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MODIFIED MASTERS JOHNSON TECHNIQUE IN THE TREATMENT OF
SEXUAL INADEQUACY IN MALES
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SUMMARY

21 married men were treated for erectile defect and premature ejaculation (both primary & secon
daey) by modified Masters-Johnson technique. 16 (76.29;) recavered. The success rate was higher in

secondary cases (83.3%,).

Best results were obtained in 30—39 yr» age group.

The modified technique

has been described in detail. Factors favourable and unafavourable for success have been discussed.

The treatment of sexual inadequacy
devised by Masters and Johnson (Masters
and Johnson, 1970) has brightened up
the prospects of recovery of this intractable
human problcm. In the recent past
several reports of treatment of sexual
dysfunction have heen  published - by
Indian authors (Bagadia et al, 1983;
Agarwal, [975; Kuruvilla 1975, 1984).
These workers have used hchavioural
tcchniques based on those of Masters
and Johnson (1970) and Wolpe (1973).
The recovery rates reported by these au-
thors are by and large lower than those
of Masters and Johnson (1970). This
communmication presents the findings of
treatnent of sexual inadequacy in males
by modified Masters and Johnson techni-
que.  This modification made the original
technique simpler without any loss of
its efficacy.

Material and Methods

The Sample consisted of 2] married
males aged 25 to 44 years who
were reforred to the first author by a
psychiatrist (D. N.) during a period
extending from January, 1983 to June,
1986. Al these cases belonged to urban

middle class families and were engaged
in white collar jobs. All the cases were
examined physically and probable organic
causes were excluded. Thirteen of these
cascs developed depression after the onset
of saxual adequacy and were on anti-
depressants (TCA) on the advice of the
psychiatrist. This group (13) was put
on modified M.-J technique along with
antidepressants.  The other group (8)
was on modified M-J technique only.
Duration of treatment—a minimum of
13 and a maximum of 25 weckly sessions
(one hour cach) was the duration of treat-
ment. The number of session was tailor
made for each case on the basis of qua-
lity and quantity of response to treat-
ment. He who did not respond even
after 25 scssions was considered to be an

- unsuceessful case. Those who reported

satisfactory coitus during the period of
treatment and continue 10 perform well
for at least two months on follow-up were
cansidered successful ones. All the cases
were treated along with their wives,
Definition of a case : Thesc cases
had either creciile defect or premature
cjaculation or both. Both these types
of defects were lumped together for the
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purpose of this proswntation. But they
have been shown separately on the bdsis
of primary or sccondary nature of their
defects.  Brcctile defect was operationally
defined as fatlure to obtain an crection
sufficicnr  for introntission. Premature
chaculation was the condition in which
cjaculation accurrcd involuntarily before

intramisston.  Primaty ecrcctile  defect
was (efined as a case who  could
never have a successful  intromission

in his lfe. Onc who had it in the
past but developed the defect later was
a casc of secondary erectile defect.
Simtar was the basis of sub-classification
of primary and sccondary premature
vjaculation,

Techanique of Therapy: Oun the
fiest appointment the husband and the
wifc were interviewed suparately. Fach
of them was encouraged to talk about
hisfier presenting  problems of sexual
life in marvriage. Their attitude towards
sex and past sexual experiences were ob-
tained through smaistructured iuterview
technique. A sor of tweraputic alliance
was made by explaining the cherapeutic
process that would follow.

