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The purpose of the present paper is to assist cognitive-behavioral therapists who are treating erectile dysfunction among gay men. Little The purpose of the present paper is to assist cognitive-behavioral therapists who are treating erectile dysfunction among gay men. Little 
information is available to cognitive-behavioral therapists about the psychological and social effects of erectile dysfunction in this information is available to cognitive-behavioral therapists about the psychological and social effects of erectile dysfunction in this 

 population, or how  population, or how to incorporate to incorporate the concerns the concerns of gay of gay men with men with erectile dysfunction erectile dysfunction into a into a case conceptualization case conceptualization and treatment and treatment plan.plan.
The present paper provides an overview of the extant research on erectile dysfunction and of its treatment among gay men. The The present paper provides an overview of the extant research on erectile dysfunction and of its treatment among gay men. The 
application of clinical research on erectile dysfunction to treatment for gay men will be illustrated using two case examples.application of clinical research on erectile dysfunction to treatment for gay men will be illustrated using two case examples.

SS INCEINCE  the early work of  the early work of  Masters and Johnson (1970) Masters and Johnson (1970),,
there has been a growing body there has been a growing body of behavioral researchof behavioral research

on on erecerectiltile e dysfdysfunctunction ion and and its its tretreatmeatment. nt. HowHoweverever,,

relrelatiativelvely y litlittle tle worwork k hahas s beebeen n conconducducted ted on on ereerectictilele
dysfunction and behavioral treatment for this conditiondysfunction and behavioral treatment for this condition
among gay men. The relative lack of research is partially among gay men. The relative lack of research is partially 
attributable to the fact that behavioral treatment of gay attributable to the fact that behavioral treatment of gay 
men until the 1980s was primarily restricted to attemptsmen until the 1980s was primarily restricted to attempts
to change gay mento change gay men’’s sexual orientation to heterosexuals sexual orientation to heterosexual

using aversion therapy (e.g.,using aversion therapy (e.g.,  Dengrove, 1967; McCona- Dengrove, 1967; McCona-
ghy, 1976ghy, 1976), and due to the focus in the sexual dysfunction), and due to the focus in the sexual dysfunction
treatreatment literaturtment literature e on on vaginvaginal al interintercourscourse, e, whicwhich h gay gay 
men do not practice (men do not practice (Campbell & Whiteley, 2006Campbell & Whiteley, 2006; see; see
Sandfort & de Keizer, 2001Sandfort & de Keizer, 2001, for a review of the literature)., for a review of the literature).
The The laclack k of of attattentention ion to to psypsychochologilogical cal tretreatmatment ent of of 
ereerectictile le dysdysfunfunctiction on amoamong ng gay gay memen n mamay y lealead d toto
misunderstandings between the therapist and gay malemisunderstandings between the therapist and gay male

patients, if the therapist is insufficiently familiar with gay patients, if the therapist is insufficiently familiar with gay mamale le sesexuxualalitity y anand d hohow w gagay y memen n didiffffer er frfrom om ththee

heterosexual majority in sexual attitudes and behaviors.heterosexual majority in sexual attitudes and behaviors.
Safren and Rogers (2001)Safren and Rogers (2001) suggest that, although the use suggest that, although the use
of of CBT CBT in in tretreatiating ng gaygay, , leslesbiabian, n, and and bisbisexuexual al thetheraprapy y 
patients may follow the same general principles of CBT inpatients may follow the same general principles of CBT in
terms of assessment and treatment, the role of sexualterms of assessment and treatment, the role of sexual
oriorientaentation and tion and its its effeeffects cts on on indiindividuavidualsls’’   thoughts,  thoughts,

behbehaviaviorsors, , and and emoemotiotions ns musmust t be be taktaken en intinto o accaccounount t 
 when conducting  when conducting therapy with therapy with this population.this population.

The present article will provide information on theseThe present article will provide information on these

topics as well as report data on two cases of cognitive-topics as well as report data on two cases of cognitive-
behavioral treatment for erectile dysfunction among gay behavioral treatment for erectile dysfunction among gay 
men. This article will be relevant to single gay men, gay men. This article will be relevant to single gay men, gay 
men who are married or in other long-term relationshipsmen who are married or in other long-term relationships
 with male partners, and to bisexual men who identify with with male partners, and to bisexual men who identify with
the gay male community.the gay male community.

