard laboratory conditions, as opposed to in the field.

Monte: Exactly! That’s right. We need to see what the bad orgasms are like without any efforts to make them better.

Diane: I’m not sure I have been doing anything different, just trying to make Bud happy.

Monte: That’s a good example, Diane. Don’t worry about making Bud happy. Just go ahead and have sex like you used to, and we’ll talk about it next week. I know that it may be unpleasant for Bud to continue to have bad orgasms, but sometimes things get worse before they get better. Other than that, don’t change anything else. Don’t have sex more than you think you should, or less than you think you should.

Bud: Keep everything standard . . .

Monte: You got it!

There are several aspects of this homework assignment that are worth mentioning. First, it was an attempt to subtly persuade the couple to stop trying to cure the bad orgasms. However, because the request was rooted in the context of therapy, the message to continue to have bad orgasms was interwoven in another message: “One of the ways you will stop having bad orgasms is to cooperate with me for a time and continue to have bad orgasms.”

Second, it changed their perspectives as observers. Gathering data for a baseline allowed the couple to temporarily abandon their problem-solving attempts. In fact, the meaning of the performance of the problem changed from “something to be avoided” to “a necessary step in completing the homework assignment.” If bad orgasms were now necessary for information-gathering purposes, then the experience of having them would occur within a different frame, creating the potential for them to feel somewhat different.

Second Session

A week later, Bud and Diane arrived at the office with sheepish smiles on their faces. When I asked how the homework had gone, they said that they had had intercourse on four different occasions. Bud’s orgasms had been bad, but not as bad as some of the more recent ones, and, as a matter of fact, they had improved somewhat toward the end of the week. When I asked him how he accounted for this, he had no ideas, but pointed out that there had been some temporary improvement in the past. I agreed with him that if there was any improvement, it was likely to be only temporary. I have found that it is not helpful to become too optimistic when clients report such improvements in the short term.

Diane said that with the pressure taken off her to do anything about Bud’s orgasms, she had actually enjoyed sex more during the week. I asked them about their post-coital conversations, as this had previously been a time when they discussed their lack of success. They said that beyond just checking with Bud that he did indeed have a bad orgasm, Diane did not pursue the subject. She also reported that she hadn’t felt responsible for his bad orgasms, but had simply made note of it for the benefit of our appointment.

I complimented them on their ability to complete the homework assignment and then spent the remainder of the session carefully reviewing with them their observations before, during, and after their four occasions of lovemaking. Bud said that he had tried to watch for the beginning of the “badness” of the orgasm but had been unable to do so because none of them had been particularly bad. Diane noticed most that they had spent time after sex cuddling and talking about their daughter and the vacation plans they were making.

Diane: I knew that we were not supposed to talk about Bud’s orgasms, but I wanted to talk to him about something, so I just talked about things like we had before this all started.

Bud: I noticed that. I mean, that we’re talking after sex. I liked that. I missed that. It was easier for me to talk to Diane because I knew that we weren’t going to be talking about my orgasm. In fact, I hardly even thought about my orgasms after we started talking.

Monte: What about during sex? What did y’all do to have a bad orgasm?

Bud: Well, I figured I had to put myself back in the mindset that I had before the bad orgasms started.

Monte: How did you do that?

Bud: Well, before, during sex, I would look at Diane and try to pay attention to how good she was making me feel. It’s hard to explain, but I was focusing on Diane like I used to, less on myself. I was just trying to let sex happen. Just trying to let the bad orgasms happen.

Diane: Me too. I mean, I was more focused on me. Bud and I had talked some about the assignment and how to do it. We had talked about trying to go back to having sex the way it was before, rather than trying to improve the way it had been. I don’t know exactly how to put it. It’s not that I didn’t care whether or not Bud enjoyed sex this week; it’s just that I never thought about it before this all started. Before, I just assumed that he was going to enjoy it and didn’t worry about it. So, that’s what I did this week.

It was clear to me that Bud and Diane were on their way to eliminating the bad orgasms from their sex lives. There were a number of signs of progress: They had, temporarily at least, abandoned trying to fix the problem by forcing Bud to have good orgasms; they had spontaneously returned to thinking about sex the way they had in the past; and their mood was optimistic. During this visit, although they talked about the “bad orgasms,” the focus of the interview was on what they had successfully done differently during the week when they were having sex.

At the end of the second session, I explained that because there hadn’t been enough bad orgasms, we were still lacking baseline data. I thus asked them to continue with their bad-orgasm observations. They agreed, but protested that they would prefer to have another week like the last one. I encouraged them to do everything they had done during the previous week.

Follow-up

A couple of days before the third session, Diane called to cancel their appointment, saying that Bud had a business trip that would interfere with their appointment. I asked her if they had some data for me about the bad orgasms.

Diane: You’ll have to talk to Bud about that. I think he’s going to flunk this.

Monte: What do you mean?

Diane: Well, we had sex. As far as I could tell, Bud had good orgasms again—every time. At least he said he did. And it looked like it to me as well. So, he didn’t do the homework. I guess he’ll flunk (laughing).

Monte: Well, what about you?

Diane: It was a great week for me. I didn’t worry about Bud as much. And things have been better, both in and out of bed.

Before hanging up, I asked Diane to have Bud call before making another appointment. If things were going well for Bud and they had found a way to get back on track with their lives, I didn’t want to schedule another appointment just yet.

Bud called a few days later to tell me, in an upbeat way, that he had been unable to do the homework: “I tried to have bad orgasms a couple of times, but couldn’t. A couple of weeks ago I realized that I had forgotten about having bad orgasms. I mean, I guess I was so involved in having sex with Diane that I forgot about whether I was supposed to have bad orgasms, or good ones.” When I expressed my worry that they had experienced short-lived improvements in the past, he assured me that this seemed somehow different. We agreed to schedule an appointment in four weeks for the purpose of follow-up.

Again, prior to our meeting, they called to cancel, reassuring me that things were back to the way they had been earlier in the marriage. “In fact,” said Bud, “even better sometimes.” When he put Diane on the phone, she confirmed that things had improved “a thousand percent.” We agreed that we would hold off on the last appointment until they needed it. Sometimes, I tell clients that a future appointment is like a spare tire in the trunk—hopefully you won’t need it, but you’ll be glad it’s there if you need it.

I waited a year before calling for follow-up information. Diane answered the phone and said that they had not even thought about the bad orgasms again. She happily told me that they were expecting their second child. She put Bud on the phone, and he confirmed that they were doing well and that he had not had any bad orgasms in over a year. “Actually, I don’t think I have even thought about them in a long time.”

Discussion

This chapter illustrates the application of MRI’s brief interactional approach (with overtones of second-order cybernetics) to a unique sexual complaint, showing how a small adjustment in a couple’s attempted solution behavior can lead to significant change. I frequently have found that clients can make rapid improvements once some small difference in their ongoing situation occurs. The opportunities for introducing this sort of change are maximized during the first session (Talmon, 1990; Weiner-Davis, deShazer, & Gingerich, 1987), when the clients’ motivation is often the highest. This was certainly the case with Bud and Diane, who had a history of satisfying sexual encounters earlier in their relationship and who, outside of the bedroom, were still doing well. Although I would have liked to have had a final interview in my office with this couple, it would probably have been meeting my needs for closure more than Bud and Diane’s needs for moving on.

In recent years, I have devoted more of my time to studying the possibilities of initiating lasting change in one session with a client (Bobele & Slive, 2014; Slive & Bobele, 2011). My colleagues and I have found that a well-conducted single session of therapy can lead to a number of improvements in clients’ lives—often beyond those presented as the original complaint (Bobele, López, Scamardo, & Solórzano, 2008). We have found that many clients return after a first session to report that further sessions are unnecessary. In fact, our students and trainees have referred to these second appointments as “break-up sessions.” Bud and Diane benefited from the first session, with the homework assignment putting them on the road to quickly resolving their “bad orgasm” problem.

The success in the case might be attributed to a number of factors. When, following the first session, the couple took a different observational position, they interrupted their pattern of trying to prevent the bad orgasms. In other words, they returned to letting Bud’s orgasms just “happen,” instead of trying to make them happen in a particular way. As Bud and Diane moved from purposive to accidental observers, their relationship to the problem changed.

Although the nature of this complaint was unusual, its uniqueness stems from the fact that it does not neatly fit into any existing category in current official diagnostic nosology. Some therapists would have attempted to restate or redefine Bud and Diane’s problem as an orgasmic dysfunction, for which standardized treatment protocols already exist. A marital therapist might have diagnosed it as a communication problem, or as a problem in one or both families of origin, and proceeded to put the sexual problem on the back burner, viewing it simply as a symptom, or a metaphor, of the larger problems in the relationship. An individually oriented therapist, inclined to search for the appropriate DSM-V category for either Bud or Diane, would certainly have conducted a different first interview, and treatment would have been organized around the standard, perhaps “empirically validated,” treatments for the arrived-at diagnosis.

The approach I took with this case allowed for idiopathic understandings and custom-tailored treatment. As Tolstoy implied, each client and each situation is different from any and every other. With this assumption in mind, I conduct interviews that honor and make use of my clients’ unique circumstances and interactions, rather than going in search of a diagnostic label that can capture their similarities with other, “equally disturbed, patients.” By constantly staying attuned to language, meanings, understandings, abilities, experiences, and culture—that is, to context—I am able to work creatively to help my clients uniquely resolve their problems in as brief a time as possible.
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* This “we” includes us therapists, who can also get caught in these ineffective patterns.

† A variation from James Garner as Maverick: “As my old Pappy used to say, ‘If at first you don’t succeed, try something else’.”
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The Process of Change in Brief Sex Therapy

J. Scott Fraser and Andy Solovey

•   Lawrence and Tina had been engaged for nearly a year and their wedding day was a month away. Lawrence had recently lost all interest in sex, and thus they sought therapy with a sense of urgency. During the past month they had been interlocked in an intense conflict over sex, with no resolution. Like most couples, they had revealed their sex histories early in their courtship; they had both appreciated the openness of these discussions and had shared many details. As the wedding drew nearer, Lawrence suddenly became uncomfortable when he and Tina were making love. He explained that during their previous sex history discussions, he had formed mental images of what Tina looked like when she was with former lovers. Recently, these images had begun to enter his head when he and Tina were making love. He had tried to deal with this on his own by telling himself that these ideas were silly. However, his attempts were futile; he simply would feel himself turn off whenever he and Tina started to become intimate.

When Tina discovered Lawrence’s distress and asked him what was wrong, he reluctantly confessed and then asked Tina to describe more of what she had done with other lovers, wondering if she did things with the others that she hadn’t done with him. Feeling very uncomfortable, Tina tried to brush these questions off, but this led Lawrence to secretly conclude that she had more of a past than she was revealing. When frustrated with her, the word “whore” popped into his head. He tried turning his anger into sarcastic remarks, but this brought out more defensiveness in Tina, which, in turn, inspired more suspicions, not only of Tina’s past, but also of her present.

They came to therapy with several concerns. Tina truly loved Lawrence but was afraid that he had a serious emotional problem. Lawrence realized that he was being irrational; however, try as he might, he was unable to stop the images of Tina with other sex partners. Conversations had only made things worse. Both admitted that they were emotionally and physically exhausted from staying up into the early morning on most nights, trying to resolve their problem. They were hoping that the therapist could help them get out of this “downward spiral” so they could get on with enjoying their relationship and wedding.

•   Alicia and Dave appeared for therapy with what they thought was an unusual problem—male frigidity. They reported that after 10 years of marriage, Dave had become completely uninterested in sex. He hadn’t approached Alicia in 6 months, and he found excuses not to have sex when she made advances toward him. Dave was puzzled by his lack of responsiveness, as Alicia was extremely attractive, worked out regularly to stay in shape, and was wonderful with their two children. The couple did not argue or fight, although there had been a growing tension over Dave’s lack of sexual interest in Alicia.

They initiated therapy after a discussion in which Dave had revealed that he was questioning the possibility that he had fallen out of love with Alicia. Considering her more friend than lover, he was spending more time at work. In separate conversations with the therapist, Dave denied that he was having an affair or was interested in other women, whereas Alicia suspected that since Dave was not having sex at home, he must be “getting it someplace else.”

•   Nadia didn’t like sex. Married to her husband, Ivan, for nearly 13 years, and mother of their two young boys, ages four and five, she felt numb when they made love. Throughout their marriage she had tried to meet Ivan’s needs; however, lately he was becoming increasingly frustrated with her over her lack of desire. Complaining that they did not have sex frequently enough, Ivan didn’t like it when Nadia would “just lay there.”

Nadia agreed that she wasn’t interested in lovemaking and that Ivan was right about the frequency issue. Given her responsibilities with the children, she had been more tired lately, and, consequently, she was having more difficulty forcing herself to have sex with her husband. Not having had intercourse in more than 6 months, Nadia said that as far as she was concerned, she could live just fine without sex; she loved her children very much and Ivan was a good husband who treated her well. If anything, she felt sympathy for his plight. However, several weeks earlier, they had had an argument about sex, during which Ivan threatened to divorce if Nadia didn’t get “her” problem solved. This was especially upsetting for Nadia because Ivan had never threatened to leave her before. Ivan always went by his word, so Nadia knew that if she didn’t do something, he was likely to leave. Nadia consulted her gynecologist, who, unable to find a medical problem, referred her for psychotherapy.

Had the couples described in these vignettes gone to a sex therapist in the 1950s or 1960s, they would have probably found themselves involved in long-term psychodynamic work, with their therapist going in search of the underlying causes of their sexual difficulties. Had they simply consulted some sex manuals, they would likely have encountered prescriptive techniques, heterosexual assumptions, and the idea that foreplay is a prerequisite to insertion and orgasm for both partners (the closer to simultaneous the better)—the universally desired end (Apfelbaum, 2001). The manuals, implicitly suggesting that sexual contact is a “performance” to be judged, would have inadvertently heightened the couples’ performance anxiety.

Had the couples gone to a sex therapist in the 1970s, 1980s, or 1990s, they would probably have worked with someone influenced by Masters and Johnson’s pioneering and widely influential work, Human Sexual Inadequacy (1970). As a result, their time in therapy would have been much briefer, and it would have been organized much differently. Their therapist would have known much about their sexual response cycles (Masters & Johnson, 1966), and he or she would have assumed that their difficulties were probably based on performance anxiety. As Masters and Johnson (1970) put it, “Fear of inadequacy is the greatest known deterrent to effective sexual functioning” (p. 12).* The therapist would have had several techniques at his or her disposal—including “avoiding goal directedness,” “sensate focus exercises,” “intercourse prohibitions,” “non-demand pleasuring,” “receptive kissing,” “start-stop methods,” “squeeze techniques,” “masturbation training and self-pleasuring,” and “vaginal dilators”—and one or more of these might have been helpful in resolving their problems. However, it is possible that the therapist’s drive toward brevity and efficiency, along with his or her assumptions and biases, might have only exacerbated the couples’ distress.

Despite the many improvements to sex therapy offered by Masters and Johnson and others, most approaches are still burdened with significant problems. A while ago, Peggy Kleinplatz (2001) offered a telling critique. At that time, she noted the following:

•   There was no unifying theoretical base for sex therapy.

•   Sex therapists’ fundamental assumptions were laden with sexual myths and stereotypes (e.g., about gender and “normalcy”).

•   Sex therapy practices were based on gender-biased, phallocentric, and heterosexist assumptions. For example, rapid ejaculation in males was seen as a serious problem, whereas rapid orgasm in females was viewed as reason for celebration (Reiss, 1990).

•   Sex therapy’s basic conception of sexuality remained biologically based, rather than offering equal attention to personal and interpersonal processes, the challenges of cultural norms, and gender bias.

•   The field focused on body parts, rather than on the persons attached to them.

•   Sex therapists were least successful where the greatest needs are—in problems related to desire.

We concur with these criticisms, and they continue to be largely true today. The sex therapy field has, historically, paid too little attention to cultural, contextual, theoretical, and interpersonal competence. As Apfelbaum (2000) pointed out, the societal enthusiasm that greeted the introduction of Viagra highlights a continued emphasis on sustained erections. Delayed ejaculation is considered a blessing, enabling sustained intercourse, rather than the troubling dilemma it can often present for those who experience it. Sex for pleasure is left out of the picture, in favor of intercourse-based, orgasm-mandated acts. Sex-therapy writers rarely address the positive ways of expressing joyful and passionate sexuality or consider that many men and women prefer same-sex partners.

The treatments of vaginismus or erectile dysfunction mark two additional examples of this focus on performance. The fact that vaginal dilators are used with nearly 100 percent success to eventually enable intercourse is, on the one hand, good news. However, this news also supports the myth that intercourse is the ultimate desirable goal. The target of treatment is a set of parts in disrepair, and the context for the problem remains irrelevant. Similarly, the treatment for erectile dysfunction tends to be on the penis, with frequency and firmness of erections taking precedence over understanding the contextual pressure of performance on demand. When the focus of treatment is on techniques to enhance performance, clients aren’t given an opportunity to discover multiple ways of being in relationships or to understand the contexts in which sex disappoints them.

Too often, sex researchers and sex therapists have (literally) put on the white coat of medical lab researchers to assume an air of medical objectivity and neutrality in their work, to de-sensationalize their focus on sexuality, and to gain credibility for their research grants. In doing so, they not only have lost the broader contexts of sexuality, but also have overlooked the pure passion and pleasure that sexuality offers. Perhaps this has contributed to the field’s limited success in helping clients presenting with low desire† to find the erotic intimacy and fulfillment necessary to fuel their sexuality.

In the face of such critiques, sex therapy appears to be caught in a cul-de-sac, where disjointed and ungrounded techniques are atheoretically applied in service of traditionally defined and medically driven performance criteria. This chapter offers a way out of this dead-end. Drawing on the insights and practices of the strategic and systemic brief therapies, as well as the process paradigm upon which they are based, we will present a “process approach” to brief sex therapy. This process view honors the complexities and particular passions of our clients and their partners, attending not only to their struggles with performance, but also to their levels of desire. This is done with a contextual sensitivity to their cultural understandings, as well as to their sexual identities and expressions. The process view addresses what therapists bring to the consulting room as well, including their multiple personal identities and their culture, preferences, and skills as therapists. In sum, our position is that the process perspective offers a paradigm shift that provides a unifying theory base not only for sex therapy, but also for all psychotherapies that work (Fraser, 2018; Fraser & Solovey, 2007). Because our premises are so important to how we view and do our work, and given the lack of unifying theory for sex therapy, we turn next to a brief summary of this process perspective. Then we will discuss how it applies to doing brief sex therapy.

THE PROCESS OF CHANGE

The current psychotherapy literature, as well as most contemporary guidelines for “best practices” in clinical practice, has revolved around discovering, learning, and applying evidence-based psychotherapy. Of course, this makes sense. Everyone wants to both deliver and receive interventions found to be effective. This applies to what we expect not only from physicians, but also from psychotherapists, marital and family therapists, and sex therapists. We just need to find “what works,” learn it, and apply it. However, we have found that there are wide varieties of psychotherapies that work equally well, often for the same problems (cf. Wampold & Imel, 2015)! In short, applying a medical model, with its rational-empiricist approach and its assumptions derived from logical positivism, to the area of human interaction where it does not fit, is at the core of this problem. Alternatively, current psychotherapy literature is converging on a set of three concepts to describe the components of all effective treatment. These three elements are flexibility, fit, and change. Simply stated, effective therapists must become flexible in their approach to fit with their clients’ perspectives and must intervene to facilitate and then amplify pattern shifts or change. All three elements combine in the process perspective or paradigm, which is significantly different from commonly held views in the field in general (Fraser, 2018; Fraser, Grove, Lee, Green, & Solovey, 2014; Fraser & Solovey, 2007).

The process perspective on the nature of human interaction is, in fact, as ancient as the views of the Greek philosopher Heraclitus (“We can never step into the same river twice.”), and the ancient Chinese philosopher Lao Tzu (“All is change. It’s the watercourse way.”). However, the process view has, until recently, never taken ascendance. The process paradigm has never made sense within Western assumptions that stability is the norm, change is occasional and usually happens gradually, cause-and-effect occur in orderly linear ways, and reality is out there for us to discover. The process perspective, as we will explain, turns most of these assumptions upside down. It suggests that change is constant and often rapid and that reality is relative. In the next section, we will highlight some of the core premises of the process paradigm as we apply it to the area of brief sex therapy. For now, we offer Figure 1, a graphic application of the process perspective to all psychotherapeutic contacts, including brief sex therapy.
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Figure 1. The Process of Change Working Diagram of the Therapy Contract

This diagram depicts the intersection of three spheres. The first is the cultural context shaping how we define what is normal, what we see as problems, and how we are to solve them. The next two spheres represent what therapists and clients bring to the therapy encounter. However, the overlaps or intersections of the three deserve particular attention.

1. The overlap of client and culture spheres indicates how clients both generically and specifically define the problem, their solution attempts, and their subsequent vicious cycles. Clients’ unique identities and circumstances help add specific spin to their problem cycles. Sometimes the patterns of their problem cycles match those generically prescribed by the culture. However, at other times, unique client factors alter the specific problem patterns.

2. The intersection of the therapist’s sphere with the cultural context sphere points to how the therapist’s unique multiple identities and particular model of psychotherapy (with its related goals) contribute to his or her view of the problem and the client. It also includes the therapist’s target goals for change.

3. The overlap of the client and therapist spheres indicates how closely the therapist and client’s personal characteristics and worldviews match and/or require adaptation to create a good fit between them for a working alliance.

4. Finally, the central intersection of all three spheres represents the nexus of the alliance. This includes the typical agreement on a rationale to explain the problem, imply a direction, and design tasks toward a resolution. It also includes the meta-constructs of pattern shift in the client’s vicious cycle and the target of second-order change that we will focus on in the next section (Fraser, 2018).

While there is much more to be said on this process paradigm, we assert that it offers a time-honored, sound meta-view or alternative paradigm for psychotherapy. It not only fits the emerging psychotherapy literature on what works in psychotherapy in general, but also fills the theory vacuum for sex therapy. We hope to bring this alive more as we apply the process view to brief sex therapy in the next section.

THE PROCESS OF CHANGE IN BRIEF THERAPY

Before we can describe our approach to sex therapy, we must first explain our brief therapy foundations. We have been significantly influenced by both the strategic model of the Mental Research Institute (MRI) (Fisch et al., 1982; Nardone & Watzlawick, 1993; Watzlawick, 1976, 1984; Watzlawick et al., 1974; Weakland et al., 1974) and the solution-focused model advanced by the Brief Therapy Center (deShazer, 1982, 1985, 1988, 1991, 1994; de Shazer et al., 1986) and others (O’Hanlon, 1987; O’Hanlon & Martin, 1992; O’Hanlon & Weiner-Davis, 1989; Walter & Peller, 1992).

Although many would suggest that the MRI and solution-focused approaches to brief therapy should be considered separate models, others have strongly argued that they are best considered two variations of the same process-based orientation (Fraser, 1995; Presbury, Echterling, & McKee, 2002; Quick, 1996). Adopting the latter perspective, we use the term “process” to refer to a blending of the two (Fraser, 2018; Fraser et al., 2001; 2002; Fraser & Solovey, 2007; Fraser et al., 2014).

A process approach is organized with a simple focus—to introduce a small but significant shift in the relationship interactions or descriptions around a problem, and then amplify the subsequent ripples in the system to foster change. It views problems as vicious cycles of well-meaning attempts to solve a perceived difficulty. When the attempted solutions don’t work, people tend to try them again and again, which makes the difficulty itself worse: It becomes the problem.

Process-based interventions all involve finding or creating significant exceptions to the problem pattern, or finding or creating small but significant differences in the vicious cycle of the problem. The first step involves identifying the vicious cycle pattern around the described problem and then initiating a new patterned process by redirecting solution attempts or reframing the problem. Like solution-focused therapists, and many other approaches for that matter, we also identify and amplify already occurring exceptions to the problem pattern, building upon these to support change. Behaviorists would refer to this as reinforcing successive approximations to the desired shift and then building generalization.

Both components of the process approach seek to introduce shifts in the action or conceptualization of the interaction around the identified problem. Below, we’ll describe some of the major ways that process-oriented brief therapists introduce such shifts in the “doing” or the “viewing” of the problem. First, we need to elaborate on two metatheoretical ideas that inform this way of working—the systems theory concept of second-order change and the social constructionist notions of the co-evolution and relativity of reality, or second-order reality.

SECOND-ORDER CHANGE

While the concepts of first- and second-order change are based on rather complex theoretical premises (Watzlawick et al., 1974), they can be explained quite simply. First-order change refers to change within the normal definitions, understandings, premises, rules, and practices of a given system. It may be described as change in frequency, intensity, location, duration, and so on of a given practice or action.

For example, a man experiencing difficulties in attaining and maintaining an erection may (along with his partner or partners) initiate a wide variety of actions that would fall under the heading of “first-order change.” He and his partner(s) might, for example,

•   try to have sex more frequently, while rating his “erection success.”

•   try to avoid or reduce sexual interactions, thus reducing the frustrating potential of “failure.”

•   try harder to produce and sustain his erections, while closely attending to the “success” of their efforts in terms of hard penises.

All such solution attempts represent first-order changes that either maintain the status quo or exacerbate the very difficulty that the client and his partner(s) are trying to resolve. Based on the shared assumption that the way to solve the problem is to try harder and to attend closely to success and failure, the solutions themselves become the problem. With success measured by the degree to which a sustained erection facilitates an orgasm by the man, his partner, or both of them, the man will be caught up in performance anxiety and continual distraction from the intimacy and passion that leads to arousal.

Second-order change is a change of the premises, definitions, assumptions, practices, and traditions of a given system of relationships. It most often represents a counterintuitive stepping out—or a reversal—of the commonly held ideas on the nature of a situation and its logical and reasonable solutions. It has thus often been described as paradoxical or ironic (cf. Fraser, 2018; Fraser, 1984). Such change tends to alter the premises or corollaries of a given system or, building upon them, to evolve new, different, or opposite solutions.

The man with erectile difficulties could experience a second-order change in many different ways:

•   He might question whether his difficulty was actually a problem, or simply a reflection of other circumstances, such as reduced interest in his sexual partner(s) or their sexual practices. In this case, there would be little reason to expect firm and sustained erections.

•   He might realize that his difficulty was situational, a result, say, of fatigue, worry, distraction, or illness, rather than an indication of a more severe problem. This could allow him to stop trying to remedy the situation, thus reducing the very pressure and distress that was precluding resolution.

•   In an effort to learn more about what was going on, he and his partners might purposefully try to make him lose his erections.

Many of Masters and Johnson’s most effective interventions—from “sensate focus” techniques to giving directions for going slow and not engaging in intercourse—introduce the possibility for second-order change. For example, in male-female couples, the therapist reverses compulsions for male erection by putting the woman equally or more in charge of portions of non-demanding pleasuring, or start-stop approaches to rapid ejaculation. The compulsion to reciprocate is reversed in the exercises of receptive kissing and non-demanding pleasuring. And redirecting women away from attempting to achieve orgasm and toward self-pleasuring often reverses their difficulty in reaching orgasm.

THE CO-EVOLUTION AND RELATIVITY OF REALITY

Both MRI and solution-focused therapists have been significantly influenced by the constructivist and social constructionist position that all of our ideas and constructs are individually and interactively created; they aren’t floating “out there” as truths to be discovered. This is also the essence of the process perspective. Constructivism (Bateson, 1972; Gergen, 1985, 1991, 1992, 2015; Watzlawick, 1976, 1984) refers to the philosophical and epistemological viewpoint that individuals co-create their views of reality through interacting with the world. Social constructionism (Gergen, 1985, 1994, 2015; Hoyt, 1994; Mahoney, 1995; McNamee & Gergen, 1992; Neimeyer, 1993; Neimeyer & Feixas, 1990; Neimeyer & Mahoney, 1995) builds upon the constructivist premise by emphasizing the influence of the social context on the making of meaning. This is reflected in the cultural context sphere of Figure 1, above.

These postmodern understandings emphasize that all interactions should be considered in terms of the contexts of language and culture (Gergen, 1991, 1994, 2015). Thus, our ideas of gender roles, sexuality, and normative sexual practices, for example, must be considered within the individual and cultural assumptions from which they have evolved. As the MRI group (Watzlawick, 1976; Watzlawick et al., 1974) noted, any given action or situation can be described and understood within any number of useful realities or frames of reference. These frames, which both enable and constrain possibilities, are applied not only by clients, but also by therapists and theoreticians. This point is reflected in the two spheres of Figure 1 representing both client and therapist factors.

Such a recognition invites us to examine our implicit assumptions on sexuality and normative practices, reminding us that there are many entirely positive ways of defining and expressing sexuality that don’t fall within culturally dominant norms. Further, if all views of reality are created through social interaction and the use of language, then they can co-evolve in new ways through interaction with therapists and homework with partners. Slight shifts in interaction with therapists and others can have watershed effects in altering the path of formerly problematic patterns. This core premise of the process perspective emphasizes that change is constant and that slight shifts in constraints or in the direction of the flow of interactions will often have dramatic and cascading results.

Influenced by these ideas, process-oriented brief therapists attend to, respect, and accept their clients’ language and conceptual frames as they intersect with their own as therapists (Fisch, Weakland, & Segal, 1982; Nardone & Watzlawick, 1993; Watzlawick, 1976, 1978; Watzlawick et al., 1974; Weakland, Fisch, Watzlawick, & Bodin, 1974). These authors, along with Fraser and Solovey (2007), suggest pathways to change with interventions such as the following:

•   Restraining Change
 Restraining clients from moving too quickly, or prohibiting them from directly attempting their desired goal, is often a second-order change in-and-of itself. Process-oriented brief therapists employ both “soft restraints,” where they give clients the directive to “go slow” in their attempts to rush headlong into some resolution, and “hard restraints,” which involve either prohibiting a goal-oriented action or offering challenges to clients.

For example, a process oriented brief therapist may, not unlike Masters and Johnson, recommend that clients refrain from engaging in intercourse or other kinds of sexual interaction. When the couples “slip up” and attempt or successfully engage in their desired sexual pleasure, the therapist may cautiously celebrate their unexpected success. When their slip up doesn’t turn out well, the therapist can use this result to reinforce the go-slow message.

•   Normalizing
 This intervention attempts to put clients at greater ease by contextualizing their difficulties as normal reactions, given the constraints of their situations. Allowing clients to relax their often-pressured efforts to solve a perceived difficulty, normalizing helps them de-pathologize themselves and whatever they are struggling with. Sex therapists often accomplish much the same thing through psychoeducation, outside readings, and direct explanations. To be clear, normalizing interventions do not imply shaping clients to fit supposed “norms” of typical sexual behavior. The process view suggests that there are many and varied satisfying sexual relationships. Conforming to supposed norms is often the trigger for many unnecessary sexual difficulties. On the contrary, normalizing is simply a term used to help clients relax and feel comfortable within their current context and realize that “there are many paths to the top of the same mountain.”

•   Framing, Reframing, and Deframing
 Framing involves placing a person, situation, action, or problem in a particular context. Reframing involves putting the same person, situation, action, or problem in an alternate but equally sensible and often more useful context. Deframing refers to deconstructing the context of a particular frame of reference to eliminate it as a cause for a problem, challenge its absolute reality base, or simply point out that it is but a point of view.

•   Positioning
  Process-oriented brief therapists adopt a position relative to their clients that is designed to facilitate therapeutic change. They might take a position of “cautious optimism,” a “one-down” position, or a position that is significantly different from that of the clients or “helpful” others.

•   Prescribing Symptoms
 Symptom prescription involves asking clients to engage purposefully in some variation of the described problem behaviors, allowing the therapist to learn how they think, act, or react during the problematic cycle, or to learn more about what brings the problem on or what makes it worse. Such prescriptions make the problem pattern less “automatic” or less out of the clients’ control.

•   Predicting Difficulties or Relapses
 This technique is often used to deflect clients from being discouraged at perceived setbacks or to encourage them to consolidate their gains by reencountering old perceived dangers. For example, clients might be warned that their first attempts at a new sexual exercise or technique is unlikely to produce instant success or pleasure and that the main objective is to learn something about themselves or their partner. Once they’ve achieved greater intimacy, they might be asked to see if they can reignite one of their old struggles. If they fail to fight, they further solidify their new patterns. If they succeed at fighting, they learn in what ways they are still vulnerable to the old pulls.

•   Finding and Amplifying Exceptions, Differences, and Positive Solutions
 Once desired goals are identified, clients and therapists jointly look for times in the past and present when the problem hasn’t happened. This process of searching for positives and identifying how they’ve come about is itself a second-order change, a reversal of the common client process of focusing only on problem-saturated stories. As exceptions to the sexual difficulty are identified, the contingencies surrounding them can be identified, and these positives may then be amplified, creating successive approximations of the desired goals.

•   Adopting a goal-oriented future position
  Process-oriented brief therapists help clients identify small, achievable, and relevant goals that are action oriented and observable. The more clients orient toward a possible future, the more successful they become at realizing it.

With the theoretical framework of our process approach established, we’d now like to discuss some cases. The first two demonstrate our method of working with clients who have medical concerns; the following three further elaborate on the vignettes presented at the beginning of the chapter, illustrating a way of dealing with level-of-desire problems.

A PROCESS-ORIENTED APPROACH TO BRIEF SEX THERAPY

“Medical” Problems

As noted in the first section of the chapter, sex therapy has recently been critiqued for becoming overly biological in its approach to sexual problems and their resolution. Hormone therapies, surgical procedures, and medication have been seen as so successful that clients, physicians, and therapists have begun to see these paths to treatment as the ultimate brief therapy for sexual difficulties. However, much of this medicalization is myopic. It views the source of all problems through the lens of the medical model. The field has suffered from an “either-or” view of sexual difficulties. In other words, the problem is either physiological or personal/interpersonal. The process view subsumes both physical and interpersonal/intrapersonal positions. It is hard to have a physical difficulty without an emotional and interpersonal response, and vice versa. (This is aside from the strong profit motives of the pharmaceutical industry in the United States, which derives immense profits from offering chemical solutions to most all human problems, much less sexual difficulties.) This continues, despite resolutions by world health bodies, recommending combined medical and psychosocial treatments, even when biological interventions are most strongly indicated (Rosen, 2000). For brief therapy to be successful, therapists have a critical responsibility to approach all problems within the context of the clients’ relationships and worldviews.

Beth and Tom came to therapy complaining that even Viagra hadn’t helped Tom with his sexual performance problems. Married for seven years, the couple had had a mutually satisfying sex life until the past year. This was Tom’s second marriage and Beth’s first; his first wife had left him for another man she’d met at work.

Tom seemed to have lost the ability to have or maintain erections, and he had recently stopped initiating sex or responding to Beth’s advances. Their family physician had prescribed Viagra; however, Tom stopped using it when he found it to be inconsistent and rather strange and unnatural.

Two years earlier, Beth had quit her job as a secretary and returned to college to finish her bachelor’s degree. Tom, the owner of an auto mechanic shop, thought that perhaps Beth’s involvement with her studies had prevented them from paying more attention to their sexual relationship. If so, he would just wait it out until she was finished. Beth was distressed, fearing that either he had some physical problem or he no longer found her sexually attractive. When they had tried sexual encounters, they both had quickly responded to the first signs of an erection, rushing to insertion and attempts at intercourse. These efforts had all ended in failure, and Tom had withdrawn still more.

The lead therapist, our colleague Mary Talen, respecting the couple’s concern that there was some biological basis for their problem, invited a physician (who was also a family therapist) to consult with them. His work-ups revealed some vascular difficulties that had probably initiated some of Tom’s erection problems. The couple was relieved to learn of this, but they were also concerned, given that Viagra hadn’t worked.

In addition to Tom’s biological condition, Mary and her colleague saw three other interrelated problems potentially contributing to the couple’s difficulty. First, Beth’s going back to college had resulted in her both withdrawing from him and potentially surpassing him in education and aspirations. Second, the couple had become locked in a vicious cycle of demanding and withdrawing. And third, over-focusing on the state of Tom’s erections, they had pressed toward intercourse whenever they were apparent.

The therapists recognized that their interventions needed to attend to the biological component of Tom’s condition, honor each of their views on sexuality and on each other, and reverse the demand/withdraw cycle. Working within Tom’s worldview, they used metaphors of auto repair and maintenance, suggesting that he indeed needed a “new transmission” when it came to enjoying and having sex with his wife. However, he certainly needed instructions from his own “mechanics,” or physicians, on what to expect of the new transmission and how exactly to break it in so he could eventually resume the pleasure of the driving experience.

Mary and her colleague told the couple to “slow down” when it came to having sex, avoiding intercourse for the time being. Tom was to learn how to utilize the effects of Viagra through masturbation and then gradually teach Beth what he had learned. In the past, the couple had found each other most attractive when they went out with friends and flirted with each other. The therapists thus asked them to go out on dates with other couples and look for each other’s secret flirtations. Beth and Tom would be a little rusty, but it was important to get the “car back on the road.” As they got aroused, they were to restrict themselves to some gradual pleasuring exercises, having intercourse only if they absolutely couldn’t abstain.

Over the next three weeks, Tom adjusted to using the Viagra, he and Beth made time to socialize, and they not only learned more about each other’s pleasure, but also rediscovered both intimacy and intercourse. By reversing the couple’s solution attempts, the therapists were able to resolve Tom’s biologically based difficulty and help put the couple’s relationship back on a firm foundation.

Couples often hope that there are biological causes and cures for their sexual difficulties, but this is often not the case. Bob and Cheri had enjoyed a passionate sexual relationship until moving in with each other, at which point, much to Cheri’s puzzlement and dismay, Bob started to sexually withdraw. He, and all the other men in her life, had always found her hot, so Cheri figured that he must be experiencing a testosterone deficiency. When this proved not to be the case, they came for therapy, with Bob feeling singled out and accused of being the one with the problem.

The therapist, again Mary Talen, had the couple share some of their sexual history. Bob, when he was young, had walked in on his father cross-dressing. After that time, he’d strongly affirmed his own heterosexuality in vigorous sexual relationships with women, while remaining sensitive to what might happen to him in a long-term committed relationship. Cheri had a history of drug abuse and prostitution, during which she’d come to believe that her main value was her sexual attractiveness to men.

Mary normalized the changes the couple had been experiencing, mentioning the transition in their living situation and pointing out how it had kicked off a problematic spiral. This reframing helped them attach new meanings to their recent difficulties, allowing them to simultaneously take a step back and draw closer to each other. Bob told Cheri that it was her love of life that made him want to be with her, and she told him that he was the strongest and truest man she’d ever been with. They reaffirmed each other’s attractiveness and acknowledged the stresses of moving in with each other.

Mary asked them to make lists of what each wanted to retain of their separateness, while evaluating what they wanted together. During this time, they were to refrain from sexual contact and reinitiate dating, only returning to lovemaking as their transition to living together settled in. These gentle changes gradually got their sexual relationship back on track.

Level of Desire Problems

As noted earlier, several sources have critiqued mainstream sex therapy for not having an adequate way of treating what has now become the most frequent sexual complaint in the office of sex therapists, differences in desire among partners (Apfelbaum, 2000, 2001; Kleinplatz, 2001). Indeed, “low sexual desire” was called the sexual dysfunction of the 1990s (Pridal & LoPiccolo, 2000), affecting men as often as women and both heterosexual and same-sex couples.

As we return to the opening vignettes, notice how deframing “low sexual desire,” shifting the pattern of relationships, and disrupting solution patterns become the keys to “reawakening desire.”

Recall that Lawrence, Tina’s fiancé, had lost all interest in sex after learning of her prior sexual experiences. The more he thought of her with other men, the more distracted and distressed he became. When Tina realized why he was withdrawing from intimacy, she was reluctant to share any more information with him. This aroused his suspicions, and they were off on a “downward spiral.”

With accuser-defender vicious cycles, one partner typically accuses the other of some type of infidelity. The defender denies the infidelity but does so in a tentative or defensive manner, which fuels the insecurity of the accuser, leading to more accusations, followed by more defensive denials, and so on. Lawrence’s accusations had begun with concerns about Tina’s former sex partners, but they’d quickly escalated to speculations about current betrayals as an explanation for her loss of interest in sex.

Process-oriented brief therapists seek to interrupt this type of cycle, helping the accuser to stop accusing, and/or helping the defender to respond in a more definitive way to the accusations. In this case, the therapist, Scott, selected the latter approach. Honoring Tina’s concerns about Lawrence’s emotional well-being and respecting her frame of reference, he sought to use her language while reframing the situation and normalizing Lawrence’s behavior.

Scott explained that the couple had fallen into what some might refer to as a “gender trap,” which was being maintained by their deep love and strong passion. Deep love often brings out primitive emotions and a need to mark the relationship as something very special and exclusive. Men and women sometimes do this in different ways. A competitive man wants to be viewed by his woman as the greatest of all lovers. He feels secure, knowing that his virility and skill will keep his woman from wandering, given that the sexual experience he offers is beyond comparison.

In contrast, a passionate woman likes to mark the importance of her relationships by forgetting previous sexual experiences and pretending that her man is her only real lover. The couple’s conversation about the past, although understandable, was interfering with their ability to complete their somewhat separate tasks before the wedding. The more that Lawrence brought up the subject of previous relationships, the more Tina was reminded of the past that she was trying to forget. On the other hand, her tentative responses were not providing Lawrence with the assurance that he was seeking.

Scott told Lawrence that he could offer him a strategy for dealing with his unsettling questions, but before proceeding, he wanted to answer any questions they might want to pose to him. Tina asked how he could possibly have known exactly what was going on inside of her. Lawrence said he hadn’t realized what Tina had been trying to do. Scott acknowledged these reactions, explaining that “love makes us all a bit crazy.”

Scott then turned to Tina and explained that there was a good “antidote” for Lawrence’s condition. The next time Lawrence asked her about her past, she could simply give him a big Hollywood-style kiss, regardless of where they were—the mall, a family gathering, in bed, or in a restaurant. After the kiss, she should tell him the truth, which was that she didn’t want to think about sex with anyone but him, that he was the only one she was interested in.

Upon hearing this, Lawrence burst out laughing. Scott looked at Tina, and, with a smile, told her to “make sure to give Lawrence some tongue with that kiss.” They both left the session laughing, excited about the “antidote.”

Lawrence and Tina were married on schedule. When they came back for a follow-up interview after the wedding, Tina said that she had followed the prescription once. Lawrence had laughed and dropped the subject, and he hadn’t brought it up since. With their sexual relationship back on track, they moved on to discuss other challenges, such as where they were going to live and when they were going to start a family.

By reframing Lawrence and Tina’s interaction and by using humor to invite passion, Scott was able to help them interrupt their vicious cycle, moving them beyond jealousy and fear. Alicia and Dave, the second couple presented at the beginning of the chapter, were themselves trapped in an escalating cycle, in their case between a pursuer and a distancer.

Earlier in their 10-year marriage, Dave had had what Alicia considered to be a voracious sexual appetite. No longer. They hadn’t made love in six months, and Dave seemed to have lost all interest in sex. He considered Alicia more friend than lover, and he was concerned that he had fallen out of love with her. Alicia, in turn, suspected Dave of having an affair, despite his sincere denials to her and Andy, the therapist. Their relationship was becoming more and more polarized.

Andy made note of how hard Alicia had been working to attract Dave’s interest. She had waited up for him when he was late from work, arranged candlelight dinners, worn sexy lingerie to bed, given him long suggestive kisses, and asked him about what he was thinking and feeling about her. When he’d failed to respond in an assuring manner, Alicia had become tearful.

The more eager Alicia had been for Dave’s attention, the more he’d withdrawn, at one point talking about suicide. Convinced he was suffering from depression, he’d obtained an antidepressant prescription from his family doctor, but the medication didn’t change the problems with the relationship. He felt especially guilty that Alicia was going out of her way to make the relationship work. Wondering what would happen if his feelings for her didn’t return, he considered the possibility that he would have to leave his marriage.

Pursuit-flight cycles may kick off when something tips the delicate balance of initiation in a couple’s relationship. When one partner, feeling unwanted, pursues the other partner for affection and validation, it can inspire attempts for him or her to flee or withdraw. Just as pursuit stimulates flight, flight stimulates insecurity and more pursuit. The fleeing partner may read this cycle as a sign that they are no longer in love. If this fear is spoken, the situation is further complicated and may lead to an extramarital affair or divorce.

By the time Dave and Alicia entered therapy, their cycle had become a full-time endeavor. Alicia, spending most of her day dwelling on her fears of Dave’s leaving her, had quit her part-time job to concentrate on the relationship. Dave was also devoting considerable time to worrying about his marriage, and his job performance was declining.

Andy’s therapeutic objective was to interrupt this cycle by having one or both partners stop or even reverse their part in the cycle. If Alicia were to stop pursuing Dave, he might rediscover his interest in her. Alternatively, if Dave were to reverse his participation and pursue Alicia, she might feel less compelled to pursue him.

Dave didn’t consider himself capable of making changes, given his loss of feelings, so Andy met with him separately, validating the difficulty of his position and praising his willingness to stay in the relationship. Andy reframed the nature of long-term relationships, talking about how sexual interest naturally waxes and wanes, and normalizing his loss of interest.

Meeting alone also with Alicia, Andy validated her concerns and assured her that Dave’s lack of interest did not mean she was unattractive. He explained that sometimes people withdraw in relationships when their partner becomes too predictable or loses some of the uniqueness and passion for life that originally drew them together. He wondered with Alicia about ways that she might make herself a bit more mysterious to Dave, while recapturing her own interests. They agreed that unpredictability should be expressed in subtle yet honest ways. Certainly, she wouldn’t want to hurt him.

Alicia had a habit of kissing Dave at bedtime, telling him that she loved him and, when he didn’t respond, asking him if he loved her. Since this had sparked recent arguments and bad feelings, Andy suggested that she could forget to kiss him or kiss him and forget to say that she loved him. She might also dress for bed in a way that downplayed her interest in sex. When Dave came home late, she might be so absorbed in some activity that Dave would have to seek her attention. Because the renewal of Dave’s interest in her couldn’t be forced, his free will would need to be given time to express itself by Alicia’s getting more involved in her own life, going back to work, or, since she was an avid reader, joining a book club.

The outcome of this shift did not appear until two sessions later. Initially, Alicia found it difficult to disengage from Dave in the way they’d discussed; Andy validated her struggle by acknowledging the challenge of trying something different when the stakes are very high. Disengagement came easier after this, as did re-engaging in the things that interested her. At the next session, Alicia described what happened after a few nights of her not giving Dave a kiss. Coming home late and finding Alicia reading a book, he tried to get her attention. However, she really was absorbed in what she was doing, and when she stayed engaged in it, Dave felt uneasy. Later that evening, he initiated sex.

Re-engaged in her own life again, Alicia returned to work. She continued to feel more energy and assurance of her love for Dave and of his for her. Dave reported that his feelings for Alicia were starting to come back, and soon their sexual relationship was rekindled. They both admitted that they had fallen back in love with each other. In essence, they had gotten out of each other’s way, allowing themselves to rediscover each other.

Sometimes low desire is related to a history of sexual abuse. Such was the case with Nadia, who, you may recall, felt either numb or nothing at all when having sex with her husband, Ivan. Not having had sex in six months didn’t bother Nadia, but Ivan was threatening divorce, so, after her gynecologist had told her that there was nothing physically wrong, she came to Scott for help in solving “her” problem.

Nadia realized that saving her marriage would entail her having sex more often with Ivan, but until Scott asked, she hadn’t considered the possibility of actually enjoying it. She said that if pleasure was possible, then, yes, she’d like to feel it.

In gathering a sex history, Scott asked about what the couple had tried to make sex a pleasurable experience. This discussion was initially difficult for Nadia, but she was eventually able to reveal some very important details. From ages 13 to 16, she was sexually assaulted frequently by an adult male cousin who was living with her family. Entering her bedroom and forcing intercourse on her, he threatened to hurt her if she ever told her parents. She kept quiet, and the cousin continued to abuse her until he was killed in a car accident.

During these abuse episodes, Nadia would freeze up and go somewhere else in her head. She learned how to have sex without feeling like she was having it, but her cousin wasn’t pleased with this. Trying to make her “get into the experience,” he would tell her, while abusing her, how pretty or sexy she was, and sometimes he’d buy her sexy underwear and tell her to put it on.

After the death of her cousin, Nadia felt great relief. She started dating boys and became sexually active, but only because the boys seemed to like it. She continued to “go somewhere else,” so for her, it was something of a “dead experience.” Still, her lack of interest gave her a sense of power. While guys were losing control over her, she was able to remain cool and collected.

When Nadia met Ivan in her early twenties, his solidity and genuine caring for her made her feel secure. She wasn’t sure if she ever really “loved him,” since she never felt romantic and her feelings about sex had remained unchanged. Because of Ivan’s disappointment in her lack of interest, she made an effort to warm up to the idea, reading romance novels that contained sexual material. They might have done the trick, had it not been for Ivan’s habits in bed. When making love, he liked to talk to her and tell her how sexy she was. He’d also brought her sexy underwear, hoping it might spark her interest.

Nadia had told Ivan about being abused, but afraid she might upset him, she’d never given him the full details. She had asked him to stop talking during sex and to stop bringing home sexy underwear, but he hadn’t really responded. Recognizing that he seemed to enjoy these activities, she’d decided to drop the subject and try to make the best of it.

After listening carefully to Nadia’s story, Scott reframed her numbness as a “secret power” for disconnecting herself from her feelings of sexual pleasure. This was not only an appropriate way to have handled the sexual abuse, but it also showed a keen sense of inner wisdom: It was her way of fighting back. In essence, she’d been able to say, “you can take my body, but you can’t really have sex with me.”

Now, as an adult, Nadia had a new need—the need to discover the power of sexual pleasure in a trusting and loving marriage. Scott, expressing his hope that this could be accomplished, suggested that Ivan’s involvement in therapy would make it possible for them all to work together on helping Nadia in this discovery. The dilemma was theirs as a couple, not simply hers.

Nadia thought she might be able to convince Ivan to come to the next session, but she was uncertain about how it would turn out, since he didn’t believe in “shrinks.” Scott normalized Ivan’s skepticism as a common reaction among men. He then asked Nadia if it would be okay for him to spend some time trying to help Ivan understand the impact of the sexual abuse as a way of helping her experience sexual pleasure.

Nadia brought Ivan for the next session. In an effort to put him at ease, Scott thanked him for coming and explained his reasons for inviting him: “Nadia has told me about the sex problem that she and you are having. My goal is to help her to experience more sexual pleasure so that you can have a more enjoyable sex life.” Brightening up, Ivan said he would do anything to help, and he reaffirmed Nadia’s description of his talking to her while they were having sex and bringing her sexy underwear. Yes, she had told him not to do this, but he figured she was just being modest. Since all women want to know that they are beautiful and sexy, he thought that telling her this would turn her on. Moreover, if she, with her nice figure, could see how good she looked in the underwear he bought her, maybe it would be enough to get her going.

Over the years, Ivan had become impatient with the whole process of sex, so he’d gotten to jumping into intercourse without much foreplay. This seemed to be what Nadia wanted. He loved her very much, he said, but although he had adjusted to her lack of interest in sex, the frequency of their lovemaking had recently gone to such a low level, he just couldn’t handle it. He’d begun thinking that maybe he just wasn’t sexy enough for Nadia and that she needed another man.

After carefully helping Ivan to unfold his side of the story, Scott reframed their dilemma, drawing on the information that he had gathered over the two sessions: “Ivan, the problem that Nadia is experiencing is not about your ability as a lover. As you know, Nadia was abused as a young girl. As part of that abuse, she became turned off to sex. This is not at all uncommon for women who have been abused, and in fact, Nadia’s reaction was quite expected. This business of being turned off has to do with the mental associations that Nadia has about sex. Mental associations include her fantasies and a sense that these fantasies are pleasurable. Pleasurable fantasies within a very trusting relationship with you are what Nadia needs to feel turned on. Unfortunately, as a couple, in your efforts to solve this problem, you have done some things that reinforce Nadia’s negative images of sex. They set off her triggers. You may not be aware of this, Ivan, but when Nadia was abused, the abuser talked to her and told her that she was pretty and sexy. He also brought her sexy underwear. I know that you have done something similar totally out of your love, but the problem is that these efforts may be too close to what happened to Nadia for her to stop the negative associations that she has with sex. I also know that Nadia’s request to have sex without foreplay is well intended. She wants to please you and get the experience over with; however, this is also too close to what happened when she was abused.”

Scott paused, and Ivan teared up and began to cry. Nadia, at Scott’s request, placed her hand on Ivan, who said that he’d had no idea that his wife had been affected in this way. Scott explained that she had tried to protect him from her pain, which Ivan understood and appreciated.

Scott then proceeded to unfold a plan for therapy that included many elements of Masters and Johnson’s work. He explained to Ivan that the course of treatment would involve a sacrifice from him. He was giving them an initial prohibition against intercourse while they engaged in a program of progressive pleasuring, and this could take a few months. It would be key that Nadia not engage in intercourse just to relieve his sexual tension, since this could reinforce her negative mental associations with sex. Masturbation would be perfectly appropriate, though, if he got too frustrated.

The couple’s progressive pleasuring started with one-on-one talking, without touching, for 15 minutes a day, and it continued, with assignments given every two or three weeks, for sitting together and touching hands, then hair, and then face and other non-erogenous zones. They progressed to doing this without clothes on and then to giving massages, also without clothes. Scott stressed that Nadia should always take the lead so that she could feel in control and reverse the process that had brought on her negative sex images. She was to direct Ivan’s hands when he was touching her and to practice touching him. Scott asked them to talk about which types of touches felt better and what they liked most. In subsequent sessions, the three of them talked about the couple’s attitudes and what kinds of sex they were most comfortable with.

Nadia began to enjoy sexual pleasure and sensation, but she also had an experience, for the first time in her life, of feeling intensely jealous. It came upon her as she watched Ivan talking to an attractive woman at church, and she didn’t know what to make of it. Scott framed it as an indication of their budding romance, and he warned Ivan of the need to reassure Nadia of his love for her. Her jealousy meant that she was making herself vulnerable to him, and she would need protection so that she could continue opening up.

As a parallel development, Scott asked Nadia if she felt comfortable exploring how to experience sexual stimulation, pleasure, and arousal on her own. She would be in control, and, eventually, she could share her discoveries with Ivan, thus opening a new sexual relationship together. After some hesitation, Nadia agreed to take some steps in this direction. She was referred to the book and video, Becoming Orgasmic (Heiman & LoPiccolo, 1988), and asked simply to review the materials and consider what it might mean to her to open this part of herself back up. She made excellent use of the materials and exercises, using them to slowly explore her sensuality.

Scott eventually suggested that they were ready to take the step into intercourse. Recommending that Nadia be on top, Scott directed her to be the one to insert Ivan’s erect penis into her vagina so that she could feel the power of eventually reducing it to a withering pulp.‡

The couple was doing well when they returned for a follow-up a month later. Nadia was experiencing pleasure with sex (both on her own and with Ivan), and Ivan was no longer contemplating divorce. They had two concerns. Ivan had noticed that Nadia wasn’t consistently having orgasms with him, and they were wondering whether it would be okay to have intercourse with Ivan on top. Scott offered some ideas: “Sex usually goes better when the objective is pleasure. Orgasms will happen sometimes and sometimes not for Nadia. Trying too hard can have the opposite effect for her. There are many ways for you to reach orgasm with each other. As Nadia continues to discover this herself, she can help to guide you in helping the two of you to experience this with each other. The mark of a good lover is the ability to nurture a pleasurable experience for one’s partner. Unfortunately, the movies rarely get this right.”

Regarding their second concern, Scott said they were free to have sex in any way that they chose, so long as it produced mutual pleasure. They could also trade off on initiating. Scott ended with a caution: “You have done a wonderful job of learning to make love. Even so, you should expect that sexual interest will be stronger at times and less strong at others.” He invited the couple to check out the women’s magazines at the grocery store, noting that they all include features on how to spice up your sex life. Apart from any useful ideas these articles might contain, they attest to the fact that all couples ebb and flow in sexual interest from time to time, even when sexual abuse is not a factor in a person’s life. Nadia expressed her gratitude to Ivan for helping her to open herself to him and to allow her to discover her own true sensuality. Ivan cried.

While the guiding ideas for this case, as for all of our work, derive from systemic and social constructionist theory, the interventions were similar to those used by mainstream sex therapists working with desire problems (Pridal & LoPiccolo, 2000) and issues of sexual abuse (Maltz, 2001a, 2001b). What was different in this case, as in each of the others before it, was the therapist’s close attention to first and second-order change and the respect given to the relativity of realities in social relationships. Nadia and Ivan had been locked in a solution-generated problem cycle of well-meaning attempts to negotiate their sexual relationship. The more they’d struggled, the worse it had become. With their worldviews honored in a therapeutic setting, they were able to make small yet significant shifts in their ideas, knowledge, and solutions, initiating the progressive resolution to their shared difficulty.

A PROCESS FOR CHANGE IN SEX THERAPY

The “new sex therapy” has always been a relatively brief therapy, but it has been criticized for lacking an underlying theory. In this chapter, we articulated and illustrated the social constructionist and systemic ideas that are the core of a process paradigm. Just as they fit with the current literature of the key elements of most effective psychotherapy, we also believe that they can offer sex therapy the theoretical foundation it has been lacking. A process view honors clients’ contexts and traditions. As illustrated in Figure 1, above, it also acknowledges the influence of the therapist’s background. The perspective helps therapists avoid not only the tendency to perpetuate dominant and implicit sexual myths, but also their associated gender-biased, phallocentric, and heterosexist assumptions.

Because the theoretical framework of a process approach is fundamentally systemic, its biopsychosocial set consistently places people in the larger contexts of their relationships. Thus, even biologically based difficulties and interventions are framed within the clients’ social and interpersonal relationships. Instead of focusing on parts (a criticism, you may remember, that has been leveled at mainstream sex therapy), a process approach to sex therapy considers the context of relationships to be of crucial importance. As can be seen from the cases we’ve discussed, such contextual sensitivity proves very helpful when therapists are addressing couples’ problems with desire. A therapeutic framing of the dilemma becomes possible, making available a number of effective interventions.

This chapter has been a blend of both theory and practice. The editors of this book, Shelley and Douglas, told us that they wanted to “get inside our heads and our hearts,” to learn how we work, from our point of view. Well, this chapter demonstrates our thinking and our passion. We believe that therapists who practice without a guiding theory risk losing their direction and abdicating their professional responsibility. Alternatively, theory that isn’t grounded in effective clinical practice is lifeless and useless.

We hope we have adequately demonstrated our respect for the tradition of sex therapy and have shown how its innovations fit well with a process perspective. We believe that by adopting a process paradigm, with its systems and social constructionist ideas, sex therapists will find a unifying theory to guide their practice. The result will likely become an exciting catalyst for effective brief therapy for sexual difficulties. We hope you agree.
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* Masters and Johnson (1970) themselves inadvertently played into these fears (among other problems) by the very title of their work, which focused on inadequacy, rather than difficulties or problems, assuming that there was some tacit norm of adequacy.

† Years ago, most clients presenting with this problem were women. However, as of 2000, the proportion of males and females presenting with low desire had become essentially equal (Apfelbaum, 2000).

‡ This suggestion, taken from a case made famous by Milton Erickson, reflected a reversal of the abuse situation.
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Come Again?: From Possibility Therapy to Sex Therapy

Bill O’Hanlon

I CALLED THIS CHAPTER “Come Again?” not only to be in keeping with the punning title of this compilation, but also to highlight two important aspects of brief sex therapy. First, the title points to the collaborative nature of the approach. Not unlike sex itself, therapy works best when the people involved touch base with one another about preferences and experiences throughout the encounter. I’m forever checking in with clients, making sure I’ve heard them correctly.

Second, I often meet with clients only a few times—even when we’re addressing sexual issues—never assuming that they’ll need to make another appointment (unless they tell me). At the end of each session, I ask, “Do you want to come again or have you gotten what you came for?” As a brief therapist, I consider myself an expert on helping people make changes, but I don’t consider myself one when it comes to the choices they make or the preferences they hold. Clients are the experts on their lives.

I used to refer to my particular style of working as “solution-oriented therapy,” but I’ve changed it to “possibility therapy,” in large part to distinguish it from “solution-focused therapy,” with which it shares some but not all values and methods. Although this chapter applies some of the basic premises of possibility therapy to sex therapy, a more thorough discussion of “possibilities” is articulated elsewhere (O’Hanlon & Beadle, 1999; O’Hanlon & Bertolino, 1998; O’Hanlon & Bertolino, 1999).

PREMISES OF POSSIBILITY THERAPY

People are influenced, but not determined, by the past. Possibility therapy challenges the all-too-common assumption that the past causes the present and future, holding that people have choices about what they do—choices that are not predetermined. That is, people may be influenced by what happened in the past or by their genetic or biochemical makeup, but they also have some freedom to make choices within those influences and constraints. Masters and Johnson (1970) similarly focused more on the present and future than on the past. Their psychotherapeutic model was one of the first to do so.

People are influenced by their sense of what is possible for their future. Some approaches, like cognitive therapy, start with the assumption that thoughts cause feelings. Others, like psychodynamic or emotionally focused approaches, espouse the notion that feelings (either unconscious and unrecognized or within awareness) drive or determine behavior. Possibility therapy holds that people can be strongly influenced (but not determined) not only by thoughts and feelings in general, but also, more specifically, by their sense of their future (or futures). What they believe is possible and what they think is likely are both powerfully and experientially connected to the future they can create.

At any moment, unless physically compelled by someone who holds power over them or unless they are prevented by physical incapacitation, people choose the actions they take. Feelings sometimes come unbidden and are not controllable, and thoughts and fantasies are often automatic. However, actions, as the existentialists recognized, always have an element of choice. People are able to choose what they do with their bodies.

People are more likely to cooperate when they and their feelings and points of view are validated and respected. It is crucial that we therapists validate, respect, and take seriously our clients’ “negative” or “resistant” feelings, responses, or points of view. Because people tend not to change in the presence of blame and invalidation, we need to take the time and make the effort to ensure that our clients feel listened to, accepted, and understood.

Therapists can never know the truth about people, because we are always influencing what aspects of that truth get spoken and heard. Because we always bring perceptual and assessment biases to the therapy process, therapists can never be truly “neutral,” and we can never precisely determine what is really happening for our clients. We are always present and influential in bringing forth the particular “truth” or image of the problem that emerges from our therapy conversations.

This is both bad news and good news. The bad news is that we give our clients problems. What they say and what we assess is strongly influenced by our questions, by what we attend to, by what we fail to notice or respond to, and by our theoretical bias. The good news is that in the process of giving our clients problems, we have an opportunity to co-create problem definitions that are inherently solvable.

No one knows for certain what causes behavioral, psychological, emotional, or relational problems, although there is no shortage of people who claim to know. Whereas almost every psychological or psychotherapy model claims to possess the truth about what causes problems, possibility therapy remains causally agnostic. That is, it proposes no grand theory about the origins or driving forces behind problems and, therefore, no grand theory about how they should be resolved.

I find it quite comforting to realize that nobody really knows what causes or drives human behavior. But even though the jury is still out, an amazing number of individuals are afflicted with what might be called “delusions of certainty,” believing and wanting to convince others that they have, indeed, discovered the answers and the truth.

In this chapter, I provide some working ideas for interventions, but I consider none of them to be universally true or applicable, and I’m quite willing and happy to abandon them if they do not yield results or if other methods or ideas work better in a particular situation.

What we do in therapy either works or doesn’t work. If it doesn’t work, it’s best to first try something different rather than deciding the person, couple, or family is unmotivated or unable to change. If an individual, couple, or family is not changing, I initially attribute it to a limitation in my approach or in my flexibility. Obviously, if new methods or approaches consistently yield the same lack of results, I may begin to entertain hypotheses about “resistance” or lack of motivation or “secondary gain.” But I only do this in the spirit of helping people make changes they say they want to make, not to blame them or to justify my lack of results.

There are many pathways to change. No one technique, method, or philosophy works for everyone, despite many claims to the contrary. If there is no universal truth or method, then therapists are best off remaining flexible. Recognizing that clients are almost always more complex and variable than any psychological theory or psychotherapeutic method, I try not to get too attached to any particular idea or way of working with them.

What helps create change is not necessarily an indication of what caused the problem. Sometimes my clients and I find and put into place a solution without ever determining the original cause of the problem. Other times we agree on the probable origin, but the solution bears little or no relationship to it. Still other times, we discover a solution that is clearly related to the problem.

All experience is okay. Actions are either okay (ethical, safe, and acceptable) or not. I distinguish between what people do—which may be right or wrong, helpful or unhelpful, good or bad—from what they think, feel, or fantasize. I consider all automatic and internal experiences (feelings, thoughts, fantasies, sensations, imaginings) to be acceptable and okay, so I don’t expend any effort trying to get rid of or “fix” them. Accepting and supporting clients and all their experience, I focus treatment on their actions and on points of view and contexts that aren’t supporting the change process.

METHODS OF POSSIBILITY-INFORMED SEX THERAPY

Please bear in mind that the above assumptions are just that: assumptions, not truths. I hold my premises very lightly; I’m ready to drop them in the face of evidence that they are not working, are invalidating people, or are blocking the change process. I am constantly on guard for assumptions and hypotheses holding me, rather than the other way around.

In treating people’s sexual concerns, I put my assumptions into practice through five basic moves:

•   Normalizing;

•   Validating and giving permission;

•   Changing actions;

•   Changing patterns (of viewing, doing, or context);

•   Inclusion and permission.

Normalizing

A man who had just been diagnosed with high blood pressure came to see me for hypnosis. He had begun exercising during his lunch hour and eating more healthy foods, and his doctor had suggested he seek some form of stress reduction like hypnosis. During the first session, he mentioned in passing that, over the last year, he had been experiencing some impotence, possibly due to his blood pressure problem.

We worked together for several sessions, spread out over three months, at which point he told me that his blood pressure had been back in the “normal” range for a month or so and that his doctor thought everything looked good. He attributed a certain part of his progress to the hypnosis we had done, so I thanked him and asked if we had accomplished his goal. He said we had.

“Anything else I can help you with?”

“Well, actually there is. You remember that I mentioned that I had had some impotence. Well, even though the blood pressure is better, nothing has changed in that regard.”

“Oh,” I replied. “So is that something you would like to work on here?” “Yes,” he said.

I asked him if he had had any discussions with his wife about the issue and he said he had. She assured him that she was okay with his impotence and that it didn’t bother her and she didn’t take it personally. She liked sex but wasn’t desperate for it, and she gave him lots of room. Sometimes they engaged in oral or manual sex when he didn’t get or maintain erections, and sometimes they just stopped.

“Do you think she would be willing to come in here and help us work on the problem?”

“Yes, I think she would.”

I told him I thought that would be best, because she could give me more information and perhaps be part of working out a plan to help the situation. He agreed to speak to her and bring her in for the next session. “Meanwhile,” I said, “I just want you to know, since you seemed pretty embarrassed when you brought this up, that many men suffer from occasional bouts of impotence. In fact, it has happened to me. I lost my erection with my partner, and when I tried to make myself get hard, it only made matters worse. I kept trying, but nothing was happening. I told my partner what was going on and explained that I was putting too much pressure on myself, and we both agreed that, in order to take the pressure off, we would not expect any intercourse or erections. Finally I began to get erections again, but I often found myself self-consciously watching myself and wondering whether I would maintain the erection. Gradually, over the course of the next year or so, that self-consciousness diminished and finally went away. So one of the areas I would want to talk to you and your wife about next session is all the ways you experience internal or external pressure. We’ll try to find ways for both of you to take the pressure off.”

He arrived at my office for the next session alone. I was surprised and asked him why he hadn’t brought his wife along as we had agreed. He told me, “Because the problem is gone.”

“Gone?” I said.

“Yes, just hearing that you had the same problem made me realize it wasn’t all that bad and I stopped worrying about it. Once I stopped worrying about it, I was able to get erections easily.”

This story illustrates how helpful it can be to normalize and give permission for sexual desire, feelings, and fantasies (or the lack of any or all of them)—in short, for whatever happens in the person’s experience. However, as I mentioned earlier and will illustrate later, I don’t always normalize or give permission for behaviors.

Validating and Giving Permission

I’d like to use two cases to illustrate the importance of validating experience and giving permission. At first blush, the cases seem to be opposites, because their outcomes were 180 degrees apart, but they both illustrate the principle of change though validation and acceptance of feelings, fantasies, thoughts, and any inner experience of sexuality.