The next two to ithrec sessions werc
conducicd  as round table discussion
amongst the husband, wife and therapist.
At the outser it was made clear 10 the
partacrs that the sexual prablem is net
his/her persopal problem. It is a shared
problem. For its salution the hushband
and the wile must be reated as a unit.
Adthis stage e misconceptions and lack
of knowledge abeut normal sex specific
for bath the parmers were rtemoved by
iscussion anrl presentatipn of pictorial
charts and nodels. Srientific (actsof re-
productive biology and humin saxwality
were impar(ed with emphasis on the follo-
wing points : {a) Sexual fuactioning is a
naturally occureing nhenomenon (b} Basic
<intilarity between nuale and female sex-
ual functioning {c) There is a comamon

fhuman sexual response cycle. Common
human sexual response cycle was expla-
ined as passing through siages ol (i) exci-
tement phase (ii) platcau phase (iii}) or-
gasm {iv) restoration phasc. Any kind of
blockage at any stage of this sexual res-
poas: cycle creatcs sexual Inadequacy.
Anxiety, tension, social pressure, lack of
privacy of serious cmotional break down
of any partner arc some of the impedi-
ments on the road to smooth progress of
the cycle 10 its completion. Hence the
male partner was instructed on the tech-
nique of relaxation. It consisis of a series
of techniques by which an individual can
relax his body part by part. When hegains
a full relaxation of his whole bedy, refaxa-
tion of the emotional tension also occurs.
He was encouraged e rchearse the tech-
alque in the clinic and repeat it at home.
When the wife was found to be tense,
anxious and inhibited she also was put
oa relaxation itechmique. The couple
was insteucted 0 Jearn these techniques
by repeated efforts as iome and to make
a written report on it to the therapist
during the next visit, The reports were
discusscd separately with each partner
and mnecessary imstruction  was given.
When the therapist considered that
the couple was rcady to pursue a
common goal, the next programme was
initiated.

“Sensatrc Focus” Programme—This
programme involves a method of learning
in stages for both the partuers conjointly.
The ohjectives of tltis programme arc
(i) to te-cstablish comnwmnication hetween
the partners (i) 0 enable ¢ach parmer
to play the dual role of giving pleasure
to and getting pleasure fromn the other
partner. Befor: illitiatiug the couple to
the sensate focus programme it was given
asa dictwin that there were certain do's to
be pertormed sincevely and certain don'ts
o be aveided absolutely. Any hreach
in their observance woudd vitiate the
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whale programme’ and
would be unsuccessful.
Sensate focus programme passcs
through two stages. Firs¢ stage consists of
(i) learning the technique of touching
different parts of the partner’s body ex-
cept the gonital organs (ii) commuricating
ta the partner what hefshe feels pleasur-
able or otherwise (iii) touching the geni-
tals is strongly prohibited. This technique
should be learnt by placing the male
partner in a passive role and the female
partner taking the active role and vice
versa, From the first day of scnsate
focus programme bath the husband and
wife are instructed to keep a daily record
of his/her cxperience of sex-play separa-
tely and confidentially and to present it
to the therapist during the next visit,
On the basis of this report the partners
were counselled, The content of coun-
selling was determined by each parter’s
personal problems, impediments and pro-
gress.  On the basis of a couple’s progress
report the therapist would decide when
the second stage of the sensate focus pro-
grajnme would begin, '
Second stage of sensate focus pro-
gramme consists of (i) mutual stimula-
tion of the genital organs without stri-
ving for orgasm (ii) learning and telling
each other what s most satisfying as
genital stimulation technique (iiij refrai-
ning from any attempt at intromission to
test his virility. Instructions about posi-
tion of the partmers during this programme
were given. . Non-demanding position for
female genital stimwlation was demons-
trated by plctures. At this stage the wife
was given specific instruction on ‘squeeze
technique (see Appendix) of glans penis
in the cases of premiture) cjaculatioa.
“Teasing mcthod' (See Appendix) was
explained to all e couples ivrespeetive

the treatment

of the nawre of the sexuval dysfunciion
of the hushand {ereetile defect/premature
ejaculation}. During the second stage of

sensate focus programme the written re-
port of the couple was scrutinized more
carchully. The progress of the programmc
was monitored and the impediments in
progress were dealt with by the psycho-
analytical iechnique of “Interpretation’”.
The male partner was confronted directly
and separately and his insight into the
role of unconscious traces of childhood
experiences in the adult sexual behaviour
was augmented. This exercise was tailor-
made for each male partner on the basis
ol his unique personal background.