Erectile Dysfunction and Male Erectile Disorder Erectile Dysfunction and Male Erectile Disorder 

Male Erectile Disorder in theMale Erectile Disorder in the  DSM-IV-TR  DSM-IV-TR    (( American American
Psychiatric Association, 2000Psychiatric Association, 2000) is defined by three criteria:) is defined by three criteria:
(a) persistent or recurrent inability to attain, or to main-(a) persistent or recurrent inability to attain, or to main-
tain until completion of the sexual activity, an adequatetain until completion of the sexual activity, an adequate
erection; (b) the disturbance causes marked distress orerection; (b) the disturbance causes marked distress or
interpersonal difficulty; (c) the erectile dysfunction is not interpersonal difficulty; (c) the erectile dysfunction is not 

better accounted for by another Axis I disorder (otherbetter accounted for by another Axis I disorder (other
than a Sexual Dysfunction) and is not due exclusively tothan a Sexual Dysfunction) and is not due exclusively to
the direct physiological effects of a substance (e.g., a drug the direct physiological effects of a substance (e.g., a drug 

of abuse, a medication) or a general medical condition.of abuse, a medication) or a general medical condition.
In addition, one must specify whether the disorder isIn addition, one must specify whether the disorder is

lifelong or acquired, generalized or situational, and duelifelong or acquired, generalized or situational, and due
to psychological factors or due to combined factors.to psychological factors or due to combined factors.

The prevalence of erectile dysfunction ranges from 2%The prevalence of erectile dysfunction ranges from 2%
in men younger than 40 years to 86% in men 80 years andin men younger than 40 years to 86% in men 80 years and
older (older (Heiman & Meston, 1997; Laumann et al., 2007;Heiman & Meston, 1997; Laumann et al., 2007;
Prins et al., 2002Prins et al., 2002), with a prevalence rate of 10.4% in the), with a prevalence rate of 10.4% in the
papastst yeyearamoaramongmenngmen 18to18to 59year59yearss ofof agagee ((LauLaumanmannn etet al.al.,,

19941994). Erectile dysfunction is associated with poor psycho-). Erectile dysfunction is associated with poor psycho-
logical outcomes, including anxiety (logical outcomes, including anxiety (Corona et al., 2008Corona et al., 2008),),
depression (depression ( Angst,  Angst, 1998; 1998; Araujo Araujo et et al., al., 19981998), decreased), decreased

self-self-esteeesteem m ((ShShireires s & & MilMillerler, , 19919988), ), decredecreased ased healthealth-h-
related quality of life (related quality of life (Sánchez-Cruz et al., 2003Sánchez-Cruz et al., 2003), and), and
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feelfeelings of ings of isolisolatioation n and and helphelplesslessness (ness (TomTomlinslinson on &&
 Wright,  Wright, 20042004). Further, such sexual difficulties can nega-). Further, such sexual difficulties can nega-
tively affect mentively affect men’’s relationships with partners, decreases relationships with partners, decrease
their confidence in their ability to develop new sexualtheir confidence in their ability to develop new sexual
relatrelationsionships, and hips, and lead to lead to feelifeelings ngs of of inferinferioriiority ty whenwhen
interacting with friends and work colleagues (interacting with friends and work colleagues (TomlinsonTomlinson
& Wright, 2004& Wright, 2004).).

Erectile Dysfunction Among Gay MenErectile Dysfunction Among Gay Men
 According  According to to one one study, study, about about 40% 40% of of gay gay menmen

reported ever having difficulties achieving an erection,reported ever having difficulties achieving an erection,
and 13% and 13% repreportorted ed a a curcurrenrent t difdifficficultulty y ((RosseRosser, r, Metz,Metz,
Bockting, Buroker, 1997Bockting, Buroker, 1997). For maintaining an erection,). For maintaining an erection,
46% of gay men reported ever having difficulties, and46% of gay men reported ever having difficulties, and
16% reported a current difficulty. These percentages are,16% reported a current difficulty. These percentages are,
on balance, higher than those that have been found inon balance, higher than those that have been found in
heterheterosexosexual ual sampsamples. les. For example, one For example, one study showedstudy showed
thathat t 26% 26% of of hetheteroerosexsexual ual men men repreportorted ed eveever r havhaving ing 
difficulties achieving an erection, and 29% reported everdifficulties achieving an erection, and 29% reported ever

havhaving ing diffdifficuliculties ties maimaintantainiining ng an an erecerection tion ((MeMetz tz &&
Seifert, 1990Seifert, 1990). It is unclear whether the differences in). It is unclear whether the differences in
proproporportiotions ns of of gay gay and and hetheteroerosexsexual ual men men repreportorting ing 

erectile dysfunction are due to more accurate reporting erectile dysfunction are due to more accurate reporting amoamong ng gay gay menmen, , difdifferferencences es in in recrecruiruitmetment nt betbetweeweenn
studies, or actual greater prevalence of problems among studies, or actual greater prevalence of problems among 
gay men versus heterosexual men.gay men versus heterosexual men.