A man asked for an emergency appointment, and when he arrived, he said in an urgent voice that he wanted some help because he was a latent homosexual. I asked him what had led him to think this. With shame in his voice, he explained that during sex with his wife over the past few months, he had begun seeing images of naked men. I told him I wasn’t sure that this made him a latent homosexual. In therapy, I explained, I was privy to the inner life of many people, and what I had learned is that human beings have a lot of strange things floating through their minds, not all of which are meaningful. I asked him what he would think if, while having sex with his wife, he had images of fire trucks in his mind. Would that make him a latent fireman? He laughed and said he guessed not.

I use humor a fair amount in therapy, seeing people, as do many brief therapists, as resilient, not fragile. Humor can indirectly communicate this view to clients, which may reassure them that they aren’t crazy or broken and that the problem isn’t as overwhelming as they might have feared.

“Let me guess,” I ventured. “When these images first happened, you tried to get rid of them, right?”

“Yes,” he replied.

“And the more you tried to get rid of them, the more frequent and intense they became, right?”

“Well,” he said, “what I didn’t tell you is that they have started to haunt me at various times during the day, even when I’m not having sex with my wife.”

“Maybe you are homosexual and haven’t come to terms with it,” I allowed. “But I don’t think we can know that without doing an experiment. For the next while, I’d suggest that you deliberately fantasize about naked men as often as is feasible. Sometimes, the more we try to get rid of a feeling, thought, or fantasy, the more it grows in intensity. Let’s see what happens when you stop trying to get rid of it.”

In saying “Maybe you are a homosexual,” I wasn’t trying to be paradoxical, and when I asked him to deliberately fantasize about naked men, I wasn’t “prescribing the symptom.” I genuinely considered it possible that he would discover he was gay, at which point he’d need to come to terms with it. But I also thought his attempted solution could be responsible for creating his intrusive thoughts, in which case the experiment would take care of them. As a brief therapist, I’m interested in changing things rather than in spending months analyzing clients’ internal experience. Often the results from an experiment can make the focus for intervention clearer.

As it turned out, the experiment made sense to the man, and when he tried it, he discovered that the images gradually disappeared, as did his concerns about his sexual orientation.

Another client, John, was brought in by his family after he’d threatened to kill himself. A developmentally disabled adult, he lived independently in a subsidized apartment, handling his own money and even balancing his checkbook. Occasionally he would overspend, become panicked, and call his parents, who would give him a lecture on being more responsible and give him some money to make it through until his next paycheck. He would then begin to complain that his disability prevented him from making enough money, gradually working himself into a state in which he would threaten to kill himself.

The family and I worked to ensure that when John called, they neither rushed into giving him money nor gave him a lecture. John agreed to work with his mother to create and stick with a budget so his parents would see him as more capable (something he wanted very much, because he complained that they treated him like a child). We also had some discussions about John’s hopes and dreams, which elicited much fear from his mother. It so happened that 10 years earlier, just after high school, John had enrolled in a college and failed all his classes.

His mother was afraid that if John were to once again fail community college classes, he could again become suicidal. John assured his mother that he’d matured and become more emotionally stable in the last decade and that at first he’d only audit his classes. With this reassurance, his mother reluctantly agreed with John’s plan, and John became more hopeful about his future.

After a few family sessions, I thought we were about done with therapy, but John surprised me by requesting that we meet individually. During the session, I asked him what he was there for, and he answered by asking me in a very loud voice, “Do you think it is okay if someone is gay?”

“It’s okay with me,” I replied.

“Well, I’m gay, and a lot of people in my family wouldn’t accept that.”

“Have you ever told anyone in your family?”

“No.”

“Is it important for you to tell them?”

“Well, none of them know. You’re the first person I’ve ever told. I think it’s important to be honest.”

“Well, is there any one family member you can tell who you think would accept your being gay?”

“Maybe my sister.” We went on to make a plan about how John could tell his sister.

Finding out that John hadn’t yet had a romantic/sexual relationship, I discussed with him various strategies for getting a date, dealing with rejection, and practicing safe sex. After we made a plan for how he could tell his sister, he came out to her. She was very accepting and agreed with him that the rest of the family wasn’t safe to tell. She became his trusted adviser and confidant, and he never again threatened suicide. When I later asked him, he said that not coming out had played a large part in his suicidal feelings. Telling me, his sister, and some people at work had relieved his sense of desperation.

Both of these cases illustrate the importance of helping people accept and validate their feelings and fantasies, freeing them from shame or from intrusive, compulsive obsessions. I consider all inner experience to be okay, but I am clear and firm with my clients that although some actions are okay, others aren’t. It is okay to fantasize about rape. It is not okay to rape. It is okay to have the impulse to have sex without protection. It is not okay to have unsafe sex.

I once saw a client who found herself swept away in the passion of her sexual encounters and failed to insist that her partner use a condom. In the cold light of the next day, she suffered terribly from fears that she was pregnant or had been given a sexually transmitted disease. However, the next time she was faced with a partner who wanted unprotected sex, she’d once again sacrifice her safety for his pleasure.

During one particular session, we made an agreement for the following evening, when she anticipated seeing her current condom-hating boyfriend. If she felt that she was about to give in and have unprotected sex, she would excuse herself for a moment and call me, so I could remind her of her intention to stop the pattern. Just the thought that she would have to confess that she was doing something stupid and self-destructive was enough for her to insist that her partner use a condom.

Changing Actions

Most people think they have to feel sexual before they can act sexual, but because sexuality is such a mixture of the inner (feelings, desire, fantasies, sensations) and the outer (actions, techniques, body positions, patterns of relating), taking sexual action can stir sexual feelings. For example, sometimes, late at night, I am tired, but if either my partner or I initiate foreplay, it often sparks desire and arousal. So instead of having my clients wait for sexual feelings to spontaneously arise, I often suggest they take action to jump-start them.

An empty-nest couple, Jake and Lorraine, came to see me, concerned that the passion had gone out of their marriage. Together they had raised a blended family of several children who had grown up and, in recent years, left home. They were both successful in their careers and they considered themselves friends, but they hadn’t had sex for many years. They had never really talked about this issue, but when they finally spoke about it in my office, they speculated that because of their weight gain, they weren’t as attracted to each other as they had been.

Both of them had recently begun fitness programs and healthier diets that had resulted in small weight losses and promised more, but this would probably take months, if not years. Lorraine said that Jake’s weight, although certainly making him less attractive, was not really an issue for her, but she assumed that he had a problem with her size. Jake reluctantly confessed that her weight was an issue, but this didn’t seem fair to him, given his own gains. Still, it was true.

They told me that their sex life had once been “hot” and frequent. Their relationship had begun as an affair, which had led to the break-up of their previous marriages. Even when the kids were around, they had found the time, energy, and creativity to have frequent sex in various places in the house.

Wanting Jake and Lorraine to move into action as soon as feasibly possible, and knowing that taking action and feeling desire are often intertwined, I asked them if they were interested in trying an experiment. If willing, they should take some time to talk about the “hottest” sexual encounters they’d shared and to try to recreate the actions involved in those incidents, regardless of their initial level of excitement and without waiting for any further weight loss. I told them that they might have to start slowly, with back massages, just to find a level of comfort with each other’s bodies again. But to my surprise, they went home and had sex (for the first time in about 10 years!) that evening. They decided that weight wasn’t as much of an issue as they had thought, and they continued to create (or re-create) a passionate and creative sex life with each other.

Changing Patterns (of Viewing, Doing, or Context)

Alison and Ryan came in, complaining about their constant bickering. They had five children and couldn’t imagine ever breaking up, but they drove each other crazy. Alison worked in the evenings, and when she returned home at 11:30 or so, she usually liked to unwind by sitting in the living room, watching television. Ryan, hoping she would come to bed in time for them to have sex, would begin a nightly ritual of opening the bedroom door, looking out pointedly at his wife, and tsk, tsk, tsking at her.

Livid at the pressure Ryan put on her, Alison, despite enjoying sex herself, would ignore him, silently vowing that hell would freeze over before she would have sex with him. The standoff would turn into bickering, with Ryan complaining about her avoiding him.

I searched for other issues between them, but this nightly interaction seemed to be the main cause of their problems. After getting Alison to tell Ryan that he was off-base about her lack of interest in sex, I discovered that he didn’t have a clue that his tsking was the main catalyst for the bickering and lack of sex. I patiently explained that he could have more sex with his wife and decrease the bickering if he would just stop opening the door to the bedroom and tsking. For one week, he ceased and desisted, and, lo and behold, his wife initiated sex several times. Amazingly, he fell back into the tsking habit again for several weeks, but finally gave it up after further discussions.

One might ask why he fell back into tsking. But that is precisely the type of question I try to avoid. I might have asked Ryan about it if had he persisted despite its being clear that his actions didn’t work. But I don’t speculate or hypothesize about the underlying cause. Instead, I engage in conversations and suggest experiments that are designed to break unhelpful sexual interactions.

A woman who had been sexually abused began to have flashbacks while having sex with her husband. She would experience herself once again being raped by her father, who had both molested and raped her when she was a child. While discussing the circumstances in which the flashbacks were likely to happen, we discovered that the couple always had sex with the lights off. The simple change of keeping a small light on in the bathroom off their bedroom helped her to realize that she was having sex with the man she loved rather than being abused by her father. Experimenting still further, the couple discovered that having the wife touch her husband’s face while they were having sex also helped keep her grounded in the present. Rather than analyze or speculate about the causes of the flashbacks (beyond the obvious connections to the abuse), we explored ways of differentiating the present from the past.

Another couple were so upset after the wife experienced a flashback of a rape that they stopped having sex for several months. Checking on their pattern of interaction, I discovered that it had begun when the man held onto his wife’s upper arms during intercourse. The rapist had restrained her in a similar way. Changing the pattern of their interaction—ensuring that he didn’t restrain her and starting with her being on top during intercourse—helped them reclaim their sex life from that past.

Inclusion and Permission

Another element of possibility therapy is to help people embrace whatever they might be experiencing, including seemingly contradictory feelings and beliefs. This reflects the earlier emphasis on validating feelings and desires but takes it a bit further.

A woman came to see me after doing something that surprised and perplexed her. Engaged to a man she’d lived with for several years, she had trouble staying aroused when they had sex. They liked and loved one another, and she enjoyed having sex with him, but within several minutes of beginning she would feel unaccountably scared and would just “shut down.” Sexually abused for some years by a much older cousin, starting at the age of six, she had spent five years in therapy as an adult. Her fiancé knew about what had happened and they had discussed it many times, but this hadn’t resolved the situation. After shutting down, she would usually go ahead and finish intercourse for the sake of her partner’s pleasure, but she herself wouldn’t feel much.

Precipitating her seeking help from me was an experience she’d had while attending a conference in a distant city. The second night of being there, she happened to get into the elevator at the same time as an attendee to whom she’d felt attracted. A spark passed between them, and they ended up having intercourse in the elevator. Having always been faithful to her fiancé, she was troubled and surprised by her actions and perplexed that she’d had an orgasm despite the obvious brevity of the encounter.

During the course of treatment, she confessed that for years she had not considered herself to have been sexually abused because she had “enjoyed” what occurred with her cousin. When I asked her to elaborate, she told me that she’d experienced pleasure and orgasms during the abuse and had felt excited by doing something she knew her controlling mother wouldn’t approve of. In her early adult years, she became involved in S&M (sado-masochism), deriving great pleasure from being hurt during sex. She finally left the scene when it became too violent and dangerous.

I usually use hypnosis when working with automatic and experiential symptoms, so we started with that. She realized that she found it hard to be treated kindly and have sexual pleasure and orgasm, so we worked toward her being able to include feeling connected and loved at the same time she was experiencing sexual pleasure. She also worked on noticing when she began to get scared during sex, allowing herself to tell her fiancé and let him know that they needed to stop.

She discovered over time that it was okay not to have sex when someone else wanted to (a new realization for her emotionally, although she’d known it intellectually) and also that it was okay to feel connected and have an orgasm. She also learned that she didn’t need to be “bad” (as in being punished in the S&M scene or having forbidden sex with a stranger in an elevator) to feel good.

In helping people with sexual concerns, I make it possible for them to include and feel permission for what were previously incompatible or contradictory feelings, experiences, or beliefs (e.g., I am this weight and I am attractive; I can feel attracted to someone and not have sex with him or her; I can be attracted to both men and women even though I have decided to live a gay lifestyle). I join with them, validating any “negative,” resistant, or troubling experiences (along with, of course, any that are positive, hopeful, and cooperative), and I help them articulate and name the complexities of their experiences and selves.

Life is rarely black and white, all or nothing. “Anger and tenderness, my selves,” wrote Adrienne Rich in her poem “Integrity,” “And now I can believe they live in me as angels, not as polarities.” Part of what therapists can do is look around, explore, and shine a light on the territory surrounding the problem to notice and name the complex reality that has been unnoticed and unnamed. We can also make liberal use of the word “and,” inviting clients to experience two seemingly contradictory feelings or states without putting them in conflict.

“You can feel tense and you could relax.”

“You might think you can’t change and you might be surprised to discover that you are changing.”

“You want to change and you are afraid to change.”

This contrasts with how most people put things together:

“I have to feel this or feel that.”

“I feel this, but I should be feeling that.”

Language and time steer us toward one-dimensional definitions of our experience and ourselves. By being inclusive, therapists invite clients to experience polar opposites simultaneously, going beyond mere acceptance of contradictions to a more expansive embracing of the self. Such widening of clients’ sense of self can break inner logjams.

I remember being in the midst of a difficult treatment with a woman who had been severely and persistently abused as a child. Because she lived a six-hour drive from me, we met every month or so for a three-hour session. She had struggled with suicidal impulses for many years and the work we were doing was leaving her emotionally raw. She called one day and told me she couldn’t go on with the therapy. “You are getting too close and I feel too vulnerable. Plus you are too far away, and I can’t come easily for an emergency appointment if I need one.”

“I understand,” I replied, “and I think this isn’t a good time to end treatment. So let’s talk for a minute and see if we can get you through until the next appointment. You can find a way to be vulnerable and protected. And you can modulate the distance and closeness to make it work for you. I can be right there with you while I am here. You can be right here with me while you are there. I can be as far away as you need me to be and as close as you need me to be. And I can be far away and close at the same time.”

I went on in a similar vein for a few minutes, trying to establish in her a feeling sense that she could in some almost magical way have her cake and eat it, too—she could want me and not want me, feel herself very close to me and very far away, and, somehow, in this profoundly ambivalent frame of mind, still move forward with therapy. It seemed to work. “Okay,” she said, “that was helpful. You’re right. I can do that. I’ll see you next appointment.”

Many people in therapy seem to get stuck with an either/or experience. This client thought she had to be either vulnerable or safe, but there were situations in which she’d be able to be vulnerable and safe. She said she felt that I was getting too close, and the opposite also seemed true—she felt I was too far away, both emotionally and physically. So I included both possibilities, instead of one or the other.

When people first come to therapy, they often seem to have two or more aspects of themselves trying, and failing, to squeeze through a small doorway at the same time. Unable to simultaneously accommodate, say, a desire to change and a fear of change, they stay stuck. Inclusion expands the doorway, leaving room for both aspects—and perhaps others—to move freely. Merely articulating this double reality is often enough to free clients to move on.

A FINAL NOTE: WAS IT GOOD FOR YOU?

I have given some general brief therapy strategies that can be used with sexual issues, but taken out of context, they could seem rather directive. In my work, I usually let my clients lead me. I have some ideas of what I could do, many of which I have detailed here, but I find that the clients usually have better ideas or, at the very least, responses to my suggestions, possibilities, and ideas that lead me to continue in the direction we are proceeding or to change course entirely.

I listen closely to their concerns, trying not to add any of my own theories about why they are struggling, and then I let their preferences, ideas, and responses guide me. Because it is so hard to capture this collaborative process on paper, writings about therapy are much more structured than the sessions themselves. I thus offer the ideas put forth in this chapter as tentative hints and possibilities rather than definitive strategies.
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Healing the Relational Wounds from Infidelity

Tina M. Timm and Adrian J. Blow

SARAH WAS A 36-YEAR-OLD MOTHER looking to lose the extra pregnancy weight from having four babies in six years. She did what many people do as a New Year’s resolution—she joined a gym. Going on the same days and times, she started to recognize the other “regulars.” They would often greet each other and sometimes, if they were working out on machines close to each other, they would make small talk. Over time, she started noticing that she looked forward to seeing one person in particular. Older than she was, he had kind eyes and a friendly smile. Like her, he wore a wedding band. She felt safe talking to him; after all, they were both married and nothing was going to happen. But as the months went by, the small talk turned to flirtation, and the flirtation turned to desire. She couldn’t wait to get to the gym. She felt alive for the first time in years. She felt like more than just a mother. She felt like a woman. And just like that, Sarah, a conservative Christian who never in a million years thought she would have an affair, found herself in the back of a car late one night after the gym closed, having sex with a married man. This sequence of events nearly destroyed her marriage.

Sexual betrayal, whether a brief encounter in a car or a long-term, intense affair, can lead to severe disruption in a relationship. The relational response to wounds of such infidelity can be compared to the body’s response after a bone has been broken. If the break of a bone is minor, it can, if protected, heal quickly on its own. However, if the break is severe, proper healing will not happen unless the bone is reset with surgical intervention. Similarly, if an infidelity is experienced by both partners as minor, the relationship can often heal quickly on its own; if it is experienced as significant, long-term intervention and support may be required. When either a bone or a relationship has been compromised, healing happens over time and early intervention is key. When intervening with post-affair couples, therapists can assist even highly distressed clients in suffering shorter periods of relational disruption by consistently applying a foundational set of skills and processes.

In this chapter, we present general goals, guidelines, and strategies for treatment to ground the therapist working with couples and infidelity. Helping with this healing journey can be the most challenging, difficult work a therapist undertakes. Every couple is different, and no affair scenario is the same, but emotions typically run high and each session—and progress in general—is characterized by ups and downs. We are encouraged by knowing that couples are resilient, that they can and do heal from affairs, and that not only can they heal, but they can, as a result of an affair, end up being stronger, closer, and more deeply connected (Atkins, Eldridge, Baucom, & Christensen, 2005). Healing generally happens more quickly when couples are committed to their relationship and to the therapeutic process. In such cases, the therapist and the couple, as a team, work to set in place the foundational prerequisites for healing, much of which will continue outside of the therapy room.

THE AFTERMATH OF INFIDELITY

Infidelity is an emotionally jarring process, or as Olson and colleagues call it, a roller coaster ride characterized by turmoil (Olson, Russell, Higgins-Kessler, & Miller, 2002). Shirley Glass (2004) compared the aftermath to symptoms of post-traumatic stress disorder (PTSD). Those who are hurt by infidelity describe being “triggered” and suffering from symptoms such as flashbacks; hypervigilance and increased arousal; obsessive, recurrent, intrusive thoughts; sleep disturbances and nightmares; unexpected emotional outbursts; anger and/or rage; anxiety; and grief and loss, depression, and/or confusion (Blow & Hartnett, 2005b; Glass, 2004; Glass & Wright, 1997; Olson et al., 2002). This intensity makes sense in that the betrayal shakes the very foundation of the relationship, shattering trust and security. As a result, the viability of the relationship as a whole comes into question. As Sue Johnson says, it creates an attachment injury to the primary love relationship (Johnson, Makinen, & Millikin, 2001). Infidelity can also bring out some of the most noxious parts of individuals and their relationships. This makes it nearly impossible to move closer to each other, even though that is what each person desperately needs.

GOALS FOR THERAPY

At the beginning of therapy, growth and resiliency are typically not the mindset of the clients. Rather, couples arrive with anger, sadness, confusion, and many other emotions, all of which can change quickly from one minute to the next. In our work, we welcome all these emotions; they are all important, especially at the outset of the work. Later on they may become unhelpful and deterrents to progress, and in those cases we seek to explore them more deeply and/or challenge them. Mostly, we try to slow couples down early on, get them to commit to the process and to each other, and as will be explained below, engage in a therapy approach that is active and directive and that often entails a considerable amount of clinical involvement by the therapist.

Just as athletic coaches stay closely engaged with each member of their team and with the team as a whole, we work closely with each partner individually and with the couple as a whole. In fact, we bring this idea of coaching into our interactions with our clients, using it to help us keep both parties engaged and to optimize growth and healing. As many therapists have experienced, the process can go sideways in an instant; when that happens, couples need ongoing support to get back on track. Sessions are mainly conjoint, but we also include individual sessions as needed.

Overall, we have three main goals of therapy:

1. To move the couple through three general phases of treatment—a) assessment and crisis management, b) restoring a secure base, and c) maintenance and affair proofing. As in any work with couples, these phases do not necessarily unfold sequentially or discretely (e.g., “affair proofing”—preventing another affair from happening—begins at the very start of treatment). However, for ease of explanation, we will present the phases of treatment as unique stages.

2. To influence the outcome of treatment through an active and directive process of individual-and-couple coaching. The couple is often at a loss about how to, or even if they can, move through their relationship rupture. They need active help with what to do and sometimes even what to say. That said, it is still very much a collaborative process because as therapists we honor what each unique couple needs in order to heal.

3. To facilitate relationship growth, not just a return to the pre-affair baseline. Such posttraumatic growth requires us to hold onto hope and possibilities for resiliency, helping clients believe and discover that they can get through the difficult moments.

THEORETICAL INFLUENCES

Attachment Theory

An attachment perspective is crucial in that few things are more disruptive to the secure attachment of a relationship than a betrayal such as infidelity. Attachment theory, based on the work of Ainsworth and Bowlby (see Ainsworth, Blehar, Waters, & Wall, 1978), posits that individuals need key loving figures in their lives who care deeply about what happens to them, understand their experiences, and are available and willing to offer comfort and support in times of stress. It is well-established that the attachment behavior system and the need for ongoing relationships with a few essential attachment figures continues throughout life (Johnson & Whiffen, 2003). Ideally, in a healthy relationship, a secure and safe bond between the couple serves as a foundation; each partner is attuned to the needs of the other and reacts to these needs with responsiveness and empathy. When it comes to infidelity, new attachment complexities are introduced in that the person who hurt the partner through the betrayal is also a critical agent in helping the partner to heal. In this case, the goal is to recreate a secure relationship bond based on trust and transparency, and to help the parties, especially the one who had the affair, to be attuned, empathic, and responsive to the needs of the other. This is an extremely important goal and is at the heart of healing. Attachment theory is a core component of Sue Johnson’s Emotionally Focused Couple therapy (EFT), a widely used approach that informs our work (see Johnson, 2002, 2004, 2014).

Even in relationships without infidelity, partners may find it difficult to share their deepest emotions or vulnerabilities, and it is certainly no easier when infidelity has occurred. Depending on the prior state of the relationship, the emotions generated by the infidelity may simply be layered on top of preexisting hurts, insecurities, and fears. Working through all these emotions, both old and new, becomes a part of the healing.

A primary goal of attachment-based work is to create safety within relationships with the intention that hurting couples can share their experiences, create a sense of connection, and talk about vulnerable emotions without fear of reprisal. Ideally, the partner who had the affair can respond with warmth, genuineness, and love, even in the face of strong emotions coming from his or her partner. Initially, the safety of the therapist’s office is where couples practice these skills. The therapist is there to support and instruct them on how to have effective, healing dialogs. When a safe environment does not exist, individuals tend to either keep their feelings bottled up inside or share only harder secondary emotions—such as anger, frustration, and irritability—that further separate the couple emotionally. This is why we work intensively in early sessions on safety. At a minimum, the foundation of safety involves termination of the affair and a commitment to the relationship and the therapeutic process.

Transgenerational Factors

We believe it is crucial to consider the role of an individual’s history in their healing from infidelity. Individuals often get stuck when the infidelity and therapeutic work continues to tap into unresolved hurts, patterns, and ways of thinking from the past. The role of history in our work is informed by Bowen (1978), Carter and McGoldrick (1999), and others (for a review, see Timm & Blow, 2005). Bowen influences us to attend closely to history and emotional processes, especially to how infidelity events and attached emotional processes in previous generations continue to influence subsequent generations. Relational history (current and previous intimate relationships), as well as family-of-origin histories of infidelity are important in helping us appreciate each individual’s responses to an infidelity. Carter and McGoldrick’s work focuses us on life-cycle events and their co-occurrence with the infidelity. For example, infidelity can take on different meanings depending on a couple’s family history, relationship history, and place in the life cycle. This understanding encourages us to attend to context and to ask a variety of questions: Were there infidelities in an individual’s family of origin? Has infidelity occurred in previous relationships? Has it happened before in the current relationship? Are there other attachment injuries? If, for example, the affair occurred while the partner was caring for a terminally ill parent, the partner may be both more understanding (“I was not there for you”) and more hurt (“How could you have done this to me at this time?!”). In addition, the overt and covert messages clients received growing up—messages about sexuality, gender, affection, conflict, emotions, relational disruptions, and secrets—will all affect how they move through the process. There are also important intergenerational messages rooted in culture, ethnicity, and religion that can both help and hurt the healing.

Attribution Theory

Our work is also influenced by attribution theory, which accounts for how people make sense or meaning of their own behaviors, the behaviors of their partners, and events that occur in their lives. An attribution refers to an explanation of behavior that provides an individual a sense of why an event occurred. Attributions around infidelity are critically important in the facilitation of healing. Individuals may do better or worse depending on their views of what happened in their relationship and the reasons they ascribe to it. In a committed relationship context, attributions about behaviors and their meaning can be viewed in a positive or negative light and are connected to related emotional reactions (see a review by Bradbury & Fincham, 1990). In this regard, working to shape the meaning of the event and its related causes is helpful to the couple’s ability to move forward. For example, a one-time only sexual affair with a stranger has different meanings when compared to a five-year emotional and sexual relationship with a neighbor. In terms of attribution and meaning, it is important to explore early on with couples their definition of infidelity and how what happened constituted a violation of that definition. The working definition we use is the following:

Infidelity is a sexual and/or emotional act engaged in by one person within a committed relationship, where such an act occurs outside of the primary relationship and constitutes a breach of trust and/or violation of agreed-upon norms (overt and covert) by one or both individuals in that relationship in relation to romantic/emotional or sexual exclusivity. (Blow & Hartnett, 2005a, pp. 191–192)

However, what is most important is how the couple defines a breach of trust in their relationship, not how we define it as therapists.

The meanings of the affair may vary for each member of the couple, depending on factors such as how the affair was discovered (finding out versus being told), who it was with (a known person versus a stranger), the duration of affair (a one-night stand versus a long-term relationship), the number of affair partners (one person versus serial affairs), the “type” of affair (love versus sex; addiction versus opportunity), where it took place (in the couple’s shared space versus a hotel), what else was happening in the relationship at the time (e.g., a life crisis), and the personal history of the individuals (e.g., previous attachment injuries in the relationship; family of origin).

Post-Traumatic Growth Theory

Lastly, we are informed by post-traumatic growth (PTG) theory. PTG theory suggests that individuals are capable of growth in spite of negative events that occur in their lives (Joseph, Murphy, & Regel, 2012; Tedeschi & Calhoun, 1996). PTG has to do with the way in which couples deal with a traumatic event or life situation.

Three results are common when there is PTG following a negative event: relationships are strengthened (i.e., spouse, friends, and family become more highly valued), people change their views of themselves (i.e., they get more in touch with who they are), and individuals change their life philosophy (i.e., they reconsider what is important in life) (Joseph et al., 2012). In essence, an event such as an affair forces an individual to reassess shattered assumptions about his or her life.

Like attribution theory, PTG theory addresses the importance of a meaning-making coping process (Park & Ai, 2006) after a trauma: Distress occurs when an individual’s global meanings about life (in the case of infidelity, a committed relationship) are violated by the appraised meanings of the traumatic events (in this case, the fact that a partner cheated). Global meanings about the relationship could include “My partner is committed to me and will remain monogamous” or “My partner loves me and would not do anything to hurt me.” Appraised meanings are those related to the traumatic event, including perceptions about the marriage (e.g., “The marriage is ruined forever”), assumptions about oneself (e.g., “I am not good enough”), and fears about the other person (e.g., “My partner cannot be trusted”). PTG occurs when an individual faces the discrepancy between global meanings and perceived meanings and reconciles the two. This involves facing the distressing emotions and memories conjured up by the discrepancy and working through them, resulting in a constructive and coherent meaning system (see Larner & Blow, 2011, for an in-depth review of this process).

In the case of infidelity, PTG occurs when each individual and the couple together face and address the discrepancies. An example of a possible resolution would be, “My partner did hurt me, but that doesn’t mean they do not love me or that I am not good enough.”

PHASE I: ASSESSMENT AND CRISIS MANAGEMENT

First and foremost, it is critical in this phase that the therapist build a viable therapeutic alliance with each party (Sprenkle & Blow, 2004). This is easier said than done because oftentimes the hurt partner wants you to be on his or her side against the other partner. And while there will be times you may purposely unbalance the therapeutic alliance, this can only be done effectively if the partner who had the affair feels as supported as the hurt partner. You can challenge and hold the partner who had the affair accountable, but only if this person feels you have his or her best interest at heart.

In this phase, it is important for the therapist to conduct a detailed assessment while also taking into account the urgency of the crisis. Assessment can sometimes be shortchanged because of the intensity of what the couple is presenting in the early sessions of therapy. In most cases, couples arrive with high levels of emotional volatility, and decisions about whether to separate or divorce are often on the table. With hurt, anger, shame, and defensiveness in the forefront, you will naturally feel a need to put a lid on the crisis, but you also need to understand the couple’s relationship dynamics and how they play out around the infidelity. This is why we advocate for therapy to be more intensive up front. We advocate with our clients that they attend four sessions in the first two weeks, two conjoint (the first and fourth) and two individual (the second and third).

The goals of the first, joint, session are to begin laying a foundation of safety and rapport, to learn about the affair and how it is affecting each individual and the relationship, to obtain a history of the couple relationship and discover any other major relational concerns (in particular, violence must be asked about directly and thoroughly), to explain to the couple the process of therapy (what the structure of therapy would be, frequency of meetings, and so on), and of course to provide the couple with a sense of optimism and hope for healing. The second and third sessions are individual meetings with each of the partners. It is important that you consider the role of secrets in these sessions. There is a potential bind in that on the one hand, therapy goes better when all secrets are known. However, therapy is also hindered when you know a secret but the client is not willing to share the secret with his or her partner. Our stance is that joint sessions cannot occur until the current infidelity is over, or in cases where it is not over, the individual is willing to disclose to the partner that it is ongoing. In the individual sessions, we assess the status of the infidelity and look to strengthen the alliance between the partners, and we focus on each partner’s commitment to the relationship, mental health (including substance use/abuse), and family history.

We go into the fourth session with a good contextual and historical understanding of the couple. We review the information that has been gathered and begin the process of rebuilding a secure base. If any secrets were revealed in the individual sessions that would be detrimental to moving forward, additional individual sessions may be needed. To maintain a therapeutic alliance with both partners, we do our best to schedule approximately the same number of individual sessions with each.

PHASE II: RESTORING THE SECURE BASE

In this phase, our goal is to help the couple talk about intense emotions while staying engaged and connected to each other. We want to move couples away from the understandable “hard feelings” generated by the affair (e.g., enraged, vindictive, and critical) and toward “softer feelings,” (e.g., hurt, fearful, and insecure) (Johnson, 2004). It is crucial to increase the availability and responsiveness of both partners to each other’s pain. While much of the work initially is de-escalation, the long-term goal is to change the emotional processes of the relationship.

Build Relationship Security

As a general rule, we advocate for a temporary shift in the power base of the relationship. The partner who was hurt needs to feel empowered and safe, to know that his or her needs come first. Although decisions about how to go about healing are done together, the hurt partner gets to take the lead in terms of what he or she needs individually to begin to heal. There are a number of areas where this applies, including the extent of the information needed about the affair or the partner who had the affair, what boundaries to set with the partner who had the affair and how to implement them, and what is needed in terms of emotional or physical closeness.

In our experience, one of the most pressing issues in the wake of the discovery of an affair is that the hurt partner needs information about what happened. This is fraught with anxiety for both partners. The person who had the affair is often worried about how this information will be received—will telling everything hurt the partner more? Or worse yet, will knowing the full extent increase the likelihood that the partner will decide to leave?

For the person who was hurt, there is worry about how much more unknown information there is and whether he or she can handle it, but there is also a desire to know exactly what happened. In these situations, we think it important to privilege what the hurt partner needs. Some want to know just the basics—who, how long, entailing what (i.e., whether the affair was emotional and/or physical), and, of course, whether the affair is over.

Others want to know much more detail, including specifics of conversations, phone calls/emails/texts, where they went, and so on. We leave this up to the person who was hurt, honoring what he or she needs in order to move forward. As part of this process, we support the partner who had the affair in answering all the questions, even if he or she is afraid of how the information will be received. The thinking here is that you have one chance at the beginning to “pull the Band-Aid off.” While there may be a temptation to withhold information, we are very clear with clients that if they lie about something at this point in the process and it is discovered later, it will be more harmful to the relationship, long-term. This is especially true if they swear that they have answered everything truthfully and not left anything out. Given that there have been multiple secrets and lies already, the discovery of another lie sets the trust back to the beginning, or worse: It could be a deal-breaker.

However, along with supporting the hurt partner to get the information he or she needs, we offer an important word of caution. There is a level of detail that we have found not to be helpful: Asking about specific sexual activity or behaviors. This is the proverbial “what once is known, cannot be unknown.” Our experience is that knowing specifics about these things can increase the likelihood of intrusive thoughts and images that are difficult to manage in the future, showing up, for example, as triggers during sexual activity. One of our clients, Joe, described the ramifications of having obtained too much information:

Now when we are having sex in certain positions that I know she did with him, I start thinking about that; the images pop into my head of her doing that with him. I try so hard to push them away, but I just can’t. It is so bad, I end up losing my erection. It’s awful. I really wish I hadn’t asked. Our sex life would be so much better if I just didn’t know.

We have often heard clients say that although they felt they needed to know in the beginning, they later regretted finding out. We have thus found it beneficial to slow the process down. We assure hurt partners that we will support them asking any questions and getting any answers they want, but not quite yet. We encourage them to wait till they are out of the crisis phase. We suggest that in the meantime, they write down all the questions they have and revisit them periodically to see if they are still burning to get them answered.

The next area where we give power to the hurt party is in setting boundaries with the partner who had the affair. This involves both present and future contact. Couples should have a direct discussion, and overt agreements should be established, about what contact is or is not acceptable. What the hurt party needs and expects is unique to him or her.

The most urgent item to be addressed is how to eliminate or minimize contact with the affair partner. It is of critical importance that all contact is addressed, including inadvertent contact (e.g., the person happened to be grocery shopping at the same store), direct contact (e.g., still having to see each other because of work events), phoning, texting, and other social media. To build additional safety, we advocate for transparency around the ways contact has happened in the past. This means that if email was used, the person who had the affair shares the password to the email account and is non-defensive about the partner checking as desired. The same is true for texting. We advocate for the hurt partner being able to monitor incoming texts at any time.

However, this doesn’t give the hurt partner the right to read anything and everything, because most of what is received is not related to the affair. Our experience is that the more willing the partner who had the affair is willing to be transparent and non-defensive, the less often the hurt partner will actually need to check. Just knowing that it is possible, and that the partner is fine with it, offers a feeling of safety. When the partner who had the affair is unwilling to do this, it is often a sign that there is ongoing contact of some sort. If there is “push back” around this, we explain how it builds trust, and we offer assurances that it won’t last forever. If the individual asserts “a right to privacy,” we offer a reminder that he or she was the one who violated the trust, and because of that, it is his or her responsibility to take the lead in rebuilding it—essentially, that the loss of some current rights to privacy is the result of what he or she did.

While hurt partners can establish clear boundaries with the partner who had the affair at the beginning, it is not uncommon for the partner who had the affair and/or his or her former lover to make contact at some point. Plan for this. Set an expectation that if this happens, the partner will disclose it immediately. This is sometimes hard to do, as the tendency might be to “protect” the hurt partner from knowing so as to avoid additional pain or anxiety. The risk, of course, is having this contact discovered at a later point, eroding trust and bringing up fears about what else is being hidden. This transparency is extremely important to the couple’s healing, and it cannot be overemphasized. Once the contact is shared, come up with a plan about how to handle it. Choices could include ignoring it, setting another boundary, or taking additional steps to discourage contact.

I (TT) was working with a married couple several months after an affair was discovered. The husband was in graduate school and had an affair with a classmate. It ended when the wife discovered emails between the two of them. At that time, he set a very clear boundary with the lover that their relationship was over and there would be no further contact. The wife was a part of composing and sending this email, so she knew exactly what was said and that it was actually sent.

A few months later, the affair partner sent a brief email simply asking him how he was doing. While this could be viewed as “just friendly,” it could also be considered “fishing.” At the very least, she was testing whether or not he would reply. If he did reply, would he be friendly or cold? Perhaps she was casually trying to find out if he was still with his wife. Because we had talked about this possibility ahead of time, he immediately forwarded the email to his wife so it was not a secret. This was hard for him to do because things were going pretty well and he was worried it would “send her into a tailspin” again. This is the natural tendency of the person who had the affair—don’t rock the boat or cause the partner any more pain.

However, if he hadn’t told her about it and she discovered it later, it would have eroded the trust they were trying to build. Given that she was quite computer savvy, and that’s how she discovered the emails initially, I have no doubt that she would have found the email at some point. So what happened? His worst fear. Overwhelmed by all her initial thoughts and feelings, she freaked out, said she couldn’t handle it, and said she wanted a divorce.

I’m sure the husband was cursing my name, probably ready to fire me! However, he did the things we had talked about. He turned toward her instead of away. He reassured her that she was the one he wanted to be with. He held her. He let her have her feelings without getting defensive. This calmed her down, and they were able to talk about how to handle the email. In the end, she composed a reply that was sent from her email account and cc’d to the husband. This sent a clear message that his wife knew about the email and re-established the boundary around the couple. The email was calm, centered, simple, and direct, essentially saying “We are doing well and do not contact my husband in any way again.”

When they came in that week they were quite proud of themselves. They had survived this crisis on their own without needing my direct help. Despite all the fears about telling his wife, he was able to see that while she did freak out initially, it ultimately brought them closer together and deepened their trust and intimacy.

There is also a wide variation in what partners want and need related to physical closeness. Some partners who are hurt want to be touched, to be held, and to connect sexually. Others are unable to have physical contact of any kind for some time. Whereas these are decisions that affect both of them, we want the hurt partner to have more control initially in order to feel emotionally and physically safe. So if the hurt partner says, “I need you to hold me,” we encourage the partner to do so. If the hurt partner says, “You can be in the house, but I need you to sleep in another room,” we encourage the partner to readily agree. The goal is for the hurt partner to feel heard and for their boundaries to be respected. What also happens, which is particularly confusing for the partner who had the affair, is that the needs may change from day to day. Some days the partner wants distance and space; other days, he or she wants closeness. We let the couple know that this may happen and encourage them to be patient. This is the nature of the emotional roller coaster they are riding.

By far the most important part of this phase is the promotion of an atmosphere in which the affair can be talked about as needed. It is very easy, once the crisis phase is over, to want to be done with it. Many couples say they want to “put this behind us.” This is particularly problematic when the partner who had the affair is the one who wants to sweep it under the rug, despite the fact that the hurt partner is still struggling. While we understand this desire, it is usually not that easy. Both individuals will continue to be triggered in a variety of ways. In addition, the old relational patterns that were there before the affair may start to surface again. As this happens, they need to be processed. While this work begins in the therapy room, the goal is to teach the couple how to do it safely on their own.

Encourage Effective Dialog

Effective dialog is characterized by the participants’ willingness and ability to make feelings known, to respond empathically, and to stick with the process. We work with the couple on how they talk about what happened. Addressing issues related to the infidelity can be intense, emotional, and painful; however, with time, these intensities diminish, allowing a more open process to result (Glass & Wright, 1997). Couples who avoid talking about the painful issues never seem to reach the openness necessary for higher levels of relational intimacy to occur (Atkins et al., 2005). Ultimately, the way the couple talks about the infidelity (i.e., their process) is more important than the details (i.e., the content) of the infidelity shared, even though this may not appear to be the case at the outset.

Require Actions of the Person Who Had the Affair

The hurt partner may completely avoid bringing up the subject of the infidelity if he or she believes that the partner who had the affair will react with defensiveness, anger, or frustration. Such reactions will either shut the hurt partner’s emotions down and send a message that the topic is not safe to talk about, or amplify the emotions and escalate the interaction. Neither are helpful. We thus encourage the partner who had the affair to recognize when the hurt partner is suffering, to be willing and able to ask about it, and to respond with compassion to whatever is communicated. This speaks to relational attunement. The commitment to attunement continues to rebuild a secure relationship base. We take an active role in teaching couples how to do this, even giving simple statements to assist them, such as “I understand that you are hurt because . . .”; “I understand that you are scared because . . .”; “I understand that you are angry because . . . .” When the partner is able to use such statements, it helps to deescalate the hurt partner and foster connection. It lets the hurt partner know that his or her feelings are understandable and legitimate.

Another concern that the hurt partner may raise is that the partner is simply saying things because of the therapist’s coaching, rather than from a place of genuine connection or desire for healing. It is helpful for clients to know from the outset that affair recovery is a process and we are establishing new rules of engagement. The mantra of “Say what you mean, believe what you hear” is often helpful. Both partners have to commit to honesty and also agree not to immediately question the validity of the information they are given.

It is important that the partner who had the affair is aware that what he or she did constituted a major attachment threat to the relationship (Johnson et al., 2001). The following excerpt from a couple’s dialog illustrates this:

Bruce: You seem distant today. Is there anything going on that you would like to talk about?

Dave (starts to cry): I feel so stirred up. I heard that song today—the one he sent to your Pandora account. I hate you. I hate what you did. To me. To us.

Bruce: I’m sorry you heard that song. That makes sense that you are hurt and angry.

Dave (crying even harder): Why did you destroy our marriage? Why? Why?

Bruce: I know it may feel like that to you. I know that what I did was a terrible thing. I am so sorry for what I did. It was wrong and I take responsibility for it. I want to make things right with you. I want to spend the rest of my life with you. Even though this has caused so much hurt for you, I know we can heal together. I love you with my whole heart.

Dave (soft voice): What you did hurt me to my core. But I love you too and also want to spend the rest of my life with you. I know you could cheat on me again, and if that happened, I would leave you. But I do want to heal with you and give our relationship a second chance.

There are times when the person who had the affair comes to session angry and defensive, even working hard to make it the fault of the partner. If this is the case, we strive to orient the individual to a stance of remorse and non-defensiveness. If there are non-affair topics the individual is angry about, we promise that these will be addressed later as a part of therapy, but the affair crisis comes first. We want the partner who had the affair to be able to provide reassurance and move toward the hurt partner. This takes commitment and faith in the process. We emphasize that the more they engage in the therapeutic process in the beginning, the shorter the treatment will be.

Apology is obviously an important part of this process. When sincere and non-defensive, an apology deescalates extreme feelings. The partner who had the affair often asks, “How many times must I say I am sorry?” Our answer: “As many times as necessary.” In our opinion, the partner who had the affair needs to take responsibility for the infidelity, now and in the future, so he or she cannot say sorry enough, and although it may sound extreme, we advocate for a lifelong apologetic stance, one that is specifically focused on the infidelity. Such a stance provides a secure base for the hurt partner, so he or she will always feel safe to bring up the issue, knowing that it will lead to reassurance.

REQUIRE ACTIONS OF THE PERSON WHO WAS HURT

Even though we put a lot of responsibilities on the partner who had the affair, the hurt partner has responsibilities as well. While it is understandable that this person is hurt and angry, a relentless barrage of criticism, contempt, and “zingers” will not help. To move the healing forward, we thus shift away from these as quickly as possible to a focus on hurt, loss, fears, and so on. We have often been amazed at how quickly angry feelings will diminish in the presence of an available, understanding, responsive, and validating partner.

While we emphasize the importance of the interpersonal reassurance from the person who had the affair, we also put responsibility on the hurt partner to be mindful of what is happening internally, to identify feelings and triggers, and to practice emotional self-regulation when strong feelings show up. We work with the hurt partner to learn and practice reliable skills for responding (e.g., containment techniques, mindfulness exercises, cognitive reframing), and we caution him or her not to take extreme action that he or she will later regret (e.g., telling the children about the affair, posting the betrayal on Facebook, and so on). We acknowledge the understandable desire to inflict suffering on the partner, but we appeal to the healthiest parts of the hurt partner to give the impulses a voice but not act on them.

Offer Realistic Expectations about the Process of Healing

We use reframing liberally to help couples take a step back and see the affair in the context of their relationship and their future together. Reframing is effective when the therapist validates a position, offers an alternative frame, and then checks the fit of the alternative frame with the couple (Sexton & Alexander, 2003).

Jennifer: I can’t believe this has happened. It has been two months since I found out about the affair and it still hurts so badly. I don’t think it will ever get better. Maybe we should just get a divorce.

Therapist: I understand how much you’re hurting. This has been a devastating time for you and your relationship. I want to remind you that anytime something as big as this occurs, it takes time to heal. It doesn’t happen overnight. The two of you are doing so well. Look at how well you can talk about hard things. Do you see it that way, or is that just my view as an outsider?

Jennifer (starting to cry): That is reassuring to hear. It is just so painful and I just want it to go away.

Therapist: I get that. I also know that if you both keep finding ways to connect even when it’s painful, it will get easier and you will end up stronger than ever.

Anticipate Triggers, Intrusive Thoughts, and Rumination

No matter how well treatment is going, certain things or events will inevitably trigger thoughts about the affair. This can happen for either partner and will have relational consequences that can be either positive or negative, depending on how they respond. It might be a song that comes on the radio, a headline about an affair of a celebrity, or a movie that unexpectedly has a character who cheats. Bob and Sue were married for more than 20 years when Bob started an online relationship with someone he met in a chatroom. Whereas most of the relationship was “virtual,” at one point he did meet her in person when he traveled to a nearby city on a business trip. He felt incredible remorse after that and told Sue about it when he came home. In the following excerpt from a session with Bob and Sue, they discuss what they did when Sue was triggered:

Bob: We were driving along the highway having a great day. We were looking forward to a nice evening out and I look over at her and she is crying. I’m so confused. I didn’t know what I did or said to upset her.

Sue: It was so weird. We were having a good day. I felt so close to him. But then I saw a sign for a Holiday Inn Express. That is the hotel where he met up with her. I just lost it. All the hurt came back. I couldn’t stop it.

Bob: I just sat there feeling paralyzed. Do I say something? Do I ignore it?

Sue: I also felt paralyzed. The feelings just came and overwhelmed me without warning.

Therapist: So what did you do?

Bob: I remembered you saying that this would happen. There would be reminders that would pop up when we least expected it. And even if I felt like crap for what happened, I shouldn’t just ignore it.

Sue: So he reached out and held my hand. He asked me what happened. He said he was sorry for what he had done and that he loved only me and wanted to be with me for the rest of his life. He told me he was there for me and wanted to work on this with me so that I would not feel scared anymore.

Bob: I wasn’t sure what to say. I just wanted her to know she wasn’t alone with whatever was going on.

Sue: That meant a lot to me and I felt safe to tell him what triggered me even though I felt stupid that it had happened.

Therapist: Great job, you two. That is exactly what I would have wanted you to do.

Sue: It’s like you were in the car with us. I knew what you would tell us to do because that’s what we do in here.

Bob: It was amazing. When I reached out to her, she didn’t get more emotional, she calmed down. When she told me what triggered her, I was able to validate those feelings, apologize again for hurting her, and reassure her that she is the only one I want to be with.

Therapist: The goal isn’t to not be triggered. That is inevitable. It is to have the skills to move toward each other when it happens. The more effectively you can do that, the safer you will feel and the more confidence you will have going into the next one. We are rewiring your brain to know that these triggers can build connection, rather than disconnection. Sometimes, in the beginning, these triggers can be difficult for couples because they bring up uncomfortable feelings for both. But you managed in this instance to stay with it and move close to each other. Bravo.

Teach Three Key Skills

Stop if overwhelmed. Gottman (1999) refers to intense physiological arousal as “flooding.” A more accurate, albeit temporary, diagnosis is “clinically stupid.” When you get too upset, your body starts sounding the alarms that this situation is dangerous. It triggers the most primitive part of the brain, the part that has limited choices: fight, flight, or freeze. None of these lead to good communication; all three will typically lead to disconnection. Consequently, we encourage partners to take a break if they get too overwhelmed. This is usually music to the ears of the partner who hates conflict and likes to distance, and it strikes fear in the heart of the pursuer. But here is the most important part: They separate in order to calm down, not to be done with the conversation. The person who calls for a “time-out” makes a commitment to come back to the conversation in a reasonable amount of time. This is about attachment. There has to be a recognition that the one who is leaving is not abandoning the other, which in times of high stress can feel like a life-and-death event, but is rather facilitating safety for both of them. Brainstorm with them what they can do to help calm their bodies while they are apart—going for a walk/drive, taking a bath, meditating, listening to music, and so forth. Then, when they are in a better place physiologically, they can come back to the conversation. It is important that there is not too long of a time between the time-out and the reconnection; we recommend that, if possible, they return to the conversation on the same day.

Use physical closeness. Sometimes when words don’t work, physical touch can, whether it be holding the partner’s hand, or, better yet, engaging in an extended hug. While this may sound simple, there is a lot of science behind why it works. Physical touch releases oxytocin (Johnson, 2014). Known as the “love hormone,” oxytocin helps people to feel attached. Research shows that being touched by a safe partner while in an fMRI enables us to tolerate higher threats of physical pain (Coan, Schaefer, & Davidson, 2006). This is a “simple” intervention, but no one said it was “easy.” The hurt partner, trying to protect his or her heart, is often highly ambivalent about letting the partner get too close. Sometimes this ambivalence is hidden under anger—“Get away from me!” “Don’t touch me!”—making the job of the partner who had the affair even more difficult.

Things can get even more complicated when the preexisting dynamics between the couple interfere with what is needed in the moment. An actively involved therapist can, at such times, reverse the pattern of interaction. If, for example, the partner who had the affair was traditionally the distancer and the hurt partner the pursuer, then the therapist may ask the partner who had the affair to move toward the hurt partner, even while he or she is actively being pushed away. Such a difficult undertaking for the couple will be eased somewhat by your normalizing how hard it is to give and receive during these stressful times, offering psychoeducation about physiology, providing significant support, and praising the couple when they do it well.

Find attachment primes. For whatever evolutionary reason, our brains seem to focus on negatives more than positives. When couples fight, they can effortlessly think of all the painful things their partner has done and said to them over the years. This amplifies the hurt and anger, which in turn makes it harder to reconnect with each other. We encourage clients to notice when this is happening, and, as soon as they recognize it, to stop and try to make a different choice. We ask them to focus on a time when their partner made them feel safe and loved, when they knew that their partner was there for them in a completely present and caring way. Such focusing on positive memories of the partner is called an “attachment prime.” In the following excerpt, a client, Jen, describes how it works for her:

Jen: One birthday, my husband did the most amazing thing. He knew I had always wanted a beagle puppy. On the morning of my 40th birthday, my kids took me out to the front porch and there he was, sitting in the rocking chair with a big smile on his face and a puppy on his lap. I have a picture of him holding that puppy. It hangs on the wall in the hallway. Sometimes when I am so mad or hurt by him, I just go and stand in front of that picture. No matter how mad I am, it softens my heart. Because that is who he is. Kind. Thoughtful. Silly. He knows me, he knows what makes me smile. I know he would do anything for me.

Therapists can work with clients to identify such moments in their relationship, moments where they felt safe and loved, and then to ground the memories in as many senses as they can, focusing on a full range of senses—what were they seeing, feeling, smelling, tasting, hearing. In the future when they feel disconnected from their partner, they can use the positive memories to pull themselves back to a place of secure attachment, knowing that their partner is safe.

PHASE III: MAINTENANCE AND AFFAIR PROOFING

When therapy has gone well and the couple is in a good place, they will have increased confidence that they can stay connected, even when things get hard. The relational brain has been rewired enough to say, “We got this; we can handle hard things.” While no relationship is ever 100 percent affair-proof, the couple can do things to keep it strong. The goals of this phase of the therapeutic process are to cement the new relationship skills, understand what might have made the individual partner or the relationship vulnerable, and to develop a plan to decrease the chances that it will happen again.

Understanding the Infidelity

Both partners have probably asked themselves hundreds of time, “Why did this happen?” This is a complex question with complex answers that are unique to each couple. We also know that there are many types of affairs and people who have them. While still putting 100 percent of the responsibility for the affair on the partner who made that choice, each partner needs to be willing to ask “What about me, and what about us, potentially made us susceptible to this happening?” The following is a summary of some of the lessons learned by a couple who had been married for 16 years when the husband had a six-month affair with a coworker.

Norma: He had been telling me for years that he wanted more sex. We had young children and I had gone back to work full time. I was exhausted all the time and expected that he would just understand. I thought of it as “ages and stages.” The children were young. They needed a lot. When they were older I would have time for the relationship. But he needed me now. He needed to know that he was still important, or at least in the top three (laughing). Now I get how lonely he was. I get that he tried hard to tell me what he was feeling. When he stopped asking for sex, I was relieved. Now I know I should have been scared. That meant that he’d given up on me. No wonder it was exciting when someone started paying attention to him.

Art: I know how insecure I am. I need to be needed. I want to be wanted. When she didn’t want to have sex anymore, I took that personally. I didn’t think she loved me anymore. Instead of insisting we get help, I found another way to feel loved, and that wasn’t okay.

At this point in the treatment, Norma was able to be more compassionate toward Art. He was continuing to take responsibility for what he did and own how his own history played into what made him more vulnerable.

Even if an affair is “opportunistic” and not a result of any relational difficulties, there are always things that couples can do to strengthen their connection and prioritize their relationship. They still need to talk about what is in the shadows of their relationship. What are the topics that have gone underground? What are the dreams that have been neglected? What are the sexual fantasies that have been pushed away?

Talk About the Possibility of Future Infidelities

We try to promote a realistic view of the ability to control future infidelities. The dialog might sound like the following:

Therapist: As terrifying as it may sound, it is helpful to realize that there is nothing you can do to prevent your partner from cheating again. You need to let go of the illusion that you can or should control that. It makes more sense to develop clear boundaries around what is acceptable in the relationship and a plan of action as to what would happen if there was an additional betrayal. For some this may mean drawing a line in the sand that if crossed again would mean the end of the relationship.

That said, we do still support ongoing safety checks if needed to build trust. If partners who have had an affair say they are working late, then they better be working late. If they say they are at the gym, the hurt partner should be able to drive by and see their vehicle at the gym. This is not permission to stalk, but simple actions that, if undertaken, can build trust. Most important is the calmness and transparency that the partner who had the affair is offering: I welcome you to check because I will always be where I say. Essentially, they commit to there being no secrets and understand that the partner may need this reinforced for a while.

Post-affair couples also need to have conversations about potential problem situations. If the infidelity was associated with drinking alcohol, what can be done to promote more responsible drinking? If the infidelity happened on business trips, what does the partner need in order to feel safe when they are gone? If the affair was with a colleague, what additional boundaries can be put into place so there is as little contact as possible? All of these questions can be answered in the same spirit that the couple has been learning throughout their therapy—with openness, empathy, non-defensiveness, and reassurance.

Help Clients Get Unstuck

At times, couples may seem stuck. In some cases, no matter how much the partner who had the affair is doing to repair the relationship, the hurt partner doesn’t seem to be able to soften or move forward. In some cases, it can be years later and it still feels like as much of a crisis as it was in the beginning. This usually requires more extensive individual work, which can sometimes be done in the presence of the partner. There are often other attachment injuries that need to be addressed, either in this relationship or in the family of origin.

I (TT) will never forget working with a couple where this was the case. The husband had been a model client, doing relational repairs exactly the way I had instructed him. Long after the affair discovery, the wife was still rageful and unable to soften. When pushed on this, she stated that she still needed to punish him for what he had done to her. When I asked her how long she intended to punish him, she stated, “For the rest of his life.” I could feel myself becoming less and less compassionate toward her. I decided to have a couple of individual sessions with her, and it was only when I was able to hear more about the severe neglect and trauma of her childhood that I was able to understand fully why she was so stuck. Although her husband knew most of this history, he did not understand how much it was interacting with the hurts that he had caused. I then folded this material back into sessions with the couple and he was able to be more compassionate about the past trauma and she was able to see that it wasn’t all about what he had done.

There are many other reasons why therapy may get stuck—the affair may still be ongoing, there may be other secrets, or one or both partners may lack a commitment to the relationship. Asking good process questions, interspersing individual sessions as needed, and pushing for more genuineness are all good strategies for untangling such problems.

SELF-OF-THE-THERAPIST CONSIDERATIONS

This work can be incredibly challenging for a therapist. There is the potential for your issues to help or hurt at every turn (Timm & Blow, 1999). Reasons include your own relationship history, family of origin issues, history of affairs, ways in which your family handled intense emotions, and of course your own values and beliefs related to infidelity. You should be diligent about monitoring your thoughts, feelings, and behaviors. What you say, as well as what you don’t say, sets the course of therapy. Do you believe that couples can heal from this type of hurt? Do you think partners should leave or stay in the face of infidelity? Can you be compassionate toward the one who did the hurting as much as the one who was hurt? Why or why not? How well do you handle emotion and prolonged engagement around difficult issues in your own relationship? What is your attachment style? What are your soft emotions and how do they get hidden under your hard emotions?

If you recognize that your “stuff” came into the room in an unhelpful way, or the client calls you on saying or doing something that wasn’t useful, use this as a way of modeling honest, genuine relational repair. Therapists mess up. The therapeutic relationship can be repaired and made stronger, just as you are advocating for them to do with each other. Because of the intensity of couples work and the built-in landmines related to “whose side” the therapist will take, it is inevitable that therapists will make mistakes with one or both parties in managing alliances.

I (AB) recall a couple with whom I worked, in which the wife found out about an affair that her husband had been involved in for approximately 10 years. She was understandably hurt and angry by what he had done. While she wanted to stay married, she also wanted him to suffer and feel what she was feeling. In one joint session, the husband began to cry. He talked about his sadness about the death of his father and how his affair had helped get him through this loss.

Using my therapist instincts, I responded to his pain with understanding and empathy. After the session, I received an angry phone call from the wife, telling me that I was fired as their therapist. I was floored. I asked her if I could meet with her to discuss this and she agreed. She had interpreted my empathy as tacit support for her husband using the affair as a means of comfort, and she assumed that because I was also a male, I “was probably supportive of this behavior.” I apologized to her and clarified that the connection between the affair and his father’s death “made sense” to me, but that perhaps what she was also picking up on was my “extra” empathy since I had also experienced the loss of my father at a similar age. I let her know that my empathy was not intended to condone his affair or how hurtful it was to her.

She accepted this apology, and we were able to resume the marital work, which ultimately ended with a successful reconciliation.

CONCLUSION

Affair recovery is some of the hardest and yet most rewarding work we have ever done. In this chapter, we have proposed some guidelines and principles that we believe will help the work go more smoothly. They are not comprehensive and will not fit every case. However, we know that couples can heal and be stronger than ever post-affair. It is our job to bring them back to a secure relationship by keeping them engaged in the process of healing. While in some cases the work can take longer, especially when there are comorbid complicating factors, in many cases, the therapy can be brief (8–10 sessions), as couples learn how to engage with each other and activate their own inherent healing systems.
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Brief Therapy with Consensually Non-Monogamous Couples: Challenging the Status Quo

Tina M. Timm

HAVING BEEN IN THE FIELD for a while, I thought I knew a thing or two about how to help a couple build a good relationship. As a systemically trained brief therapist, I had worked hard for years to think through and question my values and biases, mindful of how they came with me into the room—appearing in my mind and body as thoughts and feelings, and entering into the conversation via my behavior, my nonverbal messages, and my questions. So, when a newly engaged couple, John and Rhonda, showed up in my office, I was pretty confident in my ability to nonjudgmentally meet them where they were and to keep my biases in check. Then I heard this:

John: I love Rhonda with all my heart and I know I want to spend the rest of my life with her. But since we’ve been together, there have been several times I have had sex with other people. When she has found out, it has hurt her very much, and I don’t want to do that.

In my head as I nodded, I was thinking, “Great. He loves her. He wants to stop this behavior. I got this.” But then he offered a solution that caught me off guard.

John: So what I want to propose is that twice a year I have a weekend away where I can have sex with other people. If we negotiate it ahead of time, then it will not be a secret, and she will not be hurt.

As I took this in, I had a full complement of internal reactions: My heart starting beating fast and I noticed butterflies in my stomach. An initial feeling of confusion was quickly followed by annoyance. And my (thankfully silent) thoughts gave this annoyance expression: “What a jerk! Who does he think he is? That isn’t how it works in marriage!” Some of my confusion may have appeared on my face, but my training helped me pose a neutral question to Rhonda. “What,” I asked, “do you think about this proposal?”

Rhonda: I’m not sure. I agree it’s better than doing it behind my back. But, I’m not sure how this would feel. I’m not opposed to it; I think we would just have to take a lot of time to figure out what the rules and boundaries would be.

After the session, thinking back on it, I judged my verbal response in the moment—asking Rhonda what she thought of John’s proposal—to be appropriate, but I recognized that what had been going on inside of me felt confusing, complicated by my values and beliefs. Yes, I had kept these out of the room as much as possible, but I wanted more from myself than just meeting some minimum bar of competence. I wanted to challenge myself around the judgments I was making. Why did I think he was a jerk? Why was his proposal “not okay”? Why did I think monogamy is the “right way”? Who am I to say what couples should and should not do? And so I set out to question what I had been taught about how relationships “should be.”

Today, having more clinical experience with non-monogamous couples, I would be more likely to validate that open relationships can be a viable option for some couples and that it is indeed worthy of further exploration. This stance does not say, that is what you should do, but rather, that non-monogamy is an option that I not only won’t judge, but I am willing to support. This stance requires an intellectual and emotional shift from rejection (I will not accept), to tolerance (I will not judge), to acceptance (I will support).

Like most of us, I learned growing up that monogamy is the expected norm in a long-term relationship. Due to the increasing trend of marriage occurring later in life (Copen et al., 2012) and the significant divorce rate (Baucom, Epstein, Kirby, & Falconier, 2011), for many this actually takes the form of serial monogamy—a series of committed, monogamous relationships versus one monogamous relationship that lasts a lifetime. As a result of my questioning, I did not come to the conclusion that “everyone should throw out monogamy” or that “monogamy is overrated,” and I certainly don’t promote non-monogamy to my clients. However, I now view non-monogamy as a viable option for some individuals and relationships. I recognize that just as sexual orientation exists on a continuum, decisions around monogamy vary widely across couples and relationships. Non-monogamy and monogamy do not exist as a binary. Some people will always choose monogamy, others will always reject it, and still others could be happy either way, given the right circumstances and people.

Below, I share some ideas and clinical cases that helped me to identify and examine my implicit, personally held beliefs about what it means to be non-monogamous and to modify my approach to working with consensually non-monogamous couples. I’ll talk about some of the prevailing beliefs about sexuality in our culture, particularly about monogamy, I’ll provide a brief guide to the various sexual and nonsexual relationships people develop with each other outside of monogamous pairings, and I’ll illustrate with some case examples how to work with non-monogamous couples in clinical practice.

NON-MONOGAMY IN THE DOMINANT CULTURE

What is the first thing that pops into your head when you hear the term non-monogamy? Do you think of people who just can’t commit, people cheating on their partners? Or do you relate it to a sense of freedom, an expression of love or eroticism? Have you ever thought of non-monogamy as the very thing to enhance, rather than harm, a relationship? If you have positive associations for the term, you are in the minority; the dominant discourse in many Western cultures takes for granted that monogamy is the one and only “right way.”

A dominant discourse is a widely held belief system, usually determined by those who hold privileged positions in the society, that sets the standard, both overtly and covertly, for what should be. This standard is not inherently right or wrong (regardless of what those who ascribe to it believe about it); it is just what most people accept as true. Whenever such norms are encountered, they tend to be accompanied by normative beliefs and concerns. As a sex therapist, I am often asked by my clients, “Is this normal?” “Am I normal?” “Are we normal?” What is particularly tricky about sexuality is that what is viewed as “normal” tends to be defined by what people believe to be the true or the correct way, rather than what people are actually doing. Thus, there is a prevailing belief in our society that non-monogamy is abnormal and unacceptable, despite recent research indicating that 11 percent of adults in the United States have engaged in sexual activity with someone else, with the knowledge of their partner (YouGov, 2016).

We can find in nature examples of animals who mate for life, such as swans, black vultures, bald eagles, and French angelfish; however, most do not. This means that among animals, monogamy is not “normal”—if normal is defined not in terms of some arbitrary standard of what is acceptable, but as what most do. The question then begs to be asked, “Are we working against our very nature when we subscribe to a model of monogamy?” The latest online research found that the country is divided when it comes to whether or not human beings are monogamous by nature—42 percent of Americans believe that humans are naturally monogamous, but 35 percent believe that they are not (YouGov, 2015). Ryan and Jetha (2011) challenge the assumptions of monogamy as a norm for human relationships in their provocative book, Sex at Dawn, a must read on the origins of human sexuality.

We absorb and pass on, in our attitudes and our language, other dominant discourses about sexuality, such as “heterosexuality is the preferred sexual orientation” (any other orientation is wrong, not normal, not natural, perverted); “people who identify as bisexual just can’t make up their minds” (implying that someone cannot legitimately find both men and women sexually attractive or that they just haven’t come out yet); “sex is for the young and beautiful” (which makes it hard to embrace sexuality as one ages); or “men always want to have sex” (a particularly painful one for men with low desire, because they are not meeting up to the gendered expectation of what they should be). As therapists, we have a responsibility to identify such ideas so that we don’t unthinkingly absorb them and inadvertently collude in passing them on in our clinical work.

Just as white, straight men benefit from white privilege, heterosexual privilege, and male privilege, those who embrace monogamy are afforded monogamous privilege, defined as unearned benefits afforded those with a monogamous and/or mono-partnered relational orientation, which also defines the relational orientation norm (Blumer, Haym, Zimmerman & Prouty, 2014). People who reject monogamy are subjected to “monogamism,” risking judgment and/or discrimination because of what they believe and how they act, even if their actions are consensually accepted by their partners. Many of the clients we see in our practices are people struggling against the tide of such pervasive demands for conformity.

VARIETIES OF NON-MONOGAMY

There are certainly people who, perhaps by their own admission, are not “good” at monogamy or who don’t value it. There are people who fall in love with more than one person at the same time, there are those who are secure enough to agree to their partners having other lovers, and there are couples who find it erotic to include other people in their bedroom. Given this range of possibilities, it will be helpful to distinguish different kinds of non-monogamy; however, in my discussion, I won’t be exploring infidelity. Of course, by definition, infidelity involves “not being monogamous,” but infidelity betrays the spoken or unspoken rules of love and sexuality within the partnership and thus represents a violation of the couple’s relationship (Blow & Hartnett, 2005). As such, it requires a significantly different clinical response (see Blow & Timm, Chapter 5, this volume, for an explanation and elaboration). In contrast, the forms of non-monogamy described below are all practiced consensually.

Open Relationships

This is an umbrella term to describe relationships that are sexually nonexclusive. It is sometimes used interchangeably with non-monogamy. Partners consensually negotiate the expectations and sexual boundaries for their relationship. This can include considerations such as who the person or couple can have sex with, how these additional partners will be selected, what behaviors are, and are not, acceptable, and so on. Some people now refer to this as “monogamish,” a term coined by Dan Savage (2011) to describe people who are mostly monogamous, but not 100 percent. There is an understanding that some amount of sexual contact is allowed outside of the primary relationship. Because of its collaborative, consensual nature, this is also sometimes called, “negotiated monogamy.” In stark contrast to instances of infidelity, non-monogamous sexual encounters in successful open relationships are not carried out in secret. But this means that betrayal can still happen in an open relationship if one or the other partner has sex with other people in a way that has not been mutually agreed upon. Just because a couple is sexually open does not mean that the relationship is a free-for-all.

I once worked with a heterosexual couple who had maintained an ongoing relationship with another straight couple. The agreement they had worked out was that they could only have sex with the other couple if both of them were present. Even though the wife had had sex many times with each of the other partners, the husband was very hurt when he discovered that she had been having sex with the female partner without his knowledge.

Open relationships, like monogamous relationships, work best when there is good communication, honesty, respect, trust, and effective conflict resolution. My experience clinically is that all clients vary greatly on these dimensions; however, those who make a conscious effort to negotiate non-monogamous sexual boundaries must necessarily make these relational dynamics more overt, and thus they get more practice than most monogamous couples in discussing their sexual thoughts, feelings, and desires.

Swinging

Open relationships focused on recreational sexual activity outside of the primary relationship are commonly referred to as swinging. This term was popularized in the 1960s as part of the sexual revolution. With a cultural movement of “free love,” people felt more permission to experiment with multiple sexual partners while in a committed relationship (O’Neill & O’Neill, 1972). Couples who swing may be in an ongoing relationship with other individuals or couples, but there is a clear expectation of engaging in sexual activity, sport sex, or social sex without a focus on emotional involvement. Interested couples can find sex clubs and house parties that specifically cater to social sex and provide places to meet others desiring the same thing. Other couples may prefer meeting in private. The Internet, from dating sites to Craigslist, makes it relatively easy to find like-minded people online.

Polyamory

From the Greek word poly, meaning “many,” and amor, meaning “love,” polyamory is a lifestyle that embraces the philosophy that it is acceptable to love more than one person at a time (Anapol, 1997). Some people refer to it as abundant love. Unlike swinging, the focus is on love relationships, not just, or perhaps not even, sex. Polyamory or “being poly” is described by Louisa Leontiades (2012), who states that humans are in fact hardwired to create relationships, and that ability is not confined just to marriage. Relationships occur in many different ways across the lifespan, both ongoing and fleeting, with both men and women. In polyamorous relationships, love means partnership, not ownership, and appreciation, not possession. While some people may portray polyamory as a more evolved, mature, or superior relational stance that is not confined to societal expectations and conventional ways of thinking about relationships (i.e., not bound by jealousy and ownership), this is not necessarily the case. Individuals in both monogamous and consensually non-monogamous relationships vary a great deal in their level of maturity, self esteem, and attachment style.

Individuals can identify as polyamorous whether they are single, in one relationship, or in multiple relationships. One can be poly and asexual (little or no desire for sex) or sexually monogamous (multiple love partners, but a sexual relationship with only one partner). It is more a philosophy of relationships than a category of sexual behavior or activity.

Within polyamorous relationships, there are a variety of different types of relationship configurations. Some, but not all, possibilities include the following: 1) a primary relationship where there is an ongoing committed relationship and one or both parties have an additional partner or partners; 2) a primary relationship where only one partner has an additional partner or partners. With either of these configurations, the partner may personally know the secondary relationships or not, depending on the agreement; 3) a group of three or more people who all have equal relationships, none of which are primary; 4) an individual who is not in a committed relationship but has ongoing love relationships with multiple people.

Polygamy

This is the practice of being married to more than one person at the same time (Merriam-Webster’s dictionary, 2017). While this definition implies that either men or women can have multiple spouses, the practice of polygamy is profoundly patriarchal, and both reflects and reinforces gender inequality (Duvall-Antonacopoulos, MacRae, & Paetsch, 2005). Polygamy is not legal in the United States; however, it is still practiced in other parts of the world, primarily in Africa and in Asian countries. While some may confuse polygamy with polyamory, it is different in that polyamory does not involve multiple marriages, just the potential for multiple relationships.

PUTTING YOUR UNDERSTANDING INTO ACTION

A good place to start as a therapist is to avoid, as much as possible, making unquestioned assumptions about your clients. Just because a couple is married, you best not take for granted that they are monogamous. Put into practice, this recognition can be reflected in the forms in our offices. Many of us have already changed our intake forms so we ask about a client’s partner rather than spouse, and we’ve eliminated questions such as “Are you married?” to be more inclusive of different types of relationships. An additional, easy change would be to just make the word partner plural. This would signal new clients that you acknowledge as a possibility that they may have multiple partners or different relationship configurations.

Most therapists are comfortable asking about infidelity, but are less likely to ask about non-monogamous or open relationships. We already know not to make assumptions about other issues related to sexuality (e.g., not assuming heterosexuality just because someone is currently in a relationship with someone of the opposite gender), but it can feel taboo to openly acknowledge or refer to the possibility of non-monogamy within committed relationships. Clients are constantly assessing their therapists to see if we offer a safe place where they may be open about their relationships and sexual practices. They know they are living in a culture that privileges monogamy, so they may be worried we will judge them if they do not conform to this norm. Creating a safe, open, and nonjudgmental stance is critical to successful treatment, and this requires therapists to develop the ability and willingness to challenge their own values, assumptions, and biases.

Appropriate, inclusive assessment questions you could ask a new couple or individual in your practice would include, “Is monogamy a value in your relationship? Do you both share it?” Such a question can help you find out about both non-consensual and consensual non-monogamous relationships. If you find out that neither are committed to monogamy, you could ask, “How do you as a couple manage this openness to other relationships?” “How did you come to this understanding?” “How many other people are you in relationships with?” As with all assessment questions, even if clients are not willing to disclose something vulnerable at the beginning, if it applies to them, they will be more likely to bring it up later in treatment if they know you are nonjudgmental.

In The Art and Etiquette of Polyamory, Françoise Simpère (2011) describes a worst-case scenario during an assessment. The question was submitted to her by someone who disclosed her status as poly to a therapist in the first session. The therapist responded in a negative and judgmental way, saying it was “a sign of emotional immaturity and that it is impossible to love more than one person in anything other than a superficial way” (p. 52). Simpère’s response to the writer/client astutely notes that it is not the job of the therapist to pathologize and/or judge, but rather to help clients figure out what is, and is not, working for them. For some clients who are struggling to figure out what is “wrong” with themselves, it can be comforting to know that what they have been struggling with their whole life may not be a problem at all.

This was the case with a married, bisexual woman in her 30s who came to see me in distress after falling in love with a woman at work. For most therapists, the dominant way of thinking might be, “How can I help this woman to stay faithful to her husband?” or perhaps help her acknowledge such feelings without acting on them. For a therapist committed to working in a respectful, non-pathologizing way with consensually non-monogamous relationships, the conversation might go more like this:

Therapist: You were brought up to believe that the only acceptable way to be in a relationship is to love only one person?

Client: (crying) Yes. You have to choose. You can’t have both.

Therapist: Have you ever met anyone or read about someone who thinks it is possible and acceptable to love two people at the same time?

Client: No.

Therapist: I’ve seen people in my practice who refer to themselves as polyamorous.

Client: What is that?

Therapist: It refers to having simultaneous relationships that have emotional and/or sexual connections.

Client: There are people who do that?! And their partners are all right with it?

Therapist: Yes. There are poly couples who are completely committed to each other and yet both have additional partners. There are poly people who are in committed relationships where their partner is not poly. There are poly people who have other love relationships but remain sexually faithful to a primary partner. There is a lot of variety.

Client: My husband would never go for that.

Therapist: Have you asked him?

Client: Well, no.

Therapist: You’re assuming he wouldn’t accept it. Perhaps you’re right. But I guess at this point you don’t know.

Client: Well, I guess don’t.

Therapist: What would be your fears in talking to him about this?

Client: That he would freak out and want a divorce.

Therapist: And you don’t want that. What are your fears about not talking to him?

Client: That I will cheat and my whole life will become a lie. He will find out and want a divorce.

Therapist: So you are worried that in either scenario he could leave you?

Client: Yes. Exactly.

Therapist: A frightening dilemma. It must feel like you could be damned if you do and damned if you don’t—whether you tell him how you feel or you keep your secret.

Client: (quietly): Yes.

Therapist: Which direction feels more congruent to you?

Client: Definitely talking to him about what is going on and not keeping secrets. I know that ultimately it is the secrets that would destroy our relationship.

With only a few sessions focused on her own self-acceptance and practicing what she wanted to say, the client was able to talk to her husband about being in love with another person. He had known since they were dating that she was bisexual, so he was not surprised that her attraction was to a woman. She was surprised and relieved that not only did he not freak out, but he also was forthcoming about the guilt he had been feeling about his own desires for other women. They mutually decided to have an open relationship and see how it went. For the most part, the transition into consensual non-monogamy went smoothly, but then they returned to therapy to address the conflict that arose when the wife proposed having her girlfriend move in with them. Her husband had been fine with her dating someone else, but he wanted to keep their relationship primary. The wife was now advocating a move to an egalitarian relationship between the three of them, and he was not sure how he felt about this.

There are a variety of issues related to non-monogamy that couples may need to address with a therapist:

1. Raising the idea of non-monogamy with a partner.

2. Deciding what type of open relationship is right for them.

3. Establishing the “rules” and boundaries of the open relationship.

4. Connecting to resources (bibliotherapy, social support, finding partners, and so on).

5. Ongoing assessment of how things are going.

6. Negotiation and conflict resolution if something is not going well.

7. Coping with jealousy if it arises.

8. Living non-monogamously in a monogamist society.

9. Ending relationships if needed.

In monogamous relationships where there has been infidelity, betrayed partners typically struggle with the fact that the partner who had the affair was sexual with someone else, and they worry whether the partner is or was in love with this other person. A similar dynamic can unfold in open relationships. Some people are comfortable with their partner seeking sexual relationships, as long as this doesn’t result in an ongoing emotional connection (a typical stance among swinging couples). In polyamorous relationships, sex may or may not be part of outside-the-couple relationships, but the partner understands that maintaining emotional connections with others is a part of the underlying philosophy. Some couples find this added complexity harder to manage.

Couples in consensual non-monogamous relationships come to therapy for many of the same reasons as monogamous couples do, and it is important for therapists not to assume that it is the open relationship itself that is leading to the difficulties. This assumption potentially stems from the ongoing judgement toward this non-traditional choice. Very often, the problems will be completely unrelated to the non-monogamous nature of the relationship. Like any couple, the clients may be simply dealing with a life crisis, fighting about differences in parenting styles, struggling with addiction, and so on. Still, although the non-monogamous nature of their relationship may not be the reason the couple has come to therapy, it can still be very helpful for the therapist to assess the contextual factors influencing the situation. By exploring and understanding how the couple manages their openness, the therapist can determine whether dynamics related to this aspect of their relationship may be creating or contributing to sequences of interaction that are exacerbating the presenting difficulties.

I began working with a heterosexual couple who had recently had their first child and were struggling with ongoing conflict and poor communication related to housework and child-rearing. As part of my routine assessment of their sexual relationship, I asked whether they were committed to monogamy. They disclosed that when they met, each was engaged in multiple polyamorous relationships. When they decided to make their relationship primary and get married, it was with the understanding that their relationship would remain open and both could maintain previous relationships, as well as seek new ones, as desired. The problems they were having intersected with having an open relationship, but were not about it per se.

Therapist: So what is causing conflict?

Sebastian: I am so stressed out. A majority of the childcare, cooking, and cleaning is falling to me. We are fighting all the time.

Bella: Having a baby has changed things a lot. He never had a problem with me going out on dates before. Now, every time I want to go out, he’s irritable.

Therapist: Is this how you see it as well, Sebastian?

Sebastian: Yes. That’s true. I don’t like feeling alone with all the stress.

Therapist (to Bella): I’m sure you can appreciate this. What happens to you when he gets irritable?

Bella: I don’t like the conflict, so I just withdraw. It makes me want to be out of the house even more.

Therapist (to Sebastian): And then what happens to you?

Sebastian: I feel unloved and it makes me needy.

Bella: And when he does that, I hate it. It makes me worry that he doesn’t want to have an open relationship anymore, and that scares me.

Sebastian: I’m not saying that at all. I just need you to help more around the house and not pull away from me.

Therapist: That makes sense. So it really isn’t about being poly. Let’s talk about how we can shift this painful cycle so that both of you can feel heard and supported.

While the content of the conflict was related to Bella seeing her boyfriend, Sebastian had an issue with the fact of her absence, not the reason for it. A therapist who was not as knowledgeable about or accepting of open relationships might have seen that as the problem and focused the intervention there. This would have been a clinical error that could have alienated the couple, as having an open relationship was important for both of them. If they had gotten a message that the therapist was not accepting of their open relationship, they would not (and should not) have come back.

SORTING OUT COMPLICATED CASES

As therapists, we need to keep our radar up to recognize circumstances where things may be more complex than they initially seem. Just like couples in monogamous relationships, those in non-monogamous relationships are affected by gender roles, sexism, and power imbalances, potentially creating circumstances where one partner does not feel he or she has the right (or ability) to say no to something. Such situations are difficult and take careful assessment and intervention.

Insuring Consent

In the following case, the wife, Sue, in a heterosexual relationship with her husband, Dave, was a sexual abuse survivor, and while she was in the midst of trauma treatment, she told Dave he could have sex with other women.

Sue: Men have sexual needs. I don’t expect him to go without sex just because I don’t want to have sex right now.

Therapist: That is such a generous statement. I wonder if you feel like you have a right to ask Dave to be monogamous.

As a feminist, I was highly conflicted about Sue’s permission giving. I had strong reactions to the gendered belief that he “deserved to have sex” and “shouldn’t have to go without it,” and I worried that her position could be related to her trauma background of not having a voice or a say in what happened to her. I was also concerned that her proclamation might potentially be a test, and in order for Dave to pass it, he would need to say, “No, I will wait for you no matter how long it takes.” But this is a good example of where it is our job to ask good questions and remember that it is not our relationship.

Sue: It just doesn’t seem fair to ask that. I’m totally fine with him having sex with other women.

Dave: We have had sex with other people before in our relationship. The only difference would be that she wouldn’t be there.

Therapist (to Sue): How does that feel the same or different to you?

Sue: As long as we talk about it and I get a say about who it is, I am fine with it.

In response to my repeated attempts to assess whether Sue was really okay with the arrangement, she consistently insisted that she was. She expressed great relief at not having to worry about Dave needing sex from her, and she felt the freedom to take as long as she needed to complete her individual therapy: no need to “hurry up and get better” so she would be able to have sex again. Her two requirements were that the person be a sexual partner only and that she have veto power—if she did not approve of the relationship, it wouldn’t happen. They proceeded to work together to find a suitable partner.

Handling Monogamism

As with any type of discrimination or oppression our clients face, opportunities abound to educate and raise awareness about non-monogamy. This includes helping people in non-monogamous relationships to cope with living in a world that is ignorant and/or dismissive of these type of relationships, but it also involves advocating in professional settings for awareness and acceptance.

In a polyamorous relationship, where partners espouse equality in their love, situations can arise where they are being silenced, shamed, bullied, or worse, and they recognize or feel the need to be closeted. Imagine, if you would, wanting to bring both of your partners home for a holiday and the level of confusion and anxiety this could initiate in even the most accepting of families. What would the alternative be? Bring neither? Bring one? Don’t go at all? How would you decide? For the therapist seeing clients caught in this type of situation, the focus won’t be on the open relationship per se but rather on helping the clients figure out how to live in a world that doesn’t understand or embrace polyamory and how to account for or balance differences in personality style and degree of “outness.”

The following conversation is from a therapy session with three clients in a polyamorous relationship—Janine, Sam, and Chris:

Therapist: So you guys are struggling with making a decision about how to deal with your extended family. Let’s talk about the dilemma.

Janine: I think we should all go home over the 4th of July holiday.

Sam: Are you crazy? I can’t deal with your family. You know they don’t get it.

Janine: I’m tired of hiding our relationship. I can’t live like this.

Chris: I agree that we should come out to our families, but I think it is a process. We haven’t even told them. I don’t think we should just show up and expect them to handle it well.

Sam: Tell them, show up—same result: judgment and rejection. Even our open-minded friends struggle to understand what we’re trying to do.

Janine: I don’t think you’re giving my family enough credit. When I told them I was bisexual, they just went with it. I’m not saying everyone will be good with it, but it doesn’t mean we shouldn’t give them a chance.

Chris: So what if you were to call them ahead of time so they would have a little time to wrap their heads around it? It may take time, you know.

Janine: I would be willing to do that.

Therapist: Sam, what do you think?

Sam: It scares me. I feel sure they will freak out.

Therapist: And what if they do? What are you afraid of if they freak out?

Sam: That not only will they reject our relationship, they will reject Janine. And I know how much her family means to her. I’m just trying to protect her.

Janine: I don’t need protection. This is us. I love us. They love me. I think they can love us too.

Just like in any couple and family work, our job in part is to encourage clients to talk about their feelings, interactions, relationships and so on to determine ways to create relationships that work for all involved. All therapists who are willing to examine and challenge their own assumptions and biases can work successfully with clients who are non-monogamous, as long as they honor the polyamorous relationship and embrace what the clients want, rather than imposing their own views.

Social support is important for all of us, but it is essential for marginalized groups. Recognizing this, we can encourage non-traditional couples to find like-minded people. For polyamorous couples, this might mean seeking relationships in the local community or online, via websites such as polyamory.org and lovemore.com. And we can also make it known, on websites such as polyfriendly.org, that we provide a safe haven for non-monogamous couples.

In professional situations, informed and accepting therapists can look for teachable moments. Many therapists have never knowingly worked with a non-monogamous couple, so they can benefit from your sharing clinical experiences about working with this population, learning along the way to challenge their thinking about what is “normal.” Our society can be discriminatory and marginalizing, so the more we meet all of our clients with respect and acceptance, and the more we embrace nonjudgmental means of assessment and treatment, the more we can bring open relationships out of the shadows and help to legitimize them and the people involved in them.

If John and Rhonda, the couple I talked about at the beginning of the chapter, were to arrive in my office these days and suggest a consensual, non-monogamous relationship, the quickening of my heart would be inspired not by judgment but by compassion and curiosity, and I would be guided by a clarity about some of the challenges they might be facing, rather than limited by confusion over the choices they were making. I do know a thing or two about what it takes to build and sustain a good marriage, and one of them is that monogamy isn’t necessarily necessary.
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“Because Choice”: The Internet as “Other” in Personal Relationships

Julie M. Albright and Mary Andres

We don’t commit now. We don’t see the point. They’ve always said there are so many fish in the sea, but never before has that sea of fish been right at our fingertips on OkCupid, Tinder, Grindr, Dattch, take your pick. We can order up a human being in the same way we can order up pad thai on Seamless. We think intimacy lies in a perfectly executed string of emoji. We think effort is a “good morning” text. We say romance is dead, because maybe it is, but maybe we just need to reinvent it. Maybe romance in our modern age is putting the phone down long enough to look in each other’s eyes at dinner. Maybe romance is deleting Tinder off your phone after an incredible first date with someone. Maybe romance is still there, we just don’t know what it looks like now. When we choose—if we commit—we are still one eye wandering at the options. We want the beautiful cut of filet mignon, but we’re too busy eyeing the mediocre buffet, because choice. Because choice.

—Jamie Varon (2014, p. 1)

IN NOVEMBER, 1989, on an unassuming corner of Harvard and Beacon Streets in Brookline, Massachusetts, just down the street from 83 Beals, where John F. Kennedy was born, Barry Shein began his morning. The tall, slightly gangly computer science student at Boston University fastidiously connected a server and some modems to a T1 line attached to a commercial server he managed, and watched as the lights came on; in that unremarkable moment, the world quietly changed. Barry had just activated The World—the very first ISP (Internet service provider) available to the public. For $20 a month, subscribers could access the Internet to send email or transfer files. The World was eventually followed by other telephone dial-up Internet providers, including Prodigy, Delphi, Genie, CompuServe, and—later—America Online.

Now, less than thirty years later, well over three billion people are online, including 88 percent of the U.S. population (Internet Live Stats, 2016). Having grown up with the Internet, younger “digital natives” are more likely than their Baby Boomer “digital immigrant” counterparts to text, use social media, and sleep with their phones so as never to miss a message (Pew Research Center, 2007). The combination of smartphones and hormones has given rise to “sexting” (sending sexually explicit photos or videos of oneself to a romantic interest), with 62 percent of teens and young adults saying they’ve received a sexually explicit image, and 41 percent saying they’ve sent one (Lenhart & Duggan, 2014). When these photos and videos don’t remain private, the resulting notoriety can result in public humiliation* and even to suicide (Hastings, 2009). The unauthorized publication of such photos has become known as “revenge porn” or “non-consensual porn,” the negative consequences of which have led 34 states and the District of Columbia to pass laws against it (Cyber Civil Rights Initiative, 2017.

Millennials spend an average of nine hours a day looking at digital screens (Common Sense Media, 2015), which has unleashed a myriad of new ways to socialize and initiate romantic or sexual relationships with the simple touch of an app. From the “hook-up” culture facilitated by Grindr and Tinder, where one “swipes right” on a photo to indicate interest (a mutual right swipe leads to an introduction on the app), to dating apps or sites like Bumble, Match.com or eHarmony (where you’re told you can “meet your soulmate” after taking a four-hour survey assessing personality, values, interests, and so on), to the rekindling of old high school flames on Facebook, online dating has gone mainstream. The most popular online dating website—Match.com—has nearly 35 million unique visitors per month (eBizMBA, 2017). Online dating is now the third most common way that people of all ages meet their future spouses (Harris Interactive, 2009); for those over 50, it is the second (Menkin, Robles, Wiley, & Gonzaga, 2015).

At first glance, the sea of choices available on the Internet for romantic partnerships or hook-ups would seem to make finding a compatible mate easy. Yet consumer psychology research has found that a plethora of choices actually results in what researchers call “choice overload” (Chernev, Böckenholt, & Goodman, 2016). Many people’s willingness to commit to or sustain a monogamous relationship has been compromised, at least to some degree, by this ever-present element of choice. In Julie’s (2008) national study of online dating, one respondent put it this way:

The large amount of dating/matching/sex sites available makes me less likely to trust a potential partner. It’s simply too easy to succumb to temptation. It’s easy to diet unless the candy shop, bakery, and gourmet kitchen are a click away.

Varon (2014) came to a similar conclusion:

Our choices are killing us. We think choice means something. We think opportunity is good. We think the more chances we have, the better. But, it makes everything watered-down. Never mind actually feeling satisfied, we don’t even understand what satisfaction looks like, sounds like, feels like. We’re one foot out the door, because outside that door is more, more, more. We don’t see who’s right in front of our eyes asking to be loved, because no one is asking to be loved.

The Internet is available 24/7, offering everything from pornography to interactive webcam sites (where viewers can pay women or men to chat, strip, or masturbate), as well as opportunities for casual encounters (fetish sex, threesomes, and other sexual fantasies) and clandestine affairs (with sites such as AshleyMadison.com providing matchmaking for those seeking a “discreet connection”).† Choice also diminishes people’s (particularly men’s) willingness to tolerate a partner’s transgressions (Lydon, Menzies-Toman, Burton, & Bell, 2008). As Varon (2014, p. 1) put it, “we’re always one eye wandering at the options.”

This instant and ubiquitous availability of options especially impacts younger users, due to their hyper-attachment to digital devices and their concomitant “untethering” from analog stabilizing social institutions, including religion, marriages, families, long-term careers, and home buying (Albright, 2017). A Pew Research study found that a record share of present-day Americans have never married compared to earlier generations, and an estimated 25 percent of millennials won’t marry by age 45 (Wang & Parker, 2014).

Studies suggest that among those who are married, Internet activity is predictive of break-ups and divorce (Lydon & Karremans, 2015). A 2010 study of matrimonial lawyers found that, in the previous five years, 81 percent had seen an increase in the number of divorce cases involving social networking evidence (American Academy of Matrimonial Lawyers, 2010). Another found that one in seven spouses considered divorce because of their partner’s questionable activity on Facebook, Skype, Snapchat, Twitter, or WhatsApp (Slater & Gordon, 2015). Internet-initiated infidelity (and the mere possibility of it in terms of undermining people’s willingness to work through rough patches in relationships) will likely play an increasing role in the therapeutic arena in the coming years.

THE INTERNET AS OTHER

With the Internet providing a seemingly endless array of enticing sexual possibilities, it is no wonder that its influence can be felt in our treatment rooms as an omnipresent “Other.” In this chapter, we explore some of the ways that Mary has clinically responded as a brief therapist to the challenges of this virtual Other, and we augment her illustrative clinical vignettes with the narratives of participants in Julie’s national research study on online dating.

The Internet can both complicate and undermine intimate relationships, but its effects are not universally problematic. Online dating can be a godsend for busy mothers with small children, the widowed, older daters who have aged out of stereotypical social venues, or those with shyness or lower level social skills. The social cost of approaching others online for the shy or socially awkward is relatively low, so it can be an ideal space for clients to explore and practice social skills. One research participant, a woman in Julie’s study, made clear how the Internet had impacted her life in positive ways:

It allowed me to safely explore a side of myself I had kept hidden. I learned I am not so unique; others shared my fantasies. It allowed me to meet my husband, who has the same interest I do. Exploring sexuality on the Internet has allowed us to feel better about ourselves. We probably never would have met through conventional ways and both of us would still be single and lonely.

A male respondent described both benefits and dangers:

For many it is a good way to practice social skills and gain confidence. For others it is a hopeless addiction where time and family are lost. . . . Cybersex [is] very addictive, especially for people who have some kind of problem in their real sex lives. (Albright, 2008)

Given the decontextualization of social interactions online (e.g., they occur outside of in-person social networks), we need to stay alert to the potential for problematic, even abusive, relationships to form and develop. For example, there are now online groups, meet-ups, bulletin boards and expensive in-person seminars dedicated to training socially limited young men on how to passive-aggressively “neg” women (i.e., make semi-insulting compliments) as a means of lowering the women’s self-esteem and improving the men’s chances of sexual conquest (Strauss, 2016). In the digital age, striving for relationships that embrace respect and intimacy can prove particularly challenging. The omnipresence of online porn is a case in point.

Online Pornography and Cybersex

The Internet serves up pornography to adults, teens, and even children, right on their cell phones, much of it for free. As one of Julie’s male research participants explained, the problem is not only that it is pervasive but also that it is invasive:

Images are burned into my mind. . . . I wish [Internet pornography] wasn’t so accessible. It is one thing to choose to not visit the adult book stores and strip clubs, . . . but when the equivalent is in your home 24 hours a day 7 days a week, . . . it is a hard thing to turn away from.

Seventy five percent of men and 41 percent of women have intentionally viewed or downloaded pornography (Albright, 2008), and many young men now model their sexual scripts after porn stars, their sexuality steadily growing more aggressive and misogynistic as a result (Sun, Wosnitzer, Bridges, Sharrer, & Liberman, 2010). Greater porn consumption by men is correlated with decreases in sexual intimacy and lowered satisfaction with both sex and their partner’s bodies (Sun, Bridges, Johnson, & Ezzell, 2014; Wéry & Billieux, 2016), and an increase in the belief that affection is not a necessary precursor for sex (Manning, 2006). A man in Julie’s (2008) study described some of the problems of virtual sex this way:

The problem with Internet sex is what is (also) most compelling about it—the absolute “artistic control” that you can have—it makes dealing with real life seem like a waste of time, almost the dream world, whereas in cyberspace, you can “realize” everything you’ve ever wanted to do without trouble. . . . I felt I was getting sucked into a sex life that existed only on the computer screen and that was a bad thing! So I have quit and am glad for it—real life isn’t perfect but at least it’s real.

For some couples, the exposure to new ideas about sexuality online can drive a wedge between them, as one partner’s curiosities and desires extend beyond the point where the other person feels comfortable. The wedge can grow wider still when the extent of the partner’s online activities are discovered accidentally. Porn can undermine or even supplant a real sexual relationship, if significant time, money, and effort are spent pursuing solitary sexual gratification, resulting in lack of interest in the partner, lowered libido, and the avoidance of intimacy.

Another of Julie’s research participants, a woman, came across pornography on her husband’s computer. She initially didn’t think it was much of a problem—after all, it’s just what men do, right?—so she collaborated with her husband in trying to incorporate it into their marriage. The results were not positive:

My husband seemed more turned off by me after viewing pornography. Certainly, he seemed more distant during sex. Our sex life changed. There would be weeks where he wouldn’t proposition me for sex and would turn me down when I initiated. Later, I learned that he was usually on a porn binge. I felt less and less able to please him. . . . Neither one of us was “there”—I was waiting for it to end, and he was using my body as one might use a blow-up doll. . . . Our marriage got worse and worse. . . . I felt like I wasn’t enough of a woman, . . . that I couldn’t compare to these films and women, . . . that I was a sexual failure. We have both been working on our marriage and recovery from this for a year. We aren’t out of the woods yet.

A different couple, Sean and Robin, came to see Mary because of similar concerns. Sean had, for a long time, been masturbating to cuckolding porn—he got off watching and fantasizing about a wife, dissatisfied with her husband’s performance, finding orgasmic bliss in extramarital affairs. Although the fantasies revolved around the husband not measuring up, they actually left Robin feeling unsafe and concerned she wasn’t sexually “enough” for Sean. As a result, she wasn’t sure whether she could stay in the marriage.

Mary suggested that Sean invite Robin to join him in watching his porn. He agreed. Robin found the repetitive nature of the depictions boring, which helped her feel less threatened, and Sean, in turn, felt less isolated and marginalized. With Mary’s help, they recognized that the characters in the porn and in Sean’s fantasy were like pawns on a chessboard—there to enhance the movement and highlight the importance of the primary pieces, the queen and king. The couple embraced the metaphor, and they later described a night of foreplay where Robin selected a “pawn” in a bar and told Sean she would bring the man home so she and he could have sex in front of Sean, her “King.”

The scenario didn’t move beyond fantasy, but Robin’s willingness to play a role in Sean’s imaginary narrative decreased the distance between them, as it heightened Sean’s love and attraction for Robin: He could see and appreciate that she understood his turn-ons and was willing to integrate them into their sexual life without fear or judgment.

In spite of these cautionary tales, the effects of pornography and online sex are not all negative. The Internet provides access to sexuality for individuals who would be otherwise too isolated to experience it, and it can infuse fresh ideas into stale relationships. Online sex-related communities can serve as a normalizing milieu, particularly for LGBTQ youth who, without fear of criticism, can turn to Tumblr blogs, Reddit pages and You-Tube videos to find information about gender and sexual identity. One of Julie’s research participants, a woman, talked about how online pornography provided her with new ways of expressing her sexuality:

Viewing porn on the Internet has helped me discover what turns me on, and it has given me a better understanding of my own sexuality.

A male participant said he uses online porn as a kind of “virtual Viagra” to heighten arousal within his marriage:

Seeing what others are doing sexually gives me more ideas to explore, and it heightens the relationship with my spouse.

Another man explained how cybersex made it possible for him to find sexual satisfaction without physically cheating:

My wife is only interested in sex every other month. The Internet [provides] the only sex I have between months with my wife. It’s safer than having an affair or going to prostitutes.

Of course, having cybersex or physical sex with people other than your partner is only cheating if the partner considers it a betrayal: A lesbian couple in their twenties, Shari and Stephanie, called Mary for help in navigating new relationship parameters. Although committed as a couple, they had divergent sexual interests and energy levels, so they had been talking about “opening up” their relationship with online dating. At their request, Mary assisted them in recognizing potential blind spots, prioritizing mutual respect, and honing communication skills, all in the service of maintaining their couple relationship as their central focus. Appointments were scheduled once a month to talk through difficulties and reflect on experiences. Six months out, they said that not only had they acclimated to their “arrangement,” but also that the honesty and negotiation that it required had actually drawn them closer together.

The Virtual Mirror

From paintings to the printing press, from photographs to films, from television to the Internet, technologies have always played an important role in the construction of self, identity, and relationships, reflecting not only who we are, but also who we wish to be. Principle among these reflective technologies is the mirror itself. In 1369, in Venice, Italy, Angelo Barovier backed colorless glass with a silvery amalgam of tin and mercury, creating an object that allowed people to see their reflections clearly for the very first time. Originally affordable only by the wealthy, mirrors have become so ubiquitous that we take them for granted. But the psychoanalyst Jacques Lacan in his reworking of Freud theorized that an external view of the self is an essential step in psychological development, giving rise to the internal mental representation of an “I.” Physical mirrors serve this purpose, as do the social appraisals of other people (Cooley, 2015).

In our digital age, this development of a self is facilitated and complicated by the Internet’s virtual mirror. This mirror differs from Barovier’s analog invention in a fundamental way: Rather than reflecting an accurate depiction of the self, the virtual mirror reflects a digital, distorted image that may bear little or no resemblance to offline reality. Through ubiquitous filters and Photoshopping apps, people optimize the hyper-idealized, even deceptive, images they present to the world, smoothing wrinkles, shaving off pounds, and enhancing hair, eyes, and facial expressions in an effort to stand out and get attention. Through this process of virtual optimization, both self and relationships can be transformed and undermined.

In more extreme cases of virtual optimization, some people have taken advantage of the relative anonymity of online communications to manipulate people through “catphishing,” creating fake online personae designed to lure others into relationships—sometimes purely for the attention, but more so recently as a means of conning people out of large sums of money. Con artists contact women with a “single” status on Facebook, posing as strapping young hunks posted overseas, but with a desire for a relationship; they lure men by presenting as “damsels in distress.” Once the person has been hooked, requests for ever-increasing sums of money ensue. Victims of catphishing suffer not only as a result of the loss of a perceived relationship, but also with the fallout—ranging from public humiliation to significant financial loss—that can go along with it. While catphishing schemes may represent the extreme end of the spectrum of Internet identity manipulation, more innocuous versions of virtual optimization are common and can also lead to distress in relationships; fallout from these encounters may often be brought to our therapy rooms. Mary’s client Carlos was an example of that.

Carlos was 29, single, with a medium build, short hair, and an urban sense of style. Trained as an architect, Carlos found himself in a boring and tedious entry level position, transcribing text onto blueprints for an established architectural firm on the West side of Los Angeles. He initially presented for therapy with complaints about his work being unsatisfying, but soon shifted focus, instead talking about his current habit of juggling multiple superficial relationships. Carlos frequently used the popular mobile dating apps Tinder, Bumble, and Plenty of Fish to access attractive women willing to chat and hook up. Unlike his situation at work, his sexual interactions allowed him to feel validated and in control. Online dating alleviated the boredom and sense of failure in his life by allowing him to create an amplified persona with a life much more exciting (and successful) than his own.

To appear more attractive to potential hook-ups, Carlos had boosted his status level online, yet keeping up this facade in person proved taxing. He didn’t believe that any of his dates would be attracted to his “real” self, so he was living well beyond his means, taking women out to expensive restaurants and clubs, picking up checks in excess of $100, night after night. Understandably, this generated a significant degree of angst and cynicism; he appeared callous and even misogynist, discounting women for even the smallest slights.

Mary asked Carlos what he wanted life in his thirties to look like. After some thought, he spoke admiringly of his older brother, Alex, a successful 37-year-old attorney living in an affluent Los Angeles suburb with his wife and two young sons. Carlos imagined himself a dad by age 35, working as an architect and easily able to afford a mortgage. His current dating pattern didn’t seem to be leading him in that direction.

Mary: Who is the mother of those kids?

Surprised, Carlos paused, not able to see that part of his future as clearly as the other pieces. He suggested that the kinds of women he was currently dating were not “wife material.”

Mary: I wonder if I met any of the women you’ve been going out with, and asked them about their lives and their plans, if I would see a version of them that aligns more with what you are describing five years out.

Mary used the word any intentionally. Carlos had been hooking up without an eye to the future; if he were to look at it differently, he might surprise himself.

Carlos: Well, I don’t know if there would or wouldn’t be, but I’m not in the place yet where I am ready to meet the “right one.”

Mary: I know how important it is for you to have your life in order—almost like you are the one nesting, before you bring the right one home.

Carlos: (nodding) Yeah, I’m working on that.

Mary: What do you imagine the next step in this nesting process would be?

Informed by brief therapy assumptions (e.g., O’Hanlon, Chapter 4, this volume; Watzlawick, Weakland, & Fisch, 1974), Mary chose to validate Carlos’s worldview and his future vision of himself as a successful professional and family man. Rather than offering expert-based next steps for him to achieve these future goals, Mary invited Carlos to consider his own small steps toward change. While it might have been easy to characterize Carlos’s behaviors—repeated hook-ups and misrepresentations of himself to multiple women—as moral failings, Mary instead contextualized them as first steps within Carlos’s desire to ultimately develop a lasting and significant relationship. Carlos’s particular false presentation online is typical for men, who will boost their status, wealth, and education in the hopes of attracting a mate; women tend to boost their beauty, or shave off a few pounds or years (Albright, 2001). Carlos’s next steps involved the significant risk of presenting a self that accorded with who he was and where he wanted to head, rather than one that reflected who he thought women wanted him to be. With a personal-development goal orienting him, these were certainly steps he could begin to take.

Part of what motivates men like Carlos to “fake it” online is that, in the analog or “real” world, we are all keenly aware of our own (and our partners’ and friends’) flawed and imperfect selves. But when we compare ourselves to online others’ idealized, tuned images and carefully curated, seemingly fabulous lives, we inevitably come up short. This was the experience not only of Carlos, but also of Ashley, who was referred to Mary for therapy with a diagnosis of depression. A doctoral candidate with no motivation to work on her research, she had moved in with her fiancé, Gregory, four months earlier. Rather than enjoying her new relationship, she was plagued with insecurity, spending increasing time each day ruminating about Greg’s ex-girlfriend, Brandy, whom she viewed as a romantic rival for Greg’s affection. She and Brandy shared online friends, so Ashley had been checking Brandy’s Facebook, Instagram, and blog posts and pics, looking for any mention of Greg. Trolling Brandy’s extensive gallery of photos depicting her glamorous and successful life, Ashley couldn’t look away.

Ashley: It’s the first thing I do when I get up, and I’m always scrolling through her stuff. I’m making myself sick with it.

Mary: It’s a tough comparison: your real life versus her idealized pics and posts. But even though it’s hard, you’re managing to stay on alert. There is no way she’s going to be able to sneak back into Greg’s life.

Recognizing the allure of social media, Mary made contextual sense of why Ashley would be so drawn to Brandy’s frequent postings. She also found a way to normalize Ashley’s perpetual “stalking” behavior and to offer a respectful reframe—Ashley was simply protecting her intimate relationship from a potential outside threat.

Ashley: I think I keep watching for some sign of her coming back and upending my relationship.

Mary: Seen any signs, yet?

Ashley: No, not yet.

Mary: That’s the challenge, though, right? Just because it hasn’t happened yet doesn’t mean it couldn’t happen tomorrow. You’re being as diligent as you can, but you’re the only sentry. It’s all on you. How long do you think you’ll need to maintain this level of devoted commitment to keeping your relationship safe?

Rather than trying to talk Ashley out of her obsessive solution attempts, Mary framed them as resourceful examples of devotion and diligence. By entering into Ashley’s worldview, Mary was able to eschew instructions and admonitions; instead, she could acknowledge her client’s singular efforts and the extent of the responsibility in both scope and time. From a brief therapy framework, this offered Ashley the flexibility and validation necessary to evaluate and revise her own behaviors, while maintaining a sense of self-respect and honor (Watzlawick et al., 1974).

As the conversation continued, Mary reframed Ashley’s social media surveillance, utilizing Ashley’s status as a doctoral student to characterize the quality of her protection efforts.

Ashley: Greg doesn’t even talk about her anymore or seem to care at all about what she’s doing.

Mary: So he doesn’t see or appreciate the doctoral-level research skills you’re devoting to threat assessment.

Ashley: No.

Mary: Even more evidence that it is all on you: Greg’s not aware of any threat from Brandy. So I get that you’re exhausted, but I’m wondering if you might need to expand your threat-protection efforts even more. Since you’re doing this on your own, you may need to add another 180 degrees to the range of your sentry duties.

Ashley: What do you mean?

Mary: Right now you’re relentlessly keeping your eyes trained on the outside of your relationship, ready for indicators of a Brandy invasion. For you to be thorough, though, you’re probably looking at also covering the 180 degrees inside the relationship. Can you bring those doctoral-level research skills to bear on figuring out ways to protect your love from the inside?

By reframing Ashley’s ongoing surveillance as necessary, but not yet sufficient, to keep her intimate relationship safe, Mary could maintain her noncritical stance and suggest that instead of restricting her efforts, Ashley would be wise to expand and intensify them (Watzlawick et al., 1974). This idea for an expansion wasn’t a suggestion that Ashley do more of the same; on the contrary, it opened the way for Ashley to use her expertise to complement her current strategy with something significantly different.

Ashley: How?

Mary: You’ve been protecting your relationship by keeping your eye on the horizon. Any signs of an invasion? That’s been important, essential even. And now I’m suggesting you turn your gaze also inward, so you’ve got all 360 degrees covered. How can you best inoculate your relationship from the inside? How can you make sure that you’re devoting the necessary attention to both yourself and Greg to nurture yourself and the relationship? The inside 180 degrees will provide additional protection, I imagine, regardless of what Brandy does or doesn’t do. But I’m aware that this adds to your responsibilities.

Bringing her protectiveness to the inside 180 degrees of the relationship would involve Ashley’s focusing on self-care and relationship enhancement. The frame, and Mary’s regretful acknowledgment of how hard the task would be, made it possible for Ashley to embrace these activities as necessary and important additions to her sentinel duties, rather than as a risky abandonment of them.

After the session, Ashley decided on her own to precede her first online Brandy threat-check of the day (an outside sentinel activity) with reading a novel (an inside sentinel activity). When a novel is good, it can pull the reader in, making one reluctant to put it down. Soon, Ashley determined that it was safe to block her Facebook feed from seeing Brandy’s content or updates. She started feeling more accomplished and task-oriented, as she was attending to the safety of the relationship in a more global manner. She began feeling more desirable and authentic, which made it possible for Mary to expand the range of their conversation, addressing all the ways Ashley could deal with her fears and attend to her future.

CONCLUSIONS

In our digitally mediated, mobile world, where everything is available instantaneously at the touch of an app, time compresses, changing the pacing of relationships. People’s attention spans have grown shorter and, concomitantly, their expectations have grown higher. In this accelerated context, having to “work for something”—anything—may seem too hard, too daunting, and even, somehow, wrong. Surely, someone more perfect, hotter, and more successful must be out there, just a quick swipe or a click away. With such pervasive ease of access and availability of possible partners, it makes sense that when problems arise in a “real” relationship, the motivation to work through them could be diminished. Indeed, simply disappearing after a date or intimacy formed online is now so common, it has it has garnered its own name: “Ghosting.” In this “easy come, easy go” environment, commitment or sustained intimacy has been made much more difficult, as people become enamored with the excitement of the thrill of the chase, and the possibility of hitting that elusive relationship jackpot.

Countervailing forces to this kind of “fast living” are beginning to arise: In Italy in 1986, activists, protesting McDonald’s fast food, with its inherent mechanization and bureaucratization of food production (Ritzer, 2014), created a counter-movement they called “slow food.” Originally devoted to promoting fresh, local food and a slower pace of life, it has since broadened into other areas of life, including “slow work,” focused on the craftsmanship of the artisan, “slow travel,” with its call to enjoy the journey along the way, and slow fashion, which eschews our throw-away culture. We think of good therapy, even when oriented to be brief, as a candidate for inclusion in the “slow” catalogue. Therapy is an opportunity for “slow conversational intimacy,” a unique experience in our fast-paced, digitally mediated world. In hook-up culture, where sex trumps, and often even precludes, intimacy, it is a counter-cultural act of liberation to risk exposure to another person in an emotionally intimate way.

In therapy, clients are afforded the opportunity to stay connected to their feelings, and the slowed-down dialog fosters thoughtful reflection and creative brainstorming. Therapy is an ideal context for conversations that are focused on, or include elements of, clients’ sex lives, and more and more going forward, the sexualities we discuss in our treatment rooms will be mediated by digital technologies. As clinicians, we’ll need to consider the very real ramifications of the convergence of people and robotics, artificial intelligence, virtual reality, and augmented or “mixed” reality, where real and imaginary blur. Questions and issues will arise as realistic, humanoid machines come into our living rooms, our kitchens, and our bedrooms, adding complexity to marriage and family dynamics. Is it cheating if your spouse has sex with the family robot?‡ What are the implications for porn users when virtual reality technologies make it possible not only to watch their fantasies on a monitor but to actually be incorporated into the fantasy (Stark, 2016)?

Going forward, we’ll need to stay knowledgeable about, respectful of, and responsive to whatever sex-related conundrums our clients are currently facing. Some of these problems will remain familiar—betrayal, for example, will always beckon and threaten—but others will challenge our sensibilities and imaginations. They will arise and expand because of the possibilities and complications ushered in by each next wave of technological advance impacting human sexual expression and relationship; ushered in by the allure of more intense experience, and an endless quest for something better; ushered in by one eye wandering at the options; ushered in “because choice.” In the face of such fast-paced, mind-bending and body-morphing evolutions, our challenge will be to stay slow, stay connected to our clients, and stay focused on their opportunities for intimacy—for deep, meaningful, human relationships.
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“All That Matters Is That We Know Who We Are”: Multicultural Considerations in Brief Sex Therapy with Same-Sex Couples

Daniel J. Alonzo

IN THEIR FIRST SESSION, Deb and Leticia sat comfortably close on the sofa in my office, smiling easily at each other and sprinkling helpful details into each other’s stories. They immediately struck me as warm, thoughtful women, generous of spirit, but not afraid to speak up for themselves when necessary. Deb, a 29-year-old white female of European descent who immediately identified herself as lesbian, was the youngest daughter in her family of origin, having one older sister. Deb came out to her entire family and social network in her senior year of college, eight years earlier. Leticia, a 36 year-old Latina who referred to herself as gay, was the oldest child in her family of origin, having five younger siblings. Leticia acknowledged to herself at age 26 that she was attracted to women more than she was to men, and she came out to a select group of close friends. She did not come out explicitly to her parents or siblings, explaining, “Everybody knows, we just don’t talk about it.” Deb and Leticia had been together three years and had lived together for the past year.

After the initial framework was set, the two women launched into their presenting problem. Deb complained that she wanted more commitment from Leticia. Deb said, “She spends so much time with her family. They treat her like she’s single. To them, I’m just her “friend.” Now we’re not having as much sex as we used to. I’m not prepared to be in a sexless marriage! I want us to stay sexual. And I want to try new things!”

Leticia appeared to lose some of her patience here. “She doesn’t understand,” she insisted. “I have obligations. They are my family. My parents look to me. They are getting older, they need help, they have many medical appointments. After working all day and then helping out my family, I’m falling asleep at 8:00 at night! So I certainly don’t have the energy to try on all this strap-on stuff!”

At first glance, it appeared that Deb and Leticia’s concerns were no different from those of any young heterosexual couple coming into sex therapy and complaining about a decrease in sexual frequency. Therapists might quickly point to some obvious markers. For example, Deb and Leticia had only been living together one year, so it was quite understandable that they had to make adjustments in their new living arrangement, having to learn how to prioritize sex while also learning to share space and create a new home. Furthermore, they were beginning to negotiate the twists and turns of sex in a long-term, committed relationship.

After all, they have been together three years at that point, and all couples in long-term, committed relationships begin to see an ebb of passion and excitement after the initial courtship, right? Sex therapists might want to explore how the couple could make room for different sexual preferences, such as Deb’s wanting to experiment with sex toys and Leticia not. Therapists might also gravitate toward more systemic explanations. Perhaps Leticia was not highly differentiated from her family of origin, and so she was struggling to escape the pull of their homeostatic mechanism that kept Leticia in her role as the caretaker.

Could not birth order be a factor here? Deb was the youngest in her family of origin and Leticia was the oldest—had each partner sought out a mate who occupied the complementary sibling position? And let us not forget more psychodynamic and intrapsychic interpretations, such as the idea that Deb was growing more anxious as she looked for a stable object with whom she could anchor her “self,” while Leticia was avoiding commitment out of some fear that she couldn’t measure up to Deb’s youth and sense of adventure.

It is important to note that none of these explanations is “wrong.” They each have some merit and may describe some pieces of the mosaic of the couple’s relationship. Nevertheless, each is very definitive, attempting to nail down the problem and suggesting a specific area upon which to focus. In this way, they are also all at least partly reductionistic. It is easy and tempting for the therapist to go with the clues that seem the most obvious and those that mirror his or her own education, training, and cultural lenses. Unfortunately, these explanations may also limit possibilities. It might be more helpful to ask some of the following questions—questions that would have the potential to expand possibilities.

What would it mean for Deb to identify herself as a white lesbian? What was her coming out story? How did she learn to push against the dominant cultural narratives of what a young white woman is supposed to be in the United States culture? What assumptions, microaggressions, and stereotypes did she fight against to come to a place of pride about her identity?

What did it mean for Leticia to be Latina? What was her family’s immigration story? How did her Hispanic ethnicity intersect with her sexual orientation? What led her to make a choice not to come out to her parents and siblings? How did she feel about that choice now? How did her aging parents see her place in the family? How did her parents see Deb’s place in the family?

How was power held and shared in Deb and Leticia’s relationship? How had the mixture of ethnicities added strength to their relationship, and how had it added challenges?

Lastly—but not the least in importance—what was the intersection of sexuality and ethnicity in their relationship? Had sexual stereotypes invaded their relationships in the bedroom? Which dominant discourses from the larger culture oppressed them? For example, was Leticia expected to be the fiery Latin female, always ready for sexual pleasure? Was Deb supposed to be the willing student, given her younger age? Or was she expected to bring a bit of the new and the kinky into their relationship because of her youth? How could Deb and Leticia explore the sexual scenarios, positions, fantasies, and roles they might want to investigate? How did their ideas about being an ethnically mixed couple affect their relationship?

These are only a few of the questions that could be explored in brief sex therapy with a couple such as Deb and Leticia, questions that would open the space for them to explore possibilities and write new, personal narratives of their relationship. Deb and Leticia could benefit from an approach that uses a systemic, contextual lens, applies it with sensitivity, and allows the couple to form a union that makes sense for their unique relationship. A multicultural, brief approach to couple therapy with same-sex couples includes the following components:

•   Opening a door for mutual inquiry and collaboration.

•   Setting goals collaboratively.

•   Careful listening for multicultural components and their influence on the stated problem.

•   Exploring the meaning of these multicultural components.

•   Expanding possibilities for change and desired outcomes.

•   Creating new stories that support the couple.

•   Revisiting, reviewing, and re-evaluating goals.

•   Terminating with the possibility of future conversations as the need arises.

These components are further illustrated in the sections below.

SETTING THE STAGE

The first step in working with same-sex couples is to establish an atmosphere of respect and collaboration. Working with same-sex couples requires support and affirmation, as the LGBTQ community has had to endure a long history of pathologization by the profession of psychology (Langdridge, 2007; Pachankis & Bernstein, 2012). Sex therapists will get more mileage with the couple if they come from a place of curiosity and a sense of working together to make new discoveries. Couples will buy into the treatment if they have a sense that the therapist is supporting their exploration of what has contributed to their difficulties and is not assuming that they are solely responsible for the confusion, disappointment, and heartache they are experiencing.

This exploration will be facilitated if the therapist and couple arrive at goals collaboratively. The therapist is not the expert of the couple’s relationship; the therapist is more of a co-researcher, offering more questions than answers (Freedman & Combs, 2000). Therapists need to practice humility and come from a place of “not knowing,” a place of curiosity and openness rather than of definitive knowledge (Anderson, 1997). It is important that the therapist assist people in designing stories that make their lives more enjoyable, more meaningful. According to Freedman and Combs (2015), this is a fluid process, with new goals emerging as alternative stories are suggested and embraced.

LISTENING FOR AND EXPLORING THE MEANING OF THE MULTICULTURAL CONTEXT

As demonstrated in the therapy with Deb and Leticia, a multicultural framework—a framework that gives room to explore all the dimensions of diversity that affect relational systems—is extremely important, if not essential. A multicultural framework is needed to help capture the overlap of larger contextual variables. Such variables include the following dimensions of diversity, although this is by no means an exhaustive list: race, ethnicity, culture, gender, sexual orientation, gender identification, immigration status, religion or spirituality, social class, age or position in the lifespan, geography of origin, marital status, and ability/disability. These dimensions help define us, identify us to others, and give meaning to our lives.

Sometimes we find ourselves in the majority, or matching the dominant make-up of the larger population. Sometimes we find ourselves in the minority, matching a distinct subgrouping of people who are different from most people along an important dimension of culture. We may have majority status in respect to some variables (e.g., white, heterosexual, middle-class, able-bodied) but have minority status in other variables (e.g., female, Jewish, older than 50, divorced). Because we grow up in a society that still struggles with the tension between majority and minority status, we all experience stress from our multidimensional and multicultural identities. It is the overlap of these dimensions that changes our life circumstances and affects our ability to move through the world with ease and confidence.

This overlap challenges the people with whom we come into contact, because in this society, in the 21st century, people still simplify, classify, and label others to make sense of a complicated social world. The result for all of us is a diminished identity and an increasing invisibility in the larger social context. We may often hear the refrain, “We are all alike in the end, right? We are all people. People are people. Why make such a big deal out of this?”

Unfortunately, today, some people, as Orwell (1945) recognized, “are more equal than others.” All of this produces stress, and the sources of it cannot easily be teased apart, because the stress produced by the overlay of these cultural variables is not merely additive: It is both intersectional and multiplicative (Lewis & Grzanka, 2016).

Sex therapists and those working with intimate relational dynamics must honor both multicultural and intersectional structures. As Sue (2001) has pointed out, we need to shift thoughtfully among lenses that focus on the uniqueness of each individual (each person’s individual intrapsychic process and non-shared life experiences), the similarities to and differences from other subgroups (reflecting the dimensions of diversity named above), and universal experiences that are shared by all people. A multicultural approach to working with clients ensures the use of goals that aim toward a best fit with these individual, group, and universal dimensions (Sue & Torino, 2005). Sex therapists must listen carefully for multicultural components and their influence on the stated problem, and they must explore the meaning of these components. Further, they need to study and appreciate intersectionality, or the convergence of various aspects of identity (Cole, 2009). An intersectional approach is necessary to understand the complexity of membership in multiple groups. Without a conscious effort to understand this complexity, people start to feel overwhelmed and confused, and, in an effort to manage the confusion, they stereotype, marginalize, and confer second-class social status on others (Collins, 2000; Crenshaw, 1989; Grzanka, 2014; Lewis & Grzanka, 2016). As sex therapists, we do not want to be guilty of this insensitivity.

THE DYNAMICS OF SAME-SEX RELATIONSHIPS AND THEIR SEXUAL NARRATIVES

Two of the dimensions of diversity named above are sexual orientation and gender identification. Thanks to the accumulation of more than thirty years of research, we now have a body of work that validates the health, sustainability, and, yes, the normality of same-sex relationships. Researchers (e.g., Kurdek, 2004, 2005; Peplau & Fingerhut, 2007) have shown convincingly that same-sex relationships and heterosexual relationships are more similar to than different from each other. LGBT people can have deeply meaningful and satisfying relationships that are “equivalent to heterosexual relationships in essential respects” (American Psychological Association, 2009, p. 54). Generally, same-sex partners show the same levels of satisfaction, commitment, and stability that different-sex couples have. With the recent United States Supreme Court ruling, same-sex couples are now entitled to the same rights of marriage as other couples, and recent public opinion polls show that the majority of residents of the United States now approve of marriage equality (Pew Research Center, 2016).

However, discrimination and anti-LGBTQ violence still occur. Prejudice against LGBTQ people and same-sex relationships continues with alarming frequency. Blatant homophobic acts splash across the headlines, but less dramatic microaggressions also do damage by giving life to constrictive heterosexist narratives. These injuries continue to have an effect on an LGBT person’s self-esteem and self-concept, and these, in turn, affect relationship and sexual variables. Josephson (2003) and Kagan (2011) have described how social and internalized stigma affect attachment style. Frost (2011) reports a clear negative relationship between experiences of stigma and relationship quality. If gay men and bisexual men are continually portrayed as sex-obsessed creatures, then it will be more difficult for them to author relational and marriage commitments that make sense for them. If lesbians and bisexual women are continually portrayed as boundary-less and fusion-prone, then it will be more difficult for them to sort out desires for independence and self-sufficiency.

THE INTERSECTION OF LGBT IDENTITY, CULTURE, AND SEXUALITY

Through the process of successful identity formation and acquisition, LGBT people learn to push against dominant cultural narratives that threaten to oppress them. One of the most important steps in this process is the development of a positive identity as a member of an oppressed group. People from marginalized groups must learn to externalize the stigma and locate its origin in society, not in one’s self or in one’s relationships (Reynolds & Hanjorgiris, 2000). Unfortunately, the great bulk of research on sexual and gender identity development is derived from research on white gay men (Parks, Hughes, & Matthews, 2004). Not nearly enough attention has been paid to the challenges facing people from ethnic and cultural minorities as they own their sexual and gender identities and celebrate their relationships. The stress from these challenges is, at the very least, “doubled” at the intersectional point of LGBT identity and race/ethnicity/culture. The combined effects of racism/ethnocentrism and homophobia/heterosexism can magnify an already complicated and usually forestalled development of self. LGBT people of color report that they often do not feel completely comfortable in their “home” minority cultural communities, nor do they feel unconditionally accepted in the larger white gay community.

This conundrum is played out in the opening vignette of Deb and Leticia. Deb struggled to understand why Leticia did not prioritize her in their relationship. Leticia felt the stress from the intersection of gender and cultural expectations, as she is the oldest female sibling in her family’s Hispanic household. She felt the pull of marianismo, or the responsibility of women to provide for and protect the family. This responsibility naturally falls to the eldest daughter. It was probably a considerable challenge for Leticia to meet her protective responsibilities to her family of origin, almost sacrificial in nature, and then come home, shed her nurturing role, and take on the identity of a sexual adventurer using sex toys with her white partner.

Leticia’s family probably did know that their daughter was in an intimate relationship with another woman, but Hispanic families honor the value of simpatia, or the demonstration of empathy, smooth relations, and social politeness. It would have been impolite and disruptive for Leticia’s family to talk about Leticia’s sexual orientation, because sex is a subject that is not to be discussed openly in most Latin cultures. Although Leticia had every right to name her identity in whatever way she desired, she felt more comfortable with the term “gay” because she and her family perceived the term “lesbian” to be jarring and sexually suggestive.

And let us also not forget that Deb probably had more than her share of hurtful experiences during her journey to assume the identity of a strong, self-reliant, and independent lesbian. Although some doors magically opened for her because of her privilege as a white person, she probably found herself impacted by some of the same assumptions that were imposed upon Leticia—simply by virtue of the fact that when she and Leticia became a couple, they were probably perceived by many as a single unit.

Sex therapists must expand possibilities for change and desired outcomes. Leticia and Deb seemed to have been stuck in other people’s stories. To help clients become unstuck, therapists must engage in conversations that allow couples such as Deb and Leticia to create new stories for themselves. Lewis and Adrian’s relationship offers another example of the intersection of culture, ethnicity, and same-sex relationships and of the need for new possibilities.

Lewis, a 34-year-old African American bisexual male, and Adrian, a 32-year-old gay Hispanic male, had been boyfriends for nine months. When they met on a popular dating app, they immediately felt a strong attraction to each other, and their friendship became sexual on the second meeting. Both men described themselves to me in my office as “gym bunnies” and “muscle freaks,” and, indeed, their gym memberships were clearly evident in their chiseled features, clothed in muscle-enhancing T-shirts and shorts. Adrian blushed as he said he was falling in love with Lewis; Lewis smiled and said, “I’m getting there, I’m getting there.”

But that was part of their concern. They explained their presenting problem as jealousy on Adrian’s part. Adrian said, “I’m mostly okay with Lewis being bi. He tells me he’s mostly been with men. But, you know, I wonder if his eye doesn’t wander sometimes. He still goes to the Baptist church he was raised in, down in the ‘hood’. That’s cool. But it’s a world I know nothing about. I’m not invited. He spends part of every Sunday singing with the choir and having meals with his aunt and grandmother down there. And they keep trying to fix him up with these women!”

“I keep telling you, you have nothing to worry about,” Lewis countered. “I like you. I like what we do together. Look, my grandmother raised me. She’s not stupid. She knows I’ve been with men and women. She says she prays for me, but what am I going to do?”

“I know, I know” Adrian said. “I’m the problem in this relationship. I’m really sorry. I’ve got to get over my jealousy.”

This was an opportunity for me to expand possibilities for change and desired outcomes. It did not make sense for me to set the goal as helping Adrian get over his jealousy. Could I enter into a space with them and facilitate their creating a new story for themselves, a story other than “Adrian is the problem in this relationship”?

I interjected, “We can certainly look at jealousy and see how it pushes you around sometimes. I’m also curious about other factors that may have affected your relationship, because in my experience, I’ve seen that a lot of external events start to affect couples. So, for example, Lewis, you say your grandmother prays for you. What happens to you when she says she prays for you?”

Lewis shook his head. “I don’t know. But jeez, man, she’s my grandmother. She raised me. She kept me safe down there in that environment. She put me in church to help me survive.”

“It’s just weird for me,” Adrian said quickly, as if to take the pressure off Lewis. “I’ve always been kind of attracted to black men. Now my dad—he died a couple of years ago—he was really prejudiced. You know, he was an old-style Mexican, born in Mexico. He worked hard when he came here at 17, working on farms. A lot of people treated him like scum. I know it’s horrible to say, but I think he picked on black people because he thought there was at least one group that was lower than him. He knew I was gay, but we didn’t talk about it. I don’t know what he would say if he knew I was dating Lewis.”

“I hear how both of you are connected to your families,” I said to the two men. “Those connections are real. They mean something to you. That’s okay, and I think it would be useful to explore that, if you want. But I think I’m also hearing you say that you are trying to decide what you mean to each other. Is that accurate?”

“Well, yeah, for sure,” Lewis said. “Like, if Adrian and I get serious, I just want him to know that there can be some rough stuff that comes down. You know what I mean? The other night we were walking in West Hollywood and we passed a group of gay guys who had obviously been drinking too much. One of those guys made a comment about Adrian. I’m pretty sure I heard someone say, ‘dinge queen.’ I looked back and I couldn’t see who it was. That’s serious stuff, you know? That’s insulting to both of us.” Lewis looked at Adrian. “I don’t know if you’re ready for that.”

“That doesn’t bother me,” Adrian responded. “The thing for me is, it’s my own thoughts that get me all confused. I get so twisted in my thinking and then I feel guilty.” Adrian scooted forward to the edge of the couch, as if to make sure I really understood what he was about to say. “So, see, I like black guys, and I always have. And when we’re in bed, and when we’re having anal sex, I like him to be on top. But then I think, ‘Wow, there’s this big black guy on top of me, and it feels so good. . . . Is that okay? Maybe I’m supposed to be the one on top. . . . Maybe I’m supposed to be the one calling the shots.’ ” He reached out and squeezed Lewis’s hand. “I’m sorry, I know this sounds horrible. It makes me sound like a racist asshole.”

“No, it’s okay, I get it,” Lewis responded, gently, to Adrian. Lewis sat quietly for a moment, and then said, “You know, I think about things like that, too. So many guys want to take me to bed because they think I’m going to be a sex beast. And they all think I’m going to have this humongous dick. I get tired of being treated by guys like I’m an animal.”

Lewis and Adrian were responding to the pressures of intersectionality. Each of them identified to some extent with his race/ethnicity/culture, but each of them also had to contend with past circumstances that did not always allow them to be themselves. Adrian grew up the son of an immigrant who struggled to make a living in the United States. He felt pride in what his father was able to accomplish, yet he could not align totally with his father’s worldview. Like many children of immigrants, Adrian felt caught between the two worlds of his parents’ culture and the new United States culture. He wanted to keep a connection to his deceased father’s ethnicity, but he also wanted to see Lewis through his own eyes. He wanted to experience the relationship with Lewis in the here-and-now, but he felt the tug to be loyal to the memory of his father. In addition, there is a very sad and unfortunate history of tension between Latinos and African Americans in the United States, as both groups have struggled for equality (Behnken, 2011; Sue & Sue, 2013; Wood, 2006), and it sounds as if Adrian’s father absorbed and internalized some of this conflict. Adrian was left to sort through all of it. This dilemma continued to play itself out with the sex he was having with Lewis, where he seemed to feel some confusion about sex positions and roles. If he enjoyed being the receptive partner in anal sex, he would benefit from therapeutic exploration that would help him go with this flow without the interference of racist stereotypes. Adrian could explore the full range of his sexuality and decide what shape he wanted his relationship to take. He could create a new story that supported both Lewis and himself.

Similar questions arose for Lewis. His story was that his relationship with his family and his membership in the Church protected him from extinction. He could no more easily turn away from a family member (such as his grandmother or his aunt) who gave him hope and sustenance than he could throw away the essence of who he was. He identified as bisexual, but this, he had learned, is an identity that is frequently marginalized and even pathologized in U.S. culture. As with many people who are bisexual, he experienced frustration at having no “home” community that readily welcomed him.

His family prayed that he would come back over to the heterosexual side of the fence, whereas many in the white gay male community expressed impatience with him, impatience along the lines of, “Oh, just get over it and come out of the closet as a gay man.” He had to learn how to occupy this “in-between” space, but he had not yet found an effective way to communicate to Adrian that his commitment was true.

Bisexual people are often seen as incapable of commitment, and to compound the insult, black men often have to fight against stereotypes that they are always “on the down-low”—cheating and engaging in a sexual double life. Because of all these cultural narratives, Lewis had to learn to negotiate a path in a world that was not always welcoming to bisexual black men. He had experienced the pain and exhaustion of not quite fitting in. Even when he found those who seemed physically attracted to him, he discovered that they often had fantasies and desires that had nothing to do with him as a real person. It was thus understandable that he would hesitate to pull Adrian into this world of oppression, stereotyping, and discrimination.

In situations like this, it is not just the individual who becomes the target of hate and abuse; now, the couple is forced to deal with this reality, and for some couples, it can become a significant source of pressure and stress, one that all too often leads to sexual frustration and prematurely terminated relationships.

There is a way through this thick forest of stress produced by culturally oppressive narratives. A collaborative approach can help the couple create a new path so that they can define their own sexual and relational goals.

A CONTEXTUAL, CONSTRUCTIVIST, AND COLLABORATIVE APPROACH

When working with same-sex couples, it is important not to inadvertently recreate the history of injustices that LGBTQ people have faced. Same-sex couples must feel empowered—that is, they have to know that they have the resources, fortitude, resilience, and abilities to create change in their lives. To continue to grow and thrive, they must learn to create stories that make sense for them.

A contextual and constructivist approach can make the most sense, one that takes in and appreciates the larger context, with all its complexities. Sex therapists will not make much sustainable progress if they reduce the couple’s presenting issue to a medical or behavioral “problem” that can be “solved” by purely pharmacological or behavioral means. LGBTQ people have stories to tell—stories that explain how they came to know they were different from the majority, stories about how they have had to struggle against preconceptions and hurtful assumptions, stories about how people have tried to tell them that they are sick, disturbed, disordered, or perverted. They also have stories about how they decided to come out, stories about their first adventures into a life where they could feel accepted for who they were, stories about falling in love after believing for so many years that they would never be able to find love. As Freedman and Combs (2000) stated, such stories are not about our lives; they are our lives.

Both Lewis and Adrian needed space to talk about their family stories in the presence of each other, ideally in the safe space of a therapy or counseling office. The couple needed a therapeutic approach oriented toward helping them integrate, rather than compartmentalize, the different parts of themselves. Without this, the couple may have become caught up in a subjugating story from the larger culture, a story in which important parts of themselves (such as their ethnicities and their sexual orientations) were not given voice, leading to feelings of helplessness and disempowerment (Freedman & Combs, 2015). In contrast, stories that are examined, opened up, and held to the light have the potential to set a couple free.

Therapeutic approaches informed by a social constructionist point of view hold the idea that people come to know reality from their subjective experiences (Becvar, 2000; Hoffman, 2002). There is not one objective reality, but, instead, many subjective realities, all perceived in unique ways, constructed from individual points of view. Furthermore, our points of view are constructed socially, through time spent with others—parents, siblings, extended family members, classmates, teachers, coworkers, representatives of religions, voices of the media, political leaders, and so on—interacting and conversing, taking in cultural assumptions and taking on cultural norms. Adrian learned a lot of negative stories about himself and others as he listened to his family’s and society’s view of sexual orientation and race. Like all people, he started to absorb cultural messages from others, messages that restricted his humanity and freedom.

These culturally generated stories, or dominant discourses, tell us how we should live, how we should think about things, how we should feel, how we should act, and what we should do to be happy (White & Epston, 1990). They are described as “dominant” because they are basic and foundational, even though people are rarely aware of their origins (Gehart, 2016). As mentioned above, LGBT people must eventually write their own stories and create relationships that come from a source of pride if those relationships stand a chance of survival. At first, these newly generated stories of satisfaction and intimacy will come into conflict with the dominant discourses of our time. As a result, these relationships are often silenced, relegated to the periphery, or pathologized. Sex therapy with same-sex couples must give space for the partners to talk about their lived experiences so that they can decide for themselves what kinds of relationships they want to create.

This brings me back to one of the first components mentioned above: In order to create a generative space, sex therapists must work collaboratively with clients. We cannot stay removed from the couple, observing them and treating their recursive interactions from a distance—an approach Hoffman (2002) characterized as “first-order cybernetics.” Rather, we must adopt a “second-order cybernetics” perspective, one that recognizes no independent, outside observer or therapist because anyone who attempts to observe and change a system actually becomes a part of that system, subject to its influences (Hoffman). Our responsibility, then, while working with any system, is to enter the relational space with as much sensitivity, openness, and curiosity as possible, doing our best to move away from an expert role. We do not assume that we know more about the couple than the couple knows about themselves. We do our best to acknowledge the power differential in the room, to talk about it, to share our perspectives to help bring about change in the clients’ lives. We do not interpret; instead, we have therapeutic conversations where clients can arrive at their own meaningful solutions. We share, we encourage, and we work to create the possibility of hope.

This approach was illustrated in my work with Lewis and Adrian, as I explored the choices they had made thus far, expressing confidence that they could write new stories for themselves, and validating their right and need to have a satisfying relationship. Adrian and Lewis could then revisit and reevaluate the all-too certain goal of getting rid of Adrian’s jealousy. In the beginning, Lewis sounded as if he were afraid that a deepening relationship would unnecessarily complicate Adrian’s life. I created space for Lewis to talk about how happy he felt with Adrian, how their relationship could look in the future, and how he could come to see himself as a black bisexual man in love with a resourceful and proud gay Latino man.

A final case study will further illustrate the components of a multicultural and brief approach to couple therapy with same-sex couples.

KENNETH AND ANDY

Kenneth, a 48-year-old white European-American male, and Andy, a 30-year-old Japanese male, came to a therapy consultation initiated by Kenneth, a successful casting agent for film and television. Andy had lived in the U.S. for eight years, having first come on a student visa. He explained that his real name was “Atsuo,” but he told everybody to call him “Andy” because his real name was “too hard to pronounce for Americans.” He had recently become an American citizen and had started a career in physical therapy. Kenneth and Andy met on a gay dating app 16 months earlier, and, a year later—4 months before their first appointment with me—Andy had moved into Kenneth’s condominium.

Kenneth explained that they were seeking couple therapy due to increased tension and a lack of communication in the relationship. Kenneth was concerned that Andy seemed to be growing moody and quiet, and he was confused by the seemingly increasing distance between them. Kenneth described his job as “very stressful,” and he said he knew he could be “a little demanding.” He didn’t know what he would do without Andy’s companionship at the end of an exhausting day, as he viewed Andy as his soulmate. After many years of disappointing relationships, Kenneth wanted this one to succeed.

Andy had a moderately heavy accent but spoke English with fluency and good grammatical accuracy. Soft-spoken and careful in his choice of words, Andy said that Kenneth had been very good to him, and he felt drawn to him “like a magnet.” He couldn’t stay away from Kenneth, and he didn’t want to disappoint him.

Andy said he came to know that he was gay when he was 20. From ages 20 to 22, he had had a secret affair with an American English teacher in Japan before he secured his visa to come to the United States. He had not directly divulged to his parents that he was gay. His older sister knew, and she had begged him not to tell them: “Why would you do such a thing to them?” she had asked. Worried about family dynamics back home, Andy liked living in America, but he worried about Kenneth, too. He wanted to make Kenneth happy, but he also got confused when Kenneth pressured him to be more forthcoming.

In our session, Andy told Kenneth, “I wonder what you are trying to tell me when you want me to talk. Maybe you are telling me that I am not good enough for you. Maybe you want somebody who is better-looking, someone who looks more like an American model.”

Kenneth immediately became emotional upon hearing this. He responded, “How many times do I have to tell you that you are so beautiful! I never thought I’d be with anybody as good-looking as you.” This led into a discussion of sex, which seemed difficult for both of them. Kenneth said he felt self-conscious: “I’m almost 50, and I’m doing okay—I work out, I try my best—but I’m getting soft. I mean, look at me. My face, it’s like my face is falling. I love touching Andy, just holding him. I never thought I would have this experience again in my life, to touch and hold someone as young and good-looking as him.”

Andy said, “But I want to touch you, too. I want to give you pleasure.”

Kenneth hesitated, then said, “I feel uncomfortable with that. When you go down on me, I feel like I’m forcing you to do that, or that you are doing it out of guilt. I don’t want you to think that I’m treating you like ‘my little Asian sex toy’.”

Kenneth then asked me, “Does it say something about me if I am an older white guy going after this young Japanese guy? I worry about that.”

“But I want to play, too,” Andy said quietly, and I could tell he meant it. “I think I can become very—how do you say?—I think I can become very hot. I know I’m shy, but I want to try things I’ve never tried before. I am more than just a good son and a good student.”

Kenneth became quieter and shook his head. “I’m afraid you’ll be disappointed. I can’t even get it up all the time.” He clarified for me, “I’m embarrassed to say I need Cialis,” and then turned back to Andy: “I’m afraid you’ll think I’m too old for you. I think you’re going to leave me.”

At this point, I tried to open the door for collaboration and mutual inquiry. “I hear how confusing this is for both of you. How can we work together to figure this out?”

Kenneth said, “We just need someone objective. All my friends have their opinion. Maybe we just need a good listener.”

“I can sure try!” I said. “What else can I do?”

“Can you tell us—with your experience—can something like this work?” Kenneth asked.

I wanted to respond in a way that would offer hope and begin to establish goals with them in a collaborative way. “I’ve worked with a lot of couples. I’ve seen how confusing it can be to talk about sex. I’ve seen how hard it is for people to ask for what they want in relationships. Tell me: If this were the last day of therapy, how would you know that this had been worth your time and money? Andy, what do you think?”

Andy took time to think, and then said, “I would know how to honor him as my partner. But also to let myself try new things and have fun.”

“Okay, good,” I said. “What about you, Kenneth?”

“I want to relax and have fun again,” Kenneth replied. “I know I’m thinking too much. I’m just afraid how this looks to others.”

“So let me see if I can summarize,” I said. “Honor is important to you, Andy, and that’s the sign of a good relationship, but if all you do is honor Kenneth, you are worried that you will not be able to try new things. Putting ‘honor’ and ‘sex’ together may be something new for you. And Kenneth, it sounds like you want fun, too, so you want to stop worrying so much about what it looks like to other people. Am I getting close?”

Both men nodded. For a few minutes, Andy talked about the importance in his culture of not hurting or insulting others, especially family members. “Kenneth is like a family member to me,” he explained.

I was now listening for more details about cultural components and how they were influencing the perceived problem. Andy explained how he wanted to be more “active” with Kenneth, but, at one point he said to Kenneth, “If I am hot and sexy like that, what I see in pornography, I am afraid that I am not honoring you.” He shook his head slightly. “These things are not easy for me to talk about.”

“Andy,” I said, “I hear how important it is to you to treat Kenneth with respect and honor. You do not want to shame him, is that correct? I want you to know that I hear you when you say these things are not easy to talk about. Please let me know if you would like to talk in a different way about these things.”

“Thank you. I do not talk about these things with most people. I do not talk to my sister about these things.”

I was trying to be mindful of Andy’s adherence to his value of filial piety, where elders and experts and teachers—and maybe even therapists—are honored and obeyed. He seemed to have made a fairly easy transition to the U.S., but an intrinsic part of him was still connected to Japanese culture. Although he had volunteered information about his coming out in the early part of our session, I wanted to be sensitive to any reluctance he had about talking about his family. In many Asian cultures, talking negatively about one’s family is simply not done, as it will cause the family “to lose face” (Berg & Jaya, 1993). It thus would not have helped for me to conduct a deep examination of Andy’s family of origin or to talk to him about becoming more differentiated from his parents and sister. He was looking for a solution, not a dissection of what was “wrong” with him.

I said to Andy, “It sounds like you have a very close relationship to your sister. I am glad you have this in your life,” and then I turned to Kenneth: “What are your thoughts when you listen to Andy talk about the importance of showing honor and respect to the people he is close to?”

“I love that about him,” Kenneth said. “The problem is me. I know I push too hard.”

“Tell me about this ‘pushing,’ if you can. What do you mean by ‘pushing’? When is pushing a good thing? When does pushing start to turn against you?”

I was trying to open the space here for contextually sensitive exploration of this “problem.” It sounded like Kenneth saw it as being inside of him. No wonder he was frustrated! He saw this unlikeable and unpleasant force within him and he did not know how to get rid of it. His panic appeared to come from feeling helplessly caught: If he pushed Andy to talk, Andy retreated; if he did not push, he became afraid Andy would go away. And it didn’t help that Andy was confused by Kenneth’s pressure. He interpreted the pressuring as a message about his not being good enough for Kenneth. He wondered aloud if Kenneth would be happier with a white sex partner.

Kenneth talked for several minutes about how he had learned pushiness from his father, a successful and larger-than-life figure in Hollywood film production. Kenneth said he couldn’t shake the feeling that he was a disappointment to his father because he was gay. This was an opportunity to examine the cultural dimensions influencing Kenneth’s story, dimensions that would have been easy to miss because Kenneth is white but that were there, nonetheless. Kenneth talked about his upper-class upbringing in the U.S., constantly aware of the pressure to maintain appearances for his family. He learned from his father the importance of solving problems quickly, before they get out of hand. As an adult, Kenneth settled into the casting end of the entertainment industry because he wanted to avoid what he perceived to be the cutthroat nature of film production that engulfed his father. However, he was not prepared for the intensity of the casting jungle—the stress, the round-the-clock pressure to make excellent casting choices, the need to make money to sustain his lifestyle. All this intersected sexual orientation and gender-socialization considerations. Even though he was comfortable being gay, Kenneth still felt stifled by gender constraints. He said he always felt like he needed to “man up” for his father and show that he could be strong and tough. As if all this were not enough, he was also grappling with the intersection of gender and age. What does it mean to be an older man in our culture? Is a man always supposed to be “ready” for sexual action, no matter what? If he occasionally needs to take Cialis, is he less of a man? Can an older man be sexual without being seen as “a dirty old man?” And what does it mean to be an older gay man in the gay subculture?

Kenneth grew quiet. “You’re one of the few people I can talk to,” Kenneth said to Andy. “I open up to you in ways that I can’t with anybody else.”

“Thank you,” said Andy, “I am so glad that you can trust me.”

“So you can be vulnerable with Andy,” I said to Kenneth. “You don’t have to pretend to be anybody other than who you really are. Wow, what a gift! I’m really touched to hear your story. I want to hear more of it, if you want to tell more in our future meetings.”

Kenneth nodded and appeared to blink away tears.

“Both of you sound very courageous to me. You both have had to take make many changes to get to where you are now. Now you both want the freedom to be yourselves.” In an effort to discuss goals collaboratively and help create new stories that could support their relationship, I continued, “Andy, you want to see what it is like to try new things with Kenneth. Kenneth, you want to experience sexual pleasure without worrying about your age or disappointing Andy. It would seem to me that given all that the two of you have done so far in your lives, it will certainly be possible for you to find ways to have fun with each other and be close again.”

This was only the first session, but I was trying to lay the groundwork for the unpacking of the self and cultural narratives that both men carried with them. By inviting them to look at their values, their truths, their strengths, their perseverance, I was hoping we could begin to co-construct new stories that would make sense to them, even with all their differences.

“I don’t want you to feel like I’m using you,” Kenneth said softly to Andy near the end of the session, and he repeated a remark he had made earlier in our conversation: “You are not my ‘Asian boy’; I’m afraid that’s what other people think. I don’t want you to think that.”

“I know I am not your boy,” Andy said confidently. “You are Kenneth. You are my partner. I am Andy. I am your partner. All that matters is that we know who we are.”

This could not have been a better summary of a multicultural approach to brief sex therapy. There were still many conversations to be had with Kenneth and Andy. In subsequent sessions, we looked at the pressures Andy experienced in becoming acculturated to the U.S. and how these pressures had affected the relationship. We talked about cultural differences between them with respect to handling “closeness” and “distance,” and we explored the dominant stories in the gay male subculture, such as the pressure to identity oneself as “top” or “bottom,” “active” or “passive.” We looked at how the pressure to align oneself with such labels was affecting their relationship, intersecting as they were with demeaning, sexually imperialistic stereotypes about Asian and white sexual partners.

Within five sessions, Kenneth and Andy found themselves more relaxed with each other, reporting that they were feeling less guilty, less worried about disappointing or using the other. We reviewed and revised goals and continued to work for a few sessions more, talking about ways they could express frustration, irritation, and anger with each other—emotions that, however distressing, are respectful and relationship-enhancing. When they reported increased intimacy and satisfaction with their sexuality, we agreed that it was a good time to terminate, leaving the door open for their return if they encountered new sexual challenges. I recently received a holiday card from them in which they thanked me for the work we had done and said they might be calling me soon for a “tune-up.” I would welcome additional conversations, if they desired them, to help them meet the kind of challenges that can arise in any long-term relationship. It was an honor to work with them.

This case illustrates how I integrate my multicultural framework with a brief, collaborative approach to sex therapy. It is an approach that takes the pathology out of the couple and the individuals, looking instead at the intersection of factors that create stress. It allows space for difficult conversations to unearth significant meanings and discover possibilities for less oppressive futures. And it trusts that clients are resilient and strong, able to question old, stereotypical narratives and create new stories—stories that allow people to know themselves, enjoy their relationships, and celebrate their sexualities.
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Sex is for Every Body: Trans-Affirming Sex Therapy

Alex Iantaffi and Kristen Benson

INTRODUCTION

Sex therapy resources that offer guidance on work with LGBTQ relationships tend to focus on same-gender couples, as well as privileging cisgender identities (that is, those people whose sex assigned at birth aligns with their gender identity). While the general field of therapy has seen a drastic increase in transgender focused clinical writings and interest, we are still not discussing much about transgender people in the context of sex therapy. Despite the hypersexualizing of trans women, in particular trans women of color, as well as the too frequent fetishizing of trans bodies, it is rare to find sex therapy writings that address trans people’s relational and sexual needs beyond and besides transition issues.

We know that trans people engage in healthy and happy relationships and face challenges, some that are just like everyone else’s and others that are specific to being trans. Therefore, opening up more conversations on how to best meet the needs of trans clients in sex therapy is not just desirable, it is a vital necessity if we are truly committed to being resourceful with all our clients. Our goal in this chapter is to start a dialog on how to competently work with trans people in therapy, while avoiding misguided rhetoric that could lead you to assume that trans folks are a monolithic group. We begin by focusing on education and information critical to establishing a trans-inclusive practice. We then move into clinical work that is informed by a solution-focused brief therapy (SFBT) approach with narrative therapy influences. With this combined educational and clinical focus, we hope to provide clarity regarding clinical issues and inspire you to educate yourself further, using as a starting point the suggested readings and references at the end of the chapter.

We will also endeavor to address trans people’s sexual lives and relationships from an intersectional perspective. This means looking at the broad range of trans people’s experiences as they intersect with other aspects of their lives, such as race, ethnicity, class, disability, age, and sexuality, to name a few. However, given the paucity of training on trans issues in our field, we have also included some definitions and terminology and have identified the primary issues that trans people might bring to a sex therapy session. If you are already an experienced therapist in this area, we hope this chapter can be a useful tool to help educate colleagues, students, and supervisees who might be in a different place on their journeys.

WHO WE ARE

Before we begin, we would like to introduce our position as authors. We are systemic therapists, researchers, supervisors, and scholars. I (AI) am a white, Italian, disabled immigrant who identifies as bi, queer, trans masculine, and non-binary. This means I was assigned female sex at birth, I present as masculine, and I do not identify within the gender binary as either male or female. Even though I come from a working-class background, I am now firmly placed in a middle-class context due to my education and work. I (KB) am a white, cisgender (my sex assigned at birth aligns with my gender identity), queer-identified woman from a middle-class background. Between us we have significant experience in working with trans clients across the lifespan, including addressing issues of sex and sexuality. We are also experienced in working with mixed-orientation relationships, LGBTQ+ (Lesbian, Gay, Bisexual, Transgender, and Queer; the “+” indicates other identities, such as pansexual, asexual, fluid, and so on) clients, and in training students and peers on these issues. In this chapter, we will focus on the U.S. context, where we live and work, although some of the issues addressed might be applicable in other geographical sociocultural contexts. We have tried to position ourselves clearly, since we believe this is important when writing from an intersectional perspective. Nevertheless, we acknowledge that our positions are multifaceted and, sometimes, even fluid. We encourage you to read this chapter with our positions, as well as your own, in mind, and to continue to reflect on how these might impact the way we, and you, approach this subject.

TRANS IDENTITIES AND TERMINOLOGY

We use the word trans as an umbrella term for a vast landscape of gender identities and expressions. Given that language is a living and ever-evolving system, terms might have already changed by the time you read this, or might be used differently by people in a range of communities. Thus, we aren’t aiming to provide a definitive and comprehensive list of identities and terminology, even though we have attempted to be inclusive of a vast range of experiences.

Before discussing sex therapy with trans clients, we thought it would be helpful to address gender, including trans identities and terminology, to ensure that we share a clear framework. Gender can, in fact, be a confusing term. It can be used to indicate a particular sociocultural context of identities, roles, and expressions associated with the concepts of masculinity, femininity, and androgyny in specific places and times. It can also be used as synonymous with sex, with gender and sex often being used interchangeably to refer to aspects of our neurobiology, identities, roles, and so on. In this chapter, we use sex and gender as distinct terms. For us, sex refers to the complex systems of chromosomes, hormones, and primary and secondary sex characteristics. People might be assigned as male, female, or intersex at birth, usually based on the appearance of their genitalia. Given that sex is also not binary, and that many aspects of our sex, such as our chromosomal make-up, are not immediately evident, very few people actually know for certain what their sex is. This is because most people are not tested for chromosomal make-up at birth, but are rather assigned a sex based only on the appearance of their genitalia. For this reason, we use the terms sex-assigned-at-birth or assigned-birth-sex to indicate which sex that people such as parents and health professionals might have given to a baby, based on a partial snapshot of their biological make-up and on the dominant culture’s gendering of these biological aspects.

Gender is a complex biopsychosocial construct. For the purposes of this chapter, we further divide the idea of gender into identity, expression, and role. Gender identity is the sense of ourselves, which often develops at a young age, even though we might not become conscious of it until later in life, depending on our position in relation to gender privilege, that is, whether we fit into dominant expectations of gender. Gender identity is about who we know ourselves to be. Terms to describe gender identity can include words like man, woman, Two-Spirit (an English-based term created and adopted by many indigenous people across the globe to reclaim identities and experiences beyond the gender binary that have been erased through settler colonialism), stud (a masculine lesbian), genderqueer (someone whose gender expression does not fit into the gender binary), trans woman (someone assigned male at birth and who identifies as a woman), trans man (someone assigned female at birth and who identifies as a man), person of transgender history (someone who identifies as a man or woman and recognizes their transgender identity and experiences as historical but not as current), and so on. In the U.S., in English, some of the most common terms are trans men for those assigned female at birth who identify as male, trans women for those assigned male at birth who identify as female, non-binary (NB), genderfluid, or genderqueer for those who do not identify with the gender binary of male/female, and Two-Spirit. The latter, Two-Spirit, is also its own multi-faceted umbrella term. For example a person who identifies as Two-Spirit might be referring to their gender identity, their gender expressions or sexuality, or both.

Gender expression is about how we manifest our gender identity in our appearance, such as clothing, hair, makeup, mannerisms, and movement. People might have a broad range of expressions from masculine to feminine, including androgynous, non-binary, agender, and pangender (that is all genders) expressions. Gender roles are about how we interact with the world around us, and we might inhabit several roles in various contexts in our lives. The same is also true for identity and expression. Gender identity, expressions, and roles do not necessarily align with one another. For example, a person might be assigned female at birth, identify as a woman, have an androgynous gender expression, and adopt a more masculine role in their everyday life.

When someone’s assigned birth sex aligns with their gender identity, they are described as cisgender, to indicate that their sex assigned at birth and gender identity are on the same side. When someone’s assigned birth sex does not align with their gender identity, they might identify as transgender, to indicate that their sex assigned at birth and gender identity are not on the same side. Both cis and trans people can have a vast range of identities, expressions, and roles within the gender landscape. Some people may be more or less aware of this, depending on how much their identities, expressions, roles, and experiences are in line with, or diverge from, dominant cultural discourses and expectations. These discourses and expectations vary greatly across time and space, as do specific terms to indicate trans identities. As you can notice from our discussion so far, it is impossible to provide a comprehensive list of terms to fully guide therapists. We hope we have provided enough context for you to be able to conceptualize sex and gender and to engage easily with the rest of the chapter.

Because gender is such a vast landscape, trans people have a broad range of identities, expressions, and roles. Many trans people might identify and be comfortable with the gender binary, while others do and are not. Even though gender and sexuality can intersect and be in relationship to one another, they are two different constructs. Therefore, trans people might identify their sexuality as straight, gay, bi, lesbian, pan, queer, asexual, demisexual (that is someone only attracted to another person sexually if they have a strong emotional connection with them first), and so on. Usually, a trans person’s sexual identity is in relationship to their gender identity and not their sex assigned at birth. This means that it is important to ask all our clients about gender, including identity, expressions, and roles, as well as about sexuality. Possible questions include: “Tell me more about your personal experience of these identities and what they mean to you.” “What do you think it is important for me to know about you, your gender and your sexuality?” “How was your relationship with gender growing up?” “How do you enjoy expressing your gender now, and does this change depending where you are or whom you are with?” “Do you feel attraction to other people? If so, are there specific type of bodies or gender expressions that you find attractive?” “Who do you tend to become involved with either sexually or romantically?” “Has the way you identify your gender and sexuality changed over time? If so, how?” “What is your relationship to the idea of gender? And what about the relationship to your own gender?”

We also want to briefly talk about the constructs of cisgenderism and transphobia, which are crucial for therapists to understand if they are to competently work with trans clients. In contemporary dominant culture in the U.S., gender is viewed as an essentialist binary. Gender privilege, which is being acknowledged and addressed according to how one identifies, is only automatically offered to cis people, usually those who conform to binary expectations of masculinity and femininity. It can also be given to trans people who conform to those expectations, but it is often withdrawn once someone’s trans status becomes evident. Gender privilege is reflected in our legal, social, cultural, educational, and economic systems, as well as in public architecture (e.g., restrooms, changing rooms, and so on) (Iantaffi, 2015). Cisgenderism (Ansara, 2010) is an ideology that assumes and enforces alignments between not just sex assigned at birth, but also identities, expressions, and roles. Therefore, anyone can be impacted by cisgenderism. Masculine women and feminine men, for example, are often targeted, and may not automatically be granted gender privilege, due to the apparent incongruence between their identity and expression, regardless of whether they are trans or cis. These experiences often contribute to trans clients seeking therapy, or delaying seeking help because of previous negative experiences.

In addition to cisgenderism, transphobia—the unwarranted fear and hate of trans people—is pervasive in the dominant culture. A recent example of public transphobia, at the time of writing this chapter, is the debate in many U.S. states on whether trans people can use the restroom aligned with their gender or be forced to use the restroom that conforms to their sex assigned at birth.

We will not revisit how this has manifested in the media and public discourse. Suffice it to say that, despite lacking any evidence that trans women are a threat to cis women, and robust evidence that trans women experience high, and often lethal, levels of violence, public discourse has centered on the safety of cis women, implying that trans women are “really men” and, as such, a threat to “real women.” This approach not only erases the violence trans women face in public spaces, especially gendered spaces, such as public restrooms, but it also fosters and fans the fear of trans bodies being present in public spaces.

Trans misogyny is the intersection of transphobia and misogyny, the hate of femininity, aimed particularly at trans feminine people—those who are assigned male at birth and identify as female. When combined with racism, trans misogyny is even more lethal, due to the level of discrimination and oppression experienced and the high number of trans women violently murdered throughout the world every year (Grant et al., 2011). This is one of the reasons that Black Lives Matter has fully embraced queer and trans lives in their movement, highlighting that Black Trans Lives Matter, and that trans feminine black and brown bodies are often most impacted by the intersection of cisgenderism, transphobia, misogyny, and racism.

Now that we have set the scene, we turn our attention to doing sex therapy with trans clients by first highlighting the context in which our therapeutic relationships take place.

THERAPY AND TRANS CLIENTS: A CHALLENGING HISTORY

There is very little research or clinical guidance on conducting sex therapy with trans clients. The field of human sexuality is, in fact, very much founded on cisgenderist and binary notions of gender, as well as being firmly rooted in reproductive-based theories and models. This means that many bodies and experiences do not fit into the normative expectations of our field. This normativity impacts not only trans bodies, but also asexual and demisexual people, people of color, working-class people, disabled people, older people, and people with complex trauma issues, to name but a few. It also means that there is little research that is inclusive of trans identities, especially research that is not focused on pathologizing or fetishizing these identities. Given the limited research, the historical pathologization of trans identities, as well as of both trans and intersex bodies, and the low representation of trans scholars and therapists in this field, it is no wonder that trans bodies and experiences are either absent in sex therapy or only framed in the context of gender transition processes.

As we mentioned earlier, trans people are not a monolithic group, and it is vital to ensure that as sex therapists we are aware of the multiple intersections of identities and experiences that trans people might bring to the therapy room. For example, one of the dominant narratives in U.S. pop culture is that of the older, white, and often middle-class, trans woman coming out to her spouse and family, as recently further popularized by the TV show Transparent and by the real life coming out of Caitlyn Jenner and the accompanying reality TV show I Am Cait. Therapy can be a mirrored room for dominant culture if we are not vigilant of our lenses (Hare-Mustin, 1994), and sex therapy with trans clients can often be overly focused on their transition processes, as well as on privileging narratives of loss and grief for cis partners, thereby compounding unquestioned heteronormative values. The latter are clearly evident in the past and current legislation or guidelines in several countries outside of the U.S. that encourage trans people to divorce their spouses and be sterilized or that require their spouse’s consent to undertake gender-related body modifications, such as hormone therapy or genital surgery (Schmidt-Rantsch, 2015; Szydlowski, 2016). These guidelines have recently existed and still exist in countries such as Sweden, the UK and elsewhere. The World Professional Association for Transgender Health Standards of Care (WPATH, 2001), which provide clinical guidance for working with transgender and non-binary people, have been revised six times since 1979, and have only included information on the importance of relational support in the most recent version. These numerous revisions indicate how much our scientific and clinical understanding of trans identities and lives has changed in just over three decades.

These historical and scholarly contexts also mean that trans clients might be reluctant to seek and/or trust therapists (Benson, 2013). Understanding these contexts is important, as it allows us to acknowledge, validate, and directly address potential fears and reasonable mistrust that trans clients might bring to the sex therapy room. Further, having an awareness of the issues experienced by trans people might lead us to ask more explicit questions or to address areas that our clients might be reluctant to bring up. For example, when working with black trans people, it might be important to acknowledge and know the history of the sexualizing of black bodies in the U.S. For example, trans black women might experience being hypersexualized, and they may need to negotiate this in contexts such as public transport, which might feel unsafe, especially when such harassment might also come from, or at least not be challenged by, authority figures such as transport and/or urban police officers. Black trans men might also experience being hypersexualized and viewed as “dangerous,” given dominant cultural narratives. There are more examples that could be used here, including discussions of exoticizing the bodies of people of color, and how masculinity, femininity, and androgyny might be understood in different cultural contexts. All these issues impact the erotic and relational dynamics that trans clients might bring to sex therapy.

It is also useful for sex therapists to be aware of the various intersections that trans clients might bring to therapy due to their lived experiences. For example, in the U.S., many trans people, especially trans feminine people of color, are likely to live below the poverty line. Like many other marginalized groups, trans people also experience higher levels of depression and anxiety, as well as higher levels of tobacco, alcohol, and substance use. Trans people also experience 10 times the level of suicidality compared to the general population in the U.S., and they are likely to have experienced discrimination as well as outright rejection from health care providers (Grant et al., 2011). Higher levels of poverty, poor access to health care, poorly trained health care providers, and constant systemic stress also mean that trans people are more likely to struggle with complex trauma, chronic health issues, and disabilities. Trans people, especially trans feminine people of color, and trans people who have sex with cis men in particular, are also more likely to live with HIV (Feldman, Romine, & Bockting, 2014). Sex work is also more common in trans communities, given the high levels of poverty, the hypersexualization of trans feminine bodies, and the high rates of unemployment. This can also include survival exchange sex for many homeless young trans people who might not feel (or be) safe using services such as shelters. These issues are relevant to sex therapy because they impact the bodies, experiences, and relational dynamics of our clients. Yet, if we are unaware of them, we might end up ignoring them or not be as effective as we wish to be in engaging our clients therapeutically.

DOING IT: SEX THERAPY WITH TRANS CLIENTS

If you are just learning about gender diversity, you might feel slightly daunted at doing sex therapy with trans people at this point. If that is the case, we would like to invite you to take a breath. We would also like to remind you that you still have all the skills you had when you started reading this chapter. While it is vital to be aware of trans identities, bodies, and experiences, it is also important to remember that these are varied and that clients will still benefit from our therapeutic skills, our curiosity, our systemic thinking, our ability to normalize talking about sex, and our understanding that sexual intimacy is a complex and broad umbrella for many experiences, desires, and consensual behaviors. Our trans clients need sex therapists who can still be present with them and are able to access all the tools at our disposal. Many of you, of course, might be more than ready for this section, as you are already familiar with the terminologies and contexts addressed so far.

Like all other clients, trans clients might present in sex therapy at various points across their lifespan, individually or with one or more partners, and have complex relationships with their bodies, identities, and desires. For some, trans identities and experiences will be central to their coming to sex therapy; for others, this will not be an issue at all, and they just expect or hope for a level of competence, knowledge, and comfort with trans identities that enables them to address other concerns in their lives and relationships. Even when trans identities and experiences are the main motivation for seeking therapeutic support, the issues brought to therapy can vary greatly from client to client. Below is a short (i.e., not exhaustive) list of potential common scenarios:

•   One partner coming out as trans in an established couple, including the impact of this on their sex life.

•   Dealing with gender dysphoria, including genital dysphoria, in sexual encounters.

•   Dealing with sexual trauma/abuse.

•   Coming out as trans to new sexual partners.

•   Dating while trans.

•   Being inclusive of non-binary identities when addressing sex and intimacy.

•   Integrating physical changes after body modification and/or hormones and exploring the impact of this on intimacy, desire, sexual attraction, masturbation, and sex life.

•   Sex education and sexual health support for trans youth (including parents seeking advice).

•   Questioning of or changes in sexuality during gender-related transitions.

Given that the concerns brought to sex therapy by trans clients can be wide-ranging, we would like to address five major issues that are relevant to many trans clients seeking sex therapy. We have selected these five because they are applicable to a broad range of situations: cisgenderism and transphobia in sex therapy, the impact of internalized cisgenderism and transphobia on sexual pleasure, decentering gendered language for sexual anatomy, navigating barriers to preventive and sexual health care, and same and mixed gender identities in relationships. These five areas will be highlighted with dialog between Ken and Renni, a couple in their late twenties who have been in a semi-monogamous relationship for two years and have been seen for couple and sex therapy for two sessions. Ken identifies as a bisexual trans man and Renni identifies as a gay cis man. Narrative-informed SFBT guides our therapeutic conversations with Ken and Renni.

CISGENDERISM AND TRANSPHOBIA IN SEX THERAPY

Therapist: Tell me more about the place and role of gender in your relationship.

Renni: I knew about Ken’s gender identity from mutual friends before we started dating. Honestly, I found him to be smart and engaging, and he seemed so grounded in who he is as a person. It was, and is, a turn-on.

Ken: That made asking you out much easier. I can’t tell you how tired I had become of telling a new love interest that I am trans and then waiting to hear if they approved or not. You knew, and you seemed into me, so I went for it!

Notice how the question posed by the therapist was not about “your gender identity,” but rather “the place and role of gender in your relationship.” Asking how the couple experienced gender early in their relationship allows the therapist to learn about their development as a couple without making gendered assumptions. It also prevents the therapist from mistaking gender identity disclosure as a relational crisis.

Ken described his past experiences of cisgenderism and transphobia with potential partners. Addressing the existence of cisgenderism and transphobia, as well as racism, misogyny, and other aspects of oppression, such ableism and ageism, can be a powerful tool in sex therapy, as well as in all therapeutic encounters. I (AI) often talk to clients about these systems as being particles in the air we breathe. It is impossible to remain unaffected while living in the dominant culture. We can wear a mask and filter, but we are still impacted, and we often internalize messages, as we will discuss later in this section. Addressing such issues openly can enable us to first externalize them. These are not personal “failures” but rather manifestations of larger systems that we interact with and are impacted by every day, including in our most intimate relationships.

In other cases, trans clients might have questions about when and how to disclose their gender identity to potential new partners. Trans feminine people might have concerns about the potential for sexual violence in this scenario. This is not an irrational or unreasonable fear, given that the “trans panic” defense is still too often seen as legitimate in court and that too many trans women are murdered by intimate partners (Iantaffi, 2015). Many trans people must contend with an inherent, nonconsensual “forced vulnerability” in the dominant culture: So as not to be viewed as “deceivers,” they must disclose their gender identity and anatomy to the people they are dating. Thus, disclosure of trans status becomes a central concern, as well as an opening up of the potential for being exposed to fetishization or rejection, particularly when dealing with potential cis partners. Addressing these issues therapeutically in the context of dominant cultural and societal messages of gender can be a way for people to reframe their individual struggles as part of a collective, cultural trauma, as a resistance to these messages, and as a re-membering of themselves as part of a greater struggle and story. Such reframing can sometimes be helpful in combatting shame and internalized transphobia.

THE IMPACT OF INTERNALIZED CISGENDERISM AND TRANSPHOBIA ON SEXUAL PLEASURE

Therapist: Can you tell me about your relationship with pleasure, both individually and as a couple?

Ken: It took me a while to be comfortable with all aspects of my body. I had top surgery 10 years ago, but I don’t have the desire to undergo bottom surgery. I used to only bottom during sex with cis guys to avoid dealing with my front genitals, and wouldn’t let femme partners touch my genitals. But now I know I am every bit a man with the body I have, and I enjoy the pleasure this body gives me. I have what I need to top Renni when I want to. Sometimes it’s hard to deal with the jokes other gay guys make about how they can give to Renni what I can’t. I can get jealous. But, I know that Renni wants me, and he doesn’t continue to have sex with those guys who are disrespectful of my trans identity.

Renni: It took some time for you to get comfortable with me penetrating your bonus hole, but you seem much more comfortable and enjoy it now. And yes, you do have what you need to top me. [To therapist] Ken picked out a strap-on dildo that we see as an extension of his body and very much a part of our sex life. He indeed has a penis, and it’s always hard when we want it to be! Some of the guys we play with turn out to be assholes sometimes and say transphobic stuff about his genitals. I definitely don’t want to play with those guys. It’s hard enough to reassure Ken I want him, and find him hot, just as he is. Those guys just make our life harder.

Therapist: It sounds like safety, respect, and pleasure are central in your relationship, and that you expect the same values from the guys you play with as well. How did you come to this level of openness in your relationship with one another?

It helps for therapists to be informed about terminology but also to be willing to ask questions when they are unfamiliar with terms used in marginalized sexual communities, terms, say, having to do with sexual roles or with non-monogamous relational configurations. In this example, Ken talks about his role in sexual relationships; bottoming refers to taking a more submissive role in a sexual situation, which for some people involves penetration, and topping, to a more dominant role. Ken also talks about bottom surgery, which refers to genital surgery. Renni goes on to discuss Ken’s bonus hole; that is the term, or possibly one of the terms, they use to refer to his genitals without using words that typically describe cis women’s bodies and don’t fit Ken’s experience of his own body. Renni and Ken discuss the guys they play with, referring to their open sexual relationship and the men they have sexual relationships with together.

Trans clients might present with complex relationships with their bodies and their sexual responses. Some might have ease with these aspects of themselves, but many do not. This is not surprising, given that health care providers have privileged a discourse of gender dysphoria as a central criterion to discern “who is really trans and who is not.” This means that often trans clients who do not experience dysphoria or who continue to enjoy their anatomy might doubt their identity or feel ashamed to discuss this, having grown up in a culture that conflates gender identity with binary beliefs about genitals. On the other hand, clients who experience intense dysphoria, especially around their genitals, might be completely unwilling to engage sexually with themselves or others until after they can access genital modification surgery. These surgeries are often difficult to access, as many health insurance companies do not cover the procedure, they are expensive, and they are offered by a limited number of specialist surgeons globally. Further, genital modification surgery, also known as gender confirmation surgery or sex reassignment surgery (SRS), is very different for trans feminine and trans masculine people. Whereas techniques for vaginoplasty interventions are fairly advanced and usually successful, those for phalloplasty are not yet as advanced and have a higher risk of post-surgical complications. For example, a trans masculine person may expect to experience decreased dysphoria after phalloplasty and face instead increased disappointment when his penis does not look or function as expected. It is important for sex therapists to know that gender modification surgeries are not the same for all bodies, and clients will have a range of experiences in response to these procedures.

It is essential for a sex therapist to be able to address gender dysphoria and sexual pleasure with trans clients. It is also a delicate dance between exploring the dominant cisgenderist and transphobic messages internalized from the dominant culture and not invalidating clients’ feelings and experiences of dysphoria. For example, a client might find it challenging to still view themselves as attractive to their partner, even though their partner might have reassured them they are still desirable. Other clients might have difficulties identifying what orgasm feels like after starting hormonal treatment, or be ashamed to discuss how they might still want to be able to achieve an erection, or to be vaginally penetrated. Clients, as well as therapists, have internalized powerful messages about what is considered legitimate and acceptable for which bodies and when. Exploring those messages, externalizing them, and identifying preferred stories of sex and sexuality are essential processes to affirm the potential for sexual pleasure when working with trans clients, no matter their bodies or “stage of transition.”

DECENTERING GENDERED LANGUAGE FOR SEXUAL ANATOMY

Therapist: How have you figured out how to talk about your bodies and relationship in a way that works for you?

Renni: I realized that the words I used to talk about my and Ken’s body were gendered, which seemed odd because as a gay man I don’t usually use words “typical of women’s bodies.” I guess I just didn’t know any better. I didn’t think that I could just ask him what words he wanted me to use for his genitals. Ken didn’t say much at first, but I could tell he was uncomfortable, and often kind of turned off when I used terms like vagina or clit. So, I asked him what was going on. Once we talked about it, our sex life was so much more relaxed and enjoyable.

Ken: At first I didn’t know how to talk about my body in a way that a partner would understand. I discovered that I had to decide which words fit for me, and then tell Renni. I like that we have accurate words to talk about our bodies and pleasure. But those words don’t have to be “medical.” They can just be our words: my words to describe my body in a way that makes sense to me. And his words to describe his body in a way that is sexy for him. We both realized we had choices when it came to talking about our bodies. We did not have to be stuck in eighth-grade sex ed language!

Therapist: How has this realization informed other areas of your life and relationship?

One of the main obstacles to affirming trans people’s capacity for sexual pleasure and to promoting a positive body image is the pervasive and ubiquitous conflation of anatomy with gender. This means that in a gender essentialist framework, people tend to think of vaginas as belonging to “female” bodies and penises as belonging to “male” bodies. For example, trans and cis people alike tend to think of reproductive issues as “women’s health issues.” This not only erases the reproductive issues experienced by trans masculine people, but also implies that people who do not have reproductive capacity are not “really women,” therefore marginalizing trans women as well as intersex people and any woman who might not have a reproductive system that functions in ways that conform to dominant societal expectations.

This is impactful for all of our clients, trans or not, and especially for those clients who identify as having a non-binary identity, as their bodies are seen through a binary lens (male/female) that is not congruent with their identities and experiences. Moving away from gendered language to describe anatomy, especially sexual anatomy, becomes vital when educating young people, as well as when working with any clients. This can become part of dismantling the cisgenderism inherent in our field, which negatively impacts far more than just our trans clients. For example, conflating penises with masculinity also negatively impacts cis men who have difficulties with erections, or have very small genitals, and conflating vaginas with femininity impacts cis women who experience pain on penetration or who have polycystic ovary syndrome (PCOS), who might feel less feminine due to the presentation of other secondary sex characteristics, such as body hair growth. Particularly when working with non-binary identified clients, it is essential to avoid alienating them and further compounding the cultural and social trauma of cisgenderism by inadvertently erasing their bodies, desires, and experiences.

Degendering language and sexual anatomy can be particularly challenging in the field of sex therapy because we are still limited by the prevalent reproductive-based theories of human sexuality. However, with practice, we can demonstrate to our clients how it can be possible to center pleasure and intimacy in ways that do not erase gender but that do decenter the compulsive, nonconsensual binarizing of bodies, anatomy, desires, and behaviors. The work of sex educator pioneers such as Barbara Carrellas (2012), with her workshops on “gender-free orgasms,” offers inspiration for how liberating and effective degendering language can be. In an effort to avoid making assumptions, or using language that has the potential to re-traumatize or trigger clients and therefore interfere with the therapeutic process, therapists should ask trans clients and their partners about the language they use to talk about their bodies and sexual activities. For example, most trans men use the word chest, not breasts, regardless of whether they have had top surgery or not. Many trans women might refer to their clit, whether they have had a vaginoplasty or not. Other trans people may choose to claim traditionally binary gendered words to refer to their own body. Therapists should also avoid terms such as female-bodied or male-bodied to indicate what genitals someone might have. An alternative could be, for example, talking about “people with penises” and “people with vaginas” if needing to educate about anatomical functioning. Sex educators and therapists can be well placed to model language use that challenges rather than reinforces gender essentialism.

NAVIGATING BARRIERS TO PREVENTIVE AND SEXUAL HEALTH CARE

Therapist: You have expressed your values related to sexual health a few times in our conversations. Sometimes it can be challenging to find good health care providers. I’m wondering whether you have been able to find any, and, if so, how?

Ken: It’s not easy to find someone who will do a pap smear for a trans man outside of a women’s clinic or someone who is going to be competent and respectful of my identity. I try to do all the checkups that I am supposed to, but it took a lot of asking around among other trans guys to find a decent doctor who I am comfortable with. I also had to make sure my doctor would not freak out about my partner being HIV positive, given that I am negative. It’s not an easy combo of skills to find!

Renni: My doctor was really confused when I asked advice about preventing pregnancy, and about the risk of infecting my partner with HIV through vaginal sex. He knew I was a gay man and he is gay too. He never thought about trans guys before. It was awkward at first and really frustrating for me. He even questioned whether I was having an identity crisis! I wanted advice from someone who was supposed to know more than me and I ended up having to educate him instead! Just because I am dating a trans guy it does not make me not gay. Trans men are men and I am still gay. I felt it was fair to expect my doctor to at least know that.

As sex therapists who want to provide competent help for all our clients, we need to be familiar with the pervasive (cis)gendering of sexual health care, including preventive care, as gendered expectations in the field impact not only trans folks but also cis folks. For example, the expectations that people with vaginas will be able to tolerate penetration during routine medical exams is very impactful for people who experience pain and/or have a history of sexual trauma. The stigma of HIV even among health care professionals impacts clients of many identities and backgrounds, as well as being a major issue for trans clients, given the high levels of HIV prevalence in trans communities. In this example, the therapist asked Ken and Renni about their health care providers to learn what is working for them, as well as to make sure that their sexual health needs were being addressed. In the event that they had been unable to find an inclusive provider, it would have created an opportunity for the therapist to discuss the importance of sexual health checkups and to offer appropriate referrals.

Trans clients and those who love them often ask for support in navigating sexual health care systems, either for themselves or for a partner or family member. It is thus a good idea to become familiar with the competence of medical providers in this arena, such as medical doctors and occupational therapists specializing in sexual rehabilitation issues. Our knowing these health care workers’ level of trauma-and-gender education and awareness is essential to providing good referrals and to helping clients avoid re-traumatizing experiences. We also should know where trans clients might go for genital modification surgery and know to discuss their plan for follow-up care where they live. If as sex therapists we are informed, for example, of the high risk of complications for trans masculine people seeking phalloplasty and of the importance of dilating and receiving appropriate post-surgical care for trans feminine people seeking vaginoplasty, then our familiarity and comfort with such subjects can open up opportunities for our clients to seek and engage in better sexual health care, even when they might not initially be comfortable talking about such issues.

GENDER IDENTITIES IN RELATIONSHIPS

Therapist: Renni, last week you mentioned feeling misunderstood by friends and family, especially around your relationship. On a scale of 1 to 10, with 1 meaning feeling completely misunderstood and 10 meaning feeling completely understood, where are different people in your life at and in what ways?

Renni: I would say many people in my life were a 1 and now are moving towards a 3 or a 4, if they are still in my life. I have been frustrated with the confusion about the assumptions people make about my sexual orientation because Ken is trans. My mom was definitely a minus 1! She asked me if we were going to have babies or get married. She never asked that before when I was partnered with cis men. It made me question whether she saw those relationships as “real relationships.”. . . On top of that, I actually have had gay friends ask me if I am straight now because Ken was “born a girl.” They question if I can be really gay. They have also made misogynistic jokes about Ken’s genitals. It’s offensive and inaccurate. Most of them are not really my friends anymore. It was frustrating to realize how ignorant of trans issues much of my community is.

Ken: I would say it was similar with my family. . . . When I first came out as bi, family members asked if I would stop my transition since there was a chance I would date a cis man. Many of them just could not understand what was the point of transitioning if I was just going to date a man anyway. It was like, for them, my sexual orientation would somehow change my gender identity. They just didn’t get that my gender identity and sexual orientation are two different things.

Therapist: This seems really challenging, and yet, you have managed to keep some of your relationships with friends and family through all those misunderstandings and the transphobia! That’s impressive! How have you managed to maintain the relationships that are important to you with folks who just don’t get it? Also, are there people in your life who do get it? Who are maybe an 8 to 10 on the scale of understanding?

Some of our trans clients will come for individual therapy, others will come with partners who are trans, and still others will come with cis partners. We must be prepared to encounter and work with a broad range of gender identities, expressions, and sexual identities, as well as a variety of relational and sexual dynamics. In some partnerships, there might be a high level of awareness and lived experience around what it means to live, love, and have sex as a trans person, and in other partnerships, there might be no understanding at all, or even transphobia, or cisgenderist dynamics at play. In the conversation above, the therapist recognized that cisgenderist and transphobic norms had led friends and family members to hold faulty assumptions about Ken and Renni’s sexual orientation.

As sex therapists, it is important to notice the stories we feel more “seduced” by when working with relational systems. For example, a cis therapist might find it easier to relate to stories of a cis partner’s grief or loss of identity when a partner comes out as trans, rather than to reflect on how the trans partner might feel abandoned and betrayed by a long-term cis partner who is refusing to attend therapy. Systemic thinking, curiosity, and reflexivity can be excellent tools to ensure that we remain engaged with the whole relational system, as well as with the macro stories of gender, power, sex, and intimacy that also impact the system in therapy. Asking ourselves what our position is in relation to the various relational dynamics and identities of our clients can also be an effective way to ensure that we remain aware of potential implicit biases based on our own experiences of gender and relationships, as well as our own identities and beliefs.

FINAL REFLECTIONS

We hope this chapter has challenged you to reflect on the breadth of information that is relevant and important to sex therapy with trans clients, as well as all other clients we serve. Currently, most mental health graduate training programs do not require students to obtain any clinical training or supervision involving trans clients, so therapists committed to practicing affirmatively and inclusively often must seek out additional resources, supervision, consultation, and training on their own. We thus further hope that the chapter encourages you to seek out more knowledge, to reflect deeply, and to initiate vital conversations with clients and colleagues.

We have addressed several limitations and barriers trans people face. We trust that as therapists increase their awareness of such challenges, they can increase their competence to provide inclusive and sex affirming therapy with trans clients. To conclude, we offer the following questions as a guide for reflecting on biases, pitfalls, and possibilities, as well as for stimulating conversation in supervision or consultation groups:

•   What is my position in the landscape of gender and sexuality? Which gender identities and sexualities am I more or less comfortable and familiar with?

•   Am I comfortable asking and talking about sex that is not viewed as normative in the dominant culture?

•   What did I learn about gender identity and sexual orientation when I was growing up (e.g., in my family of origin, in my faith community, through the media, at school)? How might these stories inform how I approach trans clients and the relationships of which they are a part?

•   Does my paperwork, waiting area, and clinical space indicate that I am welcoming and inclusive of trans clients seeking sex therapy?

•   How am I impacted by cisgenderism? How can I reflect on the ways that cisgenderism and transphobia impact the relationships of trans people?

•   Am I valuing relationships where trans people are involved in the same way I value relationships among cis people?

•   Am I open to new vocabulary to describe and thus understand trans clients’ bodies, relationships, and sexual experiences?

•   Do I need to seek further learning opportunities before I can competently provide sex therapy to trans clients?
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“Everything is Dangerous”: Crossing Borders in Brief Sex Therapy

Laurie Charlés

CAMBODIAN ROCK STAR

Svang walked into my office in Massachusetts, radiating confidence and glamour. Her long straight black hair was teased high up, her clothes fashionable, her makeup elaborate, her smile sincere. Her presence was magnetic, too. When you saw her walk down the hallway, you could not turn away. What really grabbed my attention, however, were her hands. She always had a new, sparkly manicure, bright and eye-catching on her long, tapered nails. She was striking. Despite her extravagant appearance, however, in the therapy room Svang was quiet, soft-spoken, demure. I remember vividly the contrast between her understated demeanor and elaborate look. Her clothes, hair, and makeup, and of course her long, manicured nails, told an entirely different story about who she was. They shouted Rock Star!

A 30-something single woman living with her parents, Svang was a second-generation Cambodian immigrant. Svang’s parents had survived the Khmer Rouge’s genocidal regime, eventually landing in Massachusetts. Like her parents, Svang had diabetes; all of the family attended the clinic for diabetes management. In addition to attending the health promotion group for Khmer-speaking clients, Svang’s parents also saw our team for psychosocial support related to their experience of the atrocities in Cambodia. Svang was their youngest, second daughter.

Unlike her parents, who remained insulated in the city’s Cambodian community, Svang seemed completely integrated both inside and outside of it. Born and raised in Massachusetts, Svang spoke both English and Khmer. Her perfect English had only a slight trace of an accent—but it was typical of Massachusetts, not Cambodia. In fact, she was very typical of a young woman from the area: She worked at a local mall in a trendy shop, she had an active life on social media, and she had many friends. The only remarkable thing, and it was pretty remarkable, was that graphic contrast between Svang’s outward appearance and her demeanor in the room. I had never had a client who looked so ready to get on a stage and sing her heart out.

MUY AMOROSA

Argentina, recently divorced, came to our family therapy clinic in central Texas wanting to discuss what she identified on her intake paperwork as “loneliness.” Bright and vivacious, and working at a local research institution as a chemist, Argentina told us in the first session that she was very loving as a person, muy amorosa, as she called it. Although she had recently divorced, Argentina told us her loneliness was something stemming from her new relationships rather than the end of her marriage. She described in rapid succession and with much emotion the names, ages, and backgrounds of the current men in her life—and her subsequent dissatisfaction with all, for a variety of reasons.

At first, it wasn’t clear that Argentina was talking to us about sexual dissatisfaction. She told us she was looking for someone who was unafraid to be amorosa. This was the word she used over and over: amorosa. The clinicians in the room,* respectfully using the client’s language just as they had been taught, had begun to repeat Argentina’s word. However, they didn’t attempt to delve into its meaning, to translate or interpret its significance. We all went on using the term freely, as if we understood clearly what it meant.

Argentina started the second session regaling the therapists with stories about the several men she had seen the week prior. She told us that at a party, in a playful moment, “my favorite man kissed my face and slapped my ass.” As she said this, I noticed her turn her face to look directly at the therapists, as if to clarify what that behavior meant to her: “You know,” she said, staring defiantly at the two young therapy trainees in front of her, “I like it when a man slaps my ass!” Then, after a short pause, she looked away again and continued her reverie.

As when the term muy amorosa arrived in the room, the trainees did not openly acknowledge nor address Argentina’s “slap my ass” comment. But I was certain they had noted it. I felt too that they had registered the difference in the way Argentina had told them about the anecdote—looking at them directly in the face and sharply changing her tone. Up to this point in the therapy, I felt we were talking about sex every which way we could, except directly and forthrightly. When the “slap my ass” comment surfaced, however, I saw an opportunity.

AN INTERNATIONAL PERSPECTIVE

Before I tell you any more about these cases and why I decided to write about them, I want to tell you a little bit about who I am and what I do. A brief systemic therapist, I trained to practice family therapy and to supervise clinicians, using a variety of methods informed by cybernetics, systems theory, and social constructionism. I don’t advertise myself as a sex therapist, nor do I see myself as having any particular expertise in the area. Nevertheless, like many therapists, I find myself deeply immersed in work involving clients’ sexuality and sexual expression, even without actively choosing to do so.

At this point in my career, I am usually not surprised by the type of dilemmas clients bring into the therapy room, nor by the language they use to describe them. After all, I was trained to welcome surprises—uniqueness of experience and expression. The infinity of language, and the terms clients use to describe the conundrums they are facing, is fascinating to me, and incredibly hopeful as well. In the clients’ language, and in my translation or interpretation of what they offer, I try to work so as to increase clients’ choices (von Foerster, 1984). The choices available increase for me when I attend to the meanings of a person’s experience, which emanate from the client herself, who has an infinite set of resources for me to learn about.

My therapeutic approach has been significantly influenced by the fact that although I am based in the U.S., where I currently work as a professor and clinical supervisor in an MFT training program, in the last decade I have also worked in over a dozen places the World Bank identifies as fragile and conflict-affected states (FCS). Most of them have been in the midst of a crisis or recovering from crisis, whether a war or armed conflict, a humanitarian disaster, or a public health emergency of international concern.† They are places where, when you hear the country’s name—Syria, Libya, Sri Lanka, Guinea, Kosovo, to name a few—you are more likely to think of words like “beheading,” “rape,” “epidemic,” or “car bomb,” than “sex,” “lust,” or “desire.”‡ My role in these countries has been as a visa-holding, family-therapist resident, a consultant/supervisor spending concentrated time (weeks or months), or a family therapist making repeated short return trips. In most of the countries, I am working with people who move back and forth between three or four languages, even though I’m fluent in only two (English and French), so I depend on interpreters to help me communicate. My ideas of translation and interpretation have been dramatically affected by such international engagements. I cross geographical, political, and social borders as I enter new countries, and, once there, I work with interpreters to help me cross language barriers into the professional territories of my trainees and the personal and social territories of my clients’ lives.

So I am a brief systemic therapist, but also an international one; to better prepare for what I do, I went back to school a few years ago and earned a graduate degree in international relations (IR). The integration of my educational backgrounds, along with my on-the-ground experience, has made for a very rich professional life abroad, but it has also transformed the way I train MFTs in the U.S. I have shifted, in sometimes graphic and sometimes imperceptible ways, how I think about culture and language, how I discuss therapists’ representation of clients’ experiences, and how I practice as a supervisor, consultant, and therapist.

Attending to clients’ sexuality and offering sex therapy are among the most sought after, but also most secretively hidden, aspects of my work, wherever I am. Virtually all of my sex-therapy cases have involved women, and very often, both outside and inside the U.S., sexual matters are dangerous for women to address openly. Certainly this is true in part because of very real dangers from men and from governments. I am highly sensitized to how state governance determines which psychosocial matters are and are not acceptable to bring to the attention of health care providers. States have norms, just as families do. These norms are part of the larger context (Imber-Black, 1988), and they play a critical role in the cultural practices and beliefs of families and communities over time. In many places, such norms, some overt and some hidden, can, if not closely followed, lead to significant danger. It is the women across the globe who often have the most to lose when norms are disregarded or broken.

Women are of course sensitized to this political and cultural reality. But also, because they too embody the values and norms of their society, community, and family, they may only be comfortable addressing relevant sexual issues by speaking in code, even in the privacy of a therapy room. If explicit talk about sexual expression is risky, then my role is not to champion free expression. Such a naïve imposition of my cultural values would only heighten the danger and shut down the women’s ability to communicate. Rather, my role is to respect the cultural limitations and language practices of my clients. Recognizing that code mediates what can and cannot be named and known, I focus on developing a contextually sensitive conceptual translation of coded terms, and then I work with that derived understanding. I’m aided in this task by paying attention to more than the clients’ words. Content is also contextualized through meta-communication, nonverbal process, and the speaker’s demeanor (Charlés, 2016).

ARGENTINA: FEARLESSLY LOVING

I walked into the room and introduced myself, asking Argentina for permission to share some ideas from behind the mirror. She agreed, nodding her head and watching me squarely. I could see then that Argentina was closer to my age than to my students’ and that she had a beautiful face shining with confidence. Perhaps, I wondered out loud, it is the man who is “willing to slap your ass” who is on the right track in helping you figure out how to undo the loneliness you feel? Is that correct? If so, what other behaviors are the kind of amorosa you are looking for?

Prior to this conversation, I had sensed two barriers in the room. One had to do with the use of language; the second, with age and gender (i.e., culture). As a supervisor, I wanted to illustrate to the team that if we focused on using a client’s word, in this case amorosa, without also appreciating—translating for ourselves—its inherent complexity, origin, or relational meaning, we might not be as helpful as we’d like to be. With varying levels of fluency in Spanish, each of us working on the case believed we knew the literal meaning of muy amorosa. However, one of the lessons I’ve learned over the years is to never assume you have full understanding of a term simply because you can translate it. This is consistent with collaborative approaches to family therapy; understanding is always something “on the way,” as Anderson and Goolishian (1988) first put it. It is a journey, not a destination.

My trainees weren’t shy about talking about sex; for example, they didn’t hesitate to challenge Argentina and her term muy amorosa, even though we hadn’t yet deciphered its meaning for her. Argentina would challenge the therapists right back, without missing a beat. She confidently answered any question posed to her. Nevertheless, the trainees’ well-intentioned but sometimes challenging questions,§ alongside the client’s poise and assertiveness, made for an unfortunate dynamic in the room. Sessions had turned into a kind of contest of wills between women.

As a supervisor, I was figuring out how I could shift the conversation so we could all be comfortable talking in the metaphorical space of Argentina’s bedroom. This was one impetus for my walk-in. A secondary goal, besides modeling, was to undertake a context-sensitive conceptual translation of what Argentina conveyed with her use of the term amorosa. To do this, I first literally repeated the words Argentina had used—“I like a man who will slap my ass!”—changing my intonation to match the same playful one she had used. I wanted to illustrate that I could cross with her, metaphorically, into that sexual territory, in the hopes that this would allow me more flexibility as a clinician to ask other things. I was hoping I could illustrate that we were with her, we had heard her, we weren’t afraid of where she might take us. Then, once we could make contact with Argentina and her cultural beliefs in this way, perhaps we could be better positioned for our next step in the journey, wherever the conversation might go.

In the room, I offered to Argentina what we had wondered behind the mirror.

Laurie: My team and I were thinking that perhaps your sexual activity was less than satisfying for you in the past. Is that accurate?

Argentina: Yes. Before, the quality was bad. Now, it’s much better.

Because Argentina had recently had a fairly invasive surgery, which resulted in a weight loss of more that 75 pounds, she was also now having sex with an entirely new body. She stated, however, that this was irrelevant.

Argentina: I’ve always been sexually confident, no matter my weight.

Laurie: Your confidence hasn’t changed.

Argentina: No.

Laurie: But still, somehow the sex is different now?

Argentina: Yes, it is different.

Laurie: You have spoken about your concern about the quality of sex you are having, but not the quantity.

Argentina: No, not the quantity. No.

Laurie: But the quality isn’t what you’d like. The men, no matter how many, are not satisfying something for you?

Argentina: I want loving. Cuddling. Physical affection. Muy amorosa!

Laurie: The sex itself is fine, the orgasms—they’re satisfying. But you want something more?

Argentina: Yes, more. I want it all!

Argentina then surprised us with a non-sequitur, talking for the first time about her father, who died when she was a baby.

Argentina (beaming): My father, he was known as a handsome man, with many lovers. A Casanova!

This was something she had just learned about him, something she found compelling and intriguing.

Laurie: Clearly, then, you are continuing the family tradition. A female version of your father.

Argentina: (laughs) Yes, I am a very good Casanova!

SVANG: PARALLEL LIVES

When I met Svang, she had been coming to our clinic with her parents her entire life, but she had never seen a therapist. As an employee of the clinic who had access to her medical records, I still was not sure why Svang had been referred to me, except that a colleague had thought I might be able to help her. Svang was willing to come in, as she trusted my colleague deeply; however, she was a bit hesitant in our first meeting, and it took several sessions before we got to the heart of her chief concerns.

Svang’s trust in the referring physician,¶ our clinic, and thus, with me, is important to speak about. I am doubtful she would have confided in me otherwise. Our clinic, based in a community with the third highest population of Cambodian immigrants in the U.S., specialized in work with immigrants and refugees, particularly with survivors of the Cambodian genocide. We had numerous Cambodian staff, from physicians to receptionists to therapists, who spoke Khmer. Many of our staff had been Cambodian refugees themselves.

The clinic’s reputation within the Cambodian community was strong and established; in fact, many of our staff had treated two or more generations of different Cambodian families. The behavioral health portion of the clinic, attached to a primary care clinic on another floor of the building, employed 90 licensed clinicians and offered a full set of services. The mental health services included family and group treatment, health promotion, and individual as well as couples therapy. The only LMFT in the clinic at the time, I worked as a clinician, supervisor, and administrator.

Svang first talked in session about her job, her friends, and her family. In particular, she seemed to be very close to her mother. As the last daughter left at home (her elder sister had married and lived out of state), Svang felt a special responsibility to take care of her mother. Her parents were not elderly, but they were quite ill. Svang also indicated to me her parents had a very traditional relationship—her mother had for many years sublimated her own will in deference to her husband. Svang had no intention of doing this herself. Nevertheless, I was struck by the deep respect she had for her parents and the nobility with which she treated them, despite her disavowal of the norms of their relationship. She spoke of them with affection, concern, and love. Additionally, Svang worked long hours so that she could give her parents money; in fact, she supported them financially.

She also supported them in other ways. She was their cultural broker and translator when needed (her parents spoke only Khmer). She had traveled to Cambodia several times with her parents, to meet and visit with extended family. (One of these trips was to find her a husband in Cambodia; however, Svang told me she had no interest in that, something she did not tell her parents.)

Svang was an easy client to work with, but I was also very aware she had never seen a therapist before, so I took care. She seemed to be a very strong and unique young woman. It was easy to compliment her, and she was delighted with my “rock star” observation. Although she routinely brought her parents to the clinic for their health appointments, and I’d see her in the hallway or the lobby (she was impossible to miss!), there were many times she skipped our appointments, and often many weeks went by before I would see her again. Yet, even when I had seen her several times, I was still not clear what she needed from me, nor why, however sporadically, she continued to come for sessions.

I’m not sure what changed things. I hadn’t criticized her for missing appointments, and I’d been patient as she’d tentatively allowed me to cross the cultural border between us, to enter the complex doubleness of her world. In any event, Svang eventually confided to me her deepest concerns. She started by telling me that she had never talked to anyone else about it, with the exception of her older sister. Svang revealed she was still a virgin, a fact she very much wanted to change. She went further. She was going out at night, all the time, without her parents’ knowledge or permission. She told me she wanted to know what sex was like, she wanted to fall in love, she wanted to experience a sexual and romantic connection with someone. However, and this was her dilemma, Svang also wanted to respect her parents. Cultural mores and norms in her community dictated that Svang should not have sex prior to marriage. Since she was not planning to get married anytime soon, she was in a bind. Further, social mores, both hers and her parents’, dictated that she have a curfew. Without a male relative accompanying her, she couldn’t be out socially after 10 p.m. Nevertheless, she was often going dancing or frequenting clubs with friends. She was leading parallel lives: a dutiful Cambodian daughter and a popular and beautiful Rock Star.

An incredibly smart and talented young woman, Svang seemed to know the bind she was in, and she was as thoughtful as anyone I’d ever seen in asserting herself despite it. She described both her parents as traumatized by the genocide; her father was physically threatening toward her mother, and she attributed this to his experience in Cambodia. Svang felt she was her mother’s protector, and she did not want to leave her. However, being an alive, attractive, and magnetic young woman, she had biology and friends calling to her as well. She snuck out of her bedroom window to participate in the life that beckoned outside it.

I met with Svang perhaps a dozen times over the course of a year. After she confided to me her dilemma, our sessions focused on matters related to sex. What was sex like, in theory, and in practice? We talked about the men she had met, usually online in Cambodian matchmaking sites, rather than at clubs, and her interest in Cambodian men who understood her culture, yet were also integrated into U.S. society. We talked about gender roles, so radically different inside and outside her Cambodian community in the U.S. We talked about her parents’ experiences of trauma and how that had informed her life thus far. And we talked about love and romance, as well as the excitement and mystery of sexual relationships.

During our work together, Svang met an older man, another Cambodian, second-generation immigrant. The relationship seemed serious; he was coming from another state to meet her. After a long absence, Svang appeared one day in session to tell me that she was pregnant. She seemed happy and excited, and her parents were accepting of her situation. She had felt love for the man, but she didn’t think their relationship would last. She was not planning to marry him.

DISCUSSION

Reflecting on my work inside and outside the U.S., comparing my work with clients here and in other countries, I have come to think that wherever I am and whatever I’m doing—consulting, supervising, training, or seeing cases—I’m always crossing borders. I literally traverse from country to country, but I also traverse from culture to culture, from experience to experience, from language to language. This realization serves as an organizing principle for how I invite change as a consultant, a supervisor, a trainer, and a clinician, grounding me and opening up possibilities. So even when I am in familiar territory (i.e., in a therapy session in a country I know well, using a language I speak fluently), I recognize that this setting, too, requires a crossing of borders—into the territory of the client’s world. This embrace of unfamiliarity is bracing and helpful, reminding me to take nothing for granted.#

The notion of border crossing is, for me, a way out of the confusion that can happen when, as Michel Foucault put it, “everything is dangerous” (cited in Otto, 2010, p. 100). What is considered “dangerous” changes across borders, whether they exist in the therapy room, a refugee community, or a fragile state.

Holding to both the literal and metaphoric meanings of crossing borders, I think with renewed fascination about everything that is new and unfamiliar—and these days, this happens no matter where I am. Perhaps the literal movement across borders has made me much more sensitive to metaphors of language, for surely translation is itself a means of border crossing, a way of taking meaning across a boundary of potential confusion, a way of staying alive to the richness of contextual understanding, a way of embracing the not-knowing respect inherent in unfamiliarity. For example, muy amorosa is as marvelously confounding to me as [image: img] (Arabic text meaning, roughly, “many things”), even though I have known the first one for many years yet needed many Arabic lessons to know (and type with confidence) the second. They are both strikingly unusual, their phonetic sound a rhythm I do not know and need to learn, their contextually rich meanings dependent on whom I’m sharing them with across the borders that divide any two cultures, any two languages, any two people.

As brief therapists, it is important to maintain our flexibility. Some family therapy models accomplish this with particular techniques, interventions, or types of discourse. In my work, always crossing into unfamiliar territories, I have found that I’ve needed to distill models to an essence, to a set of behaviors, that allow me to do things I am asked or am able to do in the context of where I am. Overarchingly, my goal as a clinician is to promote or maintain the client’s psychosocial well-being. Clear-cut as it sounds, typically the means to reaching this goal are much harder to discern: How do I promote a woman’s psychosocial well-being if it means challenging societal conventions about her sexual desires?

In the places I often work, I encounter many barriers—differences in language, governance, religion, customs, beliefs, food, norms, music—and I’ve come to see them as expansive possibilities for learning and changing,** as boundaries to cross rather than walls to hit. Robust appreciation—in my therapeutic words and behaviors—of clients’ complex territories allows me to make critical contact with them, to stay close alongside them on their journey, as I learn the unfamiliar topography of their lives. Being an outsider has its benefits, as I’m able to ask questions that, if I were too familiar, I would take for granted and thus wouldn’t recognize as rich information. Getting comfortable with the particular sexual territory of clients allows me the maneuverability and flexibility to make a difference in their lives. It is the first step toward finding a new ground of psychosocial well-being with them.

In the therapy room, I feel when I am sitting alongside a client that I could be anywhere. I feel I am not on a geopolitical spot on the globe, in Texas, or Tripoli, or Colombo or Pristina or Massachusetts, but rather in a client space, somewhere outside our literal location on a map, in a world of theirs trying to learn a language I don’t speak in a place I do not know. I am always metaphorically “waking up in a new hotel room,” wondering where I am and what I need to do next to get from Point A to Point B. Being an outsider has its benefits, I often think, and once one is comfortable in the territory of outsiderness, making maps with clients or trainees can become an extremely fruitful exercise. It can turn an abyss into an entirely different type of landscape, full of resources and hope. Getting comfortable with the particular sexual territory of clients—especially complex phenomena—allows you the maneuverability and flexibility to make a difference in their lives. It is the first step toward finding new ground of psychosocial well-being with them.

With all my global border crossings over the last decade, I have enhanced my pattern recognition when it comes to culturally sanctioned and culturally proscribed sexual expression, and this has proven relevant for my work doing brief sex therapy, both in the U.S. and abroad. In discussing sexual matters with clients, sometimes overtly when it is safe, and sometimes in code when working with women in dangerous places, I have found it useful to draw inspiration from various models—sometimes offering collaborative language systems’ reflexive comments, sometimes introducing scaling questions, and sometimes posing narrative types of questions (but only if safe to do so, which so far in my experience has been rare). Very often, I have found future-focused questions and some variation of the miracle question incredibly useful.

However, the point is not the model or the technique, but rather the process, the journey with the client. When I’ve crossed into territory that is hazardous, dangerous, full of potential risk, I benefit from never assuming that I know, never assuming I understand (even, or perhaps especially, if I speak the same language), and then being willing to get curious about the danger as well as the safety. I have to be a traveler in the client’s territory, not a tourist, willing to do and say things that may be uncomfortable, willing to venture in the dark, willing to recognize that while I might be able to see a better life or set of choices for the client, this matters little if it is not carried out in concert with the sight of the client: What can she see? What, if I cross into her way of seeing, can we find together?

Because therapists have such well-defined sets of ideas about their efforts, which we mostly talk about with each other, we often forget that clients’ sets of theories about their problems and what needs to change for them are equally sophisticated (Singer, 2005). Having crossed the border into the client’s way of knowing, way of speaking, way of moving in her world, it is possible then to participate in the process of translation with authenticity, confidence, and therapeutic curiosity, heading toward the possibility of improvement in the client’s psychosocial well-being.

SVANG AND ARGENTINA

Svang had been caught in trying to liberate herself from her ignorance of sexuality and to live the life of a young American, while simultaneously honoring the Cambodian code of her father, submitted to by her mother. She found a way of liberation that was safe, although I don’t know if it was the outcome that she preferred over all others. Still, she managed to keep both her “rock star” and “dutiful daughter” identities intact, even in getting pregnant. She was not cast out of her family, and she finally had the experience of love, sex, and romance that she had so coveted.

In contrast, Argentina had been living an unabashedly sex-positive existence. Even her confident exploration, however, was couched in soft terms like amorosa, a delightfully ambiguous word that seemed to tell us so much about her while simultaneously not saying anything too risky. When we opened up that term for context-sensitive translation, deciphering its meaning in conversation with her, we learned about its significance to her memory of her father. We were then able to dialog about the gender inequalities, between herself and her father, in pursuing multiple sexual partners.

Svang, a deeply devoted daughter and second-generation immigrant, found the sexual conventions placed upon her by her culture inhibiting, but unlike Argentina she had no interest in openly flouting them. Her respect for the norms, I believe, came from her sensitivity to her parents’ experiences in the genocide and her attachment to her Cambodian culture. Perhaps some would not agree with these norms, but all that matters is that Svang did. The norms mattered enough that they became a dilemma for her, which is what slow-started her therapy work with me. In the end, she found a way to circumvent the norms, surreptitiously breaking all the rules and testing her community’s social and sexual mores. Although I am curious about what Svang would say, I believe it was a liberation for her to finally have sex, and to be able to maintain her relationship with her parents at the same time.

Argentina was fearless about exploring all aspects of her sexual identity, yet she was stymied by the norm that as a Latina woman, she must choose one man. Crossing the border into her reality, I was able to talk openly with her about safe sex; she said she wanted to start practicing it consistently. Not protecting herself had often happened when sex coincided with overuse of substances, and this too she wanted to change. More significantly, she went on to tell us about her hopes for a family. As a woman who wanted someday to have children, Argentina was afraid that her tendency toward having sex with multiple partners would lessen her in the eyes of a potential spouse. As a Latina woman, she faced gender and cultural norms that her father did not. I doubt we would have learned about these nuances of her experience had we continued on our initial course.

CONCLUSION

One of the strengths of a brief therapy approach is its utility in privileging context to appreciate and engage a client’s worldview. As I cross the border into the client’s territory, respecting both the possibilities and limitations of translation, I look for ways to expand choices, introducing the dangerous possibility of freedom in as safe a way as possible. Using brief therapy methods to guide my border crossings helps me to form relationships with others in ways that, in the unfamiliarity of our exploration, are productive and innovative. Systemic, brief therapy is a very effective way to organize one’s work as a traveler in a foreign land, whether that land is a therapy office in Massachusetts or Texas or another training in a basement of a five-star hotel in Beirut. Thinking and working this way can allow for access into clients’ infinite range of experiences and their unique and powerful ways of thinking about their sexual and psychosocial well-being.

One might think brief sex therapy relevant only for couples in high-income, stable countries, where it is not uncommon to seek out the services of a clinician to deal with issues of sexuality and sexual identity in all its forms. But sexual matters are relevant everywhere; it’s just a matter of how dangerous it is to explore them in this or that place, at this or that moment. With both the cases presented here, the dangers were palpable, but not threatening to the degree that they would or could have been in some other country. Still, borders needed to be crossed and trust needed to be built, and when that happened, it was possible to explore the choices that the clients wanted for themselves as sexual beings.

Sexual issues, sexual identities, and sexual expressions of clients do not matter any less in low- or middle-income countries, during armed conflict in a country, or in fragile states in the midst of a humanitarian emergency. In Guinea, sexual matters have taken on new meaning with the findings that Ebola virus disease (EVD) can be transmitted sexually, even by survivors of the disease. In places like Syria, Sri Lanka, or the Democratic Republic of the Congo, the vulnerability of women during armed conflict—increased by the loss of their husband or other male relatives—makes them at risk for sexual and gender-based violence.

Therefore, it is not useful to think that sexual matters relevant to brief therapy matter only in some countries. In my work in these places, it has been more useful to respect how the dangerousness of sexuality and sexual identities is present or absent in different ways. And it is this framework that I have brought to my work in the U.S. As best I can, I, along with my colleagues in other countries and my trainees in the U.S., try to work in ways that allow us to bring “everything that is dangerous” about sex into the consultation room. Danger, in fact, cannot exist without its contrast, safety. Systemic therapy is about finding room for both, for crossing into dangerous territories, treating cultural and language barriers as opportunities for context-sensitive translation and understanding.
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* The trainees were all master’s students on a practicum team in an MFT program; I was the supervisor behind the mirror.

† For example, in 2015, I worked in Guinea, West Africa on a WHO MHPSS response team during the Ebola virus disease (EVD) outbreak. Guinéens’ sexual behaviors were not, perhaps, the first thing brought to my attention in the midst of fighting Ebola. Although I had prepared for my mission in Conakry by taking numerous modules including one on infection prevention and control, it wasn’t until I arrived that I realized the implications of an Ebola outbreak on people’s contact with each other. During the outbreak, it was unsafe for people to touch each other; affected family members could not use bodily expression with their loved ones, neither alive nor deceased, in preparation for burial. Later, when it was found that the EVD could be sexually transmitted, even by those who had survived and overcome the disease, sexual behaviors could be addressed more openly in the society, as the relevance was clearly tied to the spread of the epidemic. Before that, sexual contact was certainly an issue, but a less overtly discussed one.

‡ When I began to write this chapter, I reached out to colleagues in Syria to ask about their experiences with sex therapy in the context of the war. To my surprise, they told me that, in fact, there is a joke about how birth rates have increased. Clients say, “What else do you expect us to do? There is no electricity, no entertainment. . . .”

§ For example, when Argentina had listed all the qualities she wanted in a man (a response to a question one of the trainees had asked her in the first session), the trainee then asked, “Do you think you have all these qualities?”

¶ Dr. Richard Mollica referred Svang to me, based on his astute intuitive sense that there was something she might perhaps discuss with me.

# Just as when I wake up in a hotel room and have to concentrate to remember where I am, so too in the therapy room I sometimes hear a client’s words and feel myself in something like in a virtual word cloud with them, with their comments, which have no context for me until I attempt to translate them.

** Ron Chenail is the one who taught me to “maximize difference” as a qualitative researcher. It is a handy tool for clinical work as well.
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A Clash Between the Sheets: Addressing Intimate Partner Violence in Sex Therapy

Christine Beliard

I’M AN AFRICAN AMERICAN WOMAN, and many of the clients I see for couples therapy, some of whom I will talk about in this chapter, are themselves racial minorities. I mention this up front because it factors into how I think about therapy and how I address intimate partner violence. It helps at least some of my minority clients, I think, that we share similarities in race, culture, language, history of oppression, current political concerns and challenges, and so on. Many are quite open as to why they are seeking me out for services—because I am a person of color. They are seeking a therapist who can understand their racial and/or ethnic experience and share some of their suspicions and concerns—an assumed connectedness (Awosan, Sandberg, & Hall, 2011). Consistent with the literature, many are leery of mental health services (Wilkins, Whiting, Watson, Russon, & Moncrief, 2012).

However, I don’t believe you can only help those who recognize you as belonging to their same “group.” After all, I work all the time across racial, cultural, and gender lines; I work effectively, I believe, with my white clients; and my being a straight cisgendered woman (see Iantaffi & Benson, Chapter 9, this volume) has not prevented me from connecting with my gay and transgendered clients. It may be that potential clients who are white might hold assumptions about race that would preclude their seeing me as a resource; potential clients who are gay might have concerns that I would have heteronormative biases, and so on. But if they can get past their initial fears and suspicions to make a first phone call or appointment, then my being different from them can, for them, become mostly a nonissue. I hold this to be true about any competent therapist, regardless of ethnicity, gender, race, sexual orientation or identity, and so on.

Indeed, according to the research, racial matching is usually not the critical factor in clinical effectiveness, even in light of some clients’ insistence that it is (Bean, Perry, & Bedell, 2002; Raja, 2016). It has been well-substantiated, for example, that barriers do exist around cultural differences and lack of understanding of minorities by non-minority therapists. But there is also evidence of therapists and clients overcoming these barriers, usually due to therapist-initiated practices, such as being willing to discuss culture and race, transparency, and authenticity, and remaining open and unassuming (Awosan et al., 2011; Wilkins et al., 2012).

A few months ago, a young woman called to schedule an appointment. I asked her what she thought she would want to address in therapy, and she mentioned communication issues in her relationship. I asked, “Would your partner be telling me the same thing, or might they be concerned about something different?”

To my surprise, the woman started laughing. Confused, I said, “Now, I think I’m kinda funny, but even I’m shocked that that question got a laugh!” She laughed still harder. I urged her to fill me in.

“It just means so much to me that you didn’t assume I was having issues with my man!” she said. “I straight hung up on a therapist one time because they asked me if ‘he’ would be open to therapy. I couldn’t even respond, because I knew it wouldn’t be worth my time. I just hung up.”

Clearly, clients can detect heteronormative assumptions over the phone, even by well-intentioned therapists who only unintentionally perpetuate prejudice. Over 60 percent of gay and lesbian clients have reported experiencing some form of discrimination from mental health providers (Hecker, 2010), so we still have some work to do, recognizing and challenging implicit (or maybe even explicit) biases. The same is true for our work with all our clients; we owe it to them not only to challenge them when they can benefit from a professional perspective, but to also challenge ourselves by taking stock of what we bring into the therapy room and then questioning this and what we and society in general take for granted. The resulting learning can deepen and enrich what we have to offer.

So even though much of what I’ve learned about helping couples struggling with intimate-partner sexual violence has derived from my work with straight African American couples, this chapter is not about working with this particular demographic, but rather about how to take into account the cultural context of whatever clients are in front of you. Once you do that, you are more likely to find a way to effectively address patterns of intimate partner violence, including violence related to sexual intimacy. I don’t want to leave you with the impression that such violence is unique to African American couples—it isn’t—but because they make up much of my practice, and because violence is a significant problem for some of them, the approach I will be explaining and illustrating will be refracted through the lens of my experience—not only my professional experience with these clients, but as you will see below, also my personal experiences in romantic relationships.

My approach is significantly informed by collaborative language systems (CLS) (Anderson, 1997, 2005, 2007), particularly its emphasis on honoring the expertise of our clients. I have a working professional knowledge of patterns of intimate partner violence, but that knowledge isn’t static and final. What I know (and what I think I know, and what I’m still learning) has been created and is maintained through my personal and professional experience and through conversations around the topic. The same holds true for clients. If they come in with their own understanding about what “should” and “should not” be occurring in their relationship, and we can have a conversation that both touches on the familiar and allows for new curiosities and possibilities, then transformative change can occur. All this happens in language. “Part of inviting and facilitating dialog with another involves learning about the familiar language of that other—listening to, hearing, and responding to the other’s words and expressions” (Anderson, 2005, p. 500). When we therapists approach our work as learners, we create an open and safe space for dialogical transformation (Anderson, 2007).

When I first started being aware of intimate-partner experiences of violence in the lives of my clients, as well as in my personal life, I wanted to share the “truth.” I felt safe then with certain models of therapy that gave me a framework for my next question and provided a definitive map of how to intervene with violence. Although this may be helpful for some, I have found that a collaborative approach prioritizes the experiences and agenda of clients, and allows me to avoid acting as the expert on countering violence. I can walk alongside couples to ensure we are all attending to what is most relevant for their lived experiences and therapeutic needs. CLS allows me to be careful about “pre-knowing” anything. I am able to bring my curiosities into the conversation, and I invite clients to do the same. By doing so, new possibilities are explored, and this shared conversational space offers a generative and transformative process for all of us. This has helped me stay committed to my work, and it appears to also help my clients. I can hear and sense their relief in not being judged or pathologized.

I mentioned earlier my personal experience of intimate partner violence. As a young woman in one of my first relationships, I had a partner who, I can now say, was emotionally and verbally abusive. I didn’t have the language or discernment to describe it that way at the time. Sometimes he called me names and warned me that if I left him, I would never find someone else like him (he was definitely right about that, thank goodness!), and when he was angry, he would sometimes ignore me for days at a time. Despite such behavior, I didn’t want to lose him; my identity was infused with a commitment to “having a man,” so I gave him whatever he wanted, whenever he wanted it, including sex. In giving him my body under such circumstances, I lost track of my boundaries. I would now describe our interaction as a form of intimate partner sexual abuse, but then I just knew how bad I felt. My methods of protecting myself included yelling, cursing, and hurling both insults and objects. Even though neither of us were physically hurt, we both inflicted and felt pain.

I’m not alone. Given that common couple violence is reported to be present in over 60 percent of couples who present for family therapy (Stith, McCollum, & Rosen, 2012), it is likely that many of my family-therapist colleagues have also personally experienced (or are currently experiencing) some type of relationship violence. It cannot be something that we “other”; rather, we must recognize it, name it, and address it. One in four women (22.3 percent) and one in seven men (14 percent) have been victims of severe physical violence (e.g., being choked, being purposefully burned, having a knife or gun used against them, and so on) by a romantic partner in their lifetimes (Breiding, Smith, Basile, Walters, Chen, & Merrick, 2014), so the stakes are high.

Recalling, sitting with, and bringing therapeutic understanding to my personal history with violence has proven invaluable in helping me to create a safe space for my clients. We all have the freedom and responsibility to show up and to remain human. We are in it together. I show up with a personal appreciation for how it is possible to get caught in perpetuating cycles of disrespect and violence, and I bring with me my professional training and commitment to help create spaces where safety, respect, and change are possible.

INTIMATE PARTNER VIOLENCE

The National Center for Injury Prevention and Control (NCIPC) defines intimate partner violence as

. . . physical violence, sexual violence, stalking and psychological aggression (including coercive tactics) by a current or former intimate partner (i.e., spouse, boyfriend/girlfriend, dating partner, or ongoing sexual partner). (Breiding, Basile, Smith, Black, & Mahendra, 2015, p. 11)

Based on NCIPC’s recent report, an estimated 45.4 percent of female rape victims had at least one perpetrator who was an intimate partner. Data from the National Intimate Partner and Sexual Violence Survey (NISVS) also show that nearly 1 in 11 women (8.8 percent) have been raped by a current or former intimate partner at some point in their lives (Breiding et al., 2014, p. 5). These statistics help us to see how critical it is to conceptualize the potential not only for common couple violence, but also for past and/or current sexual violence as realities for our clients who may come to us for sex therapy.

If we are to appreciate the systemic nature and contextual relevance of behaviors, then it becomes essential for us to become and remain curious about the behaviors that emerge in relationships, especially when conflict occurs. Sometimes we witness these interactions in session, and then we’re faced with the challenge of identifying what’s happening so we can address it. Immobility and silence are common responses to violence; Stith, McCollum, and Rosen (2011) reported on clients in violent relationships who did not feel as if their therapist could handle conversations or had the necessary knowledge about relational violence. To become resourceful helpers, we must defy the common cultural call for silent bystanding and head toward, rather than back away from, what’s happening. I align with the idea that assessment and treatment of relational violence supersedes theoretical model or professional philosophies (Stith et al., 2011). Just as we are responsible for assessing for abuse of children, elders, others, and self, an explicit assessment of violence is also needed for couples. Of course, once we have determined that violence is a problem, we then need to know what to do next, that is, how to establish safety and initiate change.

Early in my career, I saw a couple, Robert and Crystal, for communication and sexual issues. At that time, I felt confident working with couples dealing with issues related to intimacy; however, I didn’t yet know how to effectively handle things when the intimacy was complicated by violence.

Robert was a working-class white man in his early sixties; Crystal, a middle-class African American woman in her mid-fifties. Their marriage of four years was the second for both. Robert was quiet, with a quirky sense of humor. Though he presented as passive and humble, he was clearly intelligent and well-read. Crystal seemed to be a sweet, yet headstrong woman. She had recently returned to college to finish her undergraduate degree.

Robert had three adult children with whom he was emotionally close; they and his grandchildren had expressed their disapproval when he’d moved away from his home state to pursue the relationship with Crystal, whom he’d met online. Crystal, who had no children of her own, expressed the desire to build a relationship with Robert’s extended family; however, both she and Robert agreed that the relationship at the moment was contentious.

Both partners engaged well in therapy. Some weeks they reported progress, but other weeks I could have cut the tension with a knife. Therapy certainly wasn’t progressing in a smooth, straight line; however, by the fourth session they had started having fulfilling sex, one of their initial goals. And then came Session 5. When I went out to the waiting room, Robert was sitting there alone. When it was clear that Crystal wasn’t just running late, I suggested we reschedule the appointment, but Robert urged me to see him alone. I agreed.

As soon as I shut the door to the therapy room, he began to weep—something I hadn’t seen before. He’d always handled his pain with a smile, making light of most situations. After giving him time to experience his feelings, I asked him to fill me in. He told me that he hadn’t been home in over a week; he’d been sleeping in rest stops or in his truck. Crystal had become furious when he told her he was going to travel, alone, back home to visit his kids and grandkids. About 30 minutes into the session, we had this exchange:

Robert: She wanted both of us to go. I just miss my kids. I don’t want the drama with her coming. She told me I was choosing my kids over her. I told her that I always choose her! I need to see my kids. I told her she may not like it, but I am going up there to see them. You know I have a new grandbaby I haven’t even met yet?

Christine: Yes, I remember you told me he was born two weeks ago.

Robert: (smiles) He sure was. I just want to be with my kids.

Christine: I can tell how important your kids are to you, Robert. So important. And now, I want to give you a quick break. I am sure it is difficult talking about what happened. Feel free to grab a drink of water. We can meet back here in 10 minutes.

The break I offered Robert wasn’t for him; it was for me. What a cop-out! I was scared and overwhelmed. I felt relieved when I realized that upon returning from this break, I would only have to endure Robert’s intense emotions for another 10 minutes before I could end the session.

The break gave me time to deal with the questions swirling in my head. I didn’t want to align too much with one partner, but I wondered, given that Robert is a victim, maybe it was necessary for me to show him my support. But was he a victim? Can a man in a relationship with a woman be a victim of domestic violence? At that time, I wasn’t sure. Thankfully, there were other practitioners and a supervisor in the building, so I was able to arrange a quick consult. The supervisor advised me to create a safety plan that detailed the pragmatics of where Robert planned to sleep and that identified external supports he could contact. I nodded my head, reassured by having a concrete task to complete, but I kept to myself how nervous and incompetent I felt. I decided just to go back in and fake it, hoping this would be enough to get me through the rest of the session.

My experience that night launched me into a passionate pursuit of how to systemically address intimate partner violence with clients. Over time, I learned useful ways to think about such violence and useful ways to relate to my clients,* and I also learned sobering, practical information. For example, after making some phone calls the next day, I determined that because the victim in this situation was male, there were no shelters available to him within 100 miles. This reality reflects the cultural assumptions about the gender of perpetrators and victims of domestic violence and thus who is “allowed” to seek emergency assistance. Robert had internalized these same assumptions. During the session, he had asked rhetorically what it means to be a man who fears his wife.

Crystal attended the next session, and Robert acted as if our preceding appointment had never occurred. My vision was obscured by my ignorance of the complexities of relational violence—I had no clue how to proceed. I recognized that if I invited Robert to divulge that he’d come to see me and to inform Crystal what he’d revealed, I could put him in a more precarious position than he was already in. I thus chose what felt most immediately safe for us both: silence. I did pose some questions that allowed Crystal to describe some pain-inducing conflict tactics, but we explored them in a perfunctory way—a way that, I’m sure, kept the risk fully alive between the partners. For the remainder of the therapy, my fear and helplessness, perhaps paralleling the couples’ own, hobbled our progress.

ADDRESSING INTIMATE PARTNER VIOLENCE

If Robert and Crystal were to call me for an appointment today, my therapeutic engagement would look much different than it did back then. In fact, this chapter distills what I’ve learned as I’ve grown as a therapist. I’ve organized this learning into three areas of importance:

•   Naming sexual violence nonconfrontationally.

•   Attending to context.

•   Ensuring safety.

Naming Sexual Violence Non-Confrontationally

Language contextualizes experience—both ours and our clients. Years ago, I wasn’t able to make sense of my painful interactions with my partner until I could put a name to them. With a vocabulary to describe what I’d been seeing, hearing, feeling, thinking, and doing, my confusion lifted, replaced with an emerging clarity and the capacity to act.

Sexual violence is a form of intimate partner violence. The NCIPC also provides a definition for sexual violence.

Sexual violence is defined as a sexual act that is committed or attempted by another person without freely given consent of the victim or against someone who is unable to consent or refuse. It includes: forced or alcohol/ drug facilitated penetration of a victim; forced or alcohol/drug facilitated incidents in which the victim was made to penetrate a perpetrator or someone else; non-physically pressured unwanted penetration; intentional sexual touching; or non-contact acts of a sexual nature. Sexual violence can also occur when a perpetrator forces or coerces a victim to engage in sexual acts with a third party. (Breiding et al., 2015, p. 11)

As therapists, we need to be able to recognize patterns of intimate partner violence, including not only physical and verbal abuse, but also emotional abuse and sexual manipulation and assault. It is important to listen for indicators that trust and respect in the sexual relationship have been compromised in some way:

•   Is a partner refusing sex in order to gain a sense of perceived power and/or to take a stand for fairness?

•   Are one or both partners, feeling obliged in some way to the other, engaging in sexual acts against their will?

•   Are either of them engaging in sexual acts with the intent of preventing their partner from getting or staying upset?

•   Are either of them threatening to participate in sexual acts with others as a means of hurting the other?

It is essential to name violence, but the naming the therapist offers—bringing the issue of violence into the therapy room as a topic of conversation—must itself be done non-confrontationally, that is, with respect for each of the partners and a commitment not to discount and blame.

I once saw a heterosexual African American couple, Reginald and Ashley, for issues related to Reginald’s emotional withdrawal. Ashley was clearly committed to the relationship, but Reginald wasn’t sure it could be saved. He was frustrated by their sexual relationship.

Christine: Okay, so Reginald, you indicated on the intake sheet that you wanted to talk about sex.

Reginald: I guess I should have said we need to talk about the lack of it . . .

Ashley: Really?! (Turns her body away from Reginald.)

Christine (to Ashley): You definitely had a reaction to that. What’s going on for you?

Ashley: If Reginald had it his way, we would be having sex three times a day. Like, who does that?!

Reginald: We sure would! I just don’t see the problem. You should want to give it to me. Then, women get mad when a man ends up sleeping with somebody else.

Ashley: See, Christine, now we are getting to it. No matter what I do, it’s not enough. Then, he wants to put these threats out there about other women.

Christine: Okay, let me try to make sure I am on the same page with both of you. Reginald, you believe y’all are not having enough sex. Ashley, you think Reginald is never satisfied sexually with you? And he threatens to have sex with other women if you don’t meet his sexual advances?

Ashley: Well, not quite. I mean, it’s not like he threatens that every time I say no. But honestly, there really is no saying no with him. He comes in the house and we are having sex. (she laughs)

Christine: Even if you don’t want to?

Ashley: I mean . . . most of the time it’s not a big deal. I am just thinking, “God, let this just be over with pretty fast.” (she laughs again)

Reginald: You know you don’t always just want it to be over. (he smiles at her)

Ashley laughed, Reginald was smiling, they were bantering playfully: It would have been easy to simply match and sustain the surface lightness of the mood. But Ashley’s description of Reginald’s singular focus—“He comes in the house and we are having sex”—and her body language suggested a counternarrative.

Christine: Okay, I see you smiling, Reginald. And Ashley, I hear you laughing, but, and I could be wrong, but it seems as if (turning to Ashley) there is a part of this that is not funny at all to you.

Ashley: No, it’s really not funny. Sometimes I am just so tired. Or, I am not in the mood for sex with him. Reggie, you can’t come in yelling and carrying on, and then think I want to make love to you. You don’t get it.

Christine: What doesn’t he understand?

Reginald: No, I do get it. She wants me to always be all lovey-dovey, but that’s not reality. Honestly, sex is my stress relief. I need it. I come home from a bullshit day, and I feel better after we, you know. . . .

Christine: You feel better after sex, sure. And what I’m hearing from Ashley is she also needs to feel respected. (Ashley nods) If one person in a couple doesn’t want to have sex, but they know that if they don’t, the partner won’t be okay with that, so they do end up having sex, but not willingly—they feel pressured somehow—then some people would call that a form of sexual violence.

It was a risk for me to say this so overtly in our first session; Reginald could have taken offense, left, and refused to return. I took care to prevent that from happening. As an initial step, I defined the violence in their relationship by describing an abstract couple, rather than by specifically referencing what they had told me about their particular interactions. This allowed Reginald to recognize himself in the description, rather than feeling the need to defend himself against what he might have taken as an accusation. The challenge is always to bring clarity to what’s happening and to describe it in such a way that the clients don’t feel blamed.

Reginald: I really hadn’t thought about that before. Ashley, you know I would never try to do something like that. That’s not what I want at all. (Ashley begins to cry)

Christine: Ashley, can you tell me what your tears are about?

Ashley: I never really heard it like that. I mean, I knew something didn’t feel right, but I didn’t know how to really make him understand. I mean, I love Reggie. I love him so much. I just need him to know how important it is that he not take me for granted. Sex, included. Come in, talk to me. Treat me like a person, not a piece of ass. You know?

Reginald: I got you. I really do.

My non-confrontational directness allowed the couple to acknowledge and come to terms with assumptions and transgressions that hadn’t been articulated and thus hadn’t been addressed.

Attending to Context

It has been well-documented that considering issues of context—including race, ethnicity, gender, sexual orientation, religion, and social class—is important, regardless of your theoretical orientation (McGoldrick & Hardy, 2008). For instance, partners in a same-sex loving relationship often present with similar relational concerns as their heterosexual counterparts, but discrimination and systemic oppression of gay and lesbian couples is ever-present (see Alonzo, Chapter 8, this volume). Heteronormativity and homophobia permeate our social landscape, including our therapy settings.

Historical patterns of homophobia, but also transphobia (see Iantaffi & Benson, Chapter 9, this volume), along with racism, sexism, ethnocentrism, religious oppression, and a host of other forms of oppression, are as much a part of our society as the air we breathe. We would be naïve to think romantic and sexual relationships could somehow be protected from their effects. Experiences of and responses to reminders of pervasive oppression can initiate, maintain, and/or intensify cycles of intimate-partner violence. For example, Crystal talked early on about comments Robert would sometimes innocently (and ignorantly) make that would shake her to her core. There were things, Crystal said, he would just never understand.

Crystal: One day, we were getting ready to go to my friend’s wedding. I was doing my hair, flat-ironing it. He tells me to turn up the heat, so I can “really get it straight.” I went off! (turning to Robert) You, as a white man, have no right to ever say a thing about my hair! As if my hair is not good enough.

Robert (looking shocked): Oh, is that what made you fly off the handle that day? I just knew that if you didn’t get it how you wanted, you would talk about it all night long. I was not even thinking about a race thing with that.

I now recognize that such comments of Robert’s, interpreted by Crystal as racially charged, were no doubt contributing to her feelings of oppression and her resorting to attacking as a way of protecting herself. According to Franklin (2004), when those who are socially oppressed consistently face microaggressions and discriminatory practices, and when they have no accessible channel for expressing rage, their anger may be repressed or acted out in maladaptive ways, including relational aggression. A therapist who recognizes and legitimizes the helpless fury of oppressed clients can help direct it into conversations of mutual discovery and contextual understanding, rather than mutual blame and escalating accusations.

When couples articulate concerns about expectations and relationship transgressions, as well as how household responsibilities are divided up, I don’t just take their descriptions at face value. I listen for meanings connecting these struggles to their constructed identities, including dimensions of gender, race, religion, and age. Each may provide an opening to stories of historical and current trauma and suffering, along with their residual ramifications (Wilkins et al., 2012). Given what we know about the effects of racism, it is no surprise that the co-occurrence of depression and sexual dysfunction in minority women is higher than in white women (Dobkin, Leiblum, Rosen, Menza, & Marin, 2006), and that minority women who have faced trauma may experience both emotional and physical intimacy concerns (Scharff, 2010).

There is ample evidence that racial and sexual minorities experience every type of relational violence at greater rates than their non-minority counterparts (see Anderson, 2010; Kim, Pears, Capaldi, & Owen, 2009; Iantaffi & Benson, Chapter 9, this volume). Rather than bringing a deficit focus to understanding this phenomenon, we can bring a sensitivity to socially constructed narratives to help us develop a resource and clinical focus. For instance, black men who adopt the “strong black man” persona (Franklin, 2004) can feel pressured to handle whatever faces them and to take care of those they love, all the while never allowing soft emotions such as sadness and hurt to be expressed or even felt. The commitment to upholding a position of strength by eschewing vulnerability can complicate relational intimacy (Franklin, 2004), but a devotion to staying strong can also signal a commitment to stability and reliability. I could certainly identify this dynamic in Reginald’s involvement in his relationship with Ashley.

Ashley: To be honest, I am just glad he actually even came tonight. I really didn’t know . . .

Christine (to Reginald): What does it mean for you to hear she’s happy you’re here?

Reginald: I think she’s tryna be funny, but it really says a lot that I came with her to see you. Most black men . . . you will not find them sitting here talking to a therapist. Do you know how hard that was for me to come here?

Ashley: Yes, I know it says a lot. I do appreciate it, but I have been here in this relationship. You barely say a word . . .

Christine (to Ashley): I just want to pause you for a second. It seems you both agree about what it means for him to be here. When he mentioned “most black men,” your head really got to nodding! (she laughs)

Christine: I want to know both of your thoughts on this. So, what are black men “supposed” to do if they won’t be found talking to a therapist? How are they “supposed” to handle really tough issues that come up?

Reginald: Man . . . we don’t have time to deal with our feelings and go talk to some therapist who is not gonna understand. We are out here trying to survive, day to day. You gotta suck it up, and be a man about whatever comes your way. If not, you are not gonna have your head in the game for the next minute.

Christine: What are you trying to survive everyday?

Reginald: I go to work, and I’m dealing with drama. Rules just are not the same if you’re black. I’m in my car driving home, praying don’t no crazy cop stop me. Did y’all see the video of the man gunned down in California?

We talked, for a while, about the disturbing video we’d all seen. It became clear that his (and our) daily survival was related to racial trauma. As noted by Carter (2007), “race-based traumatic injuries involve emotional or physical pain or the threat of physical and emotional pain that results from racism in the forms of racial harassment (hostility), racial discrimination (avoidance), or discriminatory harassment (aversive hostility)” (p. 88). The hearing and sharing of racial violence from community members, media, and other sources is another form of experiencing trauma for racial minorities (Franklin, Boyd-Franklin, & Kelly, 2008). Reginald continued sharing with us what he encounters daily.

Reginald: I gotta stay on my toes. They keep saying layoffs may be coming, and I know she ain’t having that! (we all laugh)

Christine: So it sounds like part of your commitment to your job is about Ashley.

Reginald: For sure! I love her. Now, I may not do all the things right, and . . . believe me, she’ll list all of it for you, but I’m trying. This shit is real. Then, I get home, and she wanna tell me all I’m not doing. I usually am not tryna hear it.

Christine: Ashley, what does it mean to you to hear him say this?

Ashley: I get it. It’s not easy for him. But, he doesn’t realize it’s hard for me, too. You asked about black men, and for me . . . it’s hard, too. Like, I get it. I am scared for him every day. Crazy stuff is happening with these shootings. But, he doesn’t interact at all. He comes home, eats, and goes to bed. It’s like I’m not even there. Oh, well, except when he wants to have sex.

Reginald: Oh, really? You really wanna go there?

Ashley: Yes, I do. It’s just not fair to me.

Clearly, we had more work to do in addressing the relational dynamics that played out around sex, but first I wanted to establish that Reginald’s commitment to the relationship, to Ashley, was not just about sex.

Christine: What I am hearing is that you not engaging with her is not so much about disinterest in her. Is that right?

Reginald: Definitely. Like I said, I love her. I didn’t really put those pieces together, but I think I’ve been holding a lot of stuff in. I never would have thought it, but my stress is hurting her.

Christine: Would you say it’s your stress, or how you may have not allowed yourself to really deal with your stress?

Reginald: Yeah, I don’t deal with it. I just suck it up, but stuff does bother me. I will say, even seeing how much I have hurt her. Man, that is bothering me right now. Ashley, I want to work on us. For real.

With Reginald’s contextual realities acknowledged and legitimized, it was then possible to address Ashley’s experience.

Christine: Reginald, that’s great. You’re here to make a difference.

Reginald: Definitely. Definitely.

Christine: Okay, so I also hear from you, Ashley, that a part of you at times feels used. Please correct me if I am wrong on this. You said something like, it’s like you don’t exist for him unless he wants sex.

Ashley: No, I feel like that’s it. That’s it exactly.

Christine: And you want to know you matter all the time, right?

Ashley: Exactly.

We went on to explore interconnections between their sexual patterns and larger racial- and gender-specific traumas, demands, and expectations. Although it might seem as if attending to such contextual and nonsexual factors would delay us in getting to the heart of the clients’ concerns and thus extend the length of therapy, I have found just the opposite to be the case. Sex therapy is briefer when contextual sensitivity is more encompassing.

Ensuring Safety

The therapist’s interventions for ensuring safety begin with the first phone call (Stith, 2012). When potential clients call me, I tell them up front that, as a couples therapist, I work hard to ensure that my allegiance is to both them and their partner, not to either one of them as individuals. And then I explain that in keeping with that commitment, before scheduling the first session, I will also want to have a quick, private chat on the phone with their partner so that, even before we meet, I can grasp and consider each of their unique ideas about what would be helpful. I then make two inquiries. I ask about why they decided to call me for services, and I ask about experiences of partner violence. However, I pose my question in a non-intrusive way. I don’t ask, “Has there ever been violence in your relationship?” Instead, I ask, “When conflict comes up, as it does in every relationship, how do you handle it?” By not putting them on the spot, I help them feel comfortable filling me in (Stith et al., 2011).

If I determine on the phone that the current degree of violence in the relationship precludes the possibility at the moment of safe joint sessions, then I tell them I want to begin with some individual appointments with each partner before we bring them together. Sometimes I deem it safe to start with joint sessions (perhaps right from the start, or maybe after individual preparations), but when we are all in the therapy room together, it seems to me the safety is too precarious. At such times, I will initiate separate sessions, underscoring my commitment to the safety of each of them.

I assess for violence by asking about details, taking care to avoid appearing judgmental or accusatory. I may ask something such as, “When you say you had a fight, what went on between the two of you? Was there hitting, yelling, shoving, anything that made you feel uncomfortable sexually?” To encourage them to be forthcoming, I intentionally mention both physical, verbal, and sexually negative tactics. Although I maintain a nonjudgmental stance, I am also clear that I am committed to each of them protecting and expressing themselves in ways that don’t result in the other person being hurt in any way—not emotionally, not physically, not sexually.

Before I developed confidence in asking about conflict behaviors and discussing abuse, I kept much of the discussion at a surface level. I told myself that if I didn’t ask for too many details, we could simply focus on each partner’s goals and determine if couples therapy was currently the best fit, given the situation. Now, although I can still get nervous about initiating the conversation, I am comfortable enough with the process that I will, without reservation, explore the particularities of violence and abuse, recognizing that such information serves as an impetus and foundation for a contextually layered understanding of the clients’ experiences and interactions. That becomes the foundation for change.

A few years ago, I was seeing a lesbian couple. One of the women, Brenda, was from Spain, in her late forties, and had transitioned from being male 20 years prior to meeting her partner, Toya. An African American cisgendered woman, Toya was in her late thirties. (She was actually the woman I mentioned earlier in the chapter who felt relieved that I had not assumed she reached out because of “man issues.”) The two reached out for therapy because of concerns related to intimacy. Through my assessment, it appeared safe for us all to meet together, as neither disclosed any current violent episodes and reported feeling safe meeting conjointly. We had three sessions that seemed productive and helpful for the couple; however, it became clear over the course of these sessions that Toya didn’t feel emotionally or sexually safe with Brenda. Both agreed that Brenda could be emotionally hurtful, but Brenda believed that if Toya would be more vulnerable sexually, it would alleviate the tension in their relationship.

Anderson (2005) writes about therapists’ and clients’ inner and outer conversations. Given that we all have ongoing inner conversations, it can be useful to bring such thoughts, maintaining a curious stance, to the outer conversational space. This allows clients to take into consideration thoughts that would otherwise have remained hidden from them, sometimes leading to new curiosities for all (Anderson, 2005). When I greeted the couple in the waiting room for their fourth session, I had a fleeting thought that there might be something different about them. Informed by Anderson’s ideas, I brought this hunch into the room.

Christine: Okay, so I know you both want to talk about an incident that occurred last night, and, Brenda, you said last time that you wanted us to make time for addressing vulnerability. So we’ll do that. And then I’d like to add something to our agenda, as it were. When I came to get y’all in the lobby, I had the thought that something feels different between you. (Brenda and Toya nod.) Okay, so you agree?

Toya: Oh yes, I think there are definitely feelings of difference. Totally something we should talk about tonight.

Christine: Brenda, how about you?

Brenda: I agree. Almost like a checkup on where we are.

Christine: Okay, so where should we start?

Toya: I think they may all be related, so I think we should start with what happened last night.

The couple told me that when they had attended a birthday dinner for Toya’s father, Brenda felt hurt that Toya’s brother was obviously unaware that she and Toya were in a relationship. In our processing, it came to light that Toya was, in some ways, trying to protect both of them from any pain her brother might inflict, based on their sexual orientation and Brenda’s race, culture, and gender identity.

Toya: You know I have also told you my family is not like your family. Your family will at least act like they are accepting. Even though we both know me being black is an issue for them. With my family, it’s a little of the race thing, but it is that I am with a woman. Yes, I love you dearly. But, I love my family, too. It kills me that I can’t give them what they want from me! (Toya begins to cry.)

Christine: What is it that they want from you?

Brenda: Oh, don’t even ask. She will go on and on.

Toya: Really?! See, you just don’t get it! You just keep brushing it off, like I’m just being dramatic. My family wants me to be straight. I am supposed to marry a black man and have black babies. I also grew up in the black church. Who I am does not fit who I am supposed to be.

Brenda: I get that. You talk about it all the time. Everybody has family issues.

Christine: Let me pause you two for a second—you’re bringing up important things for us to slow down and consider.

Each of them felt misunderstood and not fully accepted by the other. A sense of rejection gripped both of them—Brenda felt rejected by Toya, and Toya by her family. In the midst of the accusations and justifications, Toya said something that propelled us into a deeper conversation about race-related historical trauma.

Toya (to Brenda): I really don’t think you get how hard it is to be a black woman.

Brenda: Yeah, well try being a trans woman!

Toya: Black families have always had to try to safeguard their kids. So it’s hard for black people to see their loved ones add on other ways to be hurt. For my family, me being a lesbian is adding another scarlet letter.

Both had legitimate sources of deep vulnerability and hurt, and we could have devoted the rest of the hour to exploring them, but that feeling I had in the waiting room was still tugging at me. It seemed that they were avoiding talking about something.

Christine: Okay, so I may be totally off-base, but I just keep wondering if there’s something more or something else related to this that would be important to bring into this conversation. (Toya lowers her head) Toya, do you feel comfortable sharing what’s going on for you?

Toya: Yeah. . . . It’s just hard. (Brenda reaches out to touch Toya’s knee, but Toya pulls away.)

Brenda: Do you want me to tell her? (Toya nods)

Toya: Sure.

Brenda, Well, after we left the dinner party, I was pissed off. I was so mad. As soon as we got in the car, we got into a big fight.

Christine: A big fight. What happened?

Brenda: Whew, this is hard to talk about. . . . I started yelling and telling her she can go to hell because that’s where her family thinks she’s going anyways because of me. And I told her she’s a bitch for lying to me.

Christine: Toya, is that how you experienced it?

Toya: Yes, and I’m sure she’s about to tell you what I did, so go ahead.

Christine: Before we go on, I just want to make sure you’re both okay talking about this together? (both nod) Okay? Okay, so . . .

Brenda: So she started cursing at me and opened the door and jumped out as the car was moving. She told me she just wanted to get away from me, and that I’m no real woman anyway. (starts to cry)

Toya: You know I didn’t mean it like that. I wasn’t talking about your transition. I was talking about how you treat me sometimes. You had just called me a bitch! I needed some space.

Brenda: Oh, please! You may hate that you said it, but you knew exactly what you were saying!

With emotions and accusations escalating, I wanted to honor their courage in being vulnerable enough to openly share what had happened, and I recognized how their concerns about intimacy, as well as larger racial, sexual, and gender narratives, could be important in understanding their experience of violence. But at the same time, I didn’t want to inadvertently perpetuate emotional and/or verbal violence in the session. I have found in similar situations that a useful alternative to having the couple rehash their altercations is to inquire about their perceptions about violence, their relationship to it. Such curiosities can create conversational openings that can ignite change.

Christine: Let me interject if I might. First, I just have to say that I really am amazed that both of you can be so transparent about a fight that you had. I know how hard that is for some couples. Y’all have both talked about wanting to increase your intimacy and vulnerability. Even though this may have not been what you had in mind when bringing this up, you both are being vulnerable right now. I am really curious about a few things you both mentioned. Would you say that this is how fights typically unfold for you two, or was this different?

Toya: This is just the latest one—we’ve had other blowups.

Christine: What do they usually entail? For some couples, it includes not only yelling and cursing, but also hitting, shoving, sexual aggression, sexual withdrawal, punching. . . .

Brenda: Definitely yelling and cursing. Sometimes pushing. We’ve gotten better with that, though. (looks to Toya.)

Toya: We have. But I think what is now the problem, is the sex stuff.

Brenda: Yeah. . . .

Christine: Okay, before we move on to that, was there anything else y’all wanted to share about what happened after Toya got out of the moving car?

Toya: Okay, I did get out of the car when it was moving, but it was going like five miles an hour and I didn’t “jump.” I just wanted to clear my head. It was a horrible fight, and we were in the parking lot of the restaurant. Who knows who heard or saw us. . . .

Christine: Brenda?

Brenda: (Looks at Toya) You got back like three hours after me. Where’d you end up going?

Christine: Let’s pause on that for now. We may get into specifics a bit later, but I want to make sure we protect time for the crux of what happened between you two. Is that okay?

I couldn’t assume at this point that it was safe for Brenda to know where Toya retreated to after their argument, so I respectfully interjected. If we would need to make some type of plan for safety in the future, I didn’t want a potentially safe place for Toya to be undermined.

Brenda: Sure, I understand.

Christine: Toya, you were saying something about when y’all got home that night, right?

Toya: Yeah, at the house, it seemed like everything was okay. I walked in, and Brenda acted like nothing had happened. We watched a little TV, and I went to the bedroom. As I started changing, Brenda comes up behind me, and starts to initiate sex. I told her to get the hell away from me. I mean, we just had this huge blowup, and (to Brenda) you just think it’s okay to have sex!? Not!

Brenda: I actually did think it was okay. I thought it would be a good end to the night. I figured it would help us make up, and we could talk about what happened between us the next day.

Toya: No, I don’t buy that. I’m always the one that brings these conversations back up! You think if we have sex, all will be good. And, it’s like I have to go along with what you think is best? No.

Brenda: Well, us not having sex is definitely not good. I feel like you are not really comfortable with me. (to Christine) Any time we try to have sex, her entire body tenses up, and it’s like she cannot open up to me sexually.

Christine: (to Toya) Is that how you experience it?

Toya: Yes. Like I tell her, I would love to feel comfortable with her during sex, but I just don’t.

Christine: Brenda, I am curious: When you say you feel like she is not comfortable with you, are you referring to sex or also in other ways, like with her not telling her brother about you?

Brenda: Right then, I was thinking about sex, but, yeah, I guess I also mean in general.

Christine (to Toya): Are you comfortable with Brenda?

Toya: To be honest, I am not. I do not know when she is going to go off, because she thinks I didn’t tell the right person, or I didn’t do the right thing. Then, she always tries to spin it to her being the victim. Like earlier, she tried to make it seem like I attacked her womanhood.

Christine: So, it seems that there may be a few connections here: Toya, you really seem to need Brenda to understand what it means for your family to reject you—to not accept you as a woman in a relationship with a woman. And not only a woman, but a woman of another race.

Toya: Exactly.

Christine: On top of that, you want to feel safe with Brenda.

Toya: Definitely. (to Brenda) I need to feel safe with you. (Brenda nods.)

Christine (to Toya): What would need to happen for you to know that you were safe with Brenda?

Toya: We would just talk through things. It’s like she goes from 0 to 100, and I am just trying to find the nearest exit. We would also be able to actually work through a problem, not just act like it didn’t happen. To be honest, I have never experienced that.

Christine: It sounds like you are thinking through how you want your relationship to be. Seems to me a start to a change.

I also kept a curious stance about the structure of our session. Based on the answers given to my questions, I did not sense either was in immediate danger.

Christine (to Brenda): What I hear is that you also want to feel safe with Toya. You want to know that she is proud to be with you, especially with the family she is closest to?

Brenda: Of course. I want to know that we are in this together, no matter who we are around.

Christine: Even though the cause may be different, it seems that you both long for the same thing: safety, trust, and more intimacy with one another. (Both nod in agreement.)

Christine: I am curious, how is this conversation for you all? What is it like to talk about these concerns?

Toya: In a weird way, I’m happy—happy that we can actually talk through some of this. Like, I had no idea how I was making her feel so rejected. That wasn’t my intention at all. I just guess I also wanted to protect myself. And her, too.

Christine: You were trying to protect both of you?

Toya: I know my brother can be super rude and spew a bunch of crude stuff. I think he knows I’m a lesbian, but to actually have to face it. . . . I wouldn’t want her to have to listen to what he’d probably say.

Christine: So in a way, you were helping to keep Brenda safe. (Toya nods)

Brenda: (laughs) Yeah, well, it didn’t feel like it at that moment. But I get it.

Christine: Brenda, how has it been for you to disclose so much this session?

Brenda: Honestly, I feel horrible. I mean, not about the conversation, just what I did. I don’t want us to fight like that again. I really don’t.

Christine: You don’t want it to get ugly.

Brenda: No.

Christine: But you’re going to have conflict. It’s a matter, I guess, of how you deal with it. And you’ve started figuring that out. That’s awesome.

Toya: We have to learn to fight.

Christine: The goal is to be able to be at odds without resorting to violence—without, you know, yelling, cursing, pushing, rejecting. Without demeaning each other.

Brenda: Right.

Christine: So let’s figure out some next steps. If violence finds its way into your interaction, do you think it would help to come in here to talk about it? You face so much of it out in the world—what a relief it will be for your home to be a safe haven.

Toya: We did it today.

Brenda: Yeah, that would work.

Christine: We can always figure out a safety plan together if that becomes necessary. Change starts with safety. You good with that?

Both women agreed to use subsequent sessions to help them further learn safe ways of negotiating conflict. They shared more about how they planned to protect themselves and each other from potential outside homophobic, transphobic, and racist attacks. And then we finished the session talking about how next session we could address how they might most safely venture into intimacy. They already had some ideas, but I suggested they not move too fast.

The following week, it was obvious to me as we walked from the waiting room that they hadn’t waited till our session to explore possibilities for reconnecting sexually.

Christine: When we ended last week, you both shared that you wanted to be intimate, and, Brenda, y’all thought it might be best for Toya to initiate it. Toya, you said that this would be important to you because this would demonstrate your desire for Brenda. I suggested you go slow and we talk about it this week, but I’m guessing you got a step ahead of me.

Toya: Actually, we had a beautiful few nights. The first was actually the night after we left here! (Both women laugh.)

Brenda: It was really amazing. I felt her open up to me—sexually, but also emotionally.

Christine: Really? Where did the tension go?

Toya: I don’t know, and I don’t care! (We all laugh.)

Christine: Well, what do y’all think made that possible?

Toya: I think it was her really hearing and feeling what I was going through. I didn’t know how much I needed that.

Brenda: I totally agree. I actually hadn’t realized that I didn’t feel accepted by her. Knowing that she is in this relationship—with all of who I am—that’s everything.

It can be difficult, in the afterglow of a couple reconnecting sexually, to come back to steps they have taken and can take in the future to further protect themselves not only from attacks from outside their relationship, but also from inside violence. But this is a critical time for change—it is important not to let post-fight closeness obscure the necessity of establishing protections for potential future violence. The good will that is accompanying the closeness of the current bond, if used wisely, can help with significant progress in establishing safety precautions.

In this chapter, I have presented ideas about contextually understanding and effectively assessing relational violence when couples present with sexual concerns, and I’ve talked about and demonstrated how to begin moving them toward safety. The goals for improved sex and for a cessation of violence do not contradict each other, as both involve the ability to be safely vulnerable and intimate. However, a non-confrontational exploration of the violence must take precedence, as little progress in their sexual relationship can be made until neither person feels vulnerable to threat. Bringing therapeutic curiosity to the couple’s violent behaviors and the context in which they are occurring creates a protected conversational space that can help foster possibilities for change.
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* An important early influence was the work of Dr. Sandi Stith. Her writings jolted me into a deeper understanding of intimate partner violence and an appreciation for the unique and effective ways family therapy can help to counter it.


twelve

A Relational Approach to Sexual Violence

Martha Laughlin and Kate Warner

Then there was the pain. A breaking and entering where even the senses are torn apart. The act of rape on an eight-year-old body is a matter of the needle giving because the camel can’t. The child gives, because the body can, and the mind of the violator can’t.

—Maya Angelou (1969, p. 78)

IMAGINE A YOUNG MAN attending a fraternity party on the campus of his university. He and a young woman leave the fraternity house. She slumps to the ground, unconscious. What are his options? a) walk away, b) wait for her to wake up, c) call for help, d) rape her.

On a January night in 2015, Brock Turner, a 20-year-old Stanford University freshman, chose option “d.” When two male students riding by on bicycles spotted him “aggressively thrusting his hips” into a woman lying inert behind a dumpster and stopped to confront him, he ran. Turner’s courtroom defense was that the Stanford University “party culture” and a night of too much alcohol were responsible for his “poor decision.” A California jury found Turner guilty of three counts of sexual assault (Los Angeles Times, People v. Brock Turner, 2016). In an effort to keep his son from spending a possible 14 years in state prison (the prosecution was asking for 6), Brock’s father, Dan Turner, wrote a letter of appeal (Xu, 2016) to the judge, describing his son’s suffering with words that could have just as easily described his son’s victim, later to become known as “Emily Doe.” The letter barely mentions the victim but details at length the “devastating impact” that the “incident” had on Brock, an athletic swimmer with Olympic potential. The letter laments Brock’s suffering, Brock’s losses, and Brock’s ruined life. The absence of any mention of consequences for Emily Doe or the suffering she experienced as a result of Brock’s “mistake” has the effect of calling her poignantly into existence, as the reader cannot help but insert her into the descriptions of Brock’s suffering:

Brock’s [Emily’s] life has been deeply altered forever by the event of Jan 17th and 18th. He [She] will never be his [her] happy go lucky self with that easy going personality and welcoming smile. His [Her] every waking minute is consumed with worry, anxiety, fear, and depression.

The letter calls Brock “shattered” by “the verdicts” (the legal and social consequences to the assailant) and “the events” (referring to the rape, without using the word). But perhaps the most culturally revealing statement is the father’s assertion that raping an unconscious woman is not an act of violence:

What I know as his father is that incarceration is not appropriate punishment for Brock. . . . He has no prior criminal history and has never been violent to anyone, including his actions on the night of Jan 17th 2015.

With this statement, Dan Turner winks at rape. Ignoring the fact that rape is a criminal act, he renders the rape of an unconscious woman a nonviolent “20 minutes of action,” which, he seems to say, while not gentlemanly, should not be regarded as all that serious. With his words, rape becomes a bit of nonviolent pleasure-seeking perpetrated by an otherwise well-meaning drunk boy who merely got carried away by drink and a college party. In short, the letter downplays the rape, suggesting instead that Brock, who is an otherwise good boy, just tried to have a little too much fun, something he had never done before. Prison time, the father argues, would be “a steep price to pay for 20 minutes of action out of his 20 plus years of life.”

By showing indifference to the recipient of his son’s “action,” by portraying his son as the victim, and by failing utterly to acknowledge that his son victimized another human being, the father depicts himself, and by extension, his son, as oblivious to Emily Doe’s pain and sorrow. He is heedless of, as Emily Doe writes, the loss of “my worth, my privacy, my energy, my time, my safety, my intimacy, my confidence, my own voice.” Assuming Brock learned his lessons about women, men, and sexual relationships at his father’s knee, it makes sense to the reader by the end of the letter how Brock would see an unconscious woman as an opportunity for personal gratification. Given this entitled idea, it makes further sense that he would be shocked and confused when he finds himself caught in a storm of public opinion that labels him a rapist.

Turner’s sentence—six months in county jail (scheduled to serve three) and three years’ probation—was less than sentences frequently given to young black men for possession of marijuana. Although the judge stated that he “understood” the victim’s devastation, he was fearful that a harsher sentence would have a “severe impact” on Turner.

Brock Turner, his father, and the judge reflect American social attitudes and de facto policy on sexual aggression toward women that can be summed up this way:

1. Accountability for men’s sexual aggression toward women lies elsewhere—drugs, alcohol, the woman, the male sex drive.

2. Sexual violence is a women’s, not a men’s, issue.

3. Campus rape is not real rape, and college boys are not real rapists.

4. Rape on college campuses is just boys being boys.

5. Promising male athletes’ lives have more value than female lives.

6. Unconsciousness is permission.

7. Drunkenness is consent.

We will return to this story later when we let Emily Doe teach us something of how she helped herself recover from the trauma of rape. But first, let’s take a look at how we think therapeutically when we work with people like Emily Doe who have been raped, sexually assaulted, or molested.

SEXUAL INJURY AS NON-RELATIONAL

When you think of sexual abuse, you probably have some picture in your mind—perhaps a father with his young daughter while he gives her a bath, a woman being raped, or a coach giving special attention to an adolescent. Certainly, the horrific accounts and suffering of survivors of sexual violations have led many therapists to consider such abuse to be something that “impacts” the victim—a thing-like cause that produces thing-like effects later in life: painful intercourse, intrusive memories, terrifying moments of spacing out, bouts of profound depression, self-harming, self-loathing, feelings of fear and/or disgust with sexual partners, and so on.

This causal perspective, reflected in both the popular and scholarly literature, extends to the way many clinicians (and clients) conceive of therapy. A preponderance of the literature informs practitioners that trauma-focused treatment is considered the best treatment for sexual abuse, despite the lack of science to support this idea.

It is assumed that the therapist’s job is to counterbalance the effects of the perpetrator’s violent impact with the helpful impact of therapists’ interventions, which are intended, metaphorically, to overcome the abuse by “healing the wound,” “recovering from the disorder,” or “taking back control” (e.g., Blume, 1991; Draucker, 2000; Foa & Rothbaum, 1998; Vanderlinden & Vandereycken, 1997). One of the most accepted means of accomplishing such goals involves “getting out the toxins” by recalling or reconstructing the abuse (e.g., Ainscough & Toon, 2000; Bass & Davis, 1994; Courtois, 1999; Salter, 1995). Such phrases are wonderfully evocative, but they also imply that the aftereffects of sexual abuse can be overpowered and discarded. We can see that the trial judge in the case has this idea when he suggests that while Emily Doe would recover and eventually be okay, years in prison would irrevocably impact Brock Turner.

Phrases suggesting that sexual abuse wounds “heal” (as if they were broken bones or lacerated limbs) and that victims can “regain control” or “take back the night” imply that therapists help clients learn specific behaviors that will put the hurt behind them, never to be felt again. However, metaphors belong to the world of language and experience, not to the world of objects, where one chunk of matter energistically collides with some other chunk (Bateson, 2000; Keeney, 1983). Rather, they belong to the world of relationship (Flemons, 2002; Flemons & Green, 2004). Sexual abuse surely has a physical component to it—after all, the victim’s body is violated. But the experience of the abuse and the subsequent response to it are not material objects that act mechanistically on the mind and life of the client. Indeed, therapists’ words cannot physically “install” hope, “control” symptoms, “banish” urges, or “dissolve” fear and rage. Why? Because the effect of abuse is not a localizable “thing” that can be excised like a cancer or destroyed like a bacteria. Therapy isn’t a talking form of surgery or antibiotic treatment that can directly make problems disappear.

In this chapter, we describe our relational orientation, how it informs our ideas about symptoms, problem definition, and problem resolution, and offer several vignettes throughout to illustrate our points. By the time you reach the end of the chapter, we hope that you, too, will find it useful to think about sexual abuse and sexual abuse treatment in a relational way.

THINKING RELATIONALLY

Thinking relationally, we keep our focus on the interactions between the abuser and the abused, between the abused person and others, and between the abused person and herself*—her sensations, ideas, emotions, perceptions, meanings, and behaviors (Flemons, 2002, 2004). Our treatment of sexual abuse is not directed toward making some “thing” (a problem) go away, but toward helpfully altering some relationship (Flemons, 2002).

A well-established principle of systems theory states that a part of a system cannot control the whole of the system of which it is a part (Bateson, 2000; Keeney, 1983). Language, however, inclines us to believe otherwise. Language breaks the world (and ourselves) into pieces and sets the pieces over and against one another, giving the illusion that one piece can control another (Flemons, 1999; 2003). For example, a client came to us after getting into a rage, complaining, “My anger got the best of me.” Her description of what happened separated her “anger” from herself, as if they weren’t both part of the experience of the same person. And when she went on to say, “I’m never going to let myself get angry like that again,” her statement implied that one part of her could control all of her.

Such is the nature of reflexivity. To observe yourself, to reflect on yourself (as in, “sometimes I wonder about myself”), you must stand outside and look back in. Yet the “I” doing the contemplating is the same person as the “myself” being contemplated. Any part of you that seems in need of control (anger, depression, procrastination, anxiety, and so on) is as much you as the part that strives to do the controlling. Language and the reflexivity of awareness successfully fool us into thinking (and also experiencing) that such portions of the self are truly separate and apart, when in fact they are complementary parts of a larger whole (Flemons, 1999; 2002).

This whole is a world of relationships. It is impossible to not be embedded in multiple connections simultaneously. We are in continual relationship with ideas (some of our MFT students fall in love with, and think deeply about, systems thinking and postmodernism), with material objects (Martha loves her piano, Kate loves her new saddle), with emotions (teenagers get angry at their parents for being angry at them), and with behaviors (a boy outside our window is mimicking the antics of his friend as they ride their bikes down the street). And, of course, we all are in relationship with ourselves (“Oh, blast,” Martha chides herself in dismay, “I can’t believe you forgot your appointment book!”).

Can you think of something with which you do not have a relationship? Maybe something outlandishly irrelevant, like the 15th step of the Capitol Building in Washington. No connection to you, right? But wait! By identifying the step as something with which you have no relationship, you can’t help but establish a connection to it.

DIS-MEMBERING: THE RELATIONAL NATURE OF SEXUAL INJURY

Perhaps the easiest way to understand the way that sexual violence is a matter of relationship is to compare two different events that result in similar injury. Think about how a person feels and behaves after being picked up by a tornado and slammed into a wall. Then think about a person who is picked up by another person and slammed into a wall. Let’s say that both events result in the same physical injuries. Twenty years later, the victim of a big wind is still telling the tale to friends, children, and grandchildren. Everyone still marvels at the story and exclaims over the event. There is conversation and exchange between people. But 20 years later, the woman who was hurt at the hands of another may still be keeping the story to herself. If she does share, it is after careful consideration, and when she does tell, there is no wonderment and exclamation from her listener. The difference between these two scenarios is, of course, the difference between hurt caused by an inanimate object and hurt inflicted at the hands of another human being. One injures the body; the other injures both body and relationship.

We subscribe to Maturana’s definition of violence as “the holding of a view by one person or group of persons to be true such that another person’s or group’s view is untrue and must change.” In short, violence is the imposition of one’s will upon another (as cited in Sanders & Tomm, 1989, p. 350). Violence is perpetrated by a violator against the person violated, the victim. A sexual violator forces his body into the victim’s body and forces his will into her psyche.

Cathy Winkler (2002) wrote about a man who broke into her bedroom in the middle of the night and kicked her into wakefulness to beat and rape her. At one point he said, “I know you haven’t had a black boyfriend before. I’m your first” (p. 21). By naming himself something he was not (a boyfriend), he defined the rape as something other than what it was. He implied that his act of force was actually a relationship that she wanted. In so doing, he robbed Cathy of her ability to choose and define her own experience: He took her humanity and her dignity. He also ensured that he would remain a considerable presence in her life. One of our clients, not a victim of sexual abuse, described the rage he felt at the unwanted relationship that he now had with his daughter’s murderer: “I don’t know who he is or where he is in this world but he is forever in my head now.”

Whenever two people come together and interact, they are bonded by the common ties of humanity. Those who impose violence on others sever the humanity in the relationship they have with the people they hurt. This is not lost on victims, who may object to the use of the word “victim” and its ability to call forth a state of non-personhood, a time in their lives when they’ve been denied the most significant of human acts—the freedom to say no.

By declaring, “No, I don’t agree,” “No, I don’t want to,” and “No, you can’t make me!” you proclaim the individuality, position, and integrity that arises from defining yourself as different from the person(s) you’re opposing. This is essential in all human interactions, even those not perceived as ostensibly “violent” by those involved. Jasmine and her husband Will came to therapy to talk about their sexual predicament. Simply put, he wanted sex, she didn’t. At the beginning of the first session, Will made clear what was at stake. Given that sex is normal, that lots of sex is normal for men, and that he himself was extremely sexual, there was nothing to keep him in the relationship if Jasmine could not or would not agree to have sex with him as often as he desired. If Jasmine agreed to sex she didn’t want, she compromised her integrity and lost herself. If she said no to sex, she maintained her integrity and lost her marriage. Caught between these two polarities, she felt frozen, unable to act or choose. After some time, reiterating his conviction that Jasmine was the one with the problem, Will left therapy, and, some months after that, Jasmine. Jasmine continued on in therapy to deal with her profound sadness about losing Will, but also to recognize that by choosing not to choose, by leaving the leaving to Will, she chose herself and her dignity.

Without the freedom to assert difference, sameness becomes impossible and agreement becomes suspect. In such a context, “I will” is at best meaningless, and at worst a terrible betrayal of selfhood. It is only when you’re free to say “No!” that you can willingly, even eagerly, say “Yes!”

When a child can refuse the request or demand of an adult and know that she is in no way threatening their relationship, she learns bravery and self-determination and, with a clear sense of herself, she enjoys the possibilities of human connection that are found only within such relational safety. When it is impossible to refuse an adult’s violation of her mind and body, she learns that the world isn’t safe. This can be a life-altering experience.

In Wendell Berry’s (1988) novel Remembering, Andy Catlett, a farmer, loses his hand to a corn-picking machine. This loss in turn dis-members his relationship to his wife and children, to neighbors with whom he has farmed since he was a child, and to himself:

His right hand had been the one with which he reached out to the world and attached himself to it. When he lost his hand he lost his hold. It was as though his hand still clutched all that was dear to him—and was gone. All the world then became to him a steep slope, and he a man descending, staggering and falling, unable to reach out to tree trunk or branch or root to catch and hold on. (p. 28)

Andy’s hand “had imagined many things, [but] never . . . its absence” (p. 103). Andy

remembered with longing the events of his body’s wholeness, grieving over them, as Adam remembered Paradise. He remembered how his body had dressed itself, while his mind thought of something else; how he had shifted burdens from hand to hand; how his right hand had danced with its awkward partner and made it graceful. . . . Now the hand . . . had been cast away, and he mourned over it as over a priceless map or manual forever lost. (p. 28)

In his anger, grief, and shame, a bitter sense of self-betrayal took up where his hand left off, leading Andy to disconnect from his wife and children.

People who have been sexually abused do not usually suffer the material loss of a body part. However, like Andy, they lose the easy familiarity with and the take-for-granted comfort of their body and those around them. Sexual violation, particularly when it is perpetrated by someone with whom the victim has a loving relationship, is a dismemberment that can give rise to consequences at least as dramatic and far reaching as those engendered by the loss of a limb.

Of course, those who meet and know abuse victims don’t see visible evidence of the loss, because there isn’t some “thing” missing. What is lost is the essential trust that interweaves the contextual web of relationships we all embody. Whether small or grown, we are elementally alike in our humanity. We are dependent on each other for learning, experiencing love, safety, self-knowledge, and meaning. When this fundamental commonality is exploited, a basic human ethic is violated (Freyd, 1996), and a social relationship is damaged—and so is the relationship the person has with herself. The result is profound mental anguish, confusion, and the potential for troubling experiences with her body and her sexuality, as well as with her thoughts, perceptions, meaning, sensations, emotions, and behaviors—the symptoms that call out for therapeutic intervention.

A person who has been sexually abused often feels stigmatized. Out of helplessness, fear, or alarm, family or friends—who might otherwise be compassionate and supportive—attempt instead to explain the abuse away by failing to see its impact, their responsibility for it, or even its very occurrence or their own awareness of the occurrence (Freyd & Birrell, 2013). They blame the victim or make it clear that she should “just get over it.” Standing as an uncomfortable reminder to those around her, the victim may be left feeling profoundly lonely and cut off, locked in her awareness or belief that she is perceived as tainted. Such perceptions can widen the gap between herself and the people she loves, leading to further stigmatization and an exacerbation of symptoms.

SEXUAL ABUSE SYMPTOMS

As a child grows, one of her important developmental tasks is to cultivate a sense of competency, to become self-determined. Sexual abuse, however, conveys the message that she is other-determined, with no say over what happens to her body. Someone else, perhaps a very compelling someone, gets to decide. This message conflicts strongly with developmental lessons learned cumulatively and experientially since birth. Through tumbling, running, dancing, jumping, she has discovered the comforts, joys, limitations, and possibilities of her body. But when a child’s physicality is no longer her own, when an abuser breaches her boundaries, she may see him as all-powerful and all-knowing, able to see and have command over her existence.

Former national poet laureate Maya Angelou (1969) was raped at the age of eight by her mother’s boyfriend, a man she referred to as Mr. Freeman. She wrote about what it was like to be completely under his control:

I knew I was dying and, in fact, I longed for death, but I didn’t want to die anywhere near Mr. Freeman. I knew that even now he wouldn’t have allowed death to have me unless he wished it to. (p. 81)

One way for a child to cope when she cannot control access to her body is to separate from it and stop feeling anything. Angelou describes living for years in a sort of emotional fog, her senses muted, her perception of reality confused and distanced:

Sounds came to me dully, as if people were speaking through their handkerchiefs or with their hands over their mouths. . . . Colors weren’t true either, but rather a vague assortment of shaded pastels that indicated not so much color as faded familiarities. People’s names escaped me and I began to worry over my sanity. (p. 92)

A beloved child experiences the value her parents place on her existence. She feels the joy they take in her personhood and her presence in their lives. She recognizes their concerns for her safety, her development, and her independence. She expresses her feelings, including anger, without fear of retaliation. These experiences—trust, safety, concern, connection, pleasure, independence, appreciation—make up the frame of reference that she brings to the development of her own, adult relationships. An abused child may have no such frame of reference with which to build wholesome connections.

One of our adult clients, Amber, relayed how her father had always been “short tempered” and would become aggravated when as a child she made it known that she needed something. After he started molesting her, his anger became explosive, and she suffered beatings as well. She learned to stay out of range, to become “a wall”—a solid, useful object, requiring little maintenance, wanting nothing, and provoking no one’s rage. She didn’t understand his physical and sexual assaults, but she became adept at minimizing their effects on her. For her, life was at its best when, like a wall, she could be around but remain unnoticed.

Sexually abused children often exist in a state of helpless victimization, without dignity, without recourse, without a voice in determining what happens to their bodies. They can neither fight nor flee their situation, and their elongated perception of time tells them that this is the way it is, without end, forevermore. As a result, they experience some predictable symptoms.

Self-Blame, Self-Loathing, Rage, Shame. For many months after she was raped, Angelou (1969), sick at heart, fell mute. Describing how utterly vile and loathsome she believed she was, she feared that “just my breath, carrying my words out, might poison people, and they’d curl up and die like the black, fat slugs that only pretended” (p. 87).

Placing blame locates a cause and creates a comforting illusion of control in a life that is otherwise chaotic and incomprehensible. Despite the psychological distress that comes with locating the fault for the abuse with herself, the anguish of a senseless life, one in which nothing makes sense, may be even greater. The child who blames herself is relieved of the profound confusion and inner turmoil that arises when faced with unwanted sexual attention, especially if that attention produces aspects of sexual pleasure. Rage at not being able to stop or comment on the violation, combined with self-blame at her body’s response, can result in overwhelming feelings of self-loathing and shame.

Sarina, who had been sexually molested by an older brother, described how the pervasive sense of confusion and upheaval in her head led to being “unable to hold myself together.” In high school, she “went into destruct mode,” taking drugs, drinking, partying, and saying anything she wanted to, to anyone she wanted to. “I was scary to be around. If I thought it, I said it. If I felt like putting my hand on your crotch or your breast, I’d find a way to snuggle up to you and do it. I loved shocking people.” When life’s social rules and boundaries have been violated, it makes sense to respond by careening through life without observing them.

Dissociation, Confusion, Intrusive Memories. Some years ago, I (Martha) stumbled into a hornets’ nest. As I turned in terror to run, I stepped on a board with a nail in it, driving it into my foot. Without stopping to think, I reached down, yanked off my sneaker, board and all, and ran like the devil. When I went back some time later to retrieve my shoe, still firmly nailed to the board, I realized that during the moment when the nail was piercing my foot, and the moment later when I frantically pulled it out, the pain I felt was so distant that it seemed almost intellectual. As it was happening, as I became aware of the puncturing, I thought, “Oh. That’s going to hurt.” But my focus, my concern, at that moment was how the board, nailed to the bottom of my shoe, was going to impede my flight. My body suppressed the pain in favor of the more pressing problem: surviving a swarm of hornets.

Sexual abuse can provoke an analogous experience. The recognition of betrayal by another person may be painful, but the focus, the greater concern, must be for survival (Freyd, 1996). For the survivor, the effect of choking off such awareness may result in terrible confusion, dissociation, or distorted memories.

One of the central tasks of the government in George Orwell’s novel, 1984, was to rewrite political and social events so that its citizens would “remember” a “preferred” version of history. This aptly describes what the person who has experienced sexual abuse may wisely do for herself. When the pain of the past is simply too excruciating to endure, people may simply erase or amend it to make living in the present bearable. Consider exactly what that agony may comprise by thinking for a moment about the position in which a young child finds herself. Given that her very survival depends on continuing a bond with a caretaker and receiving care, it may be in her own best interest to not notice, to postpone noticing, or to forget what is being done to her (Freyd, 1996). If noticing or remembering risks alienating or angering the person upon whom she depends to survive, then dissociating or forgetting part of the abuse in order to keep the knowledge at bay may be singularly wise, because, at all costs, a relationship with the caretaker must be preserved (Freyd, 1996).

Phantom Pain, Fear, Unreality. People who have lost a limb sometimes experience pain in a leg or a hand that is no longer there. People who have been sexually abused suffer similar pain. When a child feels sick with fear, when she cannot feel safe in her own bed, when she can’t leave home but she also can’t stay, when she has shut off all that makes her human, when her perception is that the world is no longer patterned and predictable, when all she can do is adjust to a life that includes sexual abuse, when her own body feels unreal and not her own, she may experience very real feelings of disintegration and fragmentation. Disconnected from herself, she walks through life like a phantom, unable to make clear distinctions between who she is and who others are, what is real and what is not.

The sense of unreality that plagued Angelou (1969) led her to believe that she had not actually been raped, that “the nightmare with its attendant guilt and fear hadn’t really happened to me. It happened to a nasty little girl, years and years before, who had no claim on me at all” (p. 159). A similar feeling of disembodiment was experienced by Jamie, a happily married man with four children who felt like he wasn’t living inside his body. He came into therapy after remembering on his own nearly two years earlier that he had been sexually abused by his pastor. He was worried because he could not stop crying.

I had no earthly idea that I had been sexually abused. After I remembered a couple of years ago, it was such a shock to me. I walked around in a daze for months. I thought a lot about the stuff he did to me and then I just decided I didn’t need to think about it anymore. I thought I was okay but I felt just weird, like I wasn’t me anymore. I was outside of myself. I was like a ghost. I floated. Everything was slow. And I always felt really, really sad. The whole world felt sad. Something really bothered me, though, when last year I ran across an old photograph of myself and the other boys in my Christian Boys Club with Pastor Jim. Without logical reason, as I stared at that photograph, my gut tightened. I felt despair. And I felt such a deep, deep sadness. It was as if someone had come and told me my son was dead.

Jamie walked around for several months feeling intermittent bouts of profound sadness. For no apparent reason, on and off, he would think about the boys in the group.

And then, one day, a long time after seeing that photograph for the first time, I remembered that I loved Pastor Jim. The night before I had dreamed some sort of weird dream about being in a hotel and singing to him this terribly sad lament, except that I was my current age, and I woke up realizing what had happened. I was closer to Pastor Jim than I was to my own father. I had loved him like a father. That’s when I started crying. Now I cry a couple of times a week, and I just feel so sad.

Jamie described how Pastor Jim formed a boys club at the church, leading the members on field trips, camping trips, and visits to people in the community who needed help. Jamie loved the activities and was proud of their service work, cleaning up properties, building storage sheds, replacing rotting wood on porches, and so on. Their club was a “small local celebrity,” and Pastor Jim was beloved by the community and his church.

I was raised in a really small, rural town where nothing happened. Pastor Jim was the guy that made things happen. He was the mover and shaker, the guy who made an otherwise dead town come to life. He truly loved his church and town. He really was a good, good person. He somehow brought the big world to us, and I admired him and looked up to him. I loved him. We all loved him.

As he made this last statement, Jamie was overcome with deep sobs that went on for several minutes. We waited until he was able to listen to what we had come to understand, and then we said the following:

When you first recalled the sexual abuse, you thought about it in terms of “the things he did to you,” in terms of the sexual acts themselves. And although that was a terrible shock of realization that left you dazed, you knew you were okay. But you kept feeling a bit sad, and then, nearly a year later, after discovering the photograph, you began to feel terribly, terribly sad. You were remembering the really, really deep hurt, not just the skin-level hurt. You had moved beyond thinking of what he had done to your body. Now you were thinking of the harm done to your relationship with him. And he had shattered it. Here he was, this truly nice guy, beloved by an entire town and parish. You loved him, he was a second father to you. That someone so cherished could do those things to you, you knew was a terrible betrayal.

Jamie started sobbing again. Pastor Jim’s abuse left Jamie with the unreal experience of not being inside his own life—a phantom floating through the world. The sexual acts imposed on him dismembered his admiration and love for his adult mentor and undermined his age-appropriate ideas about the world. And they forced upon him a riddle that was beyond his ability at the time to solve: the paradoxical notion that truly good people can do truly bad things. Pastor Jim’s violations lived side by side with all his good works, his genuine love for his community and his congregation, and his Christian benevolence.

It is important to mention that despite the profound effect the abuse had had on him, Jamie was put off by the idea that he had been traumatized (Freyd, 1996). He underscored that he was not forced, terrorized, threatened, or even physically hurt. As he put it, “I was lovingly abused.” We thus focused our therapeutic efforts in this direction, helping him embrace the realization that Pastor Jim’s Christian goodness did not negate his violation of Jamie, and his violation did not negate his Christian goodness. Jamie discovered that he could love Pastor Jim and recognize that his mentor had betrayed that love. This was the beginning of Jamie re-membering his relationship with himself, the beginning of therapeutic change. But we’re getting a little ahead of ourselves. Before we get into talking about change, we want to address the relationship between maps and territories.

MAPS AND TERRITORIES

Up to this point in the chapter, we’ve focused primarily on making theoretical sense of sexual abuse and describing the sorts of ways it affects victims’ relational connections to the people in their lives, including themselves. Others, such as Wendy Maltz (2012, p. 268), offer specific individual symptoms common among people who have experienced sexual abuse:

•   Avoiding or being afraid of sex.

•   Approaching sex as an obligation.

•   Intense negative emotions when touched, such as fear, guilt, disgust, or nausea.

•   Difficulty becoming aroused or feeling sensation.

•   Feeling emotionally distant or not present during sex.

•   Disturbing and intrusive sexual thoughts, images, and fantasies.

•   Compulsive, risky, or inappropriate sexual behaviors.

•   Difficulty establishing or maintaining an intimate relationship.

•   Specific sexual functioning problems, such as erectile difficulty, lack of orgasm, and genital pain.

Such information can be helpful, if only by virtue of recognizing that experienced clinicians have identified patterns of sexual and other symptoms considered typical of people who have been sexually violated—rage, shame, distorted body identification, dissociation, self-injury, intrusive memories, fear, flashbacks, depression, and suicide attempts (e.g., Dolan, 1999; Sheinberg & Fraenkel, 2001). But however important this background is, it is not, itself, enough to assist therapists in knowing how to help.

By way of explaining what we mean by this, we want to share what we tell students who take one of our courses called Treatment Issues. It goes something like this:

The title of this course is misleading. It suggests that therapists treat “issues.” The invisible assumption behind a title like “treatment issues” is the notion that if we learn the particulars of the variety of human issues—sexual abuse, depression, grief, eating disorders, anxiety, panic attacks, chronic illness, divorce, domestic violence, sexual addiction, sexual dysfunction, substance abuse, and so on—we then know how to treat them. This is inaccurate and misleading.

Even if you could learn in a semester all there is to know about a myriad of human problems, you would not know how to treat a given client who sits before you—because the name of the issue is not a treatable problem. As Jay Haley (1987) observed, “No traditional diagnostic category is a solvable problem” (p. 38). The names we give to our classification of problems are not, themselves, problems. The treatment of an actual “issue” can only occur within the language and meaning system of the client. People have relationships with their issues: “My divorce was the best thing that ever happened to me!” or “I’ve never recovered my life since my divorce.” Or there is this: “Would I eat a magic sight-restoring pill? I don’t know. Not necessarily. I ‘see’ the world in a way that I did not before I lost my eyesight. In some ways, I see better now than I did before.” If we don’t understand the relationship a client has with his or her “issue,” we cannot understand or treat the issue.

In other words, we do not think of ourselves as working with a “battered woman” or a “sexual abuse victim.” Our clients have had experiences that share the same names (such as rape or childhood sexual abuse) as those of others, but each individual forms personal and individual perceptions and conclusions about herself, the world she lives in, the nature of people, and whether there is hope for her future.

We thus read the literature to discover what other clinicians have learned, we read the insights offered by survivors (and remember those provided by previous clients), and we read good fiction—an excellent source of new perspectives, wisdom, metaphor, and inspiration. We then tuck all of this away, along with our ideas of how to help people, in our therapeutic rucksacks where maps are kept, and we listen intently to what the client in front of us is saying, working to cull from her talk a clear, solvable problem definition. We begin by asking how she (or others in her life) think the experience of sexual abuse in the past is posing or contributing to a current struggle. Oh, but wait. Go back. Maps?

Yes, that’s right. To us, expert knowledge—the information that we bring with us into each session and that informs what we ask and what we say—is a map, and, as Bateson (2000) reminds us, the map is not the territory. Clinical knowledge about the issue “sexual abuse” is a map, not the truth about an individual’s traumatic experience. We prefer that the client guide us across the territory of her life and perspectives. We do our best to make sure our maps are comprehensive and relationally sensitive, but they still aren’t objective representations of the human being sitting in front of us. We never want to forget this, as we don’t want our ideas to become the Procrustean bed onto which we attempt to stretch or shrink our clients. If we get lost, we pull out our map as a guide, but our job is to adjust ourselves to fit the person with whom we’re working, not the other way around. We saw a client once, Danny, who reminded us of the hazards of therapists’ thinking they know the truth about clients.

When Danny came to our clinic, he was mad as a hornet. He and his partner of seven years, John, had been in therapy elsewhere to work on disagreements about money, sex, in-laws, parenting, and career decisions. Although he liked the therapist and wanted to keep seeing her, he was also angry at her insistence that before he could resolve his problems with John, he would first need to work through his “unresolved childhood sexual abuse.” After holding her at bay for almost a year, he’d finally agreed to broach the topic with her, but, meanwhile, he’d come to us for a second opinion.

Danny wished that he had never told John about the abuse he’d endured as a child, because John, a social worker, wouldn’t let it go. From Danny’s perspective, it made no sense to dredge up stuff that happened long ago and that nauseated him to think about. He knew what had occurred and had put it behind him. So, he asked us, was he, as his therapist insisted, in denial about the sexual abuse? Or, he asked, could sexual abuse sometimes resolve on its own?

Despite his therapist’s well-intentioned and gently delivered diagnosis, Danny heard the description “in denial” as an accusation. To him, the label implied a pathological refusal to see reality. After all, a realistic person would accept the facts, no matter how hard and cold, a necessary first step toward acceptance, which could only be arrived at after a deep dive into the gritty details of the abuse. In fact, from the therapist’s perspective, acceptance was the only possible “healthy” response. Danny’s denial needed to be torn down so he could access the truth.

The therapist’s challenge placed Danny in a paradoxical bind from which he was having difficulty extricating himself. If he refused the label “in denial,” it would mean he was in denial about his denial. Yikes! Double denial! This would demonstrate his “resistance” to and “poor motivation” for treatment. If, however, he accepted the label, he’d be accepting a description of himself as dysfunctional or pathological, requiring him to surrender his trust in his own perceptions. In short, Danny’s choices came down to accepting that he was sick or accepting that he was wrong. And if he didn’t make a choice, the therapist might view him as both.

During our single session, we did not directly answer Danny’s questions. We recognized that if our answers rendered either him or the therapist wrong, we could end up undermining both of them. So instead, we told stories of people who, against all expert advice and professional knowledge of the day, had stuck to their own ideas and triumphed. We mentioned people who were alive many years after being diagnosed with life-threatening illnesses and told by doctors they had only months to live. We identified historical legal and military instances in which someone had defied the advice of the upper brass and triumphed. We noted that during a time in history when alcoholism was seen as a terminal condition, Bill W. had refused to believe that he had to die, and Alcoholics Anonymous (AA) was born. We talked of the many people who, despite horrendous childhood experiences of abuse, neglect, and poverty, had never gone to therapy and still built meaningful and happy lives. In fact, we suggested, sometimes it was these very experiences that imparted a sort of wisdom, teaching important lessons about what to do and not do in relationships.

We offered our observation that Danny had enormous strength and the courage of his convictions. We noted that holding his own against his therapist’s insistence for so many months was remarkable, particularly given the therapist’s position as a professional. That he could listen to himself and decide for himself what was in his own best interests, rather than rely on the advice of an expert, was admirable and a testament to his extraordinary strength of character and his capacity to know his own mind. We wondered aloud whether it might have been these qualities that had allowed him to move beyond the sexual abuse, and we speculated about what new things he might discover if he were to bring these qualities more fully into his relationship with John and his therapist.

RE-MEMBERING: THERAPEUTIC PROBLEM RESOLUTION

As anyone who has ever had a back injury will tell you, when you feel pain, your natural inclination is to tense against it, to fight it as you battle to get control over it. If the pain continues, you may begin to feel anxious or fearful as your oppositional efforts fail. Even if the pain subsides, you may feel anxious as you anticipate the next wave. Anxiety and fear means constricted muscles and restricted blood flow, which generates more pain, which generates more anxiety, and so on. In the beginning, the anxiety, fear, and tension are attempted solutions—efforts to solve the problem of pain by severing the relationship to it. But as the pain cycles back around, as “more of the same” (Watzlawick, Weakland, & Fisch, 1974) gives rise to more anxiety and fear, problem and solution become hopelessly tangled, and this snarl creates further problems. Flemons (1991) summed it up this way:

It is precisely this attempt to eradicate problems that . . . guarantees an exacerbation of the original situation. Solution and problem are mutually defined; it is impossible for one side of a distinction to destroy the other side—any oppositional response only highlights the relationship, thus intensifying the problem and reiterating its intractability. (p. 93)

When clients and therapists treat a personal problem as if it were a material object that can be plucked out and thrown away, they establish an oppositional relationship to it. If you experience yourself as depressed and view your depression as some “thing” of which you have too much, then the only course of action is to go up against it, to declare war on it. If you guard against it, if you prod yourself into action, if you demand that you not succumb to it, then you erroneously assume that one part of you (your will, rationality, or ambition) can succeed against another part of you (your depression).

If problems were things, then it would be possible to destroy them, but if you try to negate a relationship, you only create another relationship (Flemons, 1991, 2003). The husband who can’t stop thinking about the wife who left him will never succeed in forgetting her if he fervently demands of himself, “I am not going to think about her anymore. I’m wiping her from my mind.” And just as clients can’t rid themselves of their problems by trying to negate them, neither can therapists help clients by simply telling them not to engage in such negating efforts. If we had told the husband in the above example to stop trying to stop thinking of his wife, then this would have amounted to asking him to negate his negating (Flemons, 1999; 2002). Instead, we must find ways to help clients change their experience. Consider two different clients, Andrea and Colleen, whose problems started out as attempted solutions, as efforts to protect themselves from pain.

Andrea, a woman in her late 20s who had been molested by her father, related that she had been “having sex with way too many men” because, as she put it, “I want to prove to myself that I am normal.” A therapist working from a traditional treatment model might have explained to Andrea that she was going through a period of “sexual acting out,” characterizing the behavior as a pathological symptom of the sexual abuse. From our relational point of view, however, Andrea’s behavior was an attempt to solve the problem of feeling abnormal. She was trying to feel normal. But when she found that sex provided only temporary relief—did not provide a total solution—it had to escalate. Sex became more sex, eventually becoming “way too much sex.” The solution became a problem.

Regardless of how bizarre clients’ behavior may appear to those of us on the outside, we don’t believe that people wake up in the morning deciding, “I’m going to live as erratically and unreasonably as I can,” or “I’m going to make ridiculous choices today!” Bateson (2000) long ago convinced us that all behavior makes sense in context, so we view our job (and a challenging job it can be) as a process of contextualizing—making sense of—people’s seemingly nonsensical, illogical, harmful, or unhelpful behaviors.

Colleen, who had also been molested by her father, suffered from profound tension, a result of the fearful watchfulness that accompanied her every waking moment. The tension was tied into her continually guarding herself against others viewing her as perverted. However, when we asked her to notice what others could sense about her, she discovered that “nothing showed on the outside, so nobody realizes how twisted I am.” This observation led her to conclude that since the abuse was not outwardly apparent, it didn’t have to be inwardly apparent, either. When she decided that she could just be herself, “not some freak who had sex with her father,” she began to breathe more easily, the tension eased up, and the more-of-the-same cycle of escalation slowed.

The general treatment goals of many therapeutic approaches to sexual abuse are to help clients recover from symptoms and to restore power and control (Dolan, 1999; Sheinberg & Fraenkel, 2001; Trepper & Barrett, 1989). Many therapies assume that such recovery and restoration requires clients to be “healed” by recalling and “working through,” in painstaking detail, long forgotten violations (Briere & Scott, 2006; Frederickson, 1992). However, because we aren’t guided by metaphors of woundedness, pathology, and distortion, we don’t seek to heal our clients. To us, the enduring harm of sexual abuse happens at the level of relationship and involves the rupture of living connections. Freyd (1996) calls it betrayal trauma. We call it relational dis-memberment. Rather than encouraging clients to remember their abuse, we orient toward helping them re-member their severed connections with themselves, their sexuality, and other people.

When Andy Catlett, the farmer in Wendell Berry’s (1988) Remembering, lost his hand in his corn-picker, “his trust in himself failed” (p. 35). Overcome by anger and guilt, he withdrew from himself and from family and friends. Before the accident, Andy had always known that his arguments with his wife, Flora, were “about duality: they were two longing to be one, or one dividing relentlessly into two” (p. 34). But after “giv[ing] his hand to the machine” (p. 34),

. . . he had no faith in himself, and he had no faith in her faith in him, or in his faith in her. Now their quarrels did not end their difference and bring them together, but were all one quarrel that had no end . . . It was no longer about duality but about division, an infinite cold space that opened between them. (p. 35)

The boundary-breaching of sexual abuse similarly creates cold divisions within and between people, destroying trust and forging guilt, rage, and confusion.

At some point in the novel, Andy finds the ability to trust again—to trust himself and to trust his wife. He realizes that his and Flora’s life together, building their farm, raising their children, “has depended all on trust” (p. 110), and he recognizes that trust always requires a leap of faith, because “one cannot know enough to trust. To trust is simply to give oneself; the giving is for the future, for which there is no evidence. And, once given, the self cannot be taken back, whatever the evidence” (p. 110). Andy stops trying to “take himself back,” stops withdrawing. He begins to forgive himself and seek the “forgiveness of everyone and everything from which he has withheld himself” (p. 113).

The development of trust and forgiveness has to do with the re-membering, the repair of relationships the person has with herself and with others. We consider re-membering a useful relational metaphor for understanding therapeutic change. Rather than rushing to help our clients get rid of the personal and interpersonal symptoms with which they’re dealing, we start with the assumption that there is a wisdom to whatever they are experiencing. So although we very much want our clients to feel better, we tend to move slowly, making sure we understand what’s going on and not setting ourselves up as “removal specialists.” Flemons (2002) avoids this trap by thinking of himself as a disentanglement consultant. We like this idea, because it underscores that therapy is about untangling problematic relationships, rather than getting rid of thing-like problems. From our perspective, the change that takes place for people who have experienced sexual violation is not the result of remembering the sexual abuse but rather a re-membering, a re-connecting between self and dismembered relationships.

CULTURE MATTERS

It is in the best interests of our clients and society as a whole to find ways that connect people, rather than generate new separations. Those who have been harmed by sexual abuse seem to have a sense of this, which is often reflected in their fervent wish that the harm receive acknowledgment, particularly by the offender or by those who denied it. However unarticulated, they recognize that if the person who harmed them could acknowledge the harm, he would be accepting responsibility for hurting another human being, which would go a long way toward re-membering and restoring the legitimacy, the sanctity, the inviolability of that person’s humanity. Such acceptance re-connects basic human values shared by victim and offender. When a victim is able to witness her offender’s regret, there is potential for restoring their shared humanness. With true apology, the offender acknowledges the relational rupture inherent in his violent act. He recognizes that he was willing to sever the human relationship between them for the sake of his individual gain. In so doing, he cedes back to the victim her freedom to dissent and her right of self-determination.

For the protection of victims and because of legal constraints, the treatment of sexual offenders is almost always conducted separately from the treatment of those they violated. This, of course, limits the degree of relationship repair that can be accomplished. We, too, are limited in this regard. Within our work, we concentrate on clients re-membering all relevant intra- and interpersonal relationships; however, we don’t bring violators and those they violated into the therapy room together. Maybe, however, those violated are beginning to do that for themselves. To see how, let us briefly return to Emily Doe, whose story we started at the beginning of the chapter.

At Brock Turner’s sentencing hearing, Emily Doe asked the judge to allow her to read a letter in court, directly addressing the rapist. Emily Doe, who later said she wants to remain anonymous because, “for now, I am every woman” (KTVU, 2016), started the letter by saying to Turner, “You don’t know me, but you’ve been inside me, and that’s why we’re here today.” Emily’s extraordinary letter detailed for Brock the severe, prolonged, and dehumanizing effects of being first violated, then examined, prodded, poked, photographed, and finally, questioned, accused, shamed, and re-raped as she sat in court and listened to the man who raped her claim that she “liked it,” even consented to it. She tells of the traumatizing effect of not only being told that she had been assaulted, but also being told that “because I couldn’t remember, I technically could not prove it was unwanted. And that distorted me, damaged me, almost broke me.” She wrote:

My independence, natural joy, gentleness, and steady lifestyle I had been enjoying became distorted beyond recognition. I became closed off, angry, self-deprecating, tired, irritable, empty. The isolation at times was unbearable. You cannot give me back the life I had before that night either. While you worry about your shattered reputation, I refrigerated spoons every night so when I woke up, and my eyes were puffy from crying, I would hold the spoons to my eyes to lessen the swelling so that I could see.

Emily Doe gave her letter to Buzzfeed, an Internet media company, that posted it online, where it went viral, setting off a media firestorm of empathy for the victim and anger toward the judge, the Turner family, and the American rape culture. The letter has been viewed more than six million times on Buzzfeed alone. It was picked up by a number of major print and television news outlets, including a British newspaper. It was read aloud on the floor of the U.S. House of Representatives. Vice President Joe Biden responded to Emily with an open letter of his own that expressed his support, praise, and gratitude for her courage. Hillary Clinton, 2016 candidate for the U.S. presidency, praised Emily Doe for her courage, noting that Emily had “done an important service for others.” The city of Ft. Myers, Florida, made the letter into a reading at a public theater. Buttons and T-shirts have been printed and circulated. A petition was circulated that asked the judge to extend Turner’s sentence, closely followed by a petition, which included members of Congress, asking the judge to step down.

John Pavlovitz (2016) wrote a response letter—which also went viral—to Dan Turner, observing that his failure to help his son take responsibility for what he did to Emily Doe was, itself, a part of the problem. Pavlozitz pointed out that both Turners’ incapacity to appreciate Emily’s trauma reflects a mindset that permitted Brock to regard an unconscious woman as his for the taking:

If his [Brock’s] life has been “deeply altered” it is because he has horribly altered another human being; because he made a reprehensible choice to take advantage of someone for his own pleasure. This young woman will be dealing with this for far longer than the embarrassingly short six months your son is being penalized. She will endure the unthinkable trauma of his “20 minutes of action” for the duration of her lifetime, and the fact that you seem unaware of this fact is exactly why we have a problem. This is why young men continue to rape women. This is why so many men believe that they can do whatever they please to a woman’s body without accountability. This is the reason so many victims of sexual assault never step forward. (Pavlovitz, 2016)

Emily Doe’s letter unleashed a flurry of social media responses and prompted a cry of national outrage against the idea that the rapist was the victim, against a judge who gave a rapist a slap on the wrist, against a court system that re-rapes victims of sexual violence, and against a culture of racism, sexism, and classism that privileges white, upper-class men. Already, legislation has been proposed that would change the way California defines and penalizes rape.

For victims, why is this case so different? Why is Emily’s letter, and the nationwide response to it so important? In writing, reading, and publicizing her letter, Emily did something very different. Rather than shrink away from her violator and shrivel up inside of herself, rather than go silent and suffer alone and outside of relationship, Emily Doe virtually pulled the rapist to her, providing details of the many ways he had severed her humanity. She planted her damaged self in front of him and made him look, showing him where and how he had damaged her and telling him of the ways he had inflicted the harm. She showed him the depth and breadth of the damage. She showed him her humanness, her vulnerability, her fear, her loss, her suffering, her humiliation, and her grief. She told him in court, in the presence of other people, that “your damage was concrete; [you were] stripped of titles, degrees, enrollment. My damage was internal, unseen, I carry it with me.” Emily’s letter did not let the rapist continue to not see the results of his assault: It deprived the rapist of the victimhood he sought for himself:

I have done enough explaining. You do not get to shrug your shoulders and be confused anymore. You do not get to pretend that there were no red flags. You do not get to not know why you ran. You have been convicted of violating me with malicious intent, and all you can admit to is consuming alcohol. Do not talk about the sad way your life was upturned because alcohol made you do bad things. Figure out how to take responsibility for your own conduct.

Emily Doe did not let Brock Turner off the hook: “Assault is not an accident. This is not a story of another drunk college hook-up with poor decision making. Somehow, you still don’t get it. Somehow, you still sound confused.” But neither did she try to diminish him, attempt to harm him with words, or treat him disrespectfully. In fact, she linked the two of them together, speaking of the ways he had damaged both their lives while noting that both their lives still held the promise of a hopeful future:

You should have never done this to me. Secondly, you should have never made me fight so long to tell you, you should have never done this to me. But here we are. The damage is done, no one can undo it. And now we both have a choice. We can let this destroy us, I can remain angry and hurt and you can be in denial, or we can face it head on, I accept the pain, you accept the punishment, and we move on.

Your life is not over, you have decades of years ahead to rewrite your story. The world is huge, it is so much bigger than Palo Alto and Stanford, and you will make a space for yourself in it where you can be useful and happy. Right now your name is tainted, so I challenge you to make a new name for yourself, to do something so good for the world, it blows everyone away. You have a brain and a voice and a heart. Use them wisely. You possess immense love from your family. That alone can pull you out of anything. Mine has held me up through all of this. Yours will hold you and you will go on. (Baker, 2016).

Emily Doe’s response to her own rape was different from that of most women who, in the face of social skepticism, condemnation, shame, and blame, retreat into themselves, never reporting, never speaking. Emily, however, trumpeted her experience to the world, handing back to the rapist and his family their accountability for both the harm caused by the rape itself and the harm caused by their unwillingness or inability to acknowledge the harm.

Even though Brock Turner did not have the integrity to acknowledge the harm he caused, the world did it for him. The public connected deeply with Emily Doe and offered her their tears of sorrow for her pain, violation, and dis-memberment. They united around Emily’s call to the assailant to take responsibility for his aggression. The world joined with Emily, speaking to the Turner family, the judge, and the court system through letters, articles, readings, media comments, petitions, enactments, and blogs that condemned young Turner for his “action” as well as for turning away from seeing the damage he left behind. Such a response can only have the effect of validating her experience, further reconnecting her to herself, her family, and the world. The massive response of empathy and acknowledgment would have the effect of helping Emily re-member herself and return to the world. We can hope that Emily’s different response will be one that future victims of sexual violence adopt.

Let us leave you with one final story of re-membering. When Paula was 10, her mother, a nurse, took the better-paying 4:00 p.m. to midnight shift at the hospital. Paula and her stepfather, Charley, whom she’d dearly loved since he’d married her mother eight years earlier, began to get even closer. They would make dinner together, check over her homework, and then cuddle on the couch to watch TV. She so enjoyed having Charley all to herself, she sometimes felt guilty for being glad her mom wasn’t there.

Until one night, when Paula was 13. Her stepfather came into her room and, putting his hand under her nightgown, began to feel up and down the length of her body. It didn’t take long before he escalated to penetration. He returned to her bedroom almost every night for nearly two years.

When Paula came to see Martha and her team of student therapists, she was 32, married, the mother of a child, and, like her mother, a nurse working on a surgical floor. She came to therapy to get rid of a persistent and unsettling picture in her head, an image of herself repeating “No, no, no, no, no, no, no, no, no, no, no,” while her stepfather, lowering himself into her, crooned gentle, soothing words of comfort.

Paula found herself throughout the day chanting “No, no, no, no, no, no, no, no, no,” under her breath. This singsong mantra highly disturbed her, but, try as she might, she couldn’t turn it off. Although she currently had contact with both her mother and stepfather, she had begun to entertain the idea that she should sever her connection at least with him, as previous abuse-recovery counselors had long ago advised. But part of her didn’t want to.

Paula was adamant that her many years of involvement in the sexual abuse recovery movement, progressing through what they identify as three stages of recovery (from “victim” to “survivor” to “thriver”) had resulted in being “healed.” She had learned to take control of her life and to gain mastery over any symptoms. And she had been successful, except for this “one last picture” that was consuming her days and nights. Once she got rid of it, she’d be good to go.

Asked by the therapist what she was doing to deal with the picture, Paula described her efforts to reassure, comfort, and ground herself, as she had learned to do in previous therapy. She might murmur affirmations to herself, such as “You’re okay. Nothing bad is really happening.” Alternatively, she might touch something solid, say, the counter of the nurses’ station at work, and then concentrate on the physical contact between her hand and the surface, reminding herself that she was in the present and the world was stable. Here is the heart of the third session:

Martha: In the picture that you have, what are you saying “no” to, as you repeat the word over and over?

Paula: (with a touch of annoyance) He was raping me! I was saying no to the rape, of course. I wanted him to leave me alone.

Martha: Yes, of course you did. And your words couldn’t make that happen. Your repeated “nos” couldn’t make him leave you alone. Can you recall the words of comfort that your stepfather would offer as he was hurting you?

Paula: Oh, you know, the stuff adults say to kids to make ’em think everything is okay, to calm them down, you know, like “It’s okay.” “It doesn’t hurt.” “Don’t cry.” “Wait just a minute, you’ll like it, you’ll see.” Stuff like that.

Martha: Did you ever like it?

Paula: (vehemently) No! I hated it. I hated him.

Martha: Was it ever okay?

Paula: No!

Martha: Did it ever not hurt?

Paula: No! No! No! It was all lies. It was horrible. No, it made me feel dirty and confused. No, I was just a little girl. I didn’t understand anything about sex.

Martha: Of course you didn’t, you were just a little girl. But even then, even at that young age, you knew the truth of how it was for you. His words of comfort were meant to deceive you about your own experience. His words were meant to make you turn from your self-knowledge, from what you knew to be true—that what you were experiencing was awful and painful, and you hated it. Your stepfather’s words of “comfort” (the therapist flicks the air with her fingers to indicate quotation marks) were designed to make you experience rape as okay, something pleasurable, even. But you never did that, did you?

Paula: (very thoughtfully and more quietly now). No.

Martha: You were just a little girl, and you couldn’t possibly physically say “no” to your stepfather, but you sure could and did say “no” to [him] defining the experience, [to him defining] the relationship the way he wanted you to define it. And you’re still saying “no” to his definition of the experience. Every day, all day long, “no, no, no, no, no, no, no, no, no. . . .

Paula: (crying) Yes. I am, aren’t I?

Martha: So, in some ways, we wonder. . . . It seems like you are saying “no” to the pain because you want him to stop and leave you alone, and you are also saying “no” to his insinuation that you could feel pleasure from this.

Paula: Yeah, if I had said “yes” to that, I would be crazy right now.

Martha: That’s right, you would, wouldn’t you? Because if you had gone about the business of trying to convince yourself that it felt good, you would have had to cut off that part of you that knew the truth.

Paula: No, I didn’t do that. I always knew what he did to me. I always remembered it. I’ve never forgotten like some people do.

Martha: And we think you should go right on saying “No!”

In further conversation with Paula, we remarked that she would never say “yes” to her stepfather’s crazy-making idea that sexual abuse could be okay or pleasurable. She would never betray herself by telling herself that it was anything other than hurtful and horrible. We complimented her on her wisdom, her “know(no)-yourself-ness,” and observed that these qualities had enabled her to come to us and tell us precisely what she did and did not want from us. She had shown considerable wisdom and strength of character when she said “no” to previous counselors who had insisted that she had to cut off her relationship with her stepfather in order to heal.

We supported her idea that she could continue to have a relationship with her stepfather, pointing out that saying “yes” to an adult relationship with him did not mean saying “yes” to the abuse. She had always loved him, and she could go on loving him without compromising herself. She had shown herself capable of hanging on to a clear-eyed recognition of what he had done to her, and she had done a great deal of important work “recovering” from that. We thus trusted her wisdom to know how best to care for herself. Now she could say both “no” and “yes.” She could say “no” to his attempt to turn pain into pleasure, “no” to his former definition of their sexualized relationship, and “no” to what he had done to her. And, she could say “yes” to her love for him.

Paula had been trying to negate the picture in her head, tensing against it, touching something solid to convince herself it wasn’t real, and repetitively saying “no” to it. These efforts had set up a fight between herself and the symptom. Finding herself on the losing side of the battle, she’d sought out therapists (the big guns) and solicited their help in joining the battle against it. Our work with her aimed at helping her have a different relationship with the symptom, one that did not oppose it (Flemons, 1999, 2002; Flemons & Green, 2004).

Paula did not think she needed to come back after the third session, and we agreed. However, we asked if she would be willing to return one last time to tell us how she was doing and to teach us about what had and had not been helpful in our work with her. Paula agreed, so we saw her for a fourth and final session about three months later. She reported that the picture had returned a couple of times since she had last seen us, but the effect on her had been much milder and less upsetting. More importantly, she said, “I spent part of that day happily chanting “no, no, no, no, no, no, no,” because now I know that a “no” to him means a “yes” to me.” We heartily agreed.

Abuse, rape, molestation—any sexual behavior enacted without consent—is an act of violence. Such acts dismember relationships, disrupting or severing the connections to self and others that make us human, that keep us whole. The violence is sometimes accompanied by physical force, which shows on the outside. But whether or not there are external injuries, violence is always done on the inside. The more important the violator is to the person violated, and the more difficult it is for the victim to say “no” (for reasons of development and immediate survival), the more strands of connection that are severed.

Our therapy with people who have endured sexual abuse does not focus on their remembering the details of what happened but rather on their re-membering severed relationships. This is the beginning of revived trust and hope.
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* For the sake of simplicity and clarity, we have chosen in this chapter to mostly use the female pronoun when referring to victims of abuse. Nevertheless, we recognize and acknowledge that boys, too, are frequently subjected to sexual abuse and that they suffer just as significantly.
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Transforming Stories: A Contextual Approach to Treating Sexual Offenders

William C. Rambo

All sorrows can be borne if you put them into a story or tell a story about them.

—Isak Dinesen (cited in Vance, 2014)

OVER THE LAST THREE DECADES, I have worked with over 1,500 men accused of sexual offenses against children, men almost universally referred to as “sexual offenders” or, increasingly, “sexual predators.” My work owes much to the theorizing of the English anthropologist Gregory Bateson (1972, 1979, 1991; Bateson & Bateson, 1987) and to the clinical theory and applications pioneered by the Mental Research Institute (MRI) in Palo Alto (Fisch, Weakland, & Segal, 1982; Watzlawick, Beavin, & Jackson, 1967; Watzlawick & Weakland, 1977; Watzlawick, Weakland, & Fisch, 1974). The combination of my own clinical experience and the ideas of Bateson, the MRI, and some others (Flemons, 1991, 2002; Gilligan, 1987; Haley, 1986; Keeney, 1983; O’Hanlon, 1987) has led to my embrace of several basic assumptions concerning human behavior, therapeutic relationships, and change. In this chapter, I set out to delineate and illustrate these assumptions; however, before I begin articulating the details, I want to offer a guiding metaphor to set the tone for what follows.

Some years ago, I made a rare visit to a local mall for some holiday shopping. In one store, I came across a collection of about a dozen different angels, each with a different name. Of those being offered, I selected three: the Angel of Grace, the Angel of Remembrance, and the Angel of Hope. It struck me, once I’d brought them home, that these three angels encapsulate everything I strive to do in therapy.

First and foremost, I endeavor in my clinical work to convey an unqualified acceptance of each client—not as he might be, but as he is. As an essential precondition for the therapeutic journey on which we embark, this acceptance is an invitation into grace, which I understand in Batesonian terms:

I . . . argue that the problem of grace is fundamentally a problem of integration and that what is to be integrated is the diverse parts of the mind—especially those multiple levels of which one extreme is called “consciousness” and the other the “unconscious.” For the attainment of grace, the reasons of the heart must be integrated with the reasons of the reason. (Bateson, 1972, p. 129)

Acceptance fosters the openness my clients need if they are to assume full responsibility for their acts of sexual abuse and to find a pathway toward integrated understanding and change.

Our therapeutic journey necessarily involves remembrance. Each man is expected and encouraged to recall and face the facts of what he did and to grasp the consequences of his behavior, not only for the child(ren) he abused, but also for the rest of the family. Because most of my therapy is conducted in a group setting, each client participates in helping other men go through the same process.

The expectations I bring into my work place demands on my clients, but they simultaneously affirm the possibility of change, and thus they embody hope—hope for the transformation that I believe is possible for most of the men convicted of sexual offenses.

Through the theoretical descriptions and stories that follow, I will elaborate on how grace, remembrance, and hope interweave throughout my work.

CONTEXTUAL UNDERSTANDING

All behavior, including sexual behavior, can most usefully be understood as existing in context and not necessarily as a sign of some deep underlying individual dysfunction or pathology. This assertion is certainly nothing new to anyone trained in brief systemic therapy, whether problem or solution focused. Most such therapists agree that a wide range of harmful or painful human behaviors, ranging from intensifying marital arguments and sexual dysfunctions, to domestic abuse, substance abuse, and even child physical abuse, can be approached by viewing the behavior as part of a more encompassing interactional cycle. In other words, these behaviors need to be understood in context. What many such therapists appear to balk at, in my experience, is extending such contextual understanding to child sexual abuse. This chapter addresses this omission.

Bateson (1972) defines context “as a collective term for all those events which tell the organism among what set of alternatives he must make his next choice” (p. 289). But, Bateson continues, “an organism responds to the ‘same’ stimulus differently in differing contexts, and we must therefore ask about the source of the organism’s information. From what percept does he know that Context A is different from Context B?” (p. 289). Understood this way, relevant change—what for our therapeutic purposes can be defined as a significant decrease in the likelihood of a repetition of sexual abusive behavior—can be occasioned by a change in context. Wilk (1985) explains that

. . . the significance of anything for humans depends on the context in which we find “it.” In another context, an experience or communication or piece of interaction would have a completely different significance and therefore would be something completely different. (p. 214)

Therapists who balk at applying this contextual understanding to the problem of sexual abuse are typically caught short by the commonly held notion that individuals who commit this offense are different from “normal people.” This is evidenced by the label “sexual offender,” a term that conjures up all sorts of assumptions about the type of person who would perpetrate such heinous acts. Bateson (1972) observes that

. . . in describing individual human beings, both the scientist and the layman commonly resort to adjectives descriptive of “character.” It is said that Mr. Jones is dependent, hostile, . . . anxious, exhibitionistic, narcissistic, passive, competitive, . . . careless, careful, casual, etc. . . .

[These] adjectives . . . which purport to describe individual character are really not strictly applicable to the individual but rather describe transactions between the individual and his material and human environment. No man is “resourceful” or “dependent” or “fatalistic” in a vacuum. His characteristic, whatever it be, is not his but is rather a characteristic of what goes on between him and something (or somebody) else. (pp. 297–298)

Bateson (1972) argues that these patterns of interaction result from ways the individual has learned to make sense of events, probably date from “early infancy,” and are “unconscious” (p. 300). The sociologist Joel Charon (cited in Pryor, 1996) offers a similar idea when he suggests that “past experiences of the individual are used to help determine the kind of action to take in a situation. . . . The past . . . provides us with the tools to define the present” (p. 257). The men I work with, like the rest of us, have character traits that developed long ago within the context of their relationship with others, and part of what we do in our groups is tease these patterns out.

But thinking about context is a difficult business, fraught with perils. Bateson (1979) makes the unequivocal claim that “without context, words and actions have no meaning at all” (p. 15). However, this does not mean that the context “causes” behaviors. If this were true, then a contextual understanding of sexual abuse would rapidly degenerate into yet another way to delimit responsibility and excuse culpability (as in, “The context made me do it.”). Context can’t be separated out as an “independent or determining variable” that produces an effect on some equally separated dependent variable (Bateson, 1972, p. 338). Rather, context must be understood as being woven of the very components that it in turn contextualizes.

Music is a helpful analogy for making sense of this (D. Flemons, personal communication, September 30, 1989). A melody contextualizes each of the individual notes composing it, but it can’t be considered independent of the notes—it is nothing but the connection between them. Complex patterns of interaction cannot be reduced to simple causal summations.

This suggests that participation in the creation and destruction of contexts is an inevitable human activity—an activity undeniably influenced by our external situations and personal histories and experiences, but one for which we are ultimately responsible. And, as with all human activities, there is an ethical dimension. When I argue for a contextually informed understanding of sexual abuse, this does not mean the men I work with are to be viewed as puppets, as hapless pawns in the unfolding of their lives. Indeed, if these ideas about context are at all close to the mark, these men, in a sense, stand doubly condemned. Not only are they responsible for their acts of abuse; they are responsible for participating in the evolution of relationships, of particular contexts with their families, with children, and with themselves, where such abuse becomes possible.

This understanding exists in stark contrast to one derived from an assumption of internal pathology as the causative factor in sexually abusive behaviors. Bateson (1991) criticizes “the trick of drawing a generalization from the world of external observation, giving it a fancy name, and then asserting that this named abstraction exists inside the organism as an explanatory principle” (p. 76). This is the essence of what occurs when we label those men who sexually abuse children as “deviants,” as different from the rest of us, and then proceed to explain their abusive behavior in terms of their “deviancy.” Unfortunately, much of the literature on sexual abusers assumes such a difference and offers such a circular explanation. It is not surprising then, given this, that many sexual offender treatment programs place this assumed difference at the heart of their approach.

CONVENTIONAL TREATMENT APPROACHES

Relapse Prevention

Clients in many traditional sexual offender treatment programs are taught, first, that they are different from normal men. No attempt is made to understand their sexually inappropriate behavior—it is already assumed to be the result of their deviant sexual arousal. No further explanation is needed, and the larger context in which the abuse occurred is not a consideration. One influential treatment guide unequivocally states that “no existing therapeutic intervention eradicates, across time and situations, the offender’s sexually deviant fantasies,” adding that “few therapists who have experience working with sex offenders regard the sexual aggressor as ‘curable’ ” (Salter, 1988, p. 139).

These basic premises concerning sexual offenders are obviously almost identical to the central tenets of most addictions programs in this country, in which clients are also taught that they are not like normal people. It follows that deviant individuals will always be considered at serious risk of relapsing, whether it be an addict falling off the wagon or a sexual offender once again abusing a child. In both cases, the “therapeutic” effort is directed toward preventing a relapse.

As recently as 2000, Relapse Prevention was still seen as the dominant model for sexual offender treatment programs in North America (Laws, Hudson, & Ward, 2000, p. 21); however, other models were starting to be formulated. In a major edited monograph published by the Civic Research Institute in 1995, Schwartz mentions a recent “movement away from the single factor model (e.g., Relapse Prevention . . .) to a more integrated approach” (p. 1.2)—one that recognizes

. . . that sexual deviancy is a multifaceted phenomenon that must be treated using a multimodal approach. Thus, the field seems to be moving away from simple cause-and-effect explanations to an appreciation of the dynamic nature of human behavior. (p. 1.2)

Self-Regulation and Good Lives Models

This movement in the field referenced above is seen in the development of the Self-Regulation Model, which places emphasis on addressing new and healthier goal-setting and decision-making processes (Ward & Hudson, 1998) in place of those that led to the sexually offending behaviors. In place of the Relapse Prevention Model’s single pathway to offending, the Self-Regulation Model describes four different pathways potentially leading to offending. Each pathway, however, is still derived from basic perceived deficits in the decision-making process of the individual offender.

A further development in the field has given birth to the Good Lives Model and a greater emphasis on a positive approach to sexual offender treatment (Ward & Gannon, 2006; Ward & Stewart, 2003). This model views those who commit sexual offenses as similar to all humans, in that they are trying to achieve various goals in life, albeit in often maladaptive ways. The Good Lives Model, as the name implies, seeks to utilize treatment to assist offenders in developing more adaptive ways to achieve the better life they are presumably seeking.

More recently, the Good Lives Model and the Self-Regulation Model have been combined to form a more comprehensive theoretical approach to the treatment of sexual offenders (Ward, Yates, & Long, 2006; Yates & Ward, 2008). The authors of a recent clinical guide for applying these models to treatment (Yates, Prescott, & Ward, 2010) summarize their approach as a

. . . positive model, based on the assumption that people are more likely to embrace positive change and personal development—and to be motivated to participate in treatment—when the language used is non-judgmental and when the approach to intervention is future-oriented, optimistic, and focused on what clients can personally gain from treatment. (p. xi)

While this does seem to represent a significant shift in how the goals of sexual offender treatment are conceptualized, it is worth noting that even this “new” approach is still, at base, characterized by a singular focus on the individual and his perceived deficits, which are seen as ultimately resulting in the sexually abusive behavior. Even the hoped-for positive changes are viewed as being changes in the individual. After all, if the problem resides in the person, the solution must as well.

CONTEXT-SENSITIVE TREATMENT

A contextual framework invites a more encompassing view of sexual offender treatment than is afforded by relapse prevention models. I have never used relapse prevention as the defining part of my program, choosing instead to make relapse prevention strategy decisions on a case-by-case basis (see Rambo, 1999, pp. 191–204, for a more detailed discussion of this issue). Obviously, someone whose primary erotic focus is young children will need to employ such a strategy for the rest of his life if he is to minimize the chances of re-offending. However, this has not been necessary with most of the men with whom I work, and with some it could actually prove to be counterproductive.*

Instead of teaching my clients that they will always be at risk of sexually abusing a child, I work with them on developing individual strategies for not placing themselves in compromising or risky situations (i.e., contexts) with children, or with adult sexual partners for that matter. What constitutes “risky” varies from person to person, though with most, the emphasis is not so much on the likelihood that they might act inappropriately as it is on the danger their actions might be perceived as inappropriate. No registered sex offender can afford to do anything that could possibly be construed as sexually deviant. This is something all my clients must learn to live with, while still finding a way to lead lives as normal as possible.

My choice of this more individualized, non-pathologizing, and context-sensitive approach to treatment is not lightly made. Both my clinical work and research results fail to distinguish most (particularly incestuous) sexual offenders from “normal men.” Surely, they have made agonizingly bad decisions, but this does not mean that they are hopelessly deviant men who, for the safety of children in their vicinity, must continuously be closely monitored and tightly controlled. After conducting a small qualitative study of incestuous fathers, I concluded that “in general, there were no specific attributes of the men . . . differentiat[ing] them from me or others” (Rambo, 1999, p. 209).

Support for this position comes from Pryor’s (1996) study of 30 men who sexually abused their own children or children known to them. He surmised that “there does not seem to be much that differentiates these men from men who are not offenders except that they crossed what appears to be a thin boundary between ordinary sexual relations and what is defined culturally as extreme sexual deviation” (p. 273). More specifically, as Pryor (1996) describes the process,

. . . the men became interested in sex with children for the same reasons they do with any other adult—they were curious, they began noticing, they responded to what they perceived as a sexual cue, they experienced an erection from non-sexual touching, they chose someone they perceived as accessible to them. They experienced sex in the same ways men generally experience sex—they enjoyed the touch and the feeling of ejaculating, it was exciting because it was something new, they felt young again, it helped them forget all the stress in their lives, it was a thrill, they felt closer and more intimate. They approached and engaged the other party in ways men routinely initiate sex—by trying to seduce the person, trying to talk the person into it, being a little forceful, grabbing at the person, attempting to introduce sex in stages, taking over if they thought the other person started things. (p. 2)

Below, I present a case study of a father who initially became aroused in what began as harmless wrestling and hugging with his teenage daughter. He began to touch her inappropriately, “copping feels” off and on for over a year, before his abusive behaviors escalated and the abuse was reported. Pryor (1996) describes an identical phenomenon “in the cases of nearly all the men [in his study],” where “feelings of sexual arousal surfaced as the result of an unanticipated erotic shift” (p. 257):

The offending process started when the men unexpectedly found themselves in the midst of an erotic situation, experiencing feelings of sexual interest, desire, curiosity, and the like, which they experienced as spontaneous, unexpected, and unplanned. The men were able to pinpoint exact situations in which feelings of sexual interest and desire surfaced for them, which caught them off guard and led them to reframe their victims in sexual terms. (p. 258)

According to Pryor (1996), “Each offender became immersed in a stream of experience, an erotic stage of awareness not bounded by reflection [italics added]” (p. 258). I, too, have noticed an absence of reflection in nearly all cases of child sexual abuse. My clients find themselves becoming aroused and seem almost compelled to act on those feelings, something else they share with the men in Pryor’s (1996) study, who “became unable to turn those [erotic] feelings off and return to a non-sexual state” (p. 258).

Pryor (1996) goes on to contend that these “unanticipated erotic shifts . . . are not unique to men who molest children” (p. 258), that, indeed, they may be involved “in initial forays into behaviors such as swinging or group sex, sadomasochism, bisexuality, cross-dressing, or extramarital sex” (p. 259). While fully agreeing with this, I would take it a step further and argue that experiences of such spontaneous sexual arousal are common to all normally functioning males, in part because of male physiology. The external position of the male sexual organ results in its being highly susceptible to stimulation by mild or even nonsexual stimuli.

When the source of a sexual stimulus is another consenting adult, the individual may end up (at worst) in an ill-chosen relationship. When the focus is a child, the potential harm is immeasurable. But regardless of the source, it seems clear that many, if not most, men make meaning out of their arousal, associating the fact of an erection with the idea of sexual attraction and then constructing an explanation for the attraction. They experience, without reflection, something similar to the following sequence of conclusions: “Given the arousal I’m feeling around this person, I must be sexually attracted to her or him, and that must mean that he or she is doing something to attract me.” With the fact, idea, and explanation in place, it is but a short step to feeling justified in taking action. This, or some similar, process of belief-building appears to be at the heart of so many of my clients’ confusing warm and loving feelings for a child with warm and sexual feelings for that child.

Popular conceptions of sexual offenders characterize them as having deviant arousal patterns (Leberg, 1997; Salter, 1988) or, more recently, poor self-control and/or faulty decision making (Ward & Gannon, 2006; Ward & Hudson, 1998; Ward & Stewart, 2003). However, if my clinical experience is accurate, then, ironically enough, the problem for most of my clients lies not in their sexual arousal per se, but in the particular conclusions they draw from it and the actions they believe the conclusions justify. This offers one way of making sense of Haywood and Grossman’s (1994) finding that, in their study, “normal control subjects admitted to a nearly equivalent degree of subjective arousal to young girls as did girl-molesters” (p. 337). It is not deviant arousal that differentiates most sexual offenders from normal men, transporting them to “the other side of the moral wall” (Pryor, 1996, p. 258). Rather, it is the meaning they make of their arousal and, as a result, the actions they feel justified in taking. The normal controls in Haywood and Grossman’s (1994) study did not act on their arousal. Much of my clinical work is devoted to deriving a contextually informed understanding of how and why some men make sense of their arousal in a way that renders them vulnerable to abusing children.

It is precisely this understanding—that our clients are not demonstrably different from ourselves—that lies at the heart of the approach to therapy pioneered by those at the MRI (Fisch et al., 1982; Watzlawick et al., 1967; Watzlawick & Weakland, 1977; Watzlawick et al., 1974). I am indebted to their elegant understandings of the pragmatics of therapy, including the idea that problematic behaviors can be conceptualized as failed solution attempts.

My approach has also been informed by the work of Douglas Flemons (1991, 2002), especially his understanding of the importance of not attempting to sever ourselves from our actions. Flemons (2002) argues that therapists working from a “relational perspective” will steer their clients away from trying to banish a problem they despise, choosing, instead to

. . . facilitate a change in their relationship to it. If your clients’ dissociative attempts to negate what they hate have created a separated connection with it—a negative relationship that has maintained, or even heightened, its significance—then your job is to facilitate the associative development of a connected separation: a relationship with the problem that allows for a comfortable connection and/or a relaxed letting go. Instead of helping to push your clients’ problem away, you’ll explore ways they can embrace and/or lose track of or interest in it, allowing it to become boring or irrelevant or otherwise unremarkable. (p. 178)

A primary goal of my work is to support and encourage my clients to accept and, ultimately, embrace their abusive actions as a part of themselves, at least as part of who they were at the time of those actions. And while few of these men are likely ever to have a “comfortable connection” (Flemons, 2002, p. 178) with their abusive behaviors, it is possible for them to reach a place where they can begin “letting go” of the idea of themselves as deviant, and move—through the process of remembrance—toward hope. With such a change, a different story can be told.

TRANSFORMATIVE STORIES

Having long been aware of the transformative potential of a good story, and appreciative of Bateson’s (1979) use of “story” as a synonym for “context,” I have placed the construction of stories at the heart of my clinical work. My overall goal is to create a safe space for each client to be able to speak openly of his sexual offense and, working together in a group setting, to develop an understanding of the various factors contributing to the inappropriate behavior. In the process, I do my best to engage the client in participating in the creation of a story that explains how he came to act abusively and how he is fully responsible for those actions.

If the story is successful, it doesn’t define the client in terms of his abusive actions, turning him into a deviant monster, but rather preserves his identity as a human being. This makes it possible for him to incorporate the abusive behavior into his life history, accepting it as part of his past and, in so doing, defining it as no longer having a place in his present or future. Crucial in achieving such an undertaking is the particular means by which the client, with my and the group’s help, constructs his understanding. Because multiple stories are almost always possible, there are ethical implications in the choice of which one to tell. Perhaps a story is in order.

My Story

Many years ago, when my daughter, Rachel, was eight, I decided it was time we dispensed with the training wheels on her bicycle. My memory is that she was in agreement with this, albeit with some trepidation. In any event, one autumn afternoon I removed the training wheels and we began the process of figuring out together how to teach her to ride, given this was a new experience for us both. We were fortunate to be living in one of the few neighborhoods in south Florida with sidewalks, thus enabling us to stay off the street. I helped hold the bike steady as she got on and then did what I suppose is the only thing one can do. I held onto the back of her bike seat, trying to keep the machine upright while she, pedaling and moving forward, wobbled from right to left and back again. In this awkward fashion we made it about two thirds of the way around the block, with each house passed and every yard traversed witnessing an increase in Rachel’s confidence and skill.

This, along with an increase in speed, finally led me to let go of the back of her bike. For a brief moment, she was actually riding by herself. But then she realized that I had turned her loose. Do you remember the coyote from the old Roadrunner cartoons? Zooming off a cliff, he would keep running in thin air until he realized he was in thin air, at which point he would plummet to the ground. In coyote fashion, Rachel almost immediately fell over, half on the sidewalk and half on the grass. I remember running up and stopping just behind the rear wheel of the prostrate bicycle and rider. A quick glance revealed no obvious injuries. She turned and looked up at me with a somewhat puzzled, or perhaps bewildered, look in her eyes, searching for clarification of what exactly had happened and, more importantly, for guidance on how she was to interpret it. How was she to make sense of this uninvited and unpleasant experience?

Rachel appeared on the verge of tears, which itself would have constituted one species of interpretation. I, however, had a more helpful frame in mind. I have nothing against crying in general and have certainly comforted Rachel many times, making no effort to stem her tears. But in this instance, tears and comfort would have communicated the idea that something bad had happened and, more importantly, that riding a bicycle is a dangerous activity. Delaying a return to riding would also have created a space for fear and doubt to intrude. So, still standing just behind her, I proclaimed how glad I was that she had finally fallen off her bike, as this is the only way to learn. I recall her looking at me rather quizzically, still obviously prepared to cry if necessary.

I reached down and helped her get up and back on the bike so we could finish going around the block. I again held on to the seat, but this time she was noticeably more competent in her management of the handlebars, riding in a nearly straight line. I continued to hold on until we rounded the last corner and then, with our house in sight, I warned her that I was letting go, adding that she now could ride by herself. She did. I still have the snapshot I took soon after, a picture of a young girl with an expression of pride and self-satisfaction, with a small scrape on her right knee.

Rachel’s Story

I have one further story I would like to share and hope in the process of doing so to render more transparent the point I am trying to make. This one also involves Rachel, but the bicycle has been replaced by a compact passenger car, a gift from her mother and stepfather on the occasion of her successfully passing the written test for her learner’s permit. Several months after getting the permit, Rachel, along with her car, ended up at my home, with the plan that I would take my turn helping her improve her driving skills. She and I had been out before, but this was to be our first time venturing beyond the immediate neighborhood.

We ran some errands, and except for one or two rather unnerving maneuvers on her part, the afternoon went well. We were on our way back, almost home, with one last left turn to make from a devoted lane in the median of a divided boulevard. Tired, Rachel had asked me to take over the driving at our last stop; however, despite a light rain that had started to fall, I told her I wanted her to finish out the afternoon, a decision I would later recall with regret.

I instructed Rachel to turn into the left turn lane, assuming she would pull up to the end of the lane and stop, at which point we could jointly decide when it was safe to complete the turn. The situation was complicated by some landscaping in the median in front of the lane, which partially obscured the oncoming traffic. Perhaps in part because of this, along with the rain and her being tired and inexperienced, Rachel didn’t stop, continuing the turn until she was two thirds of the way across the inside lane of the other side of the roadway. Unfortunately, this lane was occupied by a rather large van heading in our direction at a speed that precluded the possibility of its stopping or swerving. It hit us on the passenger side and knocked us back out of the lane.

No one was hurt, but the impact was understandably terrifying for Rachel, who immediately burst into tears. I was furious at myself for not doing a better job of guiding her, for not agreeing to drive home when she asked me, and for not preventing such a frightening and upsetting experience. I felt even worse when word came back a few days later that her car had been written off by the insurance company, the damage too great to repair.

These are still, in essence, my feelings when I think back to this episode. Rachel, however, chose to interpret the experience differently. She tells a different story. Within an hour of the accident, she was saying how glad she was it had happened, because there was no other way she could have realized how truly dangerous driving is. Now, more than 10 years later, her story has not changed. She still will say that the accident was for the best, and she genuinely believes that it was instrumental in her subsequently avoiding a potentially more serious accident.

And so we have two stories, each involving a father and daughter, each intricately related to the human business of constructing understandings and interpretations. In the first instance, I was clearly in the more influential role when it came to giving meaning to the fall from the bike; however, it is important to emphasize that I still needed Rachel to buy into my version of the mishap. The business of creating stories is not something we do to another person. Fundamentally a cooperative process, it is done jointly with the other’s concurrence.

By the time depicted in the second story, Rachel was clearly much more capable of taking an active, even decisive, role in making sense of her own experience, to the point of formulating and holding on to an interpretation very much at odds with that of her father. The lovely thing about this is that her positive interpretation continues to offer so much more potential for growth and learning than my more pessimistic and self-blaming one. She has learned well the art of constructing useful stories.

CONTEXT-SENSITIVE TREATMENT

Most of my work has been with adult males, and this will be the focus of what follows.† The vast majority of the men referred to me are on felony sexual offender probation, and thus they face constant reminders of how they are viewed by state and local lawmakers and, by extension, society in general. Laws and ordinances establish curfews, they restrict where the men can live, work, and even visit, and increasingly, they stipulate electronic monitoring. Such measures convey the message that these men are dangerous, potentially violent, and unfit to live in the community. Many of my clients also condemn themselves for their abusive acts, expressing shame and remorse for having hurt someone whom they may care deeply about. A significant part of treatment involves helping them understand the potential depth of this hurt and its effect on the victim. The therapeutic approach I’ve developed encompasses these stories of abuse and harm, yet also embraces the potential for hope—hope for the lives of the men, and hope for the lives of those they have abused.

Almost all men on sexual offender probation are under court order to attend and complete sexual offender treatment, with failure to comply most likely resulting in a violation of their probation and potential incarceration. All new referrals are seen for an intake appointment, during which I gather basic information concerning their alleged sexual offense and their current living situation. I sometimes schedule additional individual sessions to permit a more detailed initial assessment. The client is then scheduled to begin coming to one of the weekly groups I run at the center. Most men will be in therapy a minimum of five years, with at least the first two involving weekly attendance. Clearly, this work is far removed from that of voluntary clients seeking help for a specific problem, and thus this chapter is not an especially obvious companion piece in a book on brief approaches to sex therapy.

It is important to understand that any court-mandated treatment program must be structured to address not only clinical concerns but also those of social control. My responsibility is not just to my clients, but also to the criminal justice system and, in a very real sense, to the larger society. Consequently, the length of treatment in many cases has more to do with the need to provide ongoing monitoring of men on felony probation than with the actual time required to address the inappropriate sexual behavior. While, as with all therapy, some cases require a longer term of treatment, many can actually be clinically resolved in a fairly brief time period, given the assumptions about change held by the brief therapy model discussed earlier.

The significant exception to this involves those men who appear to be primarily, or solely, sexually attracted to prepubescent children or barely post-pubescent teenagers, as well as those exhibiting certain compulsive sexual behaviors, most commonly the public exhibition of sexual organs and voyeurism. Such men make up no more than 5 to 10 percent of all the adjudicated sexual offenders with whom I work; however, they do require ongoing treatment and monitoring, as well as a more traditional “relapse prevention” program. The argument here is not that such offenders do not exist, but that they are a small minority and should not be used as the primary model for working with sex offenders in general.

Unfortunately, this argument has one major flaw: No one, no matter how experienced in working with adjudicated sexual offenders, can ever know with certainty whether any given individual will, or will not, go on to commit another sexual offense. This work inevitably engenders an abiding skepticism and distrust—both of the clients and of one’s own clinical judgment. Obviously, the safest course is the more traditional approaches to sexual offender treatment already mentioned—to assume that all offenders harbor sexually deviant thoughts and must be treated as chronic sexual abusers or, at best, have seriously dysfunctional self-regulation or deeply flawed decision-making abilities. Given such limitations, they must therefore, so the reasoning goes, be helped in learning to live a “good life,” a learning that will require a lifetime of monitoring. For reasons already expressed, this is not an option for me. Instead, I utilize all of my education and experience, along with the best guidelines we currently possess in the area of risk assessment, to make what I hope are informed judgments regarding each individual with whom I work. Since mistakes are inevitable, I always endeavor to err on the side of caution. This caution, born of uncertainty, becomes another clinical reason for a fairly lengthy treatment program and for the judicious use of variants on the relapse prevention approach with nearly all clients, as mentioned earlier.

There are two further clinical reasons for a longer course of treatment that should be noted. First, many individuals seem to struggle in fully disclosing the details of their sexual offenses, even in the relatively limited confines of a small treatment group. In some cases, this takes the form of a complete denial that any sexual offense took place. When this occurs, I have found that having such an individual sit in group for several years, listening to others talk openly about their offenses, can assist in helping him find the voice to disclose his own inappropriate behavior. Several years ago, one such man, after three years of weekly group sessions, announced that he was ready to stop denying his guilt and acknowledge what he did. Recently, another man who had strenuously proclaimed his innocence during our initial private sessions approached me privately after only a few months in group to admit that he was guilty but was not yet ready to be open about the fact in front of others.

This is not to say I am always successful—far from it. A number of those who enter treatment denying any inappropriate sexual behavior maintain this denial throughout. Perhaps they just cannot admit, even to themselves, what they did, or perhaps they are completely innocent of the charges. This latter possibility can never be summarily dismissed. As I write this, today’s paper carries the story of a man, imprisoned in New York for 21 years for an alleged murder, being released after new DNA testing exonerated him. I have no doubt innocent men end up on sexual offender probation just as they do on death row. The problem is that there is no way to distinguish them from the guilty. Most sexual assaults on children leave no physical evidence and thus no possibility of some future vindication. In any event, I find that when the client will not admit to having done anything wrong, I am usually not able to be helpful in any meaningful sense.

A second clinical reason for longer-term therapy involves the supportive and rehabilitative roles of the program. Many of the men referred to treatment have lost everything they had prior to their arrest—family, job, savings, home, respect. Thus, part of our work together involves the offering of basic emotional support, as well as encouragement and, at times, guidance, as they go about the difficult task of rebuilding their lives. This supportive role has, if anything, become more important as the increasingly draconian residency restrictions in much of Florida, including the county where I work, have rendered increasing numbers of registered sexual offenders homeless. In my county, they are assigned several blocks along a major highway where they must spend the hours of their curfews (generally 10:00 p.m. to 6:00 a.m.) trying to sleep as best they can on the sidewalk or in the backs of several commercial buildings. Those more fortunate, who have access to a vehicle, are allowed to sleep in that vehicle—assuming they can find a spot where they are allowed to park it for the night.

Phases of Treatment

As a practical matter, with such long-term group treatment, all groups are set up as open ended, with new participants coming in on a regular basis. The other treatment programs of which I am aware permit the participants to gradually move from attending once a week to three times a month, eventually attending once a month. The individual remains in the same group for the whole time he is in treatment, meaning that the primary focus remains on his past sexual offense, no matter how long he attends. In contrast, the program I run has three distinct phases, each with its own focus.

In Phase I, during two years of weekly group sessions, the emphasis is on each participant accepting responsibility for his past actions, recognizing the cycle of problematic behavior that resulted in the sexual offense, identifying contributing factors, and developing empathy for the victim(s). This entails each man, when his turn comes, sharing the details of the criminal sexual behavior of which he has been convicted (the court-mandated treatment equivalent of defining the “presenting problem”). Working together with the therapist and group, he develops an understanding of the various contextual factors (including thought processes, personal history, and external circumstances) that may have contributed to the inappropriate sexual behavior. And, when appropriate, he participates in the relapse prevention strategy mentioned earlier, identifying danger signs and developing strategies for avoiding actions or situations that might increase the probability of a reoccurrence of the abusive behavior.

Phase II consists of biweekly group sessions for a minimum of one year. The emphasis is primarily on present-day concerns—on how the individual is progressing with life goals previously identified and on identifying better coping mechanisms for dealing with stress and disappointment. There is also a continued focus (when appropriate) on remaining aware of the cycle of maladaptive behavior, identifying danger signs, and avoiding actions or situations that might increase the probability of a reoccurrence of the behavior.

In Phase III, individuals attend monthly group sessions for a minimum of two years. The focus is similar to that of the second phase but with increasing attention given to addressing each individual’s future—his plans, goals, dreams, and aspirations. After two years of such sessions, if the individual evidences continued stability in his personal life and work setting, I usually recommend termination of mandated treatment.

These three phases function as clear context markers, or “signals whose major function is to classify contexts” (Bateson, 1972, p. 289), demarcating change and, by implication, progress in treatment. This is nothing new. The education system accomplishes something similar by establishing grades through which students gradually move on the way to graduation. It is also not unlike what often occurs in traditional brief therapy, with the therapist underscoring progress by gradually lengthening the space between sessions from one to every two, three, or four weeks.

The hope is that, by the time an individual completes treatment, his gaze, and that of the therapist, is toward the future—no longer mired in the past offense, though remaining aware of it. All decisions as to whether to move someone further along in the program rest with me.

The following case example illustrates some of the theoretical points I’ve made and demonstrates the degree to which attending to the details of clients’ stories is essential in providing a context-sensitive approach to treatment.

Paul’s Story

Paul, a distinguished-looking man of average size, began therapy with me when he was 46. Having recently relocated to South Florida for a new job, he was referred by his community control officer‡ for court-mandated sexual offender treatment. I met with him individually for several sessions and then referred him into a weekly sexual offender group of 12 men. One member of the group was in the process of trying to secure a plea bargain for his charges, while the others were already on probation or parole for felony sexual offenses. Five months after starting, Paul was ready to tell his story. He qualified his description by noting that he had a history of treatment for “depression” and a “poor memory” for dates. Nevertheless, over the course of several sessions, he was able to clearly relate the details of the abuse and of his personal history.

Paul told the group that he had been charged with “lewd and lascivious” acts on his then 15-year-old daughter, Alice. One night, when she was sick and running a fever, he went into her room and washed her face and chest with a cool, wet rag. He then fondled her breasts and vagina, but did not penetrate her. He went back to her room “four or five times” that night and repeated his actions. She pretended to be asleep. Paul said that he had “copped feels” before, off and on for about a year and a half. He described himself, prior to this time, as having been a “model father,” with a “model family,” consisting of himself, his wife, Jill, and three children—Alice, her sister Nancy, who was three years older, and her brother Calvin, 10 years younger.

Two days following this instance of abuse, Alice told a girlfriend, who told her mother. The sheriff was called. Paul’s wife phoned him at work in the evening and said she had to talk to him. She picked him up and told him the sheriff had said he would not embarrass him by arresting him on the job if he would turn himself in. He immediately complied, did not get an attorney, and made a full confession. He was bonded out in a few hours.

Paul moved out of the house so his daughter could come back home. The Children’s Protective Services of what was then called the Florida Department of Human Resources (HRS) became involved, initially blaming Paul’s wife for allowing the abuse to occur. After a few months, however, HRS backed out of active involvement with the family. Paul went to a psychologist, who gave him a Minnesota Multiphasic Personality Inventory (MMPI) and said he thought his behavior was “out of the ordinary” and “not likely to happen again.” But he also said “we might never know” why Paul molested his youngest daughter. In relating this to the group, Paul added that he then “fired” the psychologist, because he wanted to know “why” he had done it.

Less than a year after the abuse was reported, Paul did a final plea bargain to two years community control and 10 years probation. He was initially able to keep his job of several years as the “right-hand man” for a family-owned business. However, six months later, his boss, who knew of the abuse, landed a contract with some local schools, became nervous, and fired him. Soon after, Paul agreed to a psychiatric evaluation and was placed on Zoloft. After two months on the medication, he realized that he had not been himself “for eight years”—that he had felt “withdrawn and depressed.”

The next week, Paul continued his account with a brief personal history. He dropped out of high school in the 10th grade and spent a year and a half in the military. After his discharge, he met Jill, his future wife, at a party. Both were 19. This was the first serious relationship for either of them, and they got a place together soon after they started dating.

After living together for five years, they decided they wanted to have children, so they got married. Their first child, Nancy, a girl, was born a year later. Jill was working as an accountant, and they jointly decided she would give up her career to stay home with the baby. A second daughter, Alice, was born three years later. After bouncing around in a variety of menial jobs, Paul finally “lucked” into a mail clerk job with a large corporation and was encouraged to apply for a lab testing job. During this time, he and Jill developed friendships with other parents of young children. Family and marriage were going well.

Several years later, tragedy struck. Jill’s parents, who lived close to them and were an important part of their extended family, both died within a year of one another, her father of cancer and her mother of grief. Looking back on this time, Paul described his wife as “depressed, withdrawn, and absent-minded.” At about this same time, Paul landed his first computer job. Although he liked the work, he had a difficult boss who ended up firing him. He became depressed and also started withdrawing.

Soon after, he found an upper-level position in the IT department of a major airport, an opportunity he described as “heart attack city.” Telling the group about that time in his life, Paul surmised that he never came out of the depression that hit him after getting fired from his first computer job. His wife wanted to relocate to Florida from the Northeast where they had always lived, and, after a visit to the state, he agreed and gave notice. Both Paul and Jill, each in their own way still feeling the recent losses of family and of Paul’s job, saw the move as an attempt to “make a new start.”

At the next therapy session, Paul described the family’s relocation, which both he and Jill believed at the time to be a positive change for all. Their son, Calvin, was born soon after the move, and they were pleased with the schools for their daughters. However, Paul continued to have difficulty finding satisfactory and stable employment, and the family’s savings were soon exhausted.

By the time Calvin was two, Paul had found a job he enjoyed. Given that Jill was a full-time homemaker, money was tight, but it was adequate for their needs, and the children seemed happy and well-adjusted. In a short time, however, Paul would start molesting Alice.

At the conclusion of the session in which Paul described this family history, he added that he believed something in his early childhood was related to the molestation. We agreed to resume discussion of his childhood the following week.

The process of listening to someone’s story is for me much like reading a murder mystery, something I used to do on a regular basis. One needs to be alert for clues buried in a lot of irrelevant (for the purposes of solving the mystery) information and potentially misleading subplots. However, the danger lies not in eliciting too much information, but in ruling out prematurely a particular line of inquiry.

I prefer to let the client structure his story however he wishes, both to help him be as comfortable as possible with what he is saying, as well as out of respect for each person’s right to be his own autobiographical author. Paul had chosen to begin with a brief account of the molestation. Other men leave that for last, preferring to begin with more historical background. As the story unfolds, I gradually assume a more active role, asking for more information about various aspects of the individual’s life. Had Paul not suggested looking at his childhood, I eventually would have, given how important I believe a person’s personal history to be in helping to make sense of current behaviors and attitudes (see Bateson, 1972; Charon, as cited in Pryor, 1996).

When the group met again, Paul told stories from his childhood. His father left when Paul was three and was never heard from again. His older sister went with their father, while Paul and his younger brother were placed for a couple of years with a family of “backwards rednecks” on a farm in the country. Feeling “abandoned,” he wondered about his mother’s whereabouts.

Eventually, when she was able to get a job and an apartment in Washington, D.C., his mother brought the boys to live with her, but they spent a lot of time with a babysitter, who he remembered watched soap operas. Paul remembered contracting spinal meningitis and being hospitalized at the age of five, but couldn’t recall how long he was there. He paused in his narration for a moment and then commented that his childhood had been “a history of one abandonment after another.”

This was one time I failed to listen as carefully for clues as I might have. The theme of “abandonment” subsequently became central to the understanding of the abuse that we constructed, but at the time, it didn’t register as significant. Later, when some other crucial pieces of information came forth, I was able to fit the abandonment into the larger picture of Paul’s life, a picture that included his sexual abuse of his younger daughter.

As Paul continued the story of his childhood, we learned that by the age of 12 or 13 he was becoming “rebellious” and was taken to a psychologist for “testing.” When he was caught with a stolen car at 14, his mother became “fed up” and gave him up to the courts as “incorrigible.” Between the ages of 14 and 16, he was in a series of foster homes. His adult understanding was that he was testing his mother to see if she would desert him again. His wife told him “for 20 years” that he should get help, that he was “constantly testing her.” He denied the accusation and worked hard to be “successful.”

According to Paul, Alice, now 17, was the most like him of all three of his children. She too was “rebellious,” and, as a result, he had been stricter with her. He informed the group that Alice had recently written her first letter to him since his arrest. He described the letter as “blaming” in tone. Alice asked why he had been so hard on her and, saying that she’d probably “blocked the memory,” she wondered whether the abuse had started before the age of 12. Paul felt that she seemed to be trying to blame him for “everything that had gone wrong in her life.” In response, I observed that I did not see the content of the letter as important as the fact that his daughter had finally reopened some contact with her dad. He seemed somewhat less distressed as the group ended.

This is but a small example of the possibility for multiple interpretations for most of human experience. Such flexibility of response lies at the heart of the MRI notion of reframing (Fisch et al., 1982; Watzlawick et al., 1974). My intent here was not to deny Paul’s initial response to the letter from his daughter. He had much legitimately to feel bad about. But I wanted to offer him a different way to contextualize the angry message contained in the letter, in part because I was concerned about how frequently he seemed on the verge of lapsing into complete hopelessness.

In our next group session, I asked Paul where he believed we should go next. He was unsure. The letter from Alice had really upset him, in part due to her mentioning that a year earlier she had sliced her wrist. Nevertheless, he was somewhat encouraged by her having initiated some contact. I reviewed some details from his childhood, to which he commented that he had “always shied away from getting close to people,” making the assumption that they would “abandon” him. He related this to his need for “control” as the father in the family: It had to be “my way or no way.” He used to “roughhouse” and “wrestle” with all three children, and, sometime during Alice’s 13th year, he also began “copping feels” of her during these otherwise innocent activities. Fondling her breasts, he found himself becoming sexually aroused.

The following week, I created a crude timeline on the dry erase board in the group room, highlighting the progression of his adult life, from his marriage and the loss of his in-laws, through details of his erratic job history, and on to the initiation of the sexual abuse of his daughter and his eventual arrest. The final detail included in the timeline was Paul’s decision to begin taking antidepressants.

I still lacked a working hypothesis of how Paul’s abuse of his daughter fit into his life and his family’s life at the time. But this is certainly what I was grasping for, and it is, indeed, what I aim to construct in my work with each of my clients. I look for a satisfactory solution to the mystery of the individual’s sexually abusive behaviors, to fit them into an idiosyncratic scheme that makes sense of the man’s actions within the particular context of his life. Much of my information gathering produces only background noise, but, if I persist, a meaningful pattern eventually emerges. Of course, the pattern has to not only make sense to me; it has to also make sense to the client (Fisch et al., 1982).

At this point with Paul, I still wasn’t picking up on the importance of his childhood being “a history of one abandonment after another.” However, I began drawing in another important piece of the story—his realization that he had not felt like himself for years prior to the start of the abuse. I did not know exactly where this line of inquiry might lead, but I made the decision to explore any possible connection between the abuse and Paul’s seeming chronic depression. I suggested that perhaps he had been trying to overcome a sense of “despair,” a sense of what the Danish theologian Soren Kierkegaard referred to as “that sickness unto death,”§ and I asked him to think about how the sexual abuse of his daughter might fit within this. I used the word “despair” rather than “depression,” because despair suggests an object. We despair over or about something, and I was curious as to what that something might be.

In the next session, I asked Paul about his relationship with his wife prior to and during the abuse. He hadn’t, as yet, volunteered much about his marriage, but I wanted to explore it. I have found that, in many cases, an erotically charged connection with a child (usually a daughter or stepdaughter) serves a similar function for the husband as would an outside affair. Paul replied that he and his wife didn’t, at the time, talk about each other or their relationship. They “would talk about the kids”; they “got along fine”; the marriage was “comfortable.” What about the relationship with his children? He was “closer” to Nancy, who was “so easy.” He “got pissed” at Alice for being so difficult, and he was scared that she would go off in the wrong direction, as he had done in his teenage years. He could “roughhouse” with Alice, but Nancy was a “lady.” Alice was “tougher than Nancy.”

Paul commented that he agreed with everything I had said the previous week concerning his experiencing despair, but he couldn’t “connect it with the abuse.” He added that, having lost his family, his despair was still with him: “I’ve taken the better part of my life and thrown it away.” He knew he would always be Nancy’s dad, but he wasn’t so sure about whether he could ever be Alice’s or Calvin’s. I didn’t take issue with his dismissal of the despair being related to the sexual abuse, but I still believed that it could help in deciphering his sexually abusive actions. The search for clues continued.

In a subsequent session, Paul described a Father’s Day card he’d received from Alice. She wrote that she remembered the good times they had had and said that everyone makes mistakes, some worse than others. She expressed the hope that he would get the help he needed so they could have good times again.

Facing the imminent end of his current job contract and not yet knowing where his next job would take him, Paul was having trouble focusing and was “getting back into depression.” He was distressed about being away from his family and about the amount of time remaining before he could be released from community control. I encouraged him to resume taking his antidepressant medication.

After two group sessions in which he was not the focus of discussion, Paul, looking agitated, asked to speak with me privately for a few minutes. We stepped outside. “What I want to know,” he said, “is why I got a hard-on when touching my daughter.” This was the first time he had admitted so directly that he’d experienced full physical arousal during the abuse. I started to comment about the male sexual response and sexual arousal in general, but he cut me off. He hadn’t been aroused by Nancy or by either of his daughters’ friends, even when, sleeping over at his house, they’d wandered around in night dresses and other skimpy clothing. It had only been Alice. Only Alice. I didn’t have an answer for him, but told him we would find one. I was most aware that he’d fired the therapist who said that they might never know why Paul had molested his daughter.

The following week I asked the group for their help. I told them that I felt “stuck,” and, with Paul’s permission, shared his comments about his focused sexual attraction toward Alice. Group members are often helpful in the search for understanding.

Paul volunteered that he was missing the closeness he had with his daughters when they were younger. He felt he had lost Nancy as she grew older, and he was afraid he was losing Alice as well. I questioned whether there could be a connection between his fear he was losing his daughters, primarily Alice, and his becoming sexually aroused. Could the sexual arousal have led to an “imagined closeness” or an attempt to remain close? Also, I recalled that Paul had been sent to a foster home about the same age as Alice was at the time of the abuse. I speculated that perhaps he didn’t know what a parent did with older teenagers, as he’d had no parent during those years and he’d been without a father since the age of three.

When Paul returned for his next meeting, he handed me a copy of a letter he had written to his family, asking that I review it, as he was concerned that it not inadvertently convey any sense of self-pity. From what he said and how he said it, I recognized that he finally had the explanation he had been seeking. Here are some excerpts:

To my family,

I miss all of you very much. I love you all very much. Apologies I have given, yet I know that you each need so much more than that from me. My problem is that I do not know what you need, or what to do about it.

My therapy has been very helpful. . . . I would like to share with you what I have learned about myself, and how that has affected you and us.

I never had a family life. I never had a father. It is probably not imaginable to you what that means. I did not know many, many things that you all take for granted. In spite of this I tried my best to learn how to father and did my best to contribute to making our family a loving one. . . . I did so without any role models. I went on my instincts and whatever I could learn from books. . . .

Then you girls grew into young women. First Nancy. Then Alice. Suddenly, I was not God anymore. You began to see my flaws. Everyone has flaws, I know—but beneath the surface I began to feel insecure again. In a way I was returning to a part I did not even want to think about. You of course did not know this, and I know you would never do anything to hurt me. But suddenly I found myself not knowing how to relate to you.

Meanwhile, I was failing as a husband. I really wasn’t even aware of it. I felt that I was supporting the family—what else does a husband do? I have no idea. Naturally my wife withdrew from me—perhaps unconsciously, perhaps not—as she realized that I was not satisfying the expectations someone who has been raised within a family has. I see now, as I did not then, that I withdrew even more so. Now I see I withdrew, because I did not know what to do. I did not see that then.

I found myself unimportant to my wife. My daughters were moving away from me, as is only natural. Again, I did not see this then but now I do. I was wondering, “Where do I fit in?” I was the guy who brought home the paycheck. I began to withdraw even more.

I see now that in an attempt to be “something,” to play some role in my daughters’ lives, I became an “authority figure.” I did so to make myself more than just that guy who brought home the check. I didn’t do that because I did not love you; I did it because I love you, and I wanted to have a relationship with you. This was the first step in my sickness.

A surprising issue came up in therapy about my own past and how it affected this time. Again, I was amazed at how I did not see this myself until it was pointed out to me. At 15, I went from having next to no family life and one parent to NO family life and NO parents. Of course I had no way to know how to deal with teen-aged kids as a parent or within a family. . . . How could I have been so blind to these issues I see clearly now? . . .

You cannot realize—any of you—how much I miss my little girls. How empty it feels now that you are gone. How helpless I feel about what to be in your lives now. And this was the next step in my sickness. As my therapist explains it, touching brings feelings of intimacy. Watching you girls slip away, feeling useless in your lives, and my wife’s—only “being there,” “providing,” I longed for intimacy. My mind, with its repressed problems, explained to me that now that you were young women, not just little girls, touching would gain me intimacy.

I never meant to hurt anybody. I never meant to sabotage my marriage. I only desperately wanted to be “something” to you. . . .

I love you all so very much. I am so lonely. I am trying to take my therapist’s advice and not hate myself. The best I have managed is to survive, so that I can continue to provide. It is the only role I can see for myself. I have no map. I’m lost. I am sorry I have failed you. I am sorry I continue to fail you. None of you has ever failed me. I am proud of each of you.

I love you all.

ALTERED CONTEXTS, ALTERED BEHAVIORS

One of the interesting aspects of Paul’s letter for me is a phrase that, with variations, almost becomes a refrain: “I see now, as I did not then.” I’m not suggesting that “insight” leads to change; however, I think in our desire to distance ourselves from “insight-oriented therapies,” we brief therapists may have sometimes failed to acknowledge that changes in meanings (i.e., reframing) can look very similar to such insight. It becomes, perhaps, a matter of semantics, perhaps something more.

All explanations are not equal. Some are empty or self-serving—a way of assigning blame to someone else and maintaining the status quo. Others, however, are able to dramatically influence present perception and future behavior. These tend “to change the conceptual and/or emotional setting or viewpoint in relation to which a situation is experienced and to place it in another frame, which fits the ‘facts’ of the same concrete situation equally well or even better” (Watzlawick et al., 1974, p. 95). One explanation of Paul’s behavior is that he is a pervert, an incorrigible sexual offender who, because of being “wired” differently from “normal” men, was capable of monstrous behavior. A second, perhaps somewhat kinder, view sees his behavior as stemming from serious deficits related to a lack of self-control and/or extremely faulty decision making. Another explanation is the one layered in the letter.

This brings us back to the notion of context as delineated by Bateson (1979, 1991). If “contexts are but categories of mind” (Bateson, 1991, p. 76), and “it is the recipient of the message who creates the context” (Bateson, 1979, p. 47), then anytime we come to an altered understanding of any particular past or present behavior (whether our own or someone else’s), there is the strong likelihood that the context of which that behavior had been a part has also been transformed. And a changed context, as we saw in the two stories about my daughter, Rachel, shared earlier, can lead to our choosing different behaviors in the future—indeed, can even make such a change in choice inevitable. Furthermore, if the transformation is significant enough, it can, at the same time, render almost impossible our continuing to act as we did in the past. As Watzlawick and his colleagues suggest, “We cannot so easily go back to the trap and the anguish of a former view of ‘reality’ ” (Watzlawick et al., 1974, p. 99).

A trivial example of how such an altered understanding can abolish old behaviors is readily found in the playing of tic-tac-toe. Young children can be entertained for quite some time, attempting to beat their opponent, but as soon as they realize that any match between two equally experienced players will always end in a draw, the game ceases to present any challenge; it becomes predictable and thus stops being fun. Such a newly born “insight”—not into human nature, but into the nature of the “game”—brings a new understanding, rendering it impossible to continue as before. As Paul said to me after sharing his letter with the group, “I’m not ignorant anymore, and I can’t get into trouble again.”

Shortly after this session, Paul announced that, in search of a possible job, he was immediately moving out of the area. Had he not left, he would have continued in this particular group until the end of his second year. I would then have promoted him to the second phase of the treatment program and, after a successful year there, to the third.

Over the following year, I had a few subsequent individual appointments with Paul and one with him and his wife (made possible because they traveled back from where they were living, in different counties, specifically to see me). He continued to struggle emotionally over the loss of his family and he lived in constant fear that, because he was now listed as a registered sexual offender on the Internet,¶ he would be identified by a coworker or neighbor. The last time I saw him, he had eight years of probation remaining, but he was due to remain on the publicly accessible Florida registry of sexual offenders for 20 years beyond that,# at which point he would be nearly 80 years old.

Although I would never presume to be certain, I’m reasonably sure that both the transformation in Paul’s story and the associated transformation in his experience sustained into the future, making it very unlikely that he “got into trouble again.” I recently attempted to locate Paul seeking a more definitive answer as to whether my presumption was justified, as well as to see how he was doing. He is still listed on the Florida Sexual Offender Registry and no new sexual charges are recorded; however, the most recent mug shot is dated 3/27/09. His last reported address is listed as being in a state in the Upper Midwest, but the Registry only lists the city, zip code, and county, not the street or mailing address. According to the Florida website, this information was received on 9/24/2010. A search of the new state’s sexual offender website failed to produce any results. Given that, prior to 2012, a sex offender relocating to this state might only have to register for 10 years, it is possible that Paul is no longer registered there. He might also have relocated in these intervening seven or so years. He could also, of course, be deceased and Florida has simply not been notified.

In any event, based on what information I possess, by conventional brief therapy standards, the case can be construed as a “success.” But the contextual changes of an individual’s therapy are themselves contextualized by family relationships and societal restrictions, and, given the schisms that sexual abuse creates within families, coupled with the current climate in this country, convicted sexual offenders such as Paul face limited opportunities for reconnecting with loved ones and for regaining the semblance of a “normal” life.

Discussion

Although my client population may be unfamiliar to many brief therapists, the process of my work bears many of the marks of a brief, problem-focused (MRI) approach. The time my clients spend in therapy (usually a minimum of five years) is obviously much longer than the 10-session ideal that many brief therapists use as a benchmark, but often the number of group sessions devoted to constructing an individual’s story is approximately that number. This was certainly the case with Paul.

But the number of sessions is, for me, much less important in defining a brief therapy approach than is the theory underlying the work. Regardless of the amount of time I spend constructing a story with someone, I’m always informed by the basic assumptions I outlined earlier, namely an appreciation of context; a deep respect for my clients, born out of viewing them as not remarkably different from me; and an assumption that most problematic human behavior, including inappropriate sexual behavior, can usefully be understood as a failed attempt to resolve some difficulty. The challenge lies in defining the difficulty.

These same assumptions lie at the heart of the therapeutic approach pioneered by those at the MRI. The only difference I see in the work I do is one of emphasis. While an MRI approach encompasses both efforts to alter behavior (through behavioral assignments) as well as changing the meanings clients attach to those behaviors (through reframing), I have found myself increasingly gravitating toward an almost exclusive focus on the latter, on constructing different understandings of my clients’ sexually abusive behaviors. With this altered understanding, a different context emerges. In that new context, as Wilk (1985) reminds us, “an experience or communication or piece of interaction would have a completely different significance and therefore would be something completely different” (p. 214). What changes for my clients is how they view their sexually abusive behaviors and, ultimately, themselves. In most cases, when this shift occurs, the work is largely complete.

When my daughter Rachel “reframed” how she made sense of her car accident, she became a better driver, in part by appreciating how dangerous driving can be. I fully expect she’ll never forget the time she made a serious mistake, and this will improve her ability to make safe choices in the future.

I believe something similar occurs with many of my clients when they make contextual sense of the abuse they committed, develop an empathic understanding of the abused child’s experience, and understand with certainty that sexual arousal is not itself a green light to act, however good they think it might feel at the time. And I believe that most of the men with whom I work, like Paul, are able to regain trust in their sexual desire and arousal and to do so safely, always mindful of the time they made a disastrous choice.

The major exception (and it is major) to this goal of assisting my clients to feel comfortable once more with their sexual feelings and responses involves those men (mentioned earlier in the chapter) whose primary erotic object is young, usually prepubescent, children. I have worked with a number of such men over the years, some of whom have gone so far as to marry an adult woman or to engage in adult sex with women or men, and despite their taking such measures, they have continued to desire children. I have also worked, more frequently, with men who have never had any sexual experience with another adult and yet have not realized this was because they were exclusively sexually attracted to children. In these cases, as their story unfolds in the group sessions, the process is not that different than it was with Paul or has been with anyone else. The goal is still reaching a contextual understanding of the abusive behavior. The difference is that we end up discovering that the sexual abuse was the result of the individual’s basic sexual orientation, not the result of a unique set of circumstances, along with arousal and opportunity, as was the case with Paul.

But even here, it is possible to “normalize” this attraction, at least in a sense. This is done by acknowledging that the attraction is a part of who the person is, not a choice for which he bears responsibility. After all, otherwise normal adult men can also find themselves aroused by young children. The issue is not the arousal, but rather the choices made relative to that arousal. In some cases, an individual client is able to come to a genuine recognition and belief that regardless of the pleasure he associates with having sex with children, he will always, if he acts on this desire and arousal, seriously harm the children to whom he is so drawn. Thus, in some cases, the affection the man feels for children can help him choose not to hurt them. Such normalization and empathy encouragement is coupled, as already discussed, with relapse prevention strategies that involve his not placing himself in situations where opportunities for abusive behavior might arise, being aware of his previous patterns of assaulting children, and so on. Safety for these men is a lifelong process involving a daily choice of a celibate lifestyle.

Turning again to the discussion of how my work relates to more traditional clinical settings and client populations, I suspect that some brief, problem-focused therapists would probably assert that MRI-informed work cannot legitimately be done with court-mandated clients, much less felony sexual offenders who are only in treatment because it is part of the terms of their probation. These therapists might argue that an MRI approach depends on a voluntary client seeking help to resolve some already identified problem. I would disagree with this, pointing out that rarely does a family therapist, at least, have the luxury of working solely with clients who want to be there and who all agree on the “problem.” The primary difference, as I see it, is that my clients come to therapy (at least initially) because a judge ordered them to, whereas other therapists work with clients who are there because someone else in the family (usually a spouse or parent) pressured them. The goal in both instances is to get the “involuntary” client at least somewhat invested in the therapeutic process. In the vast majority of cases, I have been able to accomplish this. One last assumption implicit in my work is best expressed by Bateson (1981):

I can know something of the inner determinants of my own actions, and something of what the contexts of my actions look like to me. But how much egomorphism should I allow myself in interpreting the actions and contexts of others? No final answer can be given. . . . Only by use of introspection, empathy, and shared cultural premises—the products of socialization—can anybody identify how context appears to another. (p. 76)

This is, for me, the central challenge of the therapy I offer—and also the source of a crucial humility, because this business of constructing understandings of sexual abuse can all too easily become an arrogant enterprise. I try to live up to the promise I have made to myself that every story I participate in constructing must always be, in some sense, merely a tentative and incomplete, all too human attempt at answering the question “Why?” I partially console myself with the belief that trying and getting it wrong is still better than not having tried at all. In the final analysis, stories are really all we have. But stories, as a medium, are themselves morally neutral. They can sow the seeds of damnation, denial, and despair. They can also nourish the fruits of grace, remembrance, and hope. It thus behooves us to choose, with care and ethical sensitivity, the stories we tell.
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* See Flemons, 1991, pp. 104–111, for a discussion of the problems of focusing on not doing something.

† Over the years, I have worked with several adult women, as well as male and female adolescents.

‡ This particular form of community supervision is colloquially known as “house arrest.” An individual on community control in Florida meets with his officer weekly, submits a detailed schedule for the upcoming seven days, and is only allowed to leave his home for purposes of work, doctors’ appointments (including therapy), and a few hours of shopping per week.

§ I do not commonly use such literary allusions in therapy; however, Paul was a well-read, extremely intelligent man. I assumed it was something he could understand and possibly relate to.

¶ Florida, along with most states, has established an internet site containing the names and addresses of all registered sexual offenders and sexual predators in the state. This site became operational in October, 1997, around the last time I saw Paul.

# The United States Congress passed the Adam Walsh Act on July 27, 2006, creating a national registry. Also known as the Sex Offender Registration and Notification Act (SORNA), it required states to modify their registration laws to bring them into compliance with the new Federal requirements or risk loss of certain Federal funds. SORNA specified life-time registration for what it termed “Tier III” offenses (shorter periods of registration for offenses falling in the first two tiers). The mandate for registration, ranging from a few years to lifetime, was made retroactive to all sexual offenders, including those whose convictions predated SORNA’s enactment. Florida (which as of 2017 still lacked a tier system) amended its registry law as of July 1, 2007, to extend all sexual offender registration to life-time registration—regardless of the severity of the sexual offense and, in keeping with SORNA, to make this retroactive regardless of conviction date. Paul was formally sentenced in December, 1995. As of July 1, 2007, he would be on the registry for life. More specifically, the new Florida law required that an individual remain on the registry until one year after the date of death on the death certificate. Thus, the fact that Paul’s name is still on the registry does not necessarily mean he is still alive.
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Let me remind you of our cardinal principle: “Through conscious means we reach the subconscious.” . . . Wherever you have truth and belief, you have feeling and experience. You can test this by executing even the smallest act in which you really believe. If you just feel the truthfulness of this act, your intention and subconsciousness will come to your aid. Then superfluous tension will disappear. The necessary muscles will come into action, and all this will happen without the interference of any conscious technique.

—Constantin Stanislavski (1936; cited in Greenleaf, 2000, p. 66)

BRIEF THERAPY MODELS, as developed and practiced by the founders of MRI (e.g., Fisch, Weakland, & Segal, 1982; Ray & Weakland, 1995) and solution-focused brief therapy (SFBT) (see de Shazer, 1982), owe much to the innovative hypnotherapy and psychotherapy practices of Milton H. Erickson, MD. In many ways, Erickson can be considered the first brief therapist, so although most MRI and SFBT practitioners don’t directly use hypnosis in their work, it is fitting to include in this Handbook of Brief Sex Therapy an Erickson-inspired hypnosis approach to resolving sexual issues. In this chapter, I will focus on one case, but first I will outline ideas and principles informing the work.

TRANCE, HYPNOSIS, AND HYPNOTHERAPY

Some people think of trance only as something that results from a hypnotist performing a hypnotic induction. Although it can certainly result from such an initiation, trance is best understood as a naturally occurring human experience. I distinguish five different types.

Focused, attentive trances, such as those in high-level performance in athletics, the arts, and mathematics, are familiar to many. When the soccer player shoots a penalty kick, she sees only the ball, the goalie, and the goal. The thousands cheering in the stands are outside her attention or awareness. Csíkszentmihályi (1990) refers to such trances as “flow experiences.”

Dissociative trances occur at times of trauma and injury. They are protective responses that help ensure that sensations of pain and fear are kept separate from bodily experience. I was once walking across a road when I was hit by a car going 55 mph. Struck below the right knee and hurled over the hood and into the windshield, I found, on regaining consciousness, that I had neither sensations of pain nor fear. My dissociation allowed me to actively engage the emergency workers who were helping me (Greenleaf, 1994).

Trances of surprise and confusion occur when people become disoriented.The lottery winner says, “I can’t believe it! This isn’t happening! I must be dreaming!” and the shopper watching the Shopping Channel on TV is mesmerized by a confusing, rapid patter of conflicting, hard-to-follow prices, time schedules, and varieties of product, until a single, bold, direct demand is supplied: “Call 1-800 . . . to order your product right now!” Erickson (1948/1972) recognized that when people are in such trances, they tend to be more open to therapeutic suggestions.

Meditative and contemplative trances occur when people undertake practices such as Zen sitting meditation or Christian prayer.

Dream-induced or visionary trances are commonly seen in traditional cultures, invited by a shaman or other healer and sometimes hallucinogenic substances such as peyote. However, such experiences are also possible in contemporary Western culture without the need of either a shaman or psychedelics. Some of the hypnotherapy work I offer to clients relies on this type of trance, and I find it provides a firm foundation for brief psychotherapy and personal change. The case I will be discussing below is an example of such approach; however, like many Erickson-inspired clinicians, I utilize all five types of trances in my hypnotherapy.

ERICKSONIAN PRINCIPLES

Milton Erickson’s therapeutic DNA can be found embedded in the methods, interventions, and innovations of most of the major modern models of psychotherapy—not just in brief and family therapies, but also in community psychotherapy, cognitive and behavioral approaches, narrative and strategic therapies, neurolinguistic programming (NLP), and of course medical hypnosis and direct and indirect hypnotherapy. Throughout his career, Erickson consistently demonstrated an understanding of the unconscious mind as benign, resourceful, and in relationship. He recognized interpersonal action as the wellspring of therapeutic effect, and he remained focused on effecting new learning. He was noted for his creative use of metaphors and stories—the language of both the unconscious and of therapy—for communicating therapeutic ideas and injunctions. And respecting the individuality of both the patient and the therapist, Erickson was committed to the utilization of anything and everything in his patients’ communications and experiences, including their symptom, in the service of helping them achieve their goals. I’d like to say a few words about each.

The Unconscious

So many of our most important learnings begin forming in the early beginnings of our lives—breathing, smiling, reaching out, focusing on faces, forming emotional attachments, attuning to the rhythms, sounds, and structures of language, and learning itself—learning how to learn. These come to us before words, before consciousness. They are, by definition, preconscious or unconscious.

Such capacities can be identified in three processes that I consider the primary responsibilities of the unconscious mind: the unselfconscious, effective management of the neurophysiology of the body; the emergence or expression of interpersonal emotions in relationships; and the achievement of new learning. Throughout Erickson’s hypnotic work, it is possible to identify examples of these three processes—tropes of somatic experience; complex relationships, including family, ancestry, and culture; and early childhood learning. These emphases accord well with modern investigations of the brains of humans, great apes, and cetaceans. Researchers have discovered specialized, long-fiber cells on which are represented bodily sensations, interpersonal emotions, and novelty and surprise.

To influence this confluence of sensation, emotion, and learning requires an ability to relate to and communicate with the unconscious—with what Freud called “the other place” and Jung (1959) referred to as “a visionary rumor.” According to Winnicott (1965), “At the centre of each person is an incommunicado element and this is sacred and most worthy of preservation” (p. 187). By protecting and communicating with the part of a person that lies beyond his or her conscious grasp and conscious attempts at control, the hypnotherapist can help access and utilize what Erickson considered the primary skill set of a focused, benign, and resourceful unconscious: making searching inquiries into insoluble problems.

I make hypnotic connection with the unconscious as a means for initiating and inviting therapeutic change. If we wish to affect the body (pain states, sexual activity, and the like) and affect human relationships as well, we must find ways to encourage new learning, rather than to codify old learning that has led our patients to dead ends in life. This obviously has direct relevance for the application of hypnosis to the treatment of sexual problems, as they can’t be resolved with conscious intent or through efforts to increase conscious control of sexual responses.

Metaphors and Stories

Communicating with the unconscious involves accessing existing resources and inspiring new learning. My preferred way to effect such communication or interaction between conscious and unconscious is not through explanatory discourse, but rather through story and dream, replete as they are with metaphor.

The word metaphor comes from the Greek metapherein, “to transfer.” Because all language transfers meaning from the world to the word (and back again), all words and expressions, even when used to explain, are at base metaphorical (Lakoff & Johnson, 1980). But I’m interested in the transfer of meaning, back and forth, between the unconscious and conscious minds. This is a central aspect of Ericksonian work, requiring facility with language specifically attuned to image, analogy, and symbol. The hypnotherapist must be adept at listening for and employing metaphors embedded in patients’ speech and expressions, as well as utilizing their stories, cultural symbols, and dreams.

Such communication is designed to encourage and direct beneficial human action, rather than self-knowledge or understanding. According to Socrates, “The unexamined life is not worth living.” If this is true, then, I believe, so is the following corollary, a complement of the original: “An unlived life is not worth examining.” But it is worth changing. We don’t have to come up with explanations for the stuckness, only an experiential means of facilitating movement, and for such an undertaking, hypnosis is ideal.

Erickson used metaphors and stories not only in conducting hypnosis and therapy with his patients, but also in teaching hypnosis to other clinicians. Such an approach made it difficult for those experiencing or studying his work to pin him down. Patients would improve but not know why, and students would recognize that he was doing something, but not be sure what. Erickson used stories to heal his patients in trance, and he used stories to answer his students’ theoretical questions. This latter practice, as Parke (2000) noted, has resulted in essential aspects of Erickson’s work being “intractable to formulation” (p. i).

Utilization

Although Erickson relied on familiar stories and hypnotic methods, he advocated creating a novel therapeutic approach for every case, an approach that utilized the individual, distinctive resources of the patient. His work reminds us that measures of central tendency are just that—they don’t apply to individual persons and to the originality of each therapeutic relationship (Greenleaf, 2001). Always searching for flexibility in the application of hypnotic technique, Erickson developed methods for inviting natural trance through conversation and imagery, as well as for inviting trance with resistant and oppositional persons. He utilized all manner of human behavior and ways of thinking to connect with people, to induce a beneficial state of trance, and to arrange for therapeutic change.

But utilization cuts both ways. The therapist identifies and incorporates not only the patient’s unique resources, but also his or her own. According to Erickson (1979), “to initiate this type of therapy you have to be yourself as a person. You cannot imitate somebody else, but you have to do it your own way” (p. 276). Yogi Berra made a similar point when advising a player who was attempting to adopt Ted Williams’ batting stance: “If you can’t imitate him, don’t copy him.”

Utilization can be recognized in virtually every Erickson case description. An illustrative example, one that is particularly relevant for a book on therapeutic quickies, is a one-session therapy he conducted with a newly married couple struggling with sexual impotence. The result of this one session was still sustained when he followed up with them 10 years later (see O’Hanlon & Hexum, 1990, pp. 125–126; see all of Chapter 3 [pp. 125–150] for a listing of all Erickson’s cases involving human sexuality).

Because of the husband’s erection difficulty, the couple had not yet consummated their marriage. In his office, Erickson had the young man look at his wife and re-experience the shame, humiliation, and helplessness he’d been feeling. Erickson acknowledged that the young husband would want to do anything to escape that feeling, but he told him, “as you continue to look in her direction, you will become unable to see anything but your wife. You will enter a deep hypnotic trance in which you will have no control over your entire body.” Erickson continued in this vein, telling the man that he would hallucinate his bride and himself naked and sense intimate physical contact with her. He would be excited, but he would be unable to control his physical response.

Erickson induced this hypnotic trance by utilizing the man’s helpless shame (his symptom, if you like), directing him to do what he was already doing. This is a common and effective method of trance induction, not unlike when directive hypnotists tell their clients, “You are sitting in the chair. Your eyes are staring. The lids are becoming heavy.”

Erickson then hypnotically facilitated a resolution of the problem by defining his client’s inability to achieve an erection as an inability to control his body. In his failure, he was helpless. Erickson then utilized this helplessness, telling the client that, while imagining his wife’s body, he would experience helpless arousal. Erickson went on, telling the man that there would be no completion of his physical response until his bride requested it, and at the conclusion of the trance, Erickson told him that there was nothing he could do to keep from succeeding again and again. Helpless failure was redirected to helpless success. That night, the couple easily consummated their marriage.

A coming together of these elements—attending to the unconscious, employing metaphor and story as a means of communicating with it, and utilizing the client’s idiosyncratic resources—can be found in my brief work with a depressed, 40-year-old engineer.

Melvin entered therapy with me in a state he described as “down in the dumps.” Taking seriously his metaphoric description of his depression and taking into consideration what one tends to find in dumps, I thought about the skill sets that Melvin, as an engineer, was bringing to therapy. A person’s resources are often found in those activities they enjoy and in those competencies they practice. What the patient does well unselfconsciously is a proxy for their unconscious mind.

Employing hypnosis, I asked Melvin to take on the “depressing” task of sorting through the garbage and recycling it. He replied, “I’ve thought of this disgusting garbage as attachments to past events, like adhesions. I want to get rid of it.”

How to do this? We agreed that such an enterprise would require a healthy expenditure of energy. To supply it, he would compost the (mostly organic) garbage, collecting methane to later burn by means of a methane converter. He could then put the power generated in this way to whatever use seemed important to him. His choice was to use the gas to power a burner that could cut holes through metal plates that blocked him from the outside world. As he did this, his feeling of disgust was replaced by one of calm satisfaction and smooth breathing, “like normal, everyday breaths, but easier.” He had begun down in the dumps, but, after much hard work, he could breathe easier (see Greenleaf, 2000, p. 38).

Respecting Melvin’s individuality—his experience and competencies as an engineer—I entered a relationship with him and utilized his depression (asking him to take on a “depressing task”), his metaphoric language choices (exploring what he found in the dumps), and his expertise (regarding catalytic converters). All this was in service of my encouraging his unconscious search for a creative solution to the metaphoric representation of his problem—how to recycle the garbage in the dumps, allowing him to assume an active, rather than passive, stance in life.

For readers not well versed in hypnosis, such a treatment approach can seem ill-defined, a little confusing perhaps, almost dreamy. Indeed, everything we did to address Melvin’s depression was accomplished in the language of metaphor, facilitating psychotherapeutic change via communication with his unconscious. Rather than searching for an explanation of his condition, we discovered creative solutions emerging from dream imagery. My therapeutic creativity is inspired by the choreographer and dancer Twyla Tharp (1995, p. 30), who once said of herself, “I don’t focus on an issue—I focus on an antidote,” and by the scientist Albert Einstein, who said, “The world that we have made . . . creates problems that we cannot solve at the same level as the level we created them at” (cited in Dass, 1970, p. 124 ).

Dreams have a “givenness” in our experience that only the fiercest reality brings. They are, according to Erickson, “the substance that paves the way to the goals of achievement. Such goals are reached more rapidly if a dreamboat is available” (cited in B. A. Erickson & Keeney, 2006, p. 133). Dreamy language, rich with visual imagery, is the very stuff of Ericksonian hypnotherapy, either in its improvisational, naturalistic trance form, or in more formal or structured imagined experiences. Erickson used both.

At this point in the chapter, it would be appropriate for me to describe a case that illustrates in some detail the application of some of these ideas and practices I’ve been explicating to the practice of sex therapy. Instead, I’m going to almost do that. Ericksonian psychotherapy, and even more so Ericksonian hypnotherapy, is fundamentally a collaborative adventure. Very often, I experience myself in sessions not as a central figure or as an instrumental instigator of what happens, but instead as a host and facilitator, arranging opportunities for my patients’ creative unconscious to dream up imaginative solutions to seemingly impossible problems. Given this, it only seems fitting for me to give a patient, a woman named Ruth, the primary responsibility for telling the story of our work together. I will offer some preliminary and interspersed commentary to contextualize her narrative, but the following is mostly a transcription of her recent recollections. She describes what she considered important details in that portion of our therapeutic journey having to do with a change in her experience of sex with her partner, Gene (personal communication, 2016).

Ruth was raised in a musically and scientifically talented family in a university town. In the midst of an otherwise harmonious family life, she was repeatedly sexually molested by a rapacious uncle, whose grasping attempts to have sex with any woman in his vicinity were well known within the family. The uncle touched and kissed her fervently from the age of 5, had intercourse with her at age 12, and approached her for sex throughout her 20s. Ruth was unable to either tell others of her distress or to get them to notice the obvious in her uncle’s predation.

As a brilliant student and the best athlete among the boys and girls she played with, Ruth had noticed, with the foreshadowing of puberty, that the boys wouldn’t play with her anymore. She blamed the development of a womanly body for this exclusion, and, in the background, blamed that same body for her uncle’s unnatural desires toward her. She became anorexic.

The initial abuse, as too often happens, disposed her to being influenced by subsequent predators as she grew up. About one of these, an alcoholic boyfriend who slandered her among their friends, she said this: “My Quaker upbringing offers a valid response to the question, ‘Where is God in this situation?’ The response is: ‘All He has is thee.’ During those moments of abuse, God did not have me. Nobody did. My self was gone, and without it I had no handhold” (Dart, 2000, p. 121).

In an attempt to maintain a separate existence for her body, distinct from her emotions, Ruth eagerly adopted a physician’s recommendation to take a form of amphetamine prescribed at the time for menstrual cramps. She came to me for Ericksonian hypnotherapy, and her use of speed was resolved in a couple of sessions. But the sneaky and stubborn alcoholism that had held and imperiled her life for years persisted.

Ruth: I don’t remember making a conscious decision to abuse alcohol. . . . I drank periodically, having either far too much alcohol or none at all for weeks, and the cycle was emotionally driven. It felt too dangerous to revert to my true empathetic and loyal self, the self that could be used by others to hurt me. . . .
     The price was a hideous one. There are no adequate words for describing severe alcohol withdrawal. If fear and horror could be sent to every nerve center of the body continuously, 24 hours a day, the result might approximate withdrawal. Surviving it takes every bit of strength one can summon. After beginning to drink as a panicky escape from persecution, or from a state of mind that felt vulnerable to persecution, I always tried to stop, and each time rode out the horror once again. This meant five withdrawals each year for 15 years, during a large part of which I was homeless, enduring withdrawal under bridges, without food or water.

This revealing and poignant description is a reminder to therapists to follow closely Harry Stack Sullivan’s (1954, p. 168) dictum: “You don’t know what people mean by what they say until you find out.” Alcoholism as we imagine it is not identical with Ruth’s individual experience and struggle.

The truism about the psychology of traumatized people, especially those made helpless by the predations of intimates in the early years of life, is that they are subject to dissociated experience: Emotions separate from thought; behavior happens without meaning; memories remain fragmented and unreliable. Alice, in Alice’s Adventures in Wonderland (Carroll, 1946), captures something of the disorientation:

“Who are you?” said the Caterpillar.

This was not an encouraging opening for a conversation. Alice replied, rather shyly, “I —I hardly know, sir, just at present —at least I know who I WAS when I got up this morning, but I think I must have been changed several times since then.”

“What do you mean by that?” said the Caterpillar sternly. “Explain yourself!”

“I can’t explain myself, I’m afraid, sir” said Alice, “because I’m not myself, you see.” (p. 67)

Experiences of dissociation are commonly seen as pathological symptoms, and many therapists reasonably encourage reintegration of the personality. However, as an Ericksonian hypnotist, I see the natural trance that occurs during trauma, injury, or illness, which dissociates fear and pain from the rest of experience, as protective (e.g., Greenleaf, 1994). It allows the safeguarding of valuable resources in the way frightened refugees from terrifying, traumatic lives sew their jewelry in the lining of a worn old coat to preserve it from further predation.

So, if the traumatized person matches the Tibetan maxim that “the person is not a unity, but an assemblage,” an Erickson-influenced therapist will conduct sessions with the assemblage of interior “persons” as a sort of family or community therapy, utilizing the dissociated experience to help reintegrate the person. The integration and flourishing of the individual, and their secure attachment in relationships, reduces the alienating and dissociated activities of psychiatric symptoms: More person, fewer symptoms.

With the love and help of her boyfriend, Gene, Ruth struggled successfully to end her addictive behaviors—not only to alcohol, but also later to opiate medications—and resume living her life. More recently, sex had become “easy and joyful.”

Ruth: I have been thinking of how it came about. Sexual relationships have not always been easy in my life, and I credit the change to my psychotherapy with you, Eric.

Eric: And of course I credit you.

Ruth: I entered therapy with a history of childhood sexual abuse and a history of anorexia nervosa—two phenomena I had not yet connected in my mind. Although neither was my presenting problem, you perceived the anorexia at once.

Eric: You were very thin.

One of the first requests I made of Ruth in therapy was that she bring milk and a bagel to therapy so we could share them. Sharing the treatment, in this instance for an eating disorder is, I find, an effective interaction in difficult cases. I have submitted to a liquid diet with an overweight patient, and I “made a deal” to stop fussing with my moustache and beard if a patient with trichotillomania would stop pulling out her hair (Greenleaf, 1997).

Ruth: You somehow eased into asking me about my eating habits, and I remembered the very instant at which those habits had changed. At the age of 12 I was in a school gym class, wearing gym shorts, and I happened to glance at my legs: They were becoming curvy! I was horrified because I did not want to have a woman’s body. I was so shocked at my legs that I went into a deep depression that my mother noticed. I couldn’t tell her what was wrong. I began starving myself, eating only a few bites at mealtimes no matter how hungry I was. This went on for years and was still going on when I first met you. You saw that I needed to accept, and even to love my adult body in its natural state. We didn’t talk explicitly about sex right away but I gradually learned that loving my own body was an important part of enjoyable sexual intercourse.

Eric: I imagine it would be hard to enjoy a lover’s touch if you didn’t like what he was touching.

As I mentioned earlier, when working hypnotically, I utilize the dissociated aspects of traumatized patients, and, by interacting with them in the imagined space of trance, I both demonstrate and encourage the relational reintegration of their life experiences.

Ruth: Through hypnosis I imagined people inside me who related to each other and to me in ways that dramatized my problems with being a woman and with sex.

Eric: I suggested you talk with them.

Ruth: Yes. This inspired me, and I began to change. [I developed] a willingness to eat normally, and I gradually approached a healthy weight.

Eric: Hypnosis was helpful in your feeling proud of your body.

Ruth: This love of my female body made all the difference in sexual encounters: I no longer felt self-conscious and out of place.

Eric: Such a fundamental change.

Ruth: At some point in the hypnosis you asked me what my present physical pain looked like. I had the fleeting skeptical thought that pain does not look like anything, and then into my mind popped the image of red and black thread, hopelessly tangled.

Eric: Initially you found that troubling.

The conscious mind may trivialize or deny imaginal life, but the unconscious mind breathes in pictures. Try, just try, to not imagine a pink elephant. When the image arises in awareness, it is easy for the therapist to suggest experiments in action toward the image. Honoring her scientific bent and quick mind, I utilized the language of science to puzzle out with Ruth a way to detangle the tangled threads of her pain.

Ruth: But I breathed and relaxed until the image changed and the pain went away.

The best guideline I know for interaction with mental images is for the therapist not to bother with trying to figure out what the image means. That will only lead to interpretations and intellectualizing—to consciously satisfying explanations. Instead, an Erickson-inspired therapist will approach the image as if it were real and physical, posing silently the question, “Okay, so to what good use can we put this thing?” In this, our work is not unlike that of a painter. The visual artist Redon once said of painting, “This is a rationally irrational art. It puts the logic of the visible at the service of the invisible” (in Kleiner & Mamiya, 2004, p. 289). We, too, use image to reach beyond image.

Ruth: I imagined pouring a detangling liquid over a ball of tangled thread. The ball of hopelessly tangled red and black thread that had represented pain for me has much in common with emotional confusion. Individual strands cannot be followed or distinguished from each other, so it loses some of the properties of thread. It will not fall apart if you throw it, you cannot sew with it or comb out things that get stuck in it or change the pattern of black and red.

Eric: Untangled threads also have form. They can hang together in waves or blow together in the wind, just as emotions can coexist without confusion. There are any number of detangling substances that lubricate fibers so that they can slip and slide past each other.

Ruth: Yes. It occurred to me that I could take such a super-lubricator and pour it over a distressing tangle of emotions.

Eric: Untangled threads are orthogonal in that one of them can change without changing the others: you can pull on a black thread without having a red one come along with it.

As a mathematician, Ruth could effortlessly apply the application of a utilized mathematical concept—orthogonality—to the solution of an emotional problem. To ask a swimmer to discuss form, a computer scientist to write new programs, or a mathematician like Ruth to express orthogonality of emotion is to encourage the application of practiced competencies to helpless dilemmas in life. Erickson (1983) once characterized hypnotic experience for a patient this way: “And you see yourself in the hands of somebody who will make a penetrating research into an insoluble problem” (pp. 47–48). That person can be the patient herself.

Ruth: Once I became familiar with the feel of emotional orthogonality, I found that in an emergency I could imagine pouring detangler over thread as a shortcut for getting there.

A delicious corollary of the use of imagined actions is that the brain treats the imagined as real. Dreamers will play ball, and the corresponding muscles will fire as in waking life. Mental practice has real-life positive effects (or negative ones, if what we practice is helpless frustration with intractable relations or situations). The imagined application of detangler to imagined threads can create real disentangling of emotions, allowing them, too, an orthogonal relationship of independent coexistence and change, no longer tangled or confused within the psyche.

Ruth: One of the surprises of the new way with emotion is the strength and intensity of pleasurable feeling that will eventually replace a painful one. Far from having to coax some happiness out of myself, I find the sudden happiness irresistible. By allowing myself to feel the full impact of each current emotion, I achieve a momentum of feeling that allows me forcefully to enter the next emotion. . . . Then the next pleasurable activity, whether it is work that I enjoy or just singing in the shower, will have extra intensity and life. God and I have each other again.

As often happens in this sort of therapy, Ruth discovered something vital for herself—in this case, a joyful appreciation of mindfulness—without any psychoeducation from me, and in so doing, she recovered her lost sense of self.

Ruth: In hypnosis, I looked into a mirror and saw my reflection as someone we named “The Woman in Peach.” She feels to me like a process or a capability, not a static image. She is always on the beach, gathering shells, humming a tune, wearing colors of creamy white, peach, and turquoise, and is an active part of the landscape. She is both serene and in motion, feeling the breeze all around her and the sun on her skin, without separating herself from them. . . . She has a good figure—athletic and neither fat nor thin. She is friendly.

With hypnosis, and sometimes in art, dissociated personalities can become storied, dreamlike characters who embody vital qualities and can interact in therapeutically relevant ways.

Ruth: From one of my drawings came the Unicorn, made of light, galloping with no restraints. And out of my dreams came “The Dark Woman,” self-deprecating, withdrawn, and easily abused, very thin and middle-aged, with dark, not-quite-black hair and an oval face that never quite shows a smile; “The Black Woman,” physically exuberant and powerful; Andrea, an inquisitive 5-year-old; and the “King,” who had all the information. Somewhat later came Wanda, who was always at the seashore like the Woman in Peach, but was drowning, struggling against undertow and clinging seaweed to get out of the water. Then there was “The Heart Surgeon,” dressed in white and working to clear the sticky black coating off a heart that was still pink and healthy underneath.”

In one of our sessions, I had asked Ruth about the condition of her heart, meaning of her emotions. She took my question more literally, seeing her heart covered with a sticky black coating. In keeping with the dream logic of trance, a heart problem deserves a consultation from a competent surgeon, who of course has the requisite skill to investigate the problem and work to resolve it.

Ruth: They were all parts of me, and I thought of them as arranged in three-dimensional space in well-defined relative positions, like the electron cloud model of an atom, in which each component is in motion but has maximum density at a specific location.

Hypnosis is a space where dream and scientific knowledge can come together in utilized synergy.

Ruth: You and I were able to call me the person I really was, and to make her present. It felt wonderful.

Eric: You were taking care of your dependency on the weight-loss drug and sorting out problematic relationships with men.

Ruth: And then one day I came into your office for our session, sat down, and said, without preliminaries, “I want to talk about sex.” I was immediately shocked by the boldness of my own statement, and I waited for you to be shocked by what I considered to be an off-color subject.

Eric: I wasn’t.

Ruth: No, instead you said mildly, “All right. Where would you like to start?” I told you about a dream that had been recurring for years. It upset me and it seemed to be about sex. In the dream I am lying down, clothed in a simple shift of a light peach color. There is no one else there. I feel the area between my legs becoming warmer and warmer. It shows through my shift as brightness. I try to ignore it but it persists until I feel that I must get away from it, even though it doesn’t hurt. I awaken suddenly, filled with anxiety.

Eric: Because you were in the dream alone, I thought it would be helpful for you to have some support. I said, “Gather together the people inside you and find out who has thoughts about the event and who might enter the dream with you to help you.”

Hypnosis affords the Ericksonian therapist an opportunity to take the performance of a problem—in this case, a problematic dream—and invite it to continue, extemporaneously in the session, with therapeutic support and input. What resources can be brought into play to introduce a different unfolding? In some ways, my suggestion to Ruth was not unlike inviting a reflecting team to come into the room from behind a one-way mirror, or polling family members about some trouble encountered by one of them. The suggestions in a hypnotic psychotherapy are not fantasy—“Now a fairy princess will wave her wand, and the problem will disappear.” Rather, the therapist suggests things the patient could actually do in waking life, like calling a meeting. We are responsible for activating patient agency, not just patient reflection. The ancient alchemists called this “true, not fantastic, imagining” (Eliade, 1958).

Ruth: I breathed deeply and went into a trance, imagining all the people gathered around a long table, eating and talking. The Heart Surgeon was very interested in my dream, saying that the body experience of localized warmth was quite natural, but that going through it alone was less natural. The Woman in Peach said, “I think that the loneliness makes it a sad dream, from which she wants to wake up. If she will allow me, I shall enter the dream next time and keep her company.” Benjamin wanted to propose that he, a man, should enter the dream instead, but he knew that this would frighten me.

Eric: You filled me in on these contributions as they were being offered.

Ruth: Yes, and you said that a growth process can benefit from community. Growing need not make one lose one’s friends.

When I said that, I was referring obliquely to a terrible adult trauma Ruth had experienced, where a group of her friends ostracized her, accusing her of acting in ways true of an alcoholic boyfriend at the time, but falsely attributed to Ruth herself. When we are not validated as ourselves by others, we may lose ourselves. When we, so to say, regrow the injured parts of the self, we can benefit from the relationship with supportive others.

Ruth: We had a hypnotherapy session where I was working on my tendency to refuse food when I was hungry. It was especially hard for me when the eating was social and I had to refuse offers from others.

Eric: Yes. I suggested that you organize an afternoon tea party and invite The Dark Woman and The Woman in Peach to attend. I thought perhaps you could ask The Heart Surgeon to help you organize the event and hold it in the garden that bordered the Surgeon’s office.

The guests at the party each contributed differently to the vital question of whether it was emotionally safe for Ruth to eat. She felt caught, not knowing what to do.

Ruth: You asked me what The Heart Surgeon thought I should do and urged me to ask him. I spent a long time in that part of the trance, listening to The Heart Surgeon and also taking long looks at The Woman in Peach and The Dark Woman.

The eating issue was in process. The next time it arose was when Ruth noticed, during a trance, The Woman in Peach lifting and carrying logs for a campfire on the beach.

Ruth: During my years of anorexia, even as early as junior high, I was aware that a limit was placed on my weight loss by the necessity of having enough strength for athletics. Running 5 to 8 miles per day on a track or other route was very important to me. I was barely able to do it at 85 pounds, and I noticed that I was strengthened as my weight approached 90 pounds.

Eric: I suggested you offer to help Peach make the fire and try to talk to her about strength. I thought perhaps The Dark Woman would show up and talk too.

Ruth: Peach was pleased when I offered to help build the fire. As we gathered logs she noticed that I often tried to lift those that were too heavy for me. After looking me up and down for a while, she ventured the opinion that I probably wasn’t eating enough. “With some attention to your diet,” she said, “there is no reason you should not be as strong as I am.”. . . This was a very big idea, and I came out of the trance with it blazing in my mind.

It helps therapists to keep in mind the several goals a patient may have, based on incomplete or injured aspects of living. There is no particular order to meeting these goals, but it is useful to offer supportive suggestions when the goals come into view during therapy. The close connection between proper eating and athletic strength was compelling to Ruth, and restored the lost pleasure of athletic competition she’d enjoyed as a child.

Ruth: It was not until I started gaining weight for strength that you pointed out that my body was growing more womanly and that this could be thought attractive. We moved gradually from this to a new feeling on my part of sexual attractiveness from within my own body. We discussed the sexual attractiveness of The Woman in Peach as compared to the relative awkwardness of The Dark Woman. We also spent time on another person in my imagination, five-year-old Andrea, who must be protected from abusers and must be well-nourished. If I had been protected at age five, I might never have had to go through the anorexia.

Like any therapist, I wish to support and encourage a wide range of human emotions and relationships. For Ruth, those emotional relationships were experienced as differing persons. Just as another therapist might counsel a client to “listen to your feelings,” I encouraged Ruth to listen to the persons inside her.

Ruth: Additionally, my interests (athletics, mathematics, music, etc.) are not all stereotypically feminine, and I needed to be accepted for more than my body if I was to enjoy sexual relations. I had been living with Gene for some years without pursuing other interests when you suggested (not for the first time) that I audit a course in UC Berkeley’s math department.

Eric: I actually got my tablet out so we could search for courses.

Ruth: I got enthusiastic. When I got home and told Gene about the suggestion, we both searched the web for courses. I settled on algebraic topology, got the textbook, and we both began reading it at home. This led to higher math courses, and we were soon reading together and laughing together at eccentric bits in the text.

Sometimes problems will not resolve until all the known and unknown elements of a solution are in place. Ruth’s intellectual scope and competence had been long ago derailed by trauma. To reconnect with higher math meant to reconnect with lost aspects of self and undeveloped aspects of her relationship with her partner.

Ruth: We still read together daily. When our excitement rises to a climax and we look at each other and laugh and laugh, it is like having an orgasm. In fact, it often leads to sex, which we pursue with new joy. My psychotherapy with you has given me joy in sex in two ways: I have come to love my womanly body, and I have come to love sharing minds with my sexual partner. This is a powerful combination in the bedroom.

Erickson-influenced therapists will note the uses of natural language—both common terms of relationship and expressions indicative of competency, such as professional terms—to provide the language of psychotherapy. Language use that is permissive rather than directive allows the therapist to offer invitations to the patient to experiment with small actions in relationship and in life. These may be actions in relationship to symbolic representations and, as well, small changes in lived experience. Erickson might help a patient overcome a traumatic memory by inserting his presence in the imagined scene, as he did in The February Man (Erickson & Rossi, 1989), or he might ask a patient when arriving at the next appointment to enter the therapy room backwards.

A patient of mine once said this to me: “I think I know what you’re doing when we do hypnosis together. You’re telling stories where they belong!” Telling stories where they belong is a true description of the precision of language that occurs when we utilize a patient’s language and images to engage them in interactive, relational, and experiential storytelling. The virtue of stories, as of dreams, is that they allow us to make emotional, interpersonal, and physically adventurous experiments in imaginal space. We risk feeling, and we court discovery and novelty, without facing irreversible danger.

Erickson’s attention to the unique individuality of the person should, I think, be mirrored in the therapist’s use of his or her own resources in a benign and individual manner. The methods of therapy ought to merge with the person of the therapist, as in dancing, where the steps may be uniform, but the movement is partnered, and so may be creative. I like people and their company, prefer poetry and imagery to explanation and procedure, and have little innate interest in problems. I admire competency, especially in areas of life where I myself would stand ignorant and wondering. I relate easily and unselfconsciously as a friend, partner, father, and now grandfather. These are the relational sources of inspiration for my work as a therapist.
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“Don’t Get Too Bloody Optimistic”: John Weakland at Work

Wendel A. Ray and Barbara Anger-Díaz

INTERACTIONALLY FOCUSED FAMILY THERAPY was but a decade old in 1965 when Richard Fisch, influenced by the ideas of Don Jackson (1955, 1961), proposed the creation of the Brief Therapy Center (BTC) at the Mental Research Institute (MRI) (Fisch, 1965). With the exception of a small number of pioneers, particularly Harry Stack Sullivan, Gregory Bateson, Milton Erickson, Don Jackson, Jay Haley, and John Weakland, few clinicians or researchers had focused on how therapy could be made more effective and efficient.

The problem-formation, problem-resolution orientation set forth by the MRI brief therapy team (Fisch et al., 1968; Fisch, Weakland, Watzlawick, & Bodin, 1972a, b; Watzlawick, Weakland, & Fisch, 1974; Weakland, Fisch, Watzlawick, & Bodin, 1974) is one of the most, if not the most, influential brief therapy approaches in use today (de Shazer, 1998; Trepper, 1995). A forerunner to postmodern, social constructionist approaches, the MRI brief therapy model evolved directly out of the cybernetic/communication theory of human behavior set forth by Gregory Bateson and his team during the 1950s (Bateson, 1955; Bateson, Jackson, Haley, & Weakland, 1956; Jackson, 1957; Jackson & Weakland, 1961). Conceptually simple, the orientation takes seriously the idea that it is not so much the difficulties in living that bring people into therapy, but rather their ineffective efforts at resolving those difficulties. Their failed solution attempts inadvertently exacerbate and perpetuate the problem into irresolvable vicious cycles. It makes sense, then, that if the efforts being made to resolve the problem are interrupted, the problem will often dissipate on its own.

Non-normative and non-pathologizing, the MRI model has demonstrated effectiveness with a wide variety of problems in living, from common marital and family difficulties to acute and chronic problems such as anxiety, substance abuse, delinquency, sexual problems, depression, eating problems, school and work difficulties, and severe emotional illness such as schizophrenia (Fisch, Weakland, & Segal, 1982; Watzlawick et al., 1974; Weakland & Ray, 1995; Weakland et al., 1974). The Palo Alto Group introduced a body of theoretical premises and clinical techniques that form the prototypical orientation from which most current family and brief therapy approaches derive. This prototype has developed over the past 60 years, originally in Bateson’s research team, then in refinements crafted by Don Jackson during the first decade of the MRI, and more recently through advancements by the MRI brief therapy team. Fundamental MRI assumptions and practices have influenced present-day brief therapy approaches in the following ways:

•   The application of cybernetic, information, and system theory to make contextual sense of human interaction.

•   Emphasis on the crucial influence of the therapist’s perspective.

•   The application of social constructionist assumptions to clinical work.

•   Attention to pragmatics (i.e., who does what when and to whom in the present).

•   Acceptance and utilization of the symptom and other client behaviors.

•   Attention to using the clients’ language.

•   The use of circular questioning both diagnostically and as an intervention.

•   Prescription of behavior at one order of abstraction to address the organization of the system at another order of abstraction.

•   The use of relationship-focused hypothesizing, positive connotation, rituals, and tasks.

•   Attention to the implications of language, as evidenced in the intentional shift in verb tense from “to be” to “to seem.”

•   Attention to the importance of the referring person.

These are but a few of the ways therapists and researchers at MRI have influenced present-day models of family and brief therapy practice. In addition, many of the technical advances now taken for granted in clinical practice—such as the use of the one-way mirror, audio and film recording of sessions for the purpose of later analysis, in-session and between-session tasks, and therapy teams and live supervision—were introduced by the Palo Alto Group. The implementation of these technical advances carries profound implications for how human problems in living are conceived and treated.

Among the therapists who have been part of the MRI brief therapy team over the years (Paul Watzlawick, Karin Schlanger, Barbara Anger-Díaz, Beth Martin, Joann Watkins, and Wendel Ray), John Weakland was one of the most influential. Although a number of studies have featured analyses of first sessions or short segments of Weakland conducting therapy, a report of an entire therapy case from beginning to end has never before been published.

Using concepts derived from the interactional/communication theory and the brief therapy method Weakland helped to create, this chapter analyzes a successful five-session therapy that Weakland conducted in 1990. The case involved a man who was severely depressed and desperate because he could no longer attain and maintain an erection. Weakland supervised the editing of these five sessions into a two-hour composite film, the video and verbatim transcript of which provided the basis of this chapter.

The process and structure of the MRI brief therapy model is well documented in the literature (e.g., Fisch et al., 1982) and therefore will not be emphasized here. Instead, we will focus on some of the finer nuances, underlying logic, and rhetorical devices employed in Weakland’s therapeutic method.*

First Session

John Weakland: We need to sort of start at ground level by asking, “What’s the trouble that brings you here?”

Tom: I always feel like I have to go to the bathroom, but when I go, drops of my urine will come out, but it’s like I never really feel like I have emptied my bladder.

John: Let me say first of all, before we go any further, if you have to stop any time during a session, feel free to do so.

From the outset, no assumptions about the nature of the difficulty are implied or imposed. Weakland frames the exchange as purposeful and oriented toward difficulties in the present. Intervention begins immediately in response to Tom’s initial description of the problem—the constant need to go to the bathroom. Weakland’s comment embodies basic tenets of the interactional approach: that one cannot not communicate, and its corollary, that one cannot not influence (Jackson, 1965; Watzlawick, Beavin, & Jackson, 1967). By immediately giving Tom permission to interrupt therapy any time he feels the need to go to the bathroom, Weakland accepts Tom’s premise and begins to work within the client’s position or frame of reference. Weakland’s injunction is followed by an hour of Tom not having to stop therapy to go to the bathroom. This sort of intervention was once referred to as paradoxical (Weakland, 1960).

Tom: Okay. I’ve been to physicians authorized by my health plan at two different hospitals. They gave me different medications and that didn’t seem to work at all.

John: Presumably, then, they’ve checked you out physically and don’t see any physical cause for this?

Tom: Right. They’ve checked to see if there is any problem with my prostate, and there is nothing there. They checked me for sexually transmitted diseases and there doesn’t seem to be anything. I’ve also tried various other means—a holistic doctor and a hypnotist. I also went to acupuncture for about two months but didn’t feel that helped.

John: Okay, at any rate, you didn’t see any benefit from that during the time you were going?

Tom: None at all. I’ve been extremely depressed by it. Nothing like this ever happened to me before. I’ve always felt I was in good health. It’s affected my sex life in ways I didn’t anticipate.

As would any competent therapist, Weakland makes certain Tom has seen a physician to rule out physiological reasons for his urinary difficulty. Tom then provides a review of some of the things he has done to resolve the problem. The MRI brief therapy approach follows specific stages:

1. Clearly define, in concrete terms, the exact nature of the problem.

2. Determine for whom and in what way it is a problem.

3. Obtain information about how the client has been attempting to resolve the problem.

“It is better to make haste slowly from the start rather than to press on toward active intervention before the problem and how it is being handled have been made clear and explicit” (Fisch et al., 1982, pp. 69–70). Weakland continues to work toward obtaining a clear problem definition.

John: Okay. Could you tell me some more about the effect it has on your daily life? You have mentioned two things particularly besides the felt need to urinate more often, mainly the depression and its effect on your sex life. Can you spell that out a little more?

Tom: Well, erections are very difficult for me to keep. I mean it’s possible for me to get it; I just need an incredible amount of foreplay. I never had any problems with erections before, because there is always the feeling of running to the bathroom all the time. I should let you know it’s more the urge. I can hold it in pretty much till it reaches a point where I really have to go. I can restrain myself, but the feeling is always there.

John: Um-hmm. Would you tell me a little more about how this depresses you? I can understand that you would certainly not be happy about this sort of problem, but different people might have that unhappiness in different forms. For example, somebody might be angry or irritated about it, but you said mainly it is depressing to you.

The word depression sounds specific, but is vaguely and variously defined, so Weakland, true to his approach, continues to ask questions until he understands what the word means for Tom.

Tom: I guess it has a lot to do with my sexual life. It’s the feeling of a lack of confidence. There is a part of me that always felt that that was very important about myself. . . . My sexuality was real strong, and because of the fact that I don’t have the erections anymore, I have lost a certain amount of confidence. There are certain days I almost feel castrated.

John: It has restricted, limited, your sexual activity . . . or? Where was it before and where is it now?

Tom: It’s now once every couple of weeks, to where it was almost every other day.

The problem is understood to have at least three aspects: (1) an incessant urgency to urinate, (2) a change in Tom’s ability to attain and maintain an erection, and (3) related feelings of depression about how much this affects his life. Weakland does not minimize them. As one of his mentors once said, “No one wants a picayune headache; since a headache must be endured, let it be so colossal that only the sufferer could endure it. Human pride is so curiously good and comforting” (Erickson, 1967, p. 422).

Having obtained an adequate, albeit preliminary, picture of the problem, Weakland acknowledges its seriousness and then moves to the next step, exploring how Tom has tried to handle it, paying particular attention to what he has tried that has not worked.

John: Well, that’s considerable change. What have you done in your attempts to resolve, or at least mitigate, this problem? What have you done, say, yourself—what have you tried? And let me be clear, obviously in this situation I am not asking for success stories or otherwise you wouldn’t be here. But it’s important also that I know what you have tried and doesn’t work.

Tom: In terms of other than doctors and seeing various people? I have sort of retreated more. I don’t feel as sociable as I once was. It’s like I am trying to keep busy all the time, which is one way of dealing with it but there is no real chance for me to reflect, because if I reflect I tend to get really depressed about it.

John: Okay, I’m getting it clearer, and by the way, anytime I am misunderstanding you don’t hesitate to pull me up on that.

Weakland often invited his clients to correct any misunderstandings he might have. This helped ensure a clear definition of the problem, and it conveyed that both therapist and client are responsible for progress in therapy. It also put Weakland in the classic MRI “one-down position,” designed to help clients become more at ease and expressive.

Tom: Sure.

John: It is, sort of, as if you are keeping busy to keep your mind off the problem?

Tom: That’s correct.

John: You mention not staying home. Could you explain that to me a little further?

Tom: Yeah, I tend to be culturally oriented, so movies, theater. I’ve been trying to exercise a lot more. And I feel like I need to move around. It helps relax me, makes me feel as though I’m doing something, and also, not giving up hope because I need to find a solution to this. In the past, every time I had a possibility of treatment for this and it doesn’t work out, the depression seemed to grow worse. So I need some kind of hope.

John: But, since you have had that experience, and, ah, more than once, ah, I think I should suggest to you that, while I am not saying don’t be hopeful, (raising both arms and hands with palms out, gesturing “stop” or “slow down”) don’t get too bloody optimistic this time and build yourself up to possibly a big letdown.

Thus far, Weakland has mostly asked questions to help him clarify Tom’s meaning or statements to encourage cooperation. In response to Tom’s plea for hope, Weakland does the opposite of what many therapists, working with different assumptions, would do. Instead of reassuring Tom by attempting to convey hope for improvement, Weakland encourages Tom to lower his expectations. Claiming the low ground, Weakland attempts to preempt the possibility of further disappointment, thus allowing the possibility for Tom to experience improvement, should it occur. In this way, Tom is provided with what the MRI team describes as implicit hope—creating a context in which improvement is more likely to occur.

Tom: Well, be grounded a little bit.

John: Maybe if you sort of, when you do think of it when you are away, though you will probably be pretty busy, you could think of this with a sort of attitude of positive skepticism. That would be on the safe side. Do you tell yourself things? This is something people often do with a problem. Give yourself talks of one sort or another?

Having avoided inadvertently helping Tom develop a false sense of hopefulness, Weakland resumes the task of having him describe in detail how he attempts to solve the problem, finding out what Tom tells himself about the situation. Later, the exploration of attempted solutions will expand to other aspects of Tom’s life.

Tom: There is a part of me that says, well, this is really nothing compared to what other people, you know, especially AIDS and what our people have to go through. But it’s my life and it’s very essential to me, so I try to give pats on the back to myself that no matter what happens to me I am still a great person, but . . .

John: Yeah, but, it strikes me, the fact that this is, quote, “not a big problem compared to AIDS,” in a way, that doesn’t make it better, that makes it worse when it’s your problem.

Tom reveals many things in this utterance. He reveals one of the ways he has been inadvertently helping to perpetuate the problem—telling himself that things aren’t so bad compared to the serious problems others experience. With the statement, “AIDS and what our people have to go through,” he implies that he is gay. In the video, Tom can be seen closely watching Weakland’s response. Following in the footsteps of another mentor, Don Jackson, Weakland conveys the essence of what is meant by a non-pathologizing, non-normative orientation—the belief that there is absolutely nothing wrong with the client, who is doing the best he can in light of the situation and the relationships of which he is a part. This uncompromisingly nonjudgmental attitude is conveyed subtly by Weakland when, in a low-key manner, he makes overt the no-win consequences of this kind of self-talk.

Tom: I know, I know.

John: Well, ordinarily we ask also whether, what advice other people, or what attempted help they might have given you. But from what you are saying that would probably be not terribly applicable because this is something that you don’t talk about to people other than the doctors and hypnotist that you’ve seen.

This question is structured in a way that elicits a response by discouraging it—a method of inquiry adopted from Erickson and Jackson and pioneered by Weakland and colleagues.

Tom: Well, I am not seeing a hypnotist anymore, that was a once or twice thing.

John: No, no, I meant, ah, that you’ve only talked with . . .

Tom: I talk to my close friends because I need to share this with them, because it affects me and they know that I am very different in the sense of withdrawing more, more quiet, and I sort of want to be alone more than any time in the past with myself. So I do talk to them, and they say, well, you know, they feel badly for me. And they say, well, maybe something will come up. And, then some will say you just have to live with it.

John: I’m . . . wasn’t quite clear, when you do, sort of, talk to yourself or give yourself advice, I wasn’t quite clear what the main content of that is?

Tom: When I talk to myself?

John: Yeah.

Tom: That I am still, ah, maybe it’s the feeling that I am not, ah . . . because my sexuality seems to be impaired because of this thing I’m, ah, not an attractive and desirable person. And what I am telling myself is that no matter what happens, you know, I will always be a desirable, attractive individual.

John: Well . . . let me ask you . . . a . . . question that . . . is certainly hypothetical at this point . . . but quite a tough question; I think it would be useful. Suppose that somehow you came to the conclusion that basically this problem is never going to be resolved. Let’s say that it would stay just about the same as it is now. What difference would that make in your daily life? At this point you’ve got the problem but you’re, understandably, of course, hopeful that it would get resolved. Suppose, somehow, that you came to the conclusion it was just going to stay that way?

By naming Tom’s worst fear, Weakland makes explicit the presupposition implicit in Tom’s attempted solution behavior, setting the stage to inquire about the context within which the problem and attempted solution are made coherent.

Tom: I wouldn’t want to live anymore.

John: How long did you say this has been going on now?

Tom: Since June of 1988.

John: Ah, anything in particular happen around that time that seemed relevant to you?

Tom: I was having sex with somebody and, ah, I ejaculated into the person’s mouth.

John: Um-hmm.

Tom: And that did it. And, ah, I seemed, it started right at that time.

John: Aside from the . . . not bothering you when you are sleeping, I was wondering whether there might be other, what we might call exceptions to . . . the problem situation. Whether there are periods that you are aware of, that it’s okay for a while even temporarily?

Tom’s problem has been defined in clear and concrete terms, his efforts to solve the problem have been detailed, and Tom’s presuppositions—and the context in which the problem emerged—have been articulated. Weakland now shifts to inquiring about times when the situation is not a problem, a technique now central to solution-focused brief therapy. He seeds the idea that times do exist when the problem is less restricting. By using the phrase “that you are aware of,” Weakland invites Tom to contemplate the probable existence of other exceptions of which he is not presently aware. If they find even one, it will imply the presence of others.

Tom: When I get myself busy, you know? So as long as I’m busy it’s not as conscious, I am not aware of it at all.

John: When problems change, or are in the process of being resolved, it is usually not a matter of everything becomes resolved overnight. Sometimes there are problems where that can happen, but more commonly it’s a matter of step-by-step progress. Ah, so let me ask you what may appear to be a simple question but it’s not, not that easy. What would . . . what would be the first sign . . . of progress? What, if you . . . when you see it happen, will lead you to say to yourself, “Well, maybe I’m not all the way out of the woods yet, but I’ve made a first step in the direction that leads out of the woods.” And think small. Is there anything in particular that if you saw happen that isn’t happening now that would be a first sign to you?

Tom: (silence)

John: And, first of all, it would be useful if you would, ah, give this some more thought until we meet next time. Don’t let it get in the way of your trip to Europe, but if you have some time before then, or just after you get back, think it over a little more, and, one possible further attempt at definition would be, ah, is there anything that you don’t do now that if you found yourself doing even once you’d say, “That’s a change,” and I’d say, “That’s a sign of a step in the right direction.”

Weakland closes the first session with what has become a standard between-sessions assignment in MRI brief therapy first interviews. The “first sign of improvement” intervention is another legacy of Milton Erickson’s influence on Weakland, seeding the idea that improvement is possible and orienting the client to search for small signs of it. This question has also become integral to the solution-focused brief therapy approach.

Tom: Um, well, you know, what I can think about now is actually feeling that I want to go out on a date, or I might be sexual with someone. At some point that would be something that I would want.

John: Okay, I think that certainly that would be a sign, but in a sense, maybe that’s still a pretty big sign because, you know, that means almost you are just where you were. So that I still think it can be useful to give a little thought to what would be, ah, a first thing in that direction, before you say, ah, “Well, I want to go out, and I’m confident about it and not worrying myself about it.”

Clients almost always respond to a question about the “first sign of improvement” with descriptions, like Tom, of dramatic improvement. Weakland suggests that he think small.

John: That’s, ah, you’ve identified a time how the problem began, but what we are not clear about is, did it begin from there, sort of at a low level and build up, or did it sort of begin all at once?

Tom: Began all at once.

John: Okay.

Second Session

John: Well it’s been nearly a month since we last met. Ah, maybe you might fill me in on anything significant that has happened during that time.

MRI brief therapists think cybernetically—they attend to how their and their clients’ behaviors are recursively connected. Working to foster a cooperative relationship, their choices about how to proceed at the beginning of a new session are contingent on what has happened since the last one.

Tom: Well, as I told you I went on vacation to Europe with my mother, and just the preparation for everything. So, I was there for about three weeks; and then for five days, she lives in Texas, so I spent time with her. So that has been the big event of the last month. It is not often that I get to Europe (laughing). It was a nice trip.

John: Well, it strikes me, considering the nature of your problem, what was it like being on a bus a lot of the time?

Tom: Ah, let me just, the thing I guess that maybe I wasn’t clear about is I don’t . . . I’m holding it in. It’s not . . . I can deal with holding it in. It’s not that I have to rush to the bathroom all the time. Ah, so it’s not really, it wasn’t really a problem on the bus.

John: That does remind me of another thing that we wanted to ask you. You said that usually you hold it in; I was just wondering, have you ever actually lost control and wet yourself ?

Tom: No.

MRI brief therapists listen for and accept any indication of improvement. Weakland punctuates Tom’s success at spending long periods of time on a bus.

John: Okay. Have you found an occasion to give a little more thought to what would be a first sign of progress?

Tom: Um, I guess I haven’t really thought about it. You know, like I said, I was real busy, I didn’t think about the question. Um, the first sign of progress . . . um, I guess, all I can think of now is I wouldn’t be focused on this. It would become natural. It would become the way I was before this whole thing started. So I would be fully unaware.

John: That would be, sort of, the final sign of progress?

Once again, Tom is invited to think small and to focus on the possibility of improvement.

Tom: That would be the final sign, ah . . . I guess the first sign would be not to worry quite so much, maybe that I’d be more relaxed around this issue.

John: I also wanted to ask . . . you mentioned when we met before that, essentially, there are two main aspects of this problem: the urinary urge and the sexual difficulties, or uncertainties . . . lack of confidence that seems to have sort of sprung up in relation to that. Well a couple of points. One of my colleagues was wondering, is this lack of confidence sort of general or widespread, or is it particularly sort of limited to the sexual situation?

Weakland continues clarifying the problem definition by identifying its different aspects—urinary pressure, sexual difficulties, and lack of confidence—and then, with Tom’s help, narrows the focus of the treatment.

Tom: To the sexual situation.

John: Suppose, hypothetically, that the sexual side of this whole matter were resolved to your reasonable satisfaction, but there was no particular change in the urinary problem. How much difference would that make to you?

Tom: I’d say it would make, ah, significant difference.

John: Give me a percent. I know it is just an, an estimate at best, but, ah . . .

Tom: I’d say about 75.

John: About 75 percent? Okay. So that is the major concern, at least three quarters of the total?

Tom: Yeah, 75 percent.

MRI therapists often ask clients to estimate, using a percentage, “how much of a difference” a particular change would make (Fisch et al., 1982). Here, Weakland uses the technique to define, with Tom, a clear direction for therapy—the resolution of the “sexual side of this whole matter” to Tom’s “reasonable satisfaction.”

John: Well, particularly, in that case then, I would like to fill in the picture more about how all this all began. I know you gave some information on that, but I, there are a number of things that I don’t think I have very clearly yet. You related the onset of the whole matter, the whole problem to a sexual situation in which you ejaculated into someone’s mouth. I was wondering what led you to attach particular significance to that.

To gain Tom’s cooperation, Weakland needs an accurate grasp of Tom’s point of view and explanatory system—what MRI therapists refer to as “client position.”

Tom: Number one, that I was aware of, was that I really didn’t want to do it. And, ah, the person involved was drunk at the time. I guess I’ve been feeling a lot of, um, anxiety about the safe-sex situation. I’ve never been tested for the AIDS virus or anything like that. And there is reluctance on my part to possibly contribute anything that might be transmitted to somebody else. Even though it probably couldn’t be done that way, there is always a slight chance there might be some kind of cut, or something like that. I guess there is, was, a part of me that just did not want to do this because this person was not in a state of making, I guess, a lucid judgment. And it was difficult to get out of . . .

Tom’s attack of conscience challenged his personal integrity and appears to have manifested physiologically in sexual impotence. An MRI brief therapist probably would not make use of this kind of interpretation directly.

John: Hard to back out.

Tom: Hard to back out, yeah. Actually, right after it happened, that is when I started feeling this urge. And, ah, when I’ve had that before, it’s always been, um, you know, sexually transmitted, gonorrhea, or what is it, unspecified, or something like that.

John: Um-hmm.

Tom: And it’s always been one of those two things that caused that. And that’s happened in the past.

John: You’ve had that trouble before?

Tom: Every time it has happened I have always been able to get some kind of antibiotics . . .

John: Okay.

Tom: . . . for it, and it always seems to have worked. I thought something was different. I just was aware that something was different as a result of that. Um, it may not have been right afterwards, but I was aware that, you know, oh, it means, probably it means I’ve got some kind of gonorrhea or something like that. But it was in, let’s say, the first couple of hours after it happened I was worried. It seemed that every time I tried to masturbate, it was just that, well, you know, when you masturbate your mind is focused on one thing. But my mind, every time I tried to masturbate, was focusing on going to the bathroom and I would go to the bathroom to urinate and then it would, I would still need to urinate even though nothing would come out. So my mind could not be focused . . .

John: Um-hmm.

Tom: . . . on an object or something that I can use as a model for my fantasies. And so every time that I tried that, um, I couldn’t block it out and as a result I never seemed to have an erection. I was able to ejaculate, um, but my penis was just very soft all the time.

John: And, in that early time, you were, again, seeking some sort of treatment for the urinary part of the problem under the idea it might be like the previous times?

Tom: I kept getting different kinds of prescriptions, ah . . .

John: Yeah, but nothing ever came of it.

Tom: No.

John: In the, what might be called, the development, or the early stages of this problem, you mentioned your initial thoughts and feelings, and your difficulty in masturbating. At about what point did you find out that this was, ah, also seemed to be causing difficulties with a partner?

Tom: As a result of my, ah, my, ah, I don’t know, I wouldn’t say failures about masturbating because I did masturbate.

John: Well, you weren’t having great success at that.

Tom: No, no. I didn’t want to have any partners at all. And when I finally found a partner, ah, it was still difficult to get an erection, ah, and I didn’t ejaculate at all. One of the doctors that I went to gave me some pills. I don’t remember the name but they do help give erections. So, as a result, . . . I went ahead and saw a doctor and he gave me the pills. I think it was anywhere from one to three pills two hours before I knew I was going to have sex. And that definitely helped. So I have been doing that but that has been very infrequent. I just haven’t had any real desire to want to have any sexual partner.

Having encouraged Tom to elaborate on the personal and interpersonal consequences of the problem, Weakland now shifts to exploring his efforts to improve it.

John: Some help, ah, how else have you tried to grapple with that side of the problem and do something about it?

Tom: Well, I did mention I went to acupuncture . . .

John: Yeah . . .

Tom: . . . at two different clinics. Um, you said grapple, are you asking in terms of sexual?

John: Yeah. I guess I’m thinking first of all, since you didn’t come to, “I’ll stay away from it for a while,” you didn’t come to that right away, but only after a considerable time, I was wondering what sort of attempts you made, other than getting pills from doctors, to see if you could improve things. To at least get things to where it was, or at least better than where it was at the worst.

Tom: I didn’t make any attempts other than trying to escape in various ways, ah, eating, eating orgies. I like movies a lot, so I can just see movies constantly, reading, music, just barricade myself, and, I guess there’s a part of me to make myself as unattractive as possible, ah, and I wouldn’t have to deal with the sexual issue. Ah, so, a large part of it, I was running away from. So I didn’t really try, other than the pills.

John: More running away than, ah, “I’ll get in there and give it another try in one way or another to see if I can still get with it?” I thought that you had some reference to, that you . . . I know that you . . . although you were not confident that you could get an erection without considerable foreplay.

Weakland’s Columbo-like style of interaction, with the hesitations and detours, embodies a “one-down” position, empowering Tom by providing him with an opportunity to fill in the gaps. This is a reversal of the conventional mindset many clients have in therapy. People come to therapy to be helped; Weakland makes it possible for the client to help him.

Tom: Yeah, but that’s, it happened, it happened once with foreplay on just one time, one occasion, um.

John: Okay, so that was exceptional. Mainly you were staying away? Better to not try than to have a letdown?

Tom: Right, um, pretty much so.

Knowing about Tom’s avoidance strategy, Weakland can bring greater focus to the question of “a first sign of improvement,” and begin to construct a relevant homework assignment.

John: To go back to that question of what would be a first sign of progress, and, in a way, this is always a more difficult question than it might appear on the surface, but it could be particularly difficult in a situation where, essentially, for very understandable reasons, you are avoiding what would be very much of a test case. So, how would you know, even when you are ready to make another approach? What would be the . . . what, if you were to see it happen, would be a confidence . . . or on the road to getting enough confidence to say, “Look, I think I’m ready to go out there and see how it goes?”

Building on Tom’s issue with “confidence,” Weakland asks for a more specific, concrete sign of it.

Tom: I guess it might have to do with, maybe, loneliness for myself. I mean, I have gotten used to a certain degree of security and comfort in my trying not to deal with this, ’cause, you know, as I mentioned last week I had some real despondent thoughts about this at times. And I go through a period of really looking to find some answers, or people who are supportive, and I go through a whole thing. And then, after a while, I get real tired of going to doctors all of the time. And there is a part of me that says “enough is enough.” Let me just retreat into my little world, which I’ve made comfortable. But I also know that I get real lonely. But loneliness, you know, after a while, once I really feel that I need more contact on an intimate level, at that point then I know I’ll push myself.

John: One question. Ah . . . is there something that you could think of that if it were to occur, that you would say, well that is step one toward regaining my confidence? Or that’s a sign I’ve already made step one, even though I don’t know how it came about?

Through elaboration of the “first sign” assignment, Weakland continues to seed the possibility of improvement, now focused specifically on what Tom might notice pertaining to confidence.

Tom: I guess part of it, I think . . . I mean the first thing that I think of is that if I could feel that someone that I am attracted to is attracted to me. I guess because this whole thing is because I feel very unattractive now because of this. I mean it is all internal. I know that. It does not affect how people, who see me on the street, are going to notice that. But I feel very unattractive because of this situation, and I guess if I sense that there is somebody out there that finds me attractive and lets me know about it in some way . . . then I think that would rekindle all, you know, press all the buttons from the past, in terms of how I related sexually with other people.

Weakland once again faces the challenge of responding to Tom’s growing enthusiasm, evident in the utterance “that would rekindle all.” In an article published in 1961, Jackson and Weakland described the nontherapeutic value of encouraging a client at a moment such as this. Later, Weakland and his colleagues (Fisch et al., 1982) explained that such encouragement would simply repeat others’ efforts to help the client (i.e., giving false hope by cheering him up).

John: Um-hmm. What I’m thinking is that I certainly see the relevance of that, but, ah, how do you know? And that may, in a sense, be a somewhat unfair . . . question, but I don’t think it has ever been . . . spelled out concretely, how one knows, or even thinks one knows that someone else is interested in this area, but I guess I’m bringing it up because if you are feeling in a sort of negative frame of mind, it strikes me there may be a danger that someone might be very interested, but you would write it off, so that either you wouldn’t perceive it, or you would say, “Ah, looks like it but it can’t be for real.”

Weakland restrains Tom from rushing forward by suggesting that his confidence problem would likely prevent him from knowing how to accurately evaluate another’s interest in him. In so doing, he indirectly encourages Tom’s observation skills.

Tom: Generally I’m pretty good at spotting, um, you know, of course I’m sure I’ll miss some signals. I’m in that field where people say to me, you know, I’m nice, or I’m a warm person, and, ah, a lot of people say it, but they say it . . . but they’re not necessarily attracted to me. But, um, if there is someone that says something like that, that I am attracted to, then, knowing myself, I would pursue maybe a line of questions to find out if there is more than just that I am a nice person, and maybe they would be interested in doing something outside, with me, outside of work or something to that effect.

John: Okay. So it could involve some exchange of conversation not just, sort of, you sort of, pick up the emanations of . . .

Tom: Right. Yeah.

John: Yeah, I was thinking that, from what you were saying earlier, that before this trip you were sort of cutting yourself off. Ah, and you know, I can see some reasons for that. At the same time, that puts you in a situation where even if there was a possibility now that you would get something positive from other people . . . but it can’t happen if you are not around anybody.

What we would like you to do is to deliberately get out some, in any sort of social settings that you would choose, but in a particular way. The idea is that you would be going out with other people, whom you might be interested in, or who might be interested in you, but strictly on an exploratory, observational basis at this time. Ah, to observe and consider two sorts of things: one, any signs that you pick up, verbal and otherwise, as to whether other people are or are not interested in you. But equally, particularly if you observe some such signs that they are, to sort of review yourself and ask, “Am I really interested in getting together more closely with that person or persons?”

The . . . several reasons . . . one we have already been speaking of, to the extent that you keep yourself at home . . . while it may be more immediately comfortable, you are missing the opportunity to check out whether you are making any progress or not. Whether there may not be someone out there that you would be interested in in such a way, that you would feel added to your confidence. So that on the one hand, that makes an important reason to be out in contact with some people.

On the other hand, there are clearly important reasons for going quite slow about anything beyond just observation, gathering some information about others and yourself. On one hand, it probably may not be helpful and it might be quite unhelpful if you proceed on the basis that, “I’ll push myself out there and get involved with somebody, even if I’m not confident I’m reasonably ready.” Ah, if you try to make too big a jump, you usually fall in somewhere.

The other thing is, it would be important to go slow because there is also the angle that you might, even if the other person is ready, you might go faster than you are ready for. For example, you might become involved with someone that you don’t really want to be, but your loneliness can do strange things, and in fact, maybe, some of that was involved in the original event which started this all off. But, at this point, in a sense, your problem can be in a way an asset, in that it will help to restrain you from moving precipitously—while you do move out and gain enough contact to sort of survey both the response of others to you, and you to them, without plunging into any hasty action.

Therapy is now focused almost entirely on the confidence aspect of the problem, relating to Tom’s avoidance of social situations, with little or no specific attention given to the urinary or erectile problems. The homework embodies many aspects of interventions pioneered at MRI over the past 55 years:

•   An articulation of the assignment using the language and position of the client.

•   A request for behavioral change, cast within a suggestion not to change.

•   An implication that improvement will occur as a result of this behavioral change.

•   The framing of the problem as an asset, in that it will allow the client to proceed with more caution.

•   A specific injunction to “go slow.”

Following through with the assignment will require Tom to respond to two intentionally contradictory injunctions: (1) implement a 180-degree reversal of his attempted solution—avoidance of social interaction—and (2) “go slow,” or, as Weakland put it, proceed “without plunging into any hasty action.” His experiment is to notice, not to get involved.

Third Session

John: Well, I had suggested last time that it could be useful if you would get out of your house some and get among people, particularly some that you could . . . sort of observe their possible interest in you and, on the other hand, your possible interest in them. Have you . . .

Tom: Yeah. I went to a gathering of friends, and ah, I did meet somebody there and, ah, what happened was that we went home and I was trying to be very aware of what you had mentioned to me, but ah, I guess I was sort of curious to see what would happen if I just let myself go, because I had been very guarded since this happened. And ah, eventually things led to something, which I really wish I had more control of, but anyway we ended up, I was able to ejaculate while he was there.

John: Well that’s uh, interesting, but moving pretty fast. This, was this the only time that you were able to carry out the assignment? I’m not quite clear on that.

Tom: It was the only time that I’ve . . . I’ve been extremely busy for me, and there’s just a lot of things that I’ve had to do, and it was the only opportunity that I had at that time.

John: I think it’s obvious I’m a little concerned about the rate of motion that that involves, but ah, perhaps you could tell me what your response was to all this.

As frequently occurs subsequent to assignments that attempt to restrain a client from change, Tom had gone far beyond what was suggested by Weakland, finding himself in a sexually intimate situation. Weakland responds with concern that Tom is moving too fast, implying there are potential disadvantages inherent in moving ahead too quickly.

Tom: I was in a state of shock basically, um, that it happened first of all, because it seemed to move really fast. And what it was, it was with another, ah, well, I, it hasn’t come up before and it’s not going to make any difference but I’m gay, okay. Um, but it was with another man that I met in a friend’s setting and it turned into a mutual masturbation type sequence. . . . I just needed to reach out in some way, and that was the only way I could see that he was willing to reach out to me, trusting. I felt detached, because it was the same problem. I kept losing my erection all the time and the more I worried about it, the more it seemed to, um, you know it was like I’m just thinking about it all the time now.

Before it was an instantaneous kind of thing and I’m just concerned about what is going to be his reaction when he sees me with a limp penis.

John: Well, I don’t mean to be pessimistic on purpose, but I hesitate to wonder what is going to be his reaction simply when he sees you in any ordinary setting.

When a client demonstrates improvement, many therapeutic approaches suggest that the appropriate response is to praise, compliment and encourage. As he does with Tom, Weakland typically heads in the opposite direction, voicing concern that things are moving too fast and continuing to promote change by restraining it. The logic for Weakland’s stance is simple—the client is often surrounded by others who respond with reassurance and praise at the slightest sign of progress. Such advice, unfortunately, helps perpetuate rather than attenuate the problem.

Tom: It was somebody that I probably will not . . . it was just, you know, it was a sexual involvement and it was somebody that probably I have no interest in seeing again.

John: Um-hmm.

Tom: But it was very, it was very, um, exciting at the time I was with him. But at the same time, you know, my excitement usually shows by being erect and I wasn’t able to do that. Actually, for a while it was erect, but it just seemed to lose its momentum really fast. I guess maybe because the more I thought about it . . . but I just am not going to be able to help think about it; it’s just part of my nature now.

John: The reason was that I was suggesting that not only that you observe some others’ potential interest in you, but that you spend time observing your own interest in others as well.

Tom: There have been a number of people that um, you know, that I have made contact with, but just, with their schedules and with my schedules there wasn’t time, you know, to really develop, in the sense of getting, you know . . . we talked about getting together. And I’m getting together actually with two different people this week. I guess there was a part of me that was trying to get somebody that I would see again before I came to see you and, you know, I was sort of making, you know, I don’t know whether that is good or not. If I really thought about it, I probably wouldn’t have involved myself with this guy. But you know, there is a part of it that was something available by today.

John: Correct me if I’m wrong, but I get the feeling that you sort of are trying to push yourself ahead . . . rather than follow the rather gradual pace that was recommended to you?

Tom: Probably I did.

John: Would it be a fair statement that the outcome of that was sort of mixed? You mentioned that where the episode was a shock, and what comes to mind is good shocks, bad shocks, and mixed shocks.

Tom: The good thing for me that came out of this was that there was somebody attracted to me . . . and that I was attracted to. That was very significant for me to think that there are people attracted to me. So in that sense, I think something really good came out of that. Yeah, I meant actually it has been very easy for me to meet people this last week or so. I don’t know if it has anything to do with my feeling about what happened last week, but you know, I met a waiter at a restaurant last night that I go to, and then a friend of another friend that I have started to talk to. We talked about getting together, and this week, but it’s a matter of whether we can find the right times. My schedule is open but I don’t know if he’s, if they are going to be able to get together this week.

John: Am I getting it correct, that you, sort of, have been a little surprised these two weeks that you mention that it’s been easier to meet people than you had expected?

Tom: Um, yeah, it has been surprising but, you know, I don’t mean to put it down but it just seems that always after a vacation that people . . . there is a certain glow that people have, you know, and I think part of it might be that people are curious about my trip.

John: I certainly don’t want to make too much of it.

Weakland’s manner of inquiry warrants close attention. He believed that giving direct suggestions was one of the least effective methods of influence, preferring to use indirect suggestions, non-confrontation, and the implied aspect of messages to influence a client to desist from attempted solution behaviors. Now that the therapy has progressed to the point where attempted solutions have been clearly identified, virtually every utterance by Weakland is an intentional effort to indirectly influence the client, presenting a mixed bag of injunctions and warnings.

•   “I’m a little concerned about the rate of motion that that involves.”

•   “I suggest . . . you spend time observing your own interest in others as well.”

•   “Correct me if I’m wrong, but I get the feeling that you sort of are trying to push yourself ahead.”

•   “Would it be a fair statement that the outcome of that was sort of mixed?”

When Tom makes light of the change, attributing it to “post-vacation glow,” Weakland is quick to overtly minimize the effect as well, saying, “I certainly don’t want to make too much of it.” He consistently preempts Tom’s dismissive thoughts, taking away their power, which, in turn, allows Tom to adopt a positive view of the outcome.

Tom: Right. I mean, it’s there but it’s also part of, you know. It’s nice. It’s very nice.

John: Well, the other side of that is you have more power, more attraction than you were recognizing. There is one thing that goes along with that—that you need to give somewhat more thought to where and when you want to exercise it, and that is the aspect that I think we were touching on when I suggested that you also do some observing of yourself in terms of your own interest in whomever you meet. The other thing that I was, ah, worrying about was whether you had any further thoughts as to this experience and anything else that has happened in the last couple of weeks about the question—How will you know when you are really distinctly more confident about your sexual capabilities?

Confidence is a much less threatening topic than impotence.

Tom: I guess when I won’t have to worry about erections.

John: The suggestion follows that while you’re in bed asleep tonight a miracle happens and in the morning you find it is totally gone. How will you know that that has happened?

Although the miracle question is most often identified with solution-focused brief therapy, Weakland described it as very similar to the first sign-of-improvement question. They both accomplish the same purpose, but they start at the opposite ends of the spectrum.

The first-sign question immediately orients the client to think in terms of the smallest indication that the situation is improving. Clients typically respond by saying that the problem would be resolved. The therapist acknowledges that such improvement would be a good thing, but then asks the client to think about a sign of improvement that they might notice even before that. This is followed up by the therapist’s providing examples of possible small signs the client might notice, and indicating that the question is more difficult to answer than it first appears.

The miracle question, in contrast, begins by having the client imagine that the problem no longer exists. The therapist then begins a series of inquiries that involve the client’s describing, in detail, small signs that would indicate that the problem is solved. With both inquiries, follow-up questions orient the client to notice and articulate small signs of improvement. They are the most potent aspect of the technique (Weakland, 1991).

Tom: Because I’ll know that I won’t be thinking about this endless urgency that I have.

John: Okay. So if tomorrow morning it is gone, the problem is over, what will you be doing differently that will tell you it is all over?

Tom: I will, ah, celebrate. Whenever possible, I will.

John: Oh, but that assumes you know it’s over. You can’t celebrate till you know it’s over. I’m trying to ask the question, what will be going on that will tell you it’s over?

Tom: I will go out. I will make dates. I will feel comfortable having as much sex or as little sex as I want. I will be a free man.

John: What do you think will be the first thing that will tell you the problem is over?

Tom: I will call up some old boyfriends of mine. Make dates and, depending on how it goes, I will proceed to have a nice intimate relationship with someone, assuming that they are willing on their part.

 (The telephone rings and Weakland consults with members of the team.)

John: One of my colleagues has a suggestion for a different way to proceed that you might think useful to you, and that would be that you pick someone that you really didn’t particularly care about personally. Go out with him, but early on, before you really get down to anything, do tell him explicitly that you have a problem with erections. I think what he has in mind—he will correct me if I’m wrong—he didn’t explain it very thoroughly, would be something like, you wouldn’t have too much to lose.

Tom: Going out with somebody that I don’t particularly like?

John: Yes. Somebody that you might, say, have some lust toward but not much possibility of trust, and at least somebody that you would find, ah, at least thinking that you would not establish anything that might be ongoing with, or anything like that. But, to put it badly, the losses are minimal.

Tom: Okay.

This suggestion utilizes and prescribes behavior that is within Tom’s current behavioral repertoire (i.e., initiating involvement with someone he doesn’t care about), but by directing him to reveal, rather than conceal, his erection problem, it also reverses his previous problem-maintaining behavior. When such a suggestion is carried out, or even thought about, it serves the purpose of bringing the client toward the problem rather than away from it.

John: What I’ve been, the thought that has been occurring to me in relation to this difficulty of identifying a sort of specific and certainly early sign, is that it reinforces my previous thoughts that it may be desirable for you to take things rather slow rather than pushing yourself ahead. I know the tendency with something like this is charge ahead and get through the barrier, but there are certain indications that that does not work very well. So I think you would be better advised to save time and trouble in the long run to try to take it slowly. A couple of things were said that are relevant. Now, both to get a clearer idea of who may be interested in you, and in a way something that I am increasingly thinking, is even more important than that, and that is your interest in other people. For example, I’m assuming, I may be wrong, but I’m assuming that there are people that you would really love, be interested in getting close together with them.

Tom: There are but . . .

John: Even, let’s say, if just for a quick fling, there are people who . . .

Tom: Sure. What you are suggesting, if I’m not wrong, is that even though . . . if I’m not attracted to them, if they have some interest in me.

John: Well, what I am suggesting is that you note that, but that you don’t automatically respond to it.

Tom: Okay.

John: That you certainly would consider their interest in you, but that you also consider and that you practice considering, till you get tuned-up a little more, “Am I really interested in getting together with that person, or am I perhaps getting a little swept away by their interest in me?”—that sort of thing. My colleague relayed the suggestion to you before, and it would be useful for you to find someone that you are not really interested in, and proceed to see if you can get it on with that person, but within the explicit framework, before you go very far, of, “Look, I’ve got a considerable erection problem and you need to know about that.”

Ah, the thing, more general thing is, we sort of have been arguing from the evidence, that we sort of rushed things during the last two weeks, and the results were sort of expectable. On the one hand, you have made visible steps forward from where you were when we first saw you, and from where you have been for some time, but you still ran into trouble. Ah, it would be better, as much as you can, to go slow and not push things, because there is no real advantage in doing something half way. It is better to take one’s time so that you can be prepared to do it the whole way.

And other than trying to restrain yourself some in general . . . the only thing I would suggest is whether you go out and do it deliberately, or whether it’s just in whatever situation you find yourself in, it would be good to spend some time surveying other people’s potential interest in you and even more, in a way, your potential interest in them.

Tom: The person that, um, if I meet that I’m not that interested in, who I can tell that, you know, I have a problem with erections, and I say there is a problem and he says it doesn’t matter to him, um, still say I’m just not prepared at this time?

John: Well, I can’t really give you any specific prescription for that situation. I think you would have to sort of have to play that according to how you feel in that particular circumstance. And I can’t be sure of that, because I haven’t got that situation yet, don’t have the data on where would he be and where would you be after you made that explicit statement early on. You’ll have to judge for yourself on that. Other than that, the main thing is make the time to observe, particularly observe the extent of the nature or your interest in anyone else. Oh, and a clarification from my colleague. He said in that situation, go ahead and go through with it, if possible, but all the way along you keep bringing up the fact that you have a problem. Not just initially but repeatedly.

Tom has made clear progress toward his goal, and has now been given several suggestions to consider between sessions:

•   Go slow.

•   Consider how things would be if a miracle happened and the problem disappeared.

•   Continue to think about what would be a first sign of change.

•   Move toward the problem by revealing it to someone.

•   Consider both other people’s interest in him and his interest in other people.

•   Notice what goes on when in the presence of others.

Carrying out any of these suggestions will further interrupt Tom’s pattern of attempted solutions, thus solidifying improvement.

Fourth Session

John: It’s been three weeks since we met and in addition to suggesting to you that it was best to go rather gradually, we left you a couple of suggestions. The most general was to circulate some but in doing so mainly to keep your focus on observation and judgment, rather than action. To see if they might be interested in you or perhaps even more important, who you might be interested in. And then second of all, a more specific suggestion by my colleague Dr. Watzlawick, about getting together with someone that you really would not particularly be interested in, and in that circumstance make a point of telling about your erection problem. I wonder what you’ve done with all of this.

Tom: Well, I have made some attempts. It’s been frustrating in the sense that there have been two people specifically that I had met and one of them is, it’s difficult to try to get together with him, and the other person that I got together with, I met him at the parade. He would plan to get together and I had called to confirm and it turned out that he had a family emergency so he had to go out of town. So he’s out of town until, he left last week and he will be back he said some time around the fifteenth and he seemed to indicate that he definitely wants to get together with me. I said that I will call him around the fifteenth to confirm, you know, any specific plans, so that’s where the situation is in terms of that.

John: Okay, what would you say about your own sort of both level of interest, and kind of interest in that person?

Tom: I find him an interesting person to be with. He has this problem a lot of people in the gay community have. He is experiencing a lot of loss in terms of friends that have died of AIDS and he may be a little shy about other involvements at this point. That’s my sense, but I don’t really know. I’ll know by spending a little more time with him.

John: In addition to these two specific people, did you take any opportunity to sort of get out and circulate a little bit in general and just form opinions by observation?

Tom: Well, I went to a couple of bars, but bars are such an artificial environment, in the sense that it’s always so noisy, and there are always people that pretend that they are not looking at you, and may or may not. There’s a rap group that meets—it’s going to be held next Saturday and it’s a talk session between people who are available for relationships. I have been to it in the past so that’s available.

John: Um-hmm. What about that proposal that Dr. Watzlawick made, which is both more specific, and I would say, ah, how can I phrase it, certainly it’s a step rather out of the ordinary, to find somebody to get with who you are not really that interested in, but to make a point with that at the beginning that you have an erection problem and then to carry on as far as things can go.

Tom: I was in the bar situation. There were a couple of people that I tried to strike up a conversation with but they were not interested. Their mannerisms and stuff were such that they were not willing to connect with me on that level so I wasn’t able to fulfill that.

John: Okay.

Tom: But that is still something that I think is a legitimate thing to follow through on.

John: Um-hmm. I was just wondering, in general, how anxious or uneasy you’ve been in the three weeks since we’ve met?

Tom: Well, it’s been, I’ve been real busy, um, and I haven’t had a lot of time to reflect. That’s always been the situation with this. As long as I keep busy, you know, I’m fine. It’s when I don’t have things to do that I could get anxious. I haven’t really gotten anxious these three weeks. I think a lot of it is . . .

John: Okay, that’s good to hear but, as you say, a large part of that may be attributed to special circumstances and that is that you’ve been busy.

Before Tom can continue to minimize the progress that has been made by attributing the absence of anxiety to “being busy,” Weakland interrupts once again. Meeting Tom at his level of skepticism, he preempts his dismissal, defusing it by declaring the situation to be a given. This allows Tom to move beyond this snag, as can be noted in his response.

Tom: And a large part of it is that I feel, you know, my life has come to the point . . . as long as I feel I’m doing something about the problem that I have . . . by coming here, that fills me with a lot of hope. If I don’t do anything like this, then I don’t have any hope.

John: Okay. I don’t like to be discouraging, and I like to hear that for whatever reason you are feeling somewhat more comfortable, but I think it’s only fair to warn you that one thing that I don’t want to do is give you false hope because, one of the worst things a therapist can do for a client is to build them up for some letdown. So, I hope you will temper your hope with a certain degree of healthy skepticism at least.

Tom: Well, this is my last resort. I mean if this doesn’t work out . . . so I am really pretty sure that this is going to work for me.

John: Well, I think it is only fair to say that while I have certainly the intention of being helpful, and I wouldn’t be in this business if I didn’t think I could help people reasonably often, but then I would say that your degree of expressed assuredness is greater than mine. I would certainly prefer it if you would, a little bit, share the burden of healthy skepticism with me.

Tom: (smiling) Yeah, okay, I’ll try.

Once improvement has been achieved, the important issue becomes how to maintain it. Weakland accomplishes this not through reassurance or encouragement, but the opposite: by worrying that change has occurred too quickly, discouraging Tom from becoming overly hopeful, and inviting him to share the burden of “healthy skepticism.”

John: Tell me a little more about the last three weeks, particularly if anything else were to come to mind that in any way seems different to you from where you were at when you came here. Not necessarily anything that’s even immediately connected with the problem that you can think about.

While Weakland continually invites the client to practice restraint, and in doing so inhibits the client’s tendency to dismiss progress, he also subtly searches for any possible changes that have occurred, with the intent of underscoring their importance.

Tom: Actually there is something I have just thought about. . . . There has been a new employee at work, em, that I have met and, er, I have sort of been fantasizing about him. Actually I was surprised that the two times that I fantasized about him, I got complete erections and I was able to masturbate thoroughly. It was really . . . it was quite amazing.

John: Um-hmm. Ah, it is certainly amazing to me, too.

Tom: It was very exciting thinking about him. I hadn’t really had anybody as a fantasy model for a long time and, well, it was great. I couldn’t believe it.

John: Okay. Are you aware of what you were doing or thinking during those times?

Weakland’s expression of astonishment underscores the importance of the change, and his follow-up question implicitly attributes it to a shift in Tom’s actions or thoughts.

Tom: Um, I guess I haven’t run into anybody that so attracted me as much as he did. But it was a short-term type of situation in terms of him. He seems to have expressed an interest that he prefers black men.

John: (after a telephone consultation) A message from one of my colleagues and I’ll just pass it on. There is a likelihood that fate is being kind to you because there are some things that are better in the imagination than they turn out to be in reality.

Tom: It’s weird, it was that . . . (laughing) um-hmm.

John: Um, but on a somewhat different tack: I certainly see a potential connection of what you just said with one of the things you have been emphasizing here, which is, what counts is not just somebody else’s interest, but equally, and maybe even more important, your interest is existent here. You may need both for things to be as good as they possibly can be. But your interest is certainly not to be discounted by putting all the focus on “Is somebody else interested in me?”

Tom: That is true. He is . . . he was really . . . he got me going.

John: Um-hmm. It must be, as always—like everything else—there is possibly a down side to that, and that is the possibility, that if you can recognize your own interest, that it may not work out in the way that you want, and therefore the disappointment would be greater than if you sort of had a way to mute your own interest. But it’s sort of, do you prefer to keep things on a fairly modest level, or do you prefer, sort of, to go out and win?

Having just encouraged Tom to shift his focus from what others think about him to what he may want, Weakland immediately proposes a possible disadvantage of change: It might put Tom in the position of experiencing greater disappointment if things didn’t work out as he’d hoped. In so doing, Weakland continues to intervene by restraining change.

Tom: A lot of times I really don’t know if somebody interests me. You know, you can go by how good-looking a person is, but it doesn’t work like that for me. There are interior qualities that are much more important and I don’t always recognize them right away, and it comes out like when I had that erection with that guy. Other times it doesn’t take an erection for me to be interested in somebody, but I don’t always know what it is.

Erickson (in Haley, 1973) and Jackson (1967) described people’s experiencing seemingly intransigent problems as having a limited repertoire of behavioral alternatives available to them. Therapy involves creating contexts, both in and outside of sessions, where the client can experiment with expanding this repertoire. Weakland’s next statement infers this.

John: So things can develop from a variety of different paths.

Tom: Right. But he is the first person that just struck me like that. It was quite amazing, just like a bolt of lightning. Yeah, it’s nice to know that I am not beyond that. That it can still happen to me. I’ve sort of, you know, in a way given it up or thought I’d given it up.

Rather than celebrate Tom’s report of success, Weakland acknowledges that the change is amazing and takes steps to temper Tom’s enthusiasm.

John: Well, that is amazing, and again don’t be too sudden. It’s possible it was a fluke of some sort. Certainly it is amazing anyway, and anything else that was going on that in any way seems different than the way you came here?

Tom: Since when I first started?

John: Yeah, we can use that as sort of a baseline reference point.

Tom: Um, no. June has been quite a great month for me; I have just loved the excitement of June. There has been so much that I have been interested in, I’ve been doing, and I feel—a lot of friends have come into town—so I have been feeling very much appreciated and supported. And there are a couple of friends that I have talked about the situation to and they are very concerned. They listen well to me. So . . .

John: That’s perhaps a little different than you were doing before, talking to your friends?

Tom: No, I was talking about it with certain friends. I still don’t want to talk with everybody about this. But they’re understanding and concerned.

There are times they want to talk about it and I really don’t want to. Pretty much since this happened, I’ve been feeling a certain amount of frustration—you know, what do I want to exercise for? Nothing is going to happen much more in my life. My life, part of my life is over with. So there is a whole feeling of loss that I was going through. And that is still a part of me, this feeling of loss. But there are times I can overcome it and still exercise to an extent.

John: Um-hmm. So you think you will get back with your exercise despite these bouts of negative thoughts?

Tom: Well, I feel I need to badly.

John: In the framework of “change takes place,” you have come to make changes that are more important than you realize. Again, a basic principle is that change that is gradual is much more secure and lasting than trying to leap over a fence all at once. And therefore, again, my best recommendation to you would be: Go ahead much the same, don’t push yourself, don’t even . . . don’t trouble yourself by even saying, “I’ve got to get out there . . . make a next step tomorrow.” And, other than that, keep on much as you have been doing. Certainly keep observing more than acting, especially observing how other people seem to be interested or disinterested in you. And the same thing for yourself, “Who am I interested in? How much? How?” And I would say certainly we shouldn’t meet next week; it would be too soon. I would say two or three weeks again would be best, and probably three I would say.

Weakland underscores the desirability of “going slow” by extending the time between sessions.

Tom: Well, any suggestions on the urination thing? Any way that you think that the feeling, the feeling of urination . . . do you think that is psychological?

John: Well, certainly, although it’s hard to say how much of each. It’s almost certainly both physical . . . physical and psychological. I could only make one suggestion to you about it. That is more in the nature of an experiment, but you might have the curiosity to try the experiment. And that is, if you could pick a time when either there is an exception and you don’t have that urge, or when it is at its lowest rather than at its highest level, and make a point of going and attempting to urinate. I think you might get some useful information on that.

Tom: Well it’s always there. I always feel that way.

John: Okay, always to exactly the same degree?

Tom: Yeah. Well, sometimes when the pressure is too, as I mentioned, the urge is always there, okay? It’s only when it becomes overwhelming, that’s when I need to urinate.

John: Okay. But sometimes, and correct me if I’m wrong, but I think I recall you saying that when you are busy with a daily task sometimes it may be there, but you are not that aware of it.

Tom: Right.

John: Um-hmm. I would say, sometimes in the middle of daily tasks that you are not aware of it, make a point of stopping and becoming at least aware of it. That would be step one. If you could take step two and go see if you could urinate then, that would be two things that you could experiment with until we meet again.

Once again, Weakland prescribes a counterintuitive experiment that reverses Tom’s typical method for handling his urge to urinate. By asking him to focus on the problem when it isn’t bothering him, he directs him to move toward, rather than away from, it.

Fifth Session

John: Okay, and I had also suggested that you continue the things that you have been doing, so we make sure that you got out some, not to rush yourself, and to observe two aspects of things: one, what you see about others’ interest in you, and, not less important, how much would you be interested or disinterested in other people.

Tom: It has been good. I have a regular number of people who are interested in me and I’m initially interested in them. I mean this goes in an active stage right now. For various reasons I’m not sure that I want to pursue any of them, but it has been very nice. I really don’t know why it is sort of happening all at once. I have no idea. I do know at different times in my life it has happened like this, not recently, but it has happened in the past.

John: And, ah, it could be cyclical; it could be a different sort of change. You are not aware of anything that you might be doing differently?

Tom: No, I really don’t think it is anything that I have done differently. I think it could be maybe that I am just meeting people who seem to be affected by me in a nice way.

John: Anything else that might be significant or relevant during these four weeks that we haven’t met?† Not necessarily immediately connected to the problem, just how things have been going for you.

Tom: Well, actually it has to do with a lot of the sexual responses that I’ve been getting. This one person that I have seen a couple of times, you know, he has a lover, so he’s very uptight about having these feelings, as long as we can do anything other than have sex it will be okay. So we have spent a lot of time sort of being very . . . touching and you know, and sort of there are just certain sensations, my chest is extremely sensitive and so is his. So we have spent a lot of time, you know, playing around with that. And that’s very exciting to me and he is very certain with all that he wants me doing based on, you know, what we have talked about, it’s fine with me, you know. But I do have feelings for him. But, you know, I also understand about his other relationship. They’ve been together 16 years and I’m not a home-wrecker. But it has been very nice. There is someone else that I met who is very turned on to me and we’ve had sex and it has proceeded to a nice level as a mutual masturbation thing. But it is very sexy.

John: Um-hmm, you can’t do that without an erection.

Tom: Right. Right. I had an erection. I had an erection. But there was a tremendous amount of foreplay, which is really needed. You know and I needed that.

John: Ah, you’re not objecting to the foreplay?

Tom: No, no. I saw him a second time and didn’t need foreplay. I was really aroused.

John: Really!

Tom: Yeah. It was quite amazing to me.

John: Huh! So there was a big difference between the two times?

In what turns out to be the final session, Tom’s problems have improved dramatically. Using restraint-from-change strategies evident in earlier sessions and displaying astonishment when Tom describes his rediscovered ability for full sexual arousal, Weakland works to solidify constructive changes that have taken place.

Tom: Yes, well, you know I had the experience of knowing what it is like to be sexual with him and he really turned me on at the time. With this information that I have, I don’t think it will be the same but I haven’t seen him since that time.

John: Hmm, you can’t be absolutely sure of anything in advance.

Tom: I know. Needless to say, it’s been a . . . I went to that mixer that I told you about, but I didn’t particularly like it. Two people called me wanting to get together and start a sexual interest. I’m sort of not sure if I’m going to. My habit is to pursue one person at a time. I’m not very good at multiple relationships, but I don’t know if it might be advisable—that’s why I need your advice. Do you think that maybe I should go against my patterns so I might see some kind of responses? But I am getting sexual.

John: Well, I think you at least start with, I don’t think I could give you a yes or a no there, because it looks to me like it’s something that has elements of both ways. I was still thinking that the basic principle is: Take your time, don’t get in a rush. And if you got together more, with more than one person, and you tried to evaluate—other than maybe your own evaluation—is that tracking it on three fronts at once, or is it setting things out and not getting too involved too fast in any one place? And I don’t think I am in a position to judge where the balance of that would lie. So the best I can say is that I still think you would be much better off moving rather gradually, but you are the one that has to evaluate what gradually means to you between those two situations.

Tom: (overlapping) Um-hmm, I see. Sure. It is interesting, to say the least. But well, it’s exciting. It’s very exciting for me. To feel appreciated and needed and especially when I’ve been feeling so badly for the last two and a half . . . two years now.

John: All right. And I can see also . . . I’m very struck and impressed by what you are describing almost in passing, that you don’t feel like, “I’ve got to sit by the telephone hopefully, even if I have got something that I want to do.” (Tom nods yes.) Sounds like you’ve got your independence.

Tom: Yeah. It’s always been there. I guess I needed a shot of sexual adrenaline. You know I think that I mentioned it to you the last time, that’s what I needed. That’s what I wanted. That’s what I missed. But you know, I haven’t been out there. Maybe the time that I went out to that thing, but it just seems like instead of me going to them, they keep coming to me—for whatever reason they seem to find me.

John: Sounds not bad.

Tom: (laughing) No it doesn’t sound bad. Yeah, I’m in a pretty good state of mind, for me.

John: Well, it sounds to me like a lot of change has already been set in motion. Ah, there comes a point where things are moving. To sort of actively work on them you may only get in their way, rather than just let them continue to progress for themselves. Really, what I am thinking is, should we at least have a recess and see what develops from here?

CONCLUDING COMMENTS

Tom was a desperate man when he entered counseling with Weakland at the MRI Brief Therapy Center. Preoccupied with a constant urge to urinate, he was severely depressed about an inability to perform sexually. After 1½ years of treatment, encompassing multiple medical evaluations, psychological counseling, pharmacological intervention, hypnosis, and acupuncture—all of which had failed to alleviate his problems—Tom declared to Weakland during the first session that this was his “last chance” to find a reason to keep on living.

Over the course of five hours of therapy, Tom regained a satisfactory sense of sexual adequacy, his depression was lifted, and he expressed confidence in his state of mind and social outlook. During a follow-up conversation, he indicated that he no longer experienced difficulty with depression, and he didn’t mention any further problem with an atypical urge to urinate.

These impressive results were not accidental, nor were they the product of some magician-like ability on the part of Weakland, who devoted much of his career to demystifying the process of therapy. With study and practice, therapists can learn and teach these theoretical premises and clinical skills used by Weakland. Thank you, John, for leaving such discernible footsteps for others to follow.
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* Verbatim transcripts are of immeasurable value in analyzing interaction, yet they do not convey numerous aspects of discourse vital for understanding, such as timing, voice inflection, pace, intonation, and nonverbal behaviors. For controlled access to the original recordings, contact the MRI Brief Therapy Center, in Palo Alto, California.

† The client had rescheduled the session for a week later than was originally planned.
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letting-the-wind-out-of-the-sails approach, to change, 35
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LGBTQ+ clients, 197
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marriage equality, 180

Martin, B., 345

masculinity
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“medical” problems, process-oriented approach and, 83–86

meditative trances, 324

men, 199

as victims of intimate partner violence, 236, 239

virtual sex and, 161–62

mental health providers, discrimination against gay and lesbian clients and, 234
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same-sex couples and, 177
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pharmaceutical industry, U.S., strong profit motives of, 84

physical closeness

healing from infidelity and, 133

in wake of affairs, 127

place of “not knowing,” working with same-sex couples and sense of, 178
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campus, People v. Brock Turner case, 258–60

childhood, sense of unreality and, 266–67, 269
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rehabilitation, sexual offender treatment and, 303–4
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resilience, infidelity and, 116

resistance, 52, 101

respect

erosion of, intimate partner violence, and, 241
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sado-masochism (S&M), 110

sadomasochism, unanticipated erotic shifts and, 296

safe sex, 106–7, 229

safety

betrayal and critical importance of, 20

crossing borders in sex therapy and, 230

intimate partner violence work and, 236, 239, 247–55
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collaborative goal setting with, 178, 187, 190, 192, 193

contextual, constructivist, and collaborative approach with, 186–94

creating new stories of possibility for, 182–86

dynamics in, and their sexual narratives, 180–89
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intimate partner violence work and, 248–55
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school and work difficulties, MRI model and, 344
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secondary gain, 101

second-order change, 50, 77, 78–80

description of, 79
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relativity of realities in social relationships and, 95

second-order cybernetics, 50–52, 67, 187

secure base, restoring after affair, 123–34

self, Internet’s virtual mirror and, 164

self-blame and self-loathing, childhood sexual abuse and, 267–68

self-injury, sexual abuse and, 272

self-observation, in “bad orgasms” case illustration, 60

Self-Regulation Model, sexual offenders and, 293–94

“sensate focus” techniques, 73, 80

sensation, emotion, learning, and, 325

sensuality, exploring, 93–94

serial monogamy, 143

sessions, length and spacing of, 51

sex, gender vs., 198

Sex Addicts Anonymous (SAA), 30

sex-assigned-at-birth, 198

Sex at Dawn (Ryan & Jetha), 144

sex clubs, 146

sex education and sexual health support, trans clients and, 205

sexism, 13, 153

Sex Offender Registration and Notification Act (SORNA), 315n

sex reassignment surgery (SRS), 208

sex therapy

critique of, 73–75, 83, 86, 95

degendering language and sexual anatomy in, 210

process for change in, 95–96

see also brief sex therapy; possibility-informed sex therapy methods; trans-affirming sex therapy

sexting, 158

sex toys, 177, 182

sexual abuse

contextually informed understanding of, 290–92

flashbacks and history of, 109

gender and, note on, 262n

intimate partner, 236

lifetime effects of, 260

low desire and history of, 90–95

rupture of living connections and, 277

“shutting down” and history of, 109

stigma and, 266

symptoms related to, 266–72

trans clients and, 204

trauma-focused treatment of, 261

violation of social rules and boundaries and, 268

see also childhood sexual abuse

sexual addiction, debate over, 30

sexual adventurousness, long-term marriage and history of, 25–28

sexual aggression toward women, social attitudes on, 260

sexual anatomy, decentering gendered language for, 209–11

sexual attraction, trans clients, body modification, and, 205

sexual behavior, contextual understanding of, 289–90

sexual betrayal, severe disruption caused by, 115

sexual difficulties, from MRI interactional perspective, 48–50

“sexual droughts,” 26

sexual experience, profoundly personal, relational nature of, 9

sexual feelings, jump-starting, 107–8

sexual fluidity, in committed relationship, 22–24

sexual frequency issues, same-sex couples and, 176

sexual health care, trans clients and, 211–12

sexual identity(ies)

contextual sensitivity to, 74

of trans people, 200

sexual injury

dis-membering: relational nature of, 263–66

as non-relational, 260–61

sexual interest, waxing and waning of, 89, 94

sexuality

gender and, 200

integrity in marriage and, 264

intersection of ethnicity and, 177

intersection of LGBT identity, culture, and, 181–86

joy in, 340

new ways to express, pornography and, 163

sexual manipulation and assault, 241

sexual minorities, rates of relational violence and, 244

sexual offenders

acceptance and clinical work with, 289

adjudicated, limitations in working with, 302

altered contexts, altered behaviors, and, 313–16

assumptions tied to labeling of, 290
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context-sensitive approach and story told by, 305–13

context-sensitive treatment of, 294–97, 301–3

contextual approach to, 288–318

contextual understanding and treatment of, 289–92
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court-mandated treatment for, 301–2, 305

denial and, 303

deviant label and, 292

discussion about, 316–18
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with exclusive sexual attraction to children, 302, 317

Good Lives Model and, 293–94

guiding metaphor and work with, 288–89

hope for transformation and, 289, 290, 301, 318
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meaning made of sexual arousal by, 296

MRI-informed approach and, discussion, 318

normalization and empathy encouragement with, 317–18

phases of treatment with, 304–5
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primary goal in work with, 297

reframing in work with, 309, 316

Relapse Prevention Model and, 292–93

remembrance and, 289, 290, 318

restrictions and electronic monitoring of, 301

Self-Regulation Model and, 293–94

true apology to sexual abuse victim, power of, 278

use of story with, 297–98

sexual orientation, 180

gender identity vs., 213

Hispanic ethnicity and, 175, 177

intimate partner violence work and, 243

multicultural framework and, 179

sexual pleasure

affirming trans people’s capacity for, 209

impact of internalized cisgenderism and transphobia on, 207–9

sexual predators, 288

sexual problems, MRI model and, 344

sexual response cycles, 72

sexual revolution (1960s), swinging and, 146
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sexual violence

courts and re-raping victims of, 280

definition of, 240

naming non-confrontationally, 240–43, 256

against trans feminine women, 206

see also childhood sexual abuse; rape; sexual offenders

sexual violence, relational approach to, 258–85

culture and, 278–85

dis-membering: relational nature of sexual injury, 263–66

maps and territories, 271–75

re-membering: therapeutic problem resolution, 275–78

revived trust and hope, 285

symptoms of sexual abuse, 266–71
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sex work, in trans communities, 203

SFBT. see solution-focused brief therapy (SFBT)

shame, sexual abuse and, 267–68, 272
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silent bystanding, defying call for, intimate partner violence and, 237

simpatia, Hispanic families and, 182
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Skype, 160

slow fashion, 170

“slow food” movement, 170

“slow travel,” 170

“slow work,” 170

smartphones, 158

Snapchat, 160

social class

intimate partner violence work and, 243

multicultural framework and, 179

social constructionism, 80, 94, 95

social constructionist point of view, therapeutic approaches informed by, 187

social media, 158
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surveillance, reframing, 167–69

social networking, divorce and, 160

Socrates, 326
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Solovey, A.D., 81

solution-focused brief therapy (SFBT), 12

inquiring about when a situation is not a problem, 352

miracle question in, 366

trans-affirming sex therapy and, 197

solution-focused model, advanced by the Brief Therapy Center, 77

solution-focused therapy, possibility therapy vs., 99

spontaneity, conscious effort substituted for, 61

squeeze techniques, 73

Sri Lanka, 219, 230

SRS. see sex reassignment surgery (SRS)

Stanislavski, C., 323

start-stop methods, 73

state governance, psychosocial matters and norms of, 220

stereotypes

about Asian and white sexual partners, 193

on bisexual people and commitment, 185

same-sex couples and, 177

see also discrimination; prejudice

stigma

sexual abuse and, 266

social and internalized, attachment style, and, 181

Stith, S., 237, 239n

stories

care, ethical sensitivity, and, 318

Ericksonian hypnosis approach to sex therapy and, 325, 326–27, 328, 329

of LGBTQ people, celebrating, 186–87, 194

meaningful pattern seeking in, 310

searching for clues in, 307–8, 311

telling where they belong, 340

told by sexual offender, 305–13

transformative, 297–301, 316

useful, cooperative process in, 298–301

virtue of, 340

straight trans people, 200

strategic model, of the Mental Research Institute, 77

stress

culturally oppressive narratives and, 186

intersectional and multiplicative, cultural variables, and, 179

systemic, trans people and, 203

studs, 199

substance abuse

MRI model and, 344

sexual desires and, alternative treatment plan for, 36–44

trans people and, 203

see also addiction

Sue, D.W., 179

suffering

circularity of, 10–11

recursive addictive cycling and, 31, 32

suicidality

coming out and, 106

trans people and, 203

suicide

attempts, sexual abuse and, 272

non-consensual or revenge porn and, 158

Sullivan, H. S., 331, 343

supportive others, inviting, problematic dream and, 337–38

surprise

trances of, 324

welcoming, 218

survival exchange sex, trans people and, 203

swinging, 146, 151

unanticipated erotic shifts and, 296

symptoms

“altering, not abolishing,” 11

prescribing, 82

Syria, 219

increased birth rate in, 219n

vulnerability of women in, 230

systemic thinking, trans-affirming sex therapy and, 213

systems theory, thinking relationally and, 262

T

Talen, M., 84, 85, 86

teachable moments, with non-monogamous couples, 155–56

technology, human sexual expression and, 170–71

texting, affair partner and, 125

Tharp, T., 329

therapeutic alliance, with each party, infidelity and, 122

therapeutic suggestions, trances and, 324

therapists

inner and outer conversations of, 249

need for guiding theory and, 95–96

relational sources of inspiration for, 340–41

relationship between client(s) and, 12, 13–18

self of, infidelity work and, 137–38

“truth,” and lack of neutral stance of, 100–101

see also clients

therapist variables, process of change working diagram and, 76, 77, 95

therapy, as slow conversational intimacy, 170

therapy contract, process of change working diagram of, 76

therapy teams, 345

“thought-stopping” technique, blushing problem and, 29

“time-outs,” healing from infidelity and, 132–33

timing of sessions, 51–52

Tinder, 157, 158, 165

Tolstoy, L., 46, 68

tone of voice, matched, empathic communication and, 14

topping, trans clients and meaning of, 207

top surgery, trans clients and, 207

trances

Ericksonian hypnosis approach to sex therapy and, 323–24

induction of, 328

natural, 327, 331

therapeutic suggestions and, 324

types of, 324

trans, used as umbrella term, 198

trans-affirming sex therapy, 196–215

asking questions about unfamiliar terms and, 207–8

challenging history of therapy and trans clients, 201–4

cisgenderism and transphobia in sex therapy, 205–6

decentering gendered language for sexual anatomy, 209–11

gender identities in relationships, 212–14

gender modification surgery issues and, 208

impact of internalized cisgenderism and transphobia on sexual pleasure, 207–9

lived experiences and relational dynamics of our clients, 203–4

navigating barriers to preventive and sexual health care, 211–12

overview, 196–97

potential common scenarios in, 204–5

reflections on, 214–15

systemic thinking, curiosity, and reflexivity in, 213

trans black women, hypersexualization of, 196, 203

trans bodies, pathologizing or fetishizing of, 196, 202

trans clients, erotic and relational dynamics and, 203

trans communities, prevalence of HIV in, 212

trans feminine people, sexual violence against, 206

transformative stories, 297–301, 316

transgender, defined, 199

transgenerational factors, healing from infidelity and, 119–20

trans identities

limited research on, 202

terminology and, 198–201

translation, as a means of border crossing, 226

trans men

term for, 199

use of word “chest” by, 210

trans misogyny, racism and, 201

“trans panic” defense, in courts, 206

transparency, healing from infidelity and, 126

Transparent, 202

trans people

broad range of identities, expressions, and roles for, 200, 202, 213
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