To minimize the male’s sex inhibi-
tion he was advised to go through sex
fantasy. The reading of erotic storics
and the exposure to crotic pictures often
heightencd the erotic pleasure.

After pursuing the second stage of
sensate focus for a varying number of
weeks most males could ger a susiained
crection without cjaculation. At this
stage the couple was instructed 1o atiempt
coitus.  Lateral coital pesition was advo-
cated and demoastrated pictorially. The
precoital techniques should be performed
in this position and the wife was instruc-
ted to take an active partin inserting the
erect penis in her genital organ. The
husband should be passive at this initial
stage and take the active part once intra-
vaginal erection is inaintained long
enough for full satisfaction of both the
partncrs.

Results :

The overall success raie in the pre-
sent sample  was  76,2%. The Tbest
results are ohtained in the 30—-39yr. age
group.

The recovery rate i the primary
cases was 73,30, while the rate in secon-
dary group is slightly higher (83.3%,).

Rest results are obtained in the cascs
wheo suffered for a period ranging bet-
ween | year and 3 year 1909%,). Res-
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TasLe | —Distribution of successfiul and un-
sticcessTul cases by age.

Aze (in years)  Successful Unsuccessful  Total

-

2529 2(66.7) 1{33.3) 3
30—34 3(80) 2(20) 10
35339 4(80) 1(20) 5
0+t 2(66.7) 1(33.3) 3
Total 16(76.2) $(23.8) 21

Figures in parcathesis arc percentages calculated
horizontally.

‘TasLe 2—Success rale amongst Primary &
Secondary cases by age,

Primary {(N=13} Secondary (N=6}

Age (in - _
years)  Successful Unsuc-  Successful Unsuc-
cesslul cessful
25 =29 2(66.7) 1433.3) - —
B0-34 3710 2(28.6) 3(100.0)  —
35 -39 2(66.7)  1{33.3) 2{100.03 —
40—44 21000} - — i
Total  1(73.3)  4(26.7) 5(83.3) 1(16.7)

Figures in  parenthesis arc percentage caleulated
horizontally.

Tasre 3 —Outcome of treatmen! according o
duration of illness,

Duration No. of cases Number of succes-
ful cases

Less than 1 ¥r. 2 1 (50.0)

I Ye.--3 Yrs. 3] 10 {90.9)

3 Yrs.—3 Yrs. 3 + (80.0)

More than 5 Yrs. 3 1 (33.3)

Total 21 16 (76.2)

Figures in parenthesis are percentages caleulated
horizontally

ponse to treatment is unsatisfactory if
duration of illness is more than 3 years

(33.3%).

‘TABLE 4—Outoome of treatmeni according
to method of treatment.

Method of No. of No. of Total
Treatment successful  unsucces-

cases sful cases
Modified M & J
Technique & drugs 10{(76.9) 3{23.1) 13
Modified M & |
Technigue 6(75.07  2(25.00 —
Total 16(76.2) 5(23.8) 21

Figures in parenthesis are percentages calculated
horizontally,

The response to treatment was almost
equal in both the groups. Cases re-
quiring drug treatment for depression
responded to M-J technique satisfactorily.

Discussion

The modification introduced
into the M-J technique involves both
its structure and function.  Unlike
the M.J technique no co-therapist was
involved in any stage of treatment.
Through sevcral years experience with
the application of this technique the first
author was convineed that a single thera-
pist was as effective as the team consis-
ting of a therapist and a co-therapist.
This simplification of the structure of the
tcam made it more accessible to  the
paticnts.

The second modification was the
application of some of the Psychoanaly-
tical techniques to the M.J technigue.
By virtue of her training in the principles
and practicc of psychoanalysis, the first
author was prafessionally inclined to ex-
periment with some of the analytical tech-
niques. By preliminary exploration of
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the early childhood experiences of some
cases who were pror respoaders to beha-
viour therapy, the author gained the in-
sight that traces of adverse childhood ex-
periences play an important rtole in the
adult sexual behaviour in health and in
tllness. Thnis insight led her to introduce
the techmique of interpretation into
b-haviour therapy of Masters and John-
son. Results, as shown by the present
study, was encouraging. The technique
was to explorc the childhood experiences
of cach patient through his self-report
and to single out the adverse experiences
and complexes for interpretation.  The
following themes were common in most
casus : Paroatal domiaance, nenrotic fear
of damaging thc male organ during in-
tromission and cxtrems passive wish of
the male interfering with his gander role
in ssxual Db:haviour. TFne interpreta-
tion of these themas 1:d 10 clearer insight
of the paticuw into their deleterious in-
fluences o1 symprtom formation, Thais
newly gained insight accelerated the pro-
gress of treatment.

The rate of satisfactory restora-
tion of sexual function in our sample
was 76.2%, (Table I}, Kuruvilla (1975)
reported a success rate of 54%,. Baga-
dia et al. {1983) reported a success rate
of 589, and Kuruvilla’s (1984) recent
study showed a success rate ol 349,
Though Agarwal (1973} reported better
results, the high rate of drop out in his
series makes any conclusion difficult.
All these studies were made on the basis
of behavioural techniques. The combi-
nation of bzhavioural directive technique
and the psychodynamic interpretational
technique (as done in the present study),
may have vielded Detter result. Tt
must, howaver, be borne in mind that
the samples of these Indian studies may
not he comparable in all respects. In-
spitc of t"v's lomitation, the difference
between the success rates of two methods

of treatment on these samples deserves
more than a passing glance. O’Connor
(L1976} reviewed the literature on the
treatment of sexual dysfunction and came
to the conclusion that behaviour therapy
produccd better result than peychotherapy
or psycho-analysis.  As we could not trace
any Indian report on the treatment of
sexual inadequacy by psychoanalysis, it is
difficult te comment on this generaliza-
tion in the Indian context. The present

. study, however, suggests that the com-

bination of some of the psychoanalytical
techniques with bchaviour therepy pro-
duces betrer resulis than bchaviour
therapy alone.  In the present study pri-
mary dysfunction showed a success rate
of 73.39%, while that of secondary dysfunc-
tion was 83.3°%; (Table 1II). The out-
come of secoadary dysfunction seems to
be much better than primary dysfunction
in this sample. More important is the
fact that Masters and Johnson (1970) re-
poried a success rate of 73.8Y, in secon-
dary cases trcated by their techmique.
Wolpe (1973) cured 14 out of 18 casesin
eight weeks (cure rate 77.79). The
resulis of the present study compare
favourable with studies undertaken with
hehavioural techniques in the West.

So far as ages of the subjects are con-
cerned the largest single group belongs to
30-39 years and this age group had
the best outcome. Patients suffering for
| year to 3 years responded best to the
treatment, 90.99%, cure rate.
These resulis are n the tune with
other Indian studies (Bagadia et al.,
1983). The patients who were on modi-
fied M-J technique alonc showed a cure
rate of 759, while thosc who were pre-
scribed drugs (TCA) along with modified
M-J technique had a cure-rate of
78.9%  Associated depression  and
administration of antidepressants did not
influcnce the: outcome of sexual inade-
quacy in our sample. The almost iden-
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tical cure-rate possibly nullifies the argu-
ment that recovery from deepression is
invariably associated with recovery from
sexual inadequacy. It may be noted
here that all the 13 cases who were  on
drugs ('TC\) were free from depression at
their fiaal assessment,  Baw three of them
(23.1°%, were adjudged unsuccesslul cases
as far ay the treatment of sexual inade-
quacy was concerned. Some  of the
factors which stand in the way of better
resules in Indian samples lie in their ignor-
ance, attitude, practice and taboos conce-
rning sexusl life. Where abstinence is
glorificcd as a precondition to salvation of
the spirit, carnal pleasure must be at a
discount. LEven marital sex ofien Joses
its natwral spontancity. The idea of
purity and contamination is entangled
with it. This culturally  conditioned
value systcin played an indirect role in the
initiation and perpetuation of sexual ina-
dequacy in some of our cases.  This may
be true for many other men brought up in
a similar orthodox cultural milicu. Beha-
viour therapy, in our view, does not take
care of thix stuwinbling block on the read
e recovery ol these cases. The wives,
by heir non-cooperation, make the situa-
tiot  duspecate, They  often  consider
marital sex a gift from the husband.
Though they understand the consequence
of the soxual problem for which their
husbands seck madical advice, their built-
in inhihitions prevent them from parti-
cipating in a conjoint programme of sex-
therapy spread over a considerable period
of time, These women often get frigh-
tened by the spectre of pregnancy.  This
v« particwlarly so for the secondary cases.
The vaciad pressure ereated on the couple
in a joint family by the lack of privacy
and excassive lnterlerence of the in-laws
in their conjugal Lit: reeaccds the progress
of treatment. Sonw couples gontinue to
report about the difficulty of pursuing
therapeutic dircction. Such a situation

often undermines the motivation of the
couple to continue with the course of
treatment.

This adverse social sitmation is at
times comepounded with adverse personality
traits of thc partners. Some husbands
were so sclf centred that they could not
open up their minds even to their wives
during the round table discussion with the
therapist. Any conjoint therapy is bound
to be less effective in these cases.  If these
men are to participate in a behaviour
therapy scssion with a parener who has
a hysterical personality with dependency
nced, the pressure of performance evokes
anxiety in their mind and therapy is
doomed to {ail,

Here lies the  rationale of introduc-
ing some of the psychoanalytical techni-
ques in behaviour therapy. The cultural,
sacial and personality factors responsible
for tardy progress of some patients on
behaviour derapy are taken care of by
these teclmiques.  As  the  therapeutic
alliance is struck in the initial session a
bond of understanding between the
patient and therapist is developed and
sustaincd during the course of treatnent.
This bond of understanding enhances the
cHectiveness of the procedure and dimini-
shes the patient’s anxiety thatarises on
the discovery of the sexual inadequacy.
The sustenance of this bond is facilitated
by the therapist’s non-critical permissive
stance in dealing with the patient. A
dominant mother ora punitive father of
his early childhood might have engen-
dered  wunconsciots  psychological forces
which influenced his sexual behaviour in
adult life. The therapist 1akes the role
of a non-critical permissive parent and
possibly a mecharism of enconragement
sefs 1. A parenl often does not atiain
the culiurally accepted dominant gender
role in sex hehavieur owing o uncon-
scious passive uceds. The  therapis’s
encouragement to take up the passive
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rolec in sexual performmance saved  him

from ihc imevitable conflict and paved -

the way to success of the treatment.
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APPENDIX

Squeeze Technigque

It should be praciised by the wife
in the following manner : As soon as the
hushand achieves full erection the wife
places her thumb on the frenulum of the
penis and the index and middle fingers
on the dorsum of the penis on either side
of the coranal ridge. Pressure is applied
by firmly squeezing the thumb and the
fingers together for three to four seconds.
The husband at once Inses his erection
and urge to cjaculate. After a lapse of
about half 2 minute the sensate focus
technique is resumed and when the full
erection is achieved the squeeze technique
is repeated. In one session ten Lo fifteen
such repetitions may be done.

Teasing Technique

This technique is followed after the
husband has attained erection for the
first time. When husband and wife by
sensate focus technique succeeds in gaining
the penile c¢rection they are advised to
allow the husband to lose it by stopping
the foreplay and by  distrac-
tion. Then the foreplay is resumed and
continued till the erection reappears.
Again the hushand 15 allowed to losc it
and regain it by the same method of fore-
play. This is continued for a full half-
hour in a slow, non demanding position.
This technique is called teasing technique,
This technique enhances the pleasure and
confidence of both the partners.