Cognitive-Behavioral and Behavioral TreatmentsCognitive-Behavioral and Behavioral Treatments

 for  for Erectile Erectile DysfunctionDysfunction

Both gay and heterosexual men with sexual dysfunc-Both gay and heterosexual men with sexual dysfunc-
tion demonstrtion demonstrate ate signisignificanficantly tly highhigher er levellevels s of of anxianxiety ety 

than the general population (than the general population (Bancroft, Carnes, Janssen,Bancroft, Carnes, Janssen,
GoodrGoodrich, & ich, & Long, 2005Long, 2005).).   Barlow (1986)  Barlow (1986)   initial  initially ly pro-pro-
posed that anxiety may have differential effects in posed that anxiety may have differential effects in sexually sexually 
functional versus sexually dysfunctional individuals: anx-functional versus sexually dysfunctional individuals: anx-
ietiety y may may incincrearease se aroarousausal l and and ereerectictile le funfunctictionioning ng inin
sexually functional individuals but decrease arousal andsexually functional individuals but decrease arousal and

erectile functioning in sexually dysfunctional individuals.erectile functioning in sexually dysfunctional individuals.
In In this this modelmodel, , perfoperformanrmance-foce-focused cused thouthoughts ghts inteinteract ract 
 with  with anxiety anxiety to to produce produce sexual sexual dysfunction. Accordingly,dysfunction. Accordingly,

thetheraprapistists s musmust t use use strstrategategies ies thathat t tartarget get irrirratiationaonall
cognitions about sexual performance and their interac-cognitions about sexual performance and their interac-
tions with anxiety in tions with anxiety in order to order to effeceffectiveltively y treat erectitreat erectilele
proprobleblems. ms. Men Men witwith h sexsexual ual dysdysfunfunctiction on havhave e mormoree
negative automatic thoughts during sexual activity com-negative automatic thoughts during sexual activity com-
pared to sexually healthy men (pared to sexually healthy men (Nobre & Pinto-Gouveia,Nobre & Pinto-Gouveia,
20082008). ). These thoughtThese thoughts s may include may include erecterection concernsion concerns
(e.g.,(e.g.,    ““I must achieve an erectionI must achieve an erection””), thoughts regarding ), thoughts regarding 
anticipation failure (e.g.,anticipation failure (e.g.,    ““this sexual encounter is not this sexual encounter is not 

going anywheregoing anywhere””), and lack of erotic thoughts.), and lack of erotic thoughts.
CogniCognitive-tive-behabehavioravioral l theratherapy py (CBT) for (CBT) for sexuasexual l pro-pro-

blems consists of several components, including educa-blems consists of several components, including educa-

tion (i.e., tion (i.e., infoinformatrmation ion regarregarding ding sexuasexual l anatanatomy omy andand
stages of arousal), cognitive restructuring (i.e., identifica-stages of arousal), cognitive restructuring (i.e., identifica-

tion of thoughts and core beliefs that may be influencing tion of thoughts and core beliefs that may be influencing 
sexual functioning), communication training (i.e., learn-sexual functioning), communication training (i.e., learn-
ing how to express thoughts and feelings), and sensateing how to express thoughts and feelings), and sensate
focus (e.g.,focus (e.g.,   McCabe, 2001; Rosen, Leiblum, & Spector,  McCabe, 2001; Rosen, Leiblum, & Spector,
19941994; see; see   Heima  Heiman, n, 20022002, , for a for a revreviewiew). ). SenSensatsate e focfocusus
ententailailss aa gragradedded serseriesies ofof tastasksks forfor coucouplepless toto redreduce uce sexsexualual
anxiety, starting with nonsexual touch, continuing withanxiety, starting with nonsexual touch, continuing with
sexusexual al toutouch, ch, and and eveneventuatually lly procproceedieeding ng to to sexsexualual

intercourse (intercourse (Masters & Johnson, 1970Masters & Johnson, 1970).).
ResResearearch ch exaexaminmining ing the the effeffectectiveiveneness ss of of CBT CBT inin

treating erectile dysfunction in heterosexual individualstreating erectile dysfunction in heterosexual individuals
and and couplcouples es has demonstrhas demonstrated positive outcomesated positive outcomes. . AnAn

uncontrolled 10-week clinical trial of CBT for men anduncontrolled 10-week clinical trial of CBT for men and
 women  women with with diverse diverse sexual sexual dysfunctions dysfunctions who who had had sexualsexual
parpartnetners rs demdemonsonstratrated ted ththat at the the proproporportiotion n of of memenn
reporting erectile dysfunction decreased from 71.1% at reporting erectile dysfunction decreased from 71.1% at 
baseline to 35.6% posttreatment (baseline to 35.6% posttreatment (McCabe, 2001McCabe, 2001). This). This
forform m of of CBT CBT useused d cogcognitnitive ive resrestrutructucturinring g to to redreduceuce
anxanxietiety y relrelateated d to to sexsexual ual encencounounterters s and and to to redreduceuce
attention on sexual performance, as well as education,attention on sexual performance, as well as education,
commucommunicanication tion traitraining, ning, and and sensasensate te focusfocus. . FolloFollowing wing 

treatment, patients experienced more positive attitudestreatment, patients experienced more positive attitudes

towtoward ard sexsex, , mormore e plepleasuasure re durduring ing sexsex, , and and decdecreareasedsedperceptions of feeling like sexual failures. A similar study perceptions of feeling like sexual failures. A similar study 
examiexamined the ned the efficefficacy of acy of a a manumanualizealized d treatreatment that tment that 
incorporated education, communication skills, and sen-incorporated education, communication skills, and sen-
sate focus for heterosexual couples in which the man wassate focus for heterosexual couples in which the man was
using sildenafil (Viagra) (using sildenafil (Viagra) (Bach, Barlow, & Wincze, 2004Bach, Barlow, & Wincze, 2004).).
ThiThis s behbehaviavioraoral l tretreatmatment ent resresultulted ed in in mormore e impimprovrove-e-
ments than the use of sildenafil alone on measures of ments than the use of sildenafil alone on measures of 
individual sexual satisfaction, sexual satisfaction among individual sexual satisfaction, sexual satisfaction among 

partners, and frequency of intercourse.partners, and frequency of intercourse.
To assist clinicians in the assessment and treatment of To assist clinicians in the assessment and treatment of 

sexual dysfunction, treatment manuals have been devel-sexual dysfunction, treatment manuals have been devel-
oped (e.g.,oped (e.g., Wincze & Barlow, 2004; Wincze &  Wincze & Barlow, 2004; Wincze & Carey, 2001;Carey, 2001;
 Wincze,  Wincze, 20092009). ). WinWincze cze anand d CarCarey ey recrecommommend end ththat at 
cliniclinicians first cians first targetarget t the the patipatientsents’’   interfering thoughts  interfering thoughts

in order to help them focus on sexually facilitating ratherin order to help them focus on sexually facilitating rather
than inhibiting sexual thoughts. They suggest that onethan inhibiting sexual thoughts. They suggest that one
 way  way of of accomplishing accomplishing this this is is to to have have patients patients recall recall past past 

thoughts that occurred during sexually satisfying experi-thoughts that occurred during sexually satisfying experi-
enceences. s. AfteAfter r patipatients have ents have idenidentifitified ed pospositive sexualitive sexual
thothoughughts, ts, thethey y can can proprogregress ss to to sensensatsate e focfocus, us, durduring ing 
 which the goal is to think positively about sex and take the which the goal is to think positively about sex and take the
focus off of maintaining an erection.focus off of maintaining an erection.

 Although  Although there there have have been been researchers researchers who who havehave
indindicaicated ted the the benbenefitefits s of of tretreatiating ng sexsexual ual dysdysfunfunctictionon
throuthrough gh indivindividual idual thertherapy apy (e.g.,(e.g.,   Alth  Althof, of, 20002000; ; AnsoAnson,n,
19951995), much of the literature has focused on couples,), much of the literature has focused on couples,

specifically heterosexual couples (e.g.,specifically heterosexual couples (e.g., Rosen et al., 1994; Rosen et al., 1994;
 Weeks  Weeks & & Gambescia, Gambescia, 20002000). Efforts have been made to). Efforts have been made to
address the use of CBT with gay couples; however, for theaddress the use of CBT with gay couples; however, for the

most part, treatment recommendations tend to be guidedmost part, treatment recommendations tend to be guided
by by a a gengeneraeral l fraframewmework ork geageared red towtowardards s hetheteroerosexsexualual
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individuals. One exception to the lack of inclusion of gay individuals. One exception to the lack of inclusion of gay 
men in the behavioral and CBT treatment literature onmen in the behavioral and CBT treatment literature on
ereerectictile le dysdysfunfunctiction on is is a a cascase e stustudy dy illillustustratrating ing thethe
tretreatmatment ent of of ereerectictile le dysdysfunfunctiction on in in a a gay gay malmale e usiusing ng 
individual therapy involving CBT as well as psychodynam-individual therapy involving CBT as well as psychodynam-
ic ic ststraratetegigies es ((GarGarippippa a & & SanSanderders, s, 19919977). ). FolFollowlowing ing 
treatment, the patient felt more self-confident and lesstreatment, the patient felt more self-confident and less
 worrie worried d about about negatnegative ive sexuasexual l outcooutcomes. mes. HoweveHowever,r,
although therapy was conducted individually, the patient although therapy was conducted individually, the patient 
had a partner and could therefore apply the techniqueshad a partner and could therefore apply the techniques

learned in therapy to his long-term sexual relationship.learned in therapy to his long-term sexual relationship.

ExampExamples of les of CognitCognitive ive BehaviBehavioral Treatment oral Treatment for for 

Erectile Dysfunction Among Gay MenErectile Dysfunction Among Gay Men

To To helhelp p CBT theraCBT therapispists ts whwho o seeseek k to to tretreat at ereerectictilele
dysfunction among gay men, the following section willdysfunction among gay men, the following section will
presepresent nt topictopics s of of specispecial al relevrelevance to ance to assesassessmensment, t, casecase
conconceptceptualualizaizatiotion, n, and and tretreatmatmentent. . TheThese se toptopics ics areare

illillustustratrated ed usiusing ng two two cascase e exaexamplmples: es: RobRobert ert and and JohJohnn
(their identities are concealed to protect confidentiality).(their identities are concealed to protect confidentiality).
TheThese se exaexamplmples es highighlihlight ght how how the the prepresensentattation ion andand

treatment of erectile dysfunction may be different among treatment of erectile dysfunction may be different among gay men, as compared to heterosexual men.gay men, as compared to heterosexual men.

Case DescriptiCase Description on of of Robert Robert 

RobRobert ert was was a a 33-33-yeayear-or-old ld CauCaucascasian ian gay gay man man whowho
 worked  worked for for a a bank bank as as a a manager. manager. He He presented presented forfor

tretreatmatment ent for for sexusexual al perfperformormancance e anxanxiety iety regregardiarding ng 
achieving and maintaining erections during sex with hisachieving and maintaining erections during sex with his
past partner of 4 years, Andrew. He noted that his anxiety past partner of 4 years, Andrew. He noted that his anxiety 

impaired his ability to achieve and maintain erections,impaired his ability to achieve and maintain erections,
anand d thathat t he he did did not have not have eiteither sexuaher sexual l perperforformanmancece
ananxiexiety ty or or ereerectictile le dysdysfunfunctiction on in in the first the first yeayear r of of hishis
relarelationstionship hip with Andrew. When with Andrew. When asked about asked about his prefer-his prefer-
ences regarding sex, Robert reported,ences regarding sex, Robert reported,    ““I am totally a top,I am totally a top,””

indindicaicatinting g thathat t he he strstronongly gly prepreferfers s to to be be the the insinsertertiveive

partner in anal sex. He then added,partner in anal sex. He then added,    ““I donI don’’t get mucht get much
[pleasure] out of oral sex or other stuff,[pleasure] out of oral sex or other stuff,””  and stated that  and stated that 
he he vieviewed other forms of wed other forms of sexsexual activual activity as ity as a a prepreludludee

before anal sex. Robert reported that in his previous long-before anal sex. Robert reported that in his previous long-
term relationship before Andrew, he was fully term relationship before Andrew, he was fully    ““in controlin control
of the relationship.of the relationship.””   However, in the relationship with  However, in the relationship with
 Andrew,  Andrew, he he believed believed he he had had little little control. Some control. Some areas inareas in
 which he believed he had little  which he believed he had little control included decisionscontrol included decisions
about which topics were acceptable to talk about in theabout which topics were acceptable to talk about in the
relationship, especially the timing and frequency of sex.relationship, especially the timing and frequency of sex.
Robert reported that he preferred to have sex a few timesRobert reported that he preferred to have sex a few times
a week, but Andrew wanted to have sex a few times a day.a week, but Andrew wanted to have sex a few times a day.

 As  As a a result, result, Robert Robert    ““began to feel pressured by someonebegan to feel pressured by someone
 who  who wants wants sex sex all all the the time,time,””  and started to use erectile and started to use erectile
dysfunction medications whenever he had any type of sex.dysfunction medications whenever he had any type of sex.

 When  When asked asked if if he he always always had had problems problems attaining attaining andand
maimaintantaininining g ereerectictionsons, , RobRobert ert repreportorted ed thathat t he he hadhad

erectile problems during both anal sex and oral sex witherectile problems during both anal sex and oral sex with
 Andrew.  Andrew. However, However, he he never never experienced experienced erectile erectile dys-dys-
function before meeting Andrew, reported waking in thefunction before meeting Andrew, reported waking in the
morning with spontaneous erections before and during morning with spontaneous erections before and during 
his his relrelatiationsonship hip witwith h AndAndrewrew, , and and dendenied ied hahavinving g any any 
erectile problems when masturbating alone. Robert anderectile problems when masturbating alone. Robert and
 Andrew  Andrew had had an an open open relationship, and relationship, and occasionally they occasionally they 
 would invite  would invite a third a third person in person in for a for a casual sex casual sex encounter.encounter.
He did not have erectile dysfunction when having sex withHe did not have erectile dysfunction when having sex with

a casual partner, even when he was the insertive partnera casual partner, even when he was the insertive partner
during anal sex. Robert reported that he saw a physicianduring anal sex. Robert reported that he saw a physician
for for his his ereerectictile le dysdysfunfunctiction on whwho o preprescrscribeibed d ereerectictilele

dysdysfunfunctiction on medmedicaicatiotions, ns, but but toltold d RobRobert ert he he had had nono
knoknown wn medmedicaical l conconditdition ion thathat t migmight ht accaccounount t for for thethe
erectile dysfunction. Robert added that even with use of erectile dysfunction. Robert added that even with use of 
erectile dysfunction medications, he continued to haveerectile dysfunction medications, he continued to have
trouble attaining or maintaining erections during inser-trouble attaining or maintaining erections during inser-
tive anal intercourse about 10% of the time.tive anal intercourse about 10% of the time.

Robert did not report any symptoms meeting criteriaRobert did not report any symptoms meeting criteria
for any disorder on the Mini International Neuropsychi-for any disorder on the Mini International Neuropsychi-
atric Interview (atric Interview (SheehSheehanan et al., 1997et al., 1997), but did report using ), but did report using 

subsubstastancences s whwhen en goigoing ng ouout t dandancincing g or or to to papartirties.es.

SpeSpecifcificaicallylly, , he he repreportorted ed dridrinkinking ng alcalcohoohol l and and usiusing ng cocaine once a month and Ecstacy twice a year, but didcocaine once a month and Ecstacy twice a year, but did
not meet criteria for a substance use disorder due to thenot meet criteria for a substance use disorder due to the
lack of dependence, psychosocial impairment, or distresslack of dependence, psychosocial impairment, or distress
resulting from use of any of these substances. He resulting from use of any of these substances. He reportedreported
recurrent inability to attain or maintain erections withrecurrent inability to attain or maintain erections with
 Andrew.  Andrew. Robert Robert noted noted that that    ““I feel terribleI feel terrible”” about having  about having 
erectile dysfunction, and that Andrew was also frustratederectile dysfunction, and that Andrew was also frustrated
and felt unattractive if Robert did not achieve and main-and felt unattractive if Robert did not achieve and main-

tain an erection during sex. Robert tain an erection during sex. Robert and Andrew separatedand Andrew separated
1 1 monmonth th intinto o tretreatmatmentent, , whiwhich ch led led to to RobRobert havinert having g 
significant concerns about ever meeting another partnersignificant concerns about ever meeting another partner
 while  while having having erectile erectile problems. problems. Robert Robert ’’s symptoms weres symptoms were
consconsistenistent t with a with a diagndiagnosis of osis of Male Erectile DisorderMale Erectile Disorder,,
 Acquired, Situational, Due  Acquired, Situational, Due to Psychological to Psychological Factors.Factors.

RobRobert ert alsalso o comcomplepleted ted the the IntInternernatiationaonal l IndIndex ex of of 
Erectile Function (IIEF), a commonly used measure inErectile Function (IIEF), a commonly used measure in
clinical settings of erectile and sexual functioning (clinical settings of erectile and sexual functioning (RosenRosen

et al., 1997et al., 1997). At the beginning of treatment for erectile). At the beginning of treatment for erectile
dysfunction, his Erectile Functioning score was 17, whichdysfunction, his Erectile Functioning score was 17, which
is within the range of patients with erectile dysfunctionis within the range of patients with erectile dysfunction
(patient (patient  M  M =10.7,=10.7, SD  SD =6.5) but below the range for normal=6.5) but below the range for normal
controls (controls (M M =25.8,=25.8,  SD  SD == 7.6). Rober7.6). Robert t ’’s Sexual Desire scores Sexual Desire score
 was 4  was 4 and his and his Overall Sexual Satisfaction score Overall Sexual Satisfaction score was 2, was 2, withwith
both scores well within the clinical range (patient both scores well within the clinical range (patient  M  M =6.3,=6.3,

SD SD =1.9, and=1.9, and M  M =4.4,=4.4, SD  SD =2.3, respectively) but below the=2.3, respectively) but below the
ranges for normal controls (ranges for normal controls (M M =7.0,=7.0, SD  SD =1.8, and=1.8, and M  M =8.6,=8.6,

SD SD =1.7, respectively).=1.7, respectively). Figure 1 Figure 1 displays Erectile Function- displays Erectile Function-

ing, Sexual Desire, and Overall Sexual Satisfaction scoresing, Sexual Desire, and Overall Sexual Satisfaction scores
at the beginning of at the beginning of treatment and every month thereaftertreatment and every month thereafter

until terminauntil termination of tion of treattreatment for ment for RobeRobert rt (and John,(and John,
described below).described below).
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Case Description of John Case Description of John 

 John  John was was a a 43-year-old, 43-year-old, single single gay gay man man who who initially initially 

prpreseesentnted ed for for ststreress ss mamananagegemenment t rerelatlated ed to to a a hihighgh
 work work loaload d as as a a reareal l estestate ate ageagent. nt. He He repreportorted ed aa
recrecurrurrent ent inainabilbility ity to to attattain ain or or maimaintantain in ereerectictionsons

appapproxroximaimateltely y 50% 50% of of the the timtime. e. JohJohn n alsalso o repreporortedted
anxianxiety ety abouabout t datidating ng becabecause use of of his erectile dysfunchis erectile dysfunc--
tion, and especially anxiety before and during sex. Astion, and especially anxiety before and during sex. As
 well,  well, John John reported reported that that a a previous previous sexual sexual partnerpartner
 whom  whom he he dated dated in in the the 2 2 months months prior prior to to beginning beginning 
treatment became upset when he was not fully erect treatment became upset when he was not fully erect 

during oral sex on two different occasions, and asked if during oral sex on two different occasions, and asked if 
 John  John was was truly truly interested interested in in him. him. John John reported reported a a great great 
deal of embarrassment after this incident, and believeddeal of embarrassment after this incident, and believed

that this was one of the reasons he did not stay with thisthat this was one of the reasons he did not stay with this
previous sexual partner. He also wondered if he wouldprevious sexual partner. He also wondered if he would
have trouble meeting a long-term partner because of have trouble meeting a long-term partner because of 
his his ereerectictile le proprobleblems. ms. JohJohn n reprepororted ted ananxiexiety ty aboabout ut 
having erections during all types of sexual activity, but having erections during all types of sexual activity, but 
especially when he was the insertive partner in anal sex.especially when he was the insertive partner in anal sex.
 John  John reported reported beliefs beliefs such such asas    ““sex equals sex equals performaperformance,nce,””

andand    ““I am not a real man unless I perform sexually.I am not a real man unless I perform sexually. ””

Similar to Robert, JohnSimilar to Robert, John’’s diagnosis was Male Erectiles diagnosis was Male Erectile

DisoDisorderrder, , AcquAcquired, ired, SituSituatioational, nal, Due Due to to PsycPsycholohologicalgical
FacFactortors. s. At At ththe e begbegininninning g of of trtreateatmement nt for for ereerectictilele
dysdysfunfunctictionon, , his his EreErectictile le FunFunctictionioning ng scoscore re wawas s 1717,,

suggesuggesting sting clinclinicallically y signsignificaificant nt erecterectile ile dysfdysfunctiunction.on.
 John John’’s Sexual Desire score was 8, which is within 1s Sexual Desire score was 8, which is within 1   SD SD 

for patients with erectile dysfunction but also within thefor patients with erectile dysfunction but also within the
range of normal controls. His Overall Sexual Satisfac-range of normal controls. His Overall Sexual Satisfac-
tion score was 6, which is well within the clinical rangetion score was 6, which is well within the clinical range
but below the range for normal controls.but below the range for normal controls.

Clinical Topics Relevant for Successful CBT WithClinical Topics Relevant for Successful CBT With

Gay MenGay Men

Sexual Self-Labels Sexual Self-Labels 

Many gay Many gay men identify with men identify with sexuasexual l self-self-labelabels ls about about 

their preferences in anal sex. One study (their preferences in anal sex. One study (Hart, Wolitski,Hart, Wolitski,
Purcell, Gómez, & Halkitis, 2003Purcell, Gómez, & Halkitis, 2003) suggests that approxi-) suggests that approxi-
mately 18% identify as amately 18% identify as a    ““top.top.””  About 23% identify as a About 23% identify as a
““bottom,bottom,””   or   or somsomeoneone e who stronwho strongly gly prepreferfers s to to be be thethe
recrecepteptive ive papartrtner ner in in ananal al sexsex, , anand d 47% iden47% identiftify y asas

““ versatile, versatile,””  or someone who enjoys both insertive and or someone who enjoys both insertive and
receptive sex roles in anal sex. A remaining 12% do not receptive sex roles in anal sex. A remaining 12% do not 
identify with these labels. Those who do not identify withidentify with these labels. Those who do not identify with
these sexual self-labels are less likely than those who dothese sexual self-labels are less likely than those who do

identify with a sexual self-label to have had anal sex in theidentify with a sexual self-label to have had anal sex in the
past 3 months. Similar percentages have been found in apast 3 months. Similar percentages have been found in a
recent study of personal advertisements on the Internet recent study of personal advertisements on the Internet 

((Moskowitz, Rieger, & Roloff, 2008Moskowitz, Rieger, & Roloff, 2008).).It may be useful for a therapist to ask a It may be useful for a therapist to ask a gay male patient gay male patient 
 with erectile  with erectile dysfunction if dysfunction if he identifies he identifies as a as a top, bottom,top, bottom,
 versatile,  versatile, or or with with none none of of these these labels. labels. It It may may also also bebe
beneficial to beneficial to ask if aask if a gay malegay male patient is apatient is avoiding voiding  “ “topping topping ””
(being the insertive partner) because of fears of erectile(being the insertive partner) because of fears of erectile

dysfunction. Although there is a lack of research on thisdysfunction. Although there is a lack of research on this
topic, it is possible that men who identify as atopic, it is possible that men who identify as a    ““toptop””  are are
more likely to present for therapy with erectile difficultiesmore likely to present for therapy with erectile difficulties

than other men because of the necessity of having anthan other men because of the necessity of having an
erection to be the insertive partner. When queried about erection to be the insertive partner. When queried about 
his sexual interests, Robert identified strongly as ahis sexual interests, Robert identified strongly as a    ““top.top.””

He added that he had tried receptive anal sex, but that heHe added that he had tried receptive anal sex, but that he
found it painful and it made him feelfound it painful and it made him feel    ““out of control.out of control.””

Robert also reported that he thought of oral sex or sexualRobert also reported that he thought of oral sex or sexual

touching only as foreplay and not astouching only as foreplay and not as    ““real sex.real sex.”” John also John also
identified as aidentified as a    ““top,top,”” but did not have any negative expe- but did not have any negative expe-
riences with receptive anal sex. He also reported enjoying riences with receptive anal sex. He also reported enjoying 

oral sex to orgasm prior to having erectile dysfunction.oral sex to orgasm prior to having erectile dysfunction.

Homophobia and Internalized Homophobia Homophobia and Internalized Homophobia 

Internalized homophobia refers to the internalizationInternalized homophobia refers to the internalization
of feelings that oneof feelings that one’’s s samesame-sex sexual -sex sexual prefepreferencerences s areare
 wrong,  wrong, bad, bad, or or immoral immoral ((Campbell & Whiteley, 2006Campbell & Whiteley, 2006).).
The The neganegative tive effeceffects ts of of homohomophobiphobia a and and interinternalinalizedzed
homophobia on gay menhomophobia on gay men’’s health are well-documented ins health are well-documented in
the published literature (e.g.,the published literature (e.g.,  Gold, Marx, & Lexington, Gold, Marx, & Lexington,

2007; Pachankis, Goldfried, & Ramrattan, 20082007; Pachankis, Goldfried, & Ramrattan, 2008). Specif-). Specif-
icallically, y, interinternalinalized zed homohomophobphobia ia is is positpositively ively assocassociateiatedd
 with  with depression depression and and negatively negatively associated associated with with sexualsexual

satissatisfactifaction, on, comfocomfort rt with with sexuasexual l orienorientatiotation,n,    ““outnessoutness””

(e.(e.g.,  g.,  gogoining g to to gagay y babarsrs,  ,  bebeining g ininvolvolved ved in in gagay y 

Figure 1.Figure 1. Sexual Functioning for Robert and John. Sexual Functioning for Robert and John.  Note: Note: Scores for  Scores for 

each scale were in the clinical range at the beginning of treatmenteach scale were in the clinical range at the beginning of treatment
and in the normal range at the end of treatment (and in the normal range at the end of treatment ( Rosen et al.,Rosen et al.,
19971997).).
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orgorganianizatzationions, s, etcetc.), .), and and peepeer r socsocialializaizatiotion n ((Rosser,Rosser,
Bockting, Ross, Miner, & Coleman, 2008; Rosser et al.,Bockting, Ross, Miner, & Coleman, 2008; Rosser et al.,
19971997). Researchers have noted that internalized homo-). Researchers have noted that internalized homo-
phobia may also be one factor that contributes to sexualphobia may also be one factor that contributes to sexual
dysfunction in gay men (dysfunction in gay men (Shires & Miller, 1998Shires & Miller, 1998), although), although
more research is needed in this area.more research is needed in this area.

Experiences of homophobia and internalized homo-Experiences of homophobia and internalized homo-
phophobia bia alsalso o had had an an effeffect ect on on sexsexual ual funfunctictionioning ng forfor
RobRobert ert anand d JohJohn. n. RobRobert ert repreportorted ed thathat t he he prepreferferredred
partpartners whoners who were physwere physicallically smaller thany smaller than him and/orhim and/or lessless

muscular than him. When asked why he preferred thismuscular than him. When asked why he preferred this
type of partner, he reported that when he thought about type of partner, he reported that when he thought about 

being sexual with big, muscular men, he felt likebeing sexual with big, muscular men, he felt like    ““thethe
skinny, gay kid in the playgroundskinny, gay kid in the playground””  and and    ““ wimpy. wimpy.””  Robert  Robert 
expexplailained tned thathat hