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Three components commonly utilized in sex therapy for  secondary orgasmic dys- 
function (Sensate Focus I, Sensate Focus 11, and ban on intercourse) were stud- 
ied, with the aim o f  not only exploring their effects on therapy outcome but also, 
in part, of sensitizing investigators to the benefits of incorporating component 
anabses within larger investigations o f  therapy outcome. The subjects were 23 
married couples with the problem of secondary orgasmic dysjunction in the wife. 
Subjects were administered a multicomponent therapy program over a 14-week 
period. Daily self-monitoring data were analyzed to assess the impact of Sensate 
Focus exercises and banning intercourse on both broad (e.g., mjoymt) and narrow 
(e.g., orgasmic response) criteria of therapeutic eflectiveness. Results indicated 
that for females, sensate focus exercises, in combination with a ban on intercourse, 
led to a sign$cant increase in level o f  enjoyment for subsequent noncoital sex- 
ual caressing as well as intercourse. Orgasmic responsiveness, however, was not 
affected. The methodological issues o f  broad versus narrow therapeutic effects, 
compliance with treatmat, and cost-eflective techniques for the study o f  sex therapy 
components are discussed. 

Direct sexual skills training procedures based on Masters and Johnson's' method, 
where the aim is to alter immediate causes of sexual difficulties, have dem- 
onstrated therapeutic effectiveness. Experimental studies of sex therapy outcome 
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have generally adapted Masters and Johnson’s approach, and have evolved mul- 
tifaceted treatments variously labeled “directive sex therapy,” “modified Masters 
and Johnson” or “sexual skills training.”3 Treatment programs generally are de- 
signed to alter etiological factors presumed to be causing or maintaining dys- 
functional sexual behavior, such as sexual ignorance, conflicts, anxiety, ineffec- 
tive sexual technique and communication difficulties.’ 

Specific therapeutic components in sex therapy “packages” include a variety 
of techniques to deal with these problems. For example, to correct deficits in 
knowledge, information on sexual anatomy and the nature of sexual respond- 
ing is provided, myths and misconceptions related to sexual functioning are clari- 
fied, and self and partner exploration is frequently recommended. T o  improve 
sexual skills, therapy programs may assign nongenital (Sensate Focus I) and gen- 
ital (Sensate Focus 11) caressing exercises, or directed masturbation. In order 
to reduce performance anxiety, relaxation training, systematic desensitization, 
a ban on problematic sexual acts (e.g., intercourse), erotic readings, and fan- 
tasy may form part of the therapy program. Communication skills and asser- 
tiveness training are commonly included in sex therapy packages. Occasionally, 
chemotherapy, in the form of tranquilizers or hormones has been used, either 
alone or in conjunction with the components mentioned above. 

To add to this varied list, a number of specific techniques for a particular dis- 
order may be included (e.g., squeeze technique, graded vaginal dilators, Kegel 
exercises, etc.). The techniques by which these therapeutic components are 
prescribed are wide ranging, and may include verbal directions, modeling, role- 
play, homework assignments, bibliotherapy , audiovisual materials, contracting, 
and reinforcement of progress by the therapist. 

Mode of therapy delivery also varies. Directive sex therapy might be carried 
out in the traditional individual couple context or via group therapy or biblio- 
the rap^.^ Both spouses or only one partner might be present. The timing of the 
therapy sessions themselves may also vary: Sessions might be =massedn or “spaced” 
and the program might be time limited or continue until the goals of therapy 
have been realized. 

Demonstrations that a multicomponent treatment, such as behavioral sex ther- 
apy with its heterogeneous elements, effectively alters a range of sexual disor- 
ders is a first important step. The next step is to identify which of the therapeu- 
tic components is responsible for behavioral ~ h a n g e . ~  This can be accomplished 
only by selecting a homogeneous problem category and by defining clearly the 
therapeutic elements to be investigated. Questions of what specifically needs to 
be learned for which type of disorder, what techniques are best suited to teach 
these skills, and perhaps more importantly what mechanisms underly change, 
have received relatively little attention. Furthermore, because of the diversity 
of components in such treatment packages, it is difficult to determine why a treat- 
ment is effective or indeed why different investigators report differential treat- 
ment success with similar patient populations. In the interests of understanding 
the mechanisms underlying therapeutic change, of a better appreciation of etio- 
logical factors, and of developing more efficient and economic ways of providing 
treatment, it is necessary to isolate and evaluate the effective components in the 
multifaceted sex therapy packages. 
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STUDIES OF THERAPY COMPONENTS 

An important underlying aspect in the study of therapy components is that 
of compliance with therapeutic prescriptions. Some treatment components, such 
as sensate focus exercises and bibliotherapy, require subjects to carry out “home- 
work” between therapy sessions. As participation in therapy does not assure com- 
pliance with homework assignments,6 compliance must be assessed when the ef- 
fects of therapy components are investigated. 
No discussion of treatment components is complete without addressing the issues 
of the sequencing of components for optimal therapeutic effectiveness, the tim- 
ing of the introduction of specific components, and the optimal duration of com- 
ponent interventions. Yet, in the sex therapy literature, there is little mention 
of these concerns. 

The various types of sexual dysfunctions may respond to different interven- 
tions.’.’ As the focus of the present investigation is orgasmic dysfunction in 
women, only research that has attempted to evaluate the independent and addi- 
tive effects of selected therapeutic components for this disorder will be reviewed. 

Riley and Riley9 evaluated directed masturbation in the treatment of primary 
nonorgasmic women and concluded that this technique was more effective than 
sensate focus (training in communication of caressing tastes and preferences) plus 
supportive psychotherapy. OGorman’O investigated the effects of anxiety reduc- 
tion on “sexual responsiveness” in a sample of “nonresponsive” women and found 
systematic desensitization to be effective in increasing sexual responsiveness post- 
therapy. In a series of three studies comparing systematic desensitization with 
a “Masters and Johnson program ,” it was found that systematic desensitization 
and sexual skills training achieved comparable results in a large sample of women 
with orgasmic difficulties.” Carney, Bancroft and Mathews” used a somewhat 
different experimental design involving a chemical intervention. These investi- 
gators found that sexually unresponsive women improved significantly more when 
a behavioral approach was combined with a small dose of testosterone, which 
presumably heightened sexual interest and arousal (i.e., increased motivation), 
than with diazepam, which theoretically reduced anxiety. EveraerdI3 found few 
differences between a ”modified Masters and Johnson” program and “communi- 
cation treatment” in a sample of women complaining of “inadequate sexual inter- 
action.” Nemetz, Craig and ReithI4 found significant improvement in sexual 
behavior, attitudes and anxiety in a sample of both primary and secondary non- 
orgasmic women after a symbolic modeling treatment procedure, as compared 
with a waiting list control. McMullen and Rosen,” using similar techniques, 
also demonstrated improved orgasmic responsiveness in a sample of primary non- 
orgasmic women only. 

In summary, the literature suggests that in the treatment of orgasmic dysfunc- 
tion, directed masturbation training for women suffering from primary orgasmic 
dysfunction is more effective than sensate focus plus supportive psychotherapy,’ 
that there are few differences between usexual skills training, systematic desen- 
sitization, and communication treatment,””*’2 and that symbolic modeling is 
superior to no inte~vention~‘~’~ in the treatment of orgasmic dysfunction. In ad- 
dition, a number of therapy outcome studies, in which components of sex therapy 
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were not a major focus of investigation, drew the following tentative conclusions 
about the effects of various therapy components: 1 )  desensitization might be most 
appropriate for women whose sexual anxiety contributes to secondary orgasmic 
dysfunction; 2) techniques that emphasize sexual and nonsexual communica- 
tion might be more effective for secondary, as opposed to primary, nonorgasmic 
women; and 3) desensitization plus sexual-skills training may be more effec- 
tive for primary than for secondary nonorgasmic ~ o m e n . ’ . ~ ~ . ~ ’  

Few studies have directly investigated the effects of the components of sex ther- 
apy. Most studies have used nonhomogeneous problem samples. Since experi- 
mental controls and outcome measures in many such studies have been ques- 
tionable, it is difficult to draw firm conclusions. 

PRESENT INVESTIGA TION 

The present study is part of a larger investigation where the major focus was 
a comparative evaluation of three formats of behavioral sex therapy delivery in 
the treatment of secondary orgasmic dysfunction.’* While a study of the effects 
of components of sex therapy was not the major focus, the data lent themselves 
to such analysis. As the results of the larger investigation suggested that further 
study of the effects of components of sex therapy packages is needed, a compo- 
nent analysis study was undertaken. A study of the effects of three components 
(Sensate Focus I, Sensate Focus 11, and ban on intercourse) was carried out with 
the aim not only of the exploration of their effects on therapy outcome but also, 
in part, of sensitizing investigators to the possibility of incorporating component 
analyses within studies of therapy outcome. The present study highlights some 
of the difficulties as well as the possible solutions for incorporating a component 
analysis element into larger investigations of sex therapy outcome. 

METHOD 

Subjects 

The subjects consisted of 23 married couples with the problem of secondary or- 
gasmic dysfunction in the wife. The definition of secondary orgasmic dysfunc- 
tion proposed by McGovern, Stewart-McMuIIen and LoPicc010~~ was used. For 
inclusion in the study, women had to have experienced at least one orgasm 
through some mode of sexual stimulation but to have been dissatisfied because 
of low frequency of orgasmic response or because of the limited range of sexual 
stimulation required for orgasm (e.g., orgasmic with oral stimulation only or 
not orgasmic with intercourse). Most of the women reported having experienced 
orgasms less than 25% of the time with any type of interpersonal stimulation 
during the last six months. 

Additional criteria to be met by subjects included: 1) wife aged 20-45; 2) 
duration of problem at least six months; 3) currently married, duration of rela- 
tionship minimum one year; 4) educational level at least grade 9; and 5) both 
partners agreeable to therapy. Subjects were excluded on the basis of: 1) current 
physical illness; 2) current or recent (within one year) psychotherapy; 3) preg- 
nancy or menopause; 4) severe marital discord; and 5) severe sexual problem 
in partner. Couples who did not meet the inclusion criteria were either treated 
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in the Jewish General Hospital Sexual Dysfunction Service or were referred else- 
where, if they so desired. 

The final sample consisted of 23 couples who had been married between 1 and 
20 years; with a mean duration of 10 years. Subjects ranged in age from 25 to 
44; the mean was 33 years for wives and 34 years for husbands. Both male and 
female subjects had an average of 15 years of education. The mean combined 
income of couples was $36,000. 

Therapy Program 

The therapy addressed four major areas over a period of 14 weeks. All therapy 
topics, assignments, reading materials and record-keeping sheets were prepared 
in the form of coordinated male and female program packages given to all sub- 
jects at the outset of therapy. Each such package contained 14 sections, one for 
each week of the program. In addition, LoPiccolo and Heiman’s three films2’ 
were shown all subjects. Specific readings and behavioral tasks for both males 
and females were assigned for each of the 14 weeks. The assigned readings in- 
cluded three  book^^'-^' and selected chapters from books by the Boston Women’s 
Health C~llective,~‘ Graber and Kline-Grabe~-,~’ and Masters and Johnson.26 

Weeks 1-3: Information Acquisition and Self-Focus. This period included didactic 
information on sexual anatomy, the physiology of sexual response, and sexual 
myths and misconceptions related to orgasmic responding. Assigned exercises 
included relaxation, Kegel exercises, self-exploration and directed masturba- 
tion. 

Weeks 4-9: Acquisition of Interpersonal Sexual Skills and Elimination of Performance 
Anxiev. This period included learning to initiate and to refuse sexual relations 
and to express sexual tastes and preferences. During this time, intercourse was 
banned and the emphasis was first on nongenital, then on genital caressing. Sen- 
sate Focus I nongenital caressing exercises were assigned during weeks 4-6, while 
Sensate Focus I1 genital caressing exercises were assigned during weeks 7-9. 

Weeks 10- 11: Enhancement of Sexual Repertoire and Skills. This period included 
specific techniques in self and interpersonal pleasuring to facilitate sexual enjoy- 
ment and expression, and learning to receive prolonged sexual stimulation 
without feeling obligated to reciprocate immediately. Intercourse was resumed 
during this period. 

Weeks 12-14: Maintenance of New Skills. This period included a written evalu- 
ation of the gains produced by the program, individual problems encountered 
and effective measures to overcome these. This evaluation formed the basis of 
an individualized maintenance program for each couple. 

Procedure 

Couples were assigned to one of three therapy conditions: standard couple ther- 
apy (n  = 7), group therapy (n  = 8), and minimal contact bibiliotherapy (n  = 8). 
All couples participated in an orientation session in which subjects were provided 
with a general introduction to the program, an explanation of the merits of the 
specific treatment condition to which they had been assigned, and all written 
materials for the 14-week therapy program. Subjects were instructed in the proper 
use of the program materials. 
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For the minimal contact bibliotherapy couples, the orientation session also in- 
cluded the presentation of LoPiccolo and Heiman’s three films.20 At the end of 
the session, these couples were given an appointment for a final summary meet- 
ing, 14 weeks later. The orientation session for all subjects in the standard couples 
therapy and in the minimal contact bibliotherapy conditions took place with one 
of the four therapists in the study. The same information was provided during 
the orientation session in the group therapy condition as well; however, the men 
and the women in this condition met in male-only and female-only groups. Sub- 
jects in the standard couple therapy and in the group therapy conditions were 
shown LoPiccolo and Heiman’s Film I during their second session, Film I1 during 
their fifth session and Film I11 during their tenth session. 

At the end of the 14-week therapy program, a final summary meeting took 
place; again, each couple was seen individually in the standard couple therapy 
and in the minimal contact bibliotherapy conditions while male and female groups 
met in the group therapy condition. Subjects met in the same way during the 
three-month follow-up meeting at which time subjects’ progress was discussed. 
Couples who wished to continue with therapy were offered sex therapy at the 
Jewish General Hospital or were given the option of being referred elsewhere. 

All subjects completed a variety of questionnaires pretherapy, posttherapy and 
at three-month follow-up. ’* In addition, all subjects kept detailed behavioral re- 
ports of their sexual activities on a daily basis throughout the 14-week therapy 
program, using the Daily Self-Monitoring Form (see Table 1); these were re- 
turned by all subjects each week. On a daily basis, subjects 1) indicated whether 
they engaged in a variety of sexual behaviors, 2) rated their enjoyment of each 
sexual experience on an 8-point scale (0-7), and 3) specified whether they reached 
orgasm, and, if so, with which activity. 

RESULTS 

In order to assess the impact of banning intercourse and of sensate focus exer- 
cises, one-way (4 repeated measures) ANOVA comparisons (4 - pre/Sensate Fo- 
cus Usensate Focus II/post) were made on both males’ and females’ mean scores 

TABLE 1 

Daily Self-Monitoring Form Items 

Individual Couple Sexual 
Sexual Activities Affectional Display (Noncoital) Activities Intercourse 
dreams kissing and hugging manual stimulation male on top 

fantasies manual caressing receiving female on top 

masturbation and receiving oral stimulation side to side 

reading erotica oral caressing (non- receiving rear entry 

seeing erotica receiving anal activities 

(genital) giving and 

(non genit al) giving 

(genital) giving and 

genital) giving and 
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on the Daily Self-Monitoring Form Sexual Repertoire variables; Tukey h.s.d. 
tests were used for post hoc comparisons. As there were few differences be- 
tween treatment conditions on these  variable^,^ group effects are not reported. 
Intercourse was banned for weeks 4-9 of the therapy program. During weeks 
4-6, Sensate Focus I nongenital caressing exercises were assigned, while dur- 
ing weeks 7-9 Sensate Focus I1 genital caressing exercises were assigned. In 
data analysis, the mean of scores for weeks 5 and 6 were used for the Sensate 
Focus I period while the mean of scores for weeks 7 and 8 were used for the 
Sensate Focus I1 period. Pre-sensate focus scores were based on the means of 
weeks 2,  3 and 4 while the post-sensate focus scores were based on weeks 11, 
12 and 13. Data from the first and last weeks of time intervals were not used 
in order to eliminate “start-up” and i ‘ ~ i n d - d o ~ n ”  effects. 

The design of this study does not permit analysis of the independent contribu- 
tions of sensate focus exercises and of banning intercourse. It is, nevertheless, 
possible to evaluate the effects of Sensate Focus I and of Sensate Focus 11, as 
the ban on intercourse was a constant. Since Sensate Focus I1 always followed 
Sensate Focus I, neither the cumulative effects of Sensate Focus I nor the ef- 
fects of order of presentation can be assessed. Although it would be important 
to evaluate the independent contribution of each of these components, the pres- 
ent findings are still of considerable interest since clinical settings usually com- 
bine and sequence these interventions in a similar manner. 

Results of the ANOVA comparisons and post hoc tests are presented in Table 
2. Of particular interest are results during the Sensate Focus I (SFI) and Sen- 
sate Focus I1 (SFII) periods. 

Sensate Focus I and Sensate Focus I1 exercises were expected to increase the 
frequency and enjoyment of affectional display and of couple noncoital sexual 
activities, respectively. As the results indicate, no such changes occurred, either 
for males or for females. Instead, females were found to enjoy couple noncoital 
sexual activities more throughout the program than they did during the pre- 
SFI period (this in spite of the ban on such activities during the SFI period). 
The results for the males on this variable also show a similar tendency, although 
their scores show a significant difference only at the post-SF period. 

Both male and female orgasmic responsiveness were expected to increase 
with couple noncoital sexual activities during the SFII period. For males, this 
was indeed the case; for females, however, no such significant differences were 
found. 

In spite of these negative findings, the results at the post-SF period show that 
the program had many beneficial effects (e.g., both males and females enjoyed 
couple noncoital sexual activities and females enjoyed intercourse more than 
at the beginning of the program). 

In order to examine the effects of particular therapy components, subjects’ 
compliance with therapeutic recommendations needs to be assessed. The pres- 
ent results highlight the need to assess compliance in component analysis studies. 
For example, during the SFI period, not only intercourse but couple noncoital 
sexual activities also were banned. It is interesting to note, therefore, that while 
the results show a decrease in these activities during the SFI period, by no means 
did all subjects comply with the therapeutic instructions. Similarly, while inter- 
course was banned during the SFII period, again, all couples did not comply. 
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TABLE 2 

Effects of Sensate Focus Exercise on Self-Monitoring Variables 

Pre-SF - SF_'' SFIP Post-SF Difference' - - 
Measures' X X X X P Main Findings 

Females 
Individual Sexual 
Activities 

Frequencylweek 
Enjoyment 
%Orgasm 

Affectional Display 
Frequencyfweek 
Enjoyment 

Couple Sexual 
(Noncoital) Activities 

Frequency fweek 
Enjoyment 
% Orgasm 

Frequencylweek 
Enjoyment 
% Orgasm 

Intercourse 

Males 
Individual Sexual 
Activities 

Frequencylweek 
Enjoyment 
5% Orgasm 

Affect ional Display 
Frequencyfweek 
Enjoyment 

Couple Sexual 
(Noncoital) Activities 

Frequencyfweek 
Enjoyment 
% Orgasm 

Frequencylweek 
Enjoyment 

Intercourse 

5.07 3.14 2.64 2.49 
4.23 4.68 4.43 4.96 

80% 81% 81% 87% 

28.84 29.14 29.95 31.12 
4.04 4.10 4.06 4.19 

5.36 3.69 5.67 6.02 
4.00 4.62 4.57 4.53 

21% 21% 31% 33% 

1.58 0.90 0.52 1.44 
3.96 3.85 3.54 4.39 
14% 7% 7 %  25% 

2.11 3.55 2.66 2.08 
3.96 3.85 4.12 3.93 

83% 100% 100% 67% 

30.54 31.32 33.08 34.73 
3.88 3.90 4.00 4.04 

5.67 4.20 4.95 6.89 
4.08 4.25 4.44 4.64 

24% 18% 61% 44% 

1.66 1.09 0.64 1.58 
4.62 4.08 3.76 4.68 

% Orgasm 100% 61% 55% 100% 

.01 

.05 
n.s. 

n.s. 
n.s. 

.05 

.05 
n.s. 

.001 

.01 
n.s. 

n.s. 
n.s. 
n.s.  

n.s. 
n.s. 

n.s. 
.05 
.10 

.05 

.001 

Pre > SFI = SFII = Post 
Post > Pre 
Pre = SFI = SFII = Post 

Pre = SFI = SFII = Post 
Pre = SFI = SFII = Post 

Pre = SFII = Post > SFI 
Post = SFI = SFII > Pre 
Pre = SFI = SFII = Post 

Pre = Post > SFI = SFII 
Post > Pre = SFI = SFII 
Pre = SFI = SFII = Post 

Pre = SFI = SFII = Post 
Pre = SFI = SFII = Post 
Pre = SFI = SFII = Post 

Pre = SFI = SFII = Post 
Pre = SFI = SFII = Post 

Pre = SFI = SFII = Post 
Post > Pre 
SFII > Pre = SFI 

Pre = Post > SFII 
Pre = Post > SFI = SFII 

.05 Pre = Post > SFI = SFII ~ ~~ 

I 

'The higher the score, the greater. Enjoyment scores range from 0 to 7. Means for Enjoyment and % 
Orgasm are artificially low due to having included 0 as the score when 3 s  have not engaged in the activity. 
'Sensate Focus I and Sensate Focus I1 
'Data for 21 females and 22 males is presented. The records of 2 females and 1 male were not sufficiently 
complete for inclusion in data analysis. (Tukey h.s.d. tests with an L. level of .05 were used). 

D
o
w
n
l
o
a
d
e
d
 
B
y
:
 
[
M
c
G
i
l
l
 
U
n
i
v
e
r
s
i
t
y
 
L
i
b
r
a
r
y
]
 
A
t
:
 
0
1
:
2
8
 
2
6
 
A
u
g
u
s
t
 
2
0
1
0



Fall 1983 Sex Therapy: Effective Components 199 

DISCUSSION 

An attempt was made in the present study to evaluate the separate contribu- 
tions of three components in a multicomponent directive sex therapy package: 
Sensate Focus I and I1 exercises and ban on intercourse. The study’s design 
was such that it was possible to evaluate the effects of Sensate Focus I and Sen- 
sate Focus I1 only in combination with banning intercourse. Although the experi- 
mental design did not permit evaluation of these elements separately, ban on 
intercourse in conjunction with the assignment of Sensate Focus I and I1 exer- 
cises is compatible with usual clinical practice. 

The results suggest that for the females, sensate focus exercises, in combina- 
tion with the ban on intercourse produced a significant increase in level of en- 
joyment of noncoital sexual caressing; this elevation of enjoyment was maintained 
throughout the remainder of the program. The male partners also reported enjoy- 
ing noncoital sex more at the end of the therapy program than they had at the 
beginning. Parenthetically, during the ban on intercourse phase, it was observed 
that many of the women verbalized feelings of relief that intercourse would not 
be part of their love-making sessions; therefore, both the data and the therapists’ 
observations suggest that the elements of temporarily avoiding a sexual interac- 
tion which is problematic (i.e., intercourse) in combination with learning tech- 
niques of noncoital sexual caressing and clear communication of preferences, 
results in increased enjoyment of subsequent genital touching, even when inter- 
course returns to the sexual repertoire. 

Treatment can have both narrow (e.g., increase in orgasmic responsiveness) 
and broad effects (e.g., increase in enjoyment of sexual activities). In the pres- 
ent investigation, while the narrow effect of increased orgasmic responsiveness 
was not obtained, the broad effect of enhanced enjoyment of sexual activities 
was clearly demonstrated. These results suggest that enjoyment of sexual activi- 
ties should not be equated with orgasmic responsiveness. 

The present findings, however, do not demonstrate the beneficial effects of 
Sensate Focus exercises and banning intercourse in an unequivocal manner, since 
subjects learned effective communication and pleasuring techniques, and since 
performance anxiety was diminished as well. The results would be equally con- 
sistent with a “nonspecific  factor^"^' explanation (i.e., beneficial changes caused 
by an intervention are not necessarily due to the reasons postulated). Thus, the 
present study urges caution in the use of the success of directive sex therapy in 
altering sexually dysfunctional behavior as evidence in the quest to validate 
etiological notions about sexual dysfunction (e. g., performance anxiety, skills 
deficit, etc.). The present results suggest that, in the absence of further evalua- 
tion of the specific effects of various therapy components, such theorizing is not 
warranted. 

The present findings on compliance with therapy suggest that in the evalua- 
tion of the effects of sex therapy components, compliance must be assessed. 
Self-monitoring data, in the manner utilized in this study, permits not only the 
evaluation of therapeutic effects but also the assessment of compliance with thera- 
peutic assignments. For example, the data indicated that the women engaged 
in more frequent individual sexual activities during the beginning of the pro- 
gram, when these were prescribed, than during other testing times. Similarly, 
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noncoital sexual activities as well as frequency of intercourse dropped during 
the Sensate Focus I period, when this was expressly prohibited. Nevertheless, 
as compliance was not absolute, the present results underscore the need to assess 
compliance before assessing the effects of therapy components. 

As noted in the introductory statements to the results section, the larger study 
was not expressly designed to investigate the effects of different components of 
therapy. Therefore, the present data represent only a preliminary step in this 
direction. A number of relatively minor modifications to our procedure would, 
however, permit more sophisticated analyses in future research. Since a com- 
ponent analysis study may, given some foresight, be easily incorporated into 
larger studies of therapeutic effectiveness, some recommendations for how to ac- 
complish this follow. These are based partly on our own experience and partly 
on Kazdin’s2’ excellent chapter on the evaluation of behavior therapy. 

As noted above, the collection of self-monitoring data on a daily basis is use- 
ful, especially if compliance with homework assignments is an issue. Otherwise, 
questionnaires administered before and after the implementation of a particular 
component can be used. In either case, the use of multiple baselines (i.e., meas- 
ures tapping both the specific dimension under investigation as well as other rele- 
vant dimensions on which no change is expected) is necessary. 

One difficulty in evaluating effectiveness of specific components in a behav- 
ioral sex therapy program lies in the confounding by order effects. In usual clini- 
cal practice, both the content and the sequence of various therapeutic compo- 
nents are predicated on logic and clinical intuition rather than on an empirical 
foundation. (For example, in the present study, as in most, Sensate Focus I1 
always followed Sensate Focus I. Consequently, when the self-monitoring data 
indicated improvement in enjoyment of a variety of sexual activities during the 
Sensate Focus I1 period, it was difficult to evaluate the relative contributions of 
Sensate Focus I and I1 exercises.) This problem could be resolved in other inves- 
tigations by administering one constellation of components to some subjects first 
(e. g., techniques designed to foster interpersonal skills), and another constella- 
tion (e. g., techniques designed to enhance self-understanding) second; another 
group of subjects might have received these elements of the program in the reverse 
order. In this way, order effects would be counterbalanced, and the independ- 
ent effects of each constellation of components might be determined. Since the 
entire therapy package would still be administered to all subjects, the original 
research question would not be compromised. 

The amount of time spent in sex therapy on implementing various components, 
again, is largely a matter of intuition in clinical practice and of expediency in 
therapy outcome research. Should the investigator wish to determine the optimal 
duration of an intervention, different groups of subjects may receive the same 
general treatment, but the duration of various components could be varied. This 
strategy permits, without altering the original design, the assessment of the op- 
timum amount of time to be spent on specific components. For example, in the 
present study, some subjects in each group might have spent 75% of the treat- 
ment period not engaging in intercourse, while others could have spent 50% or 
the “usual” amount. 

Should investigators wish to evaluate the effects of a therapy component which, 
in their opinion, is not absolutely necessary for the integrity of the treatment 
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package (e.g., Kegel exercises, hand-riding, etc.), then some subjects in each 
experimental condition of the larger study may be administered the package plus 
this component, while others may receive the package without this component. 
Alternately, some subjects in each condition of the larger study could be ad- 
ministered a package consisting of only a few “key” ingredients. Other subjects 
could be administered additional components in order to determine whether these 
techniques enhance the effects. 

The foregoing suggestions could easily be incorporated into existing research 
designs, without increasing sample size. Studies of therapy outcome could, in 
this way, address the issues of when and how to administer what components 
of treatment for how long in combination with what other therapy components 
in order to make improvements in what aspects of the presenting problem. The 
relatively minor modification to sex therapy outcome studies would permit the 
exploration of the practical issue of designing cost-effective treatment, the research 
issue of making studies of “directive sex therapy” more comparable, and the 
theoretical issue of understanding both the etiological factors in sexual dysfunc- 
tion, as well as the mechanisms underlying therapeutic change. 
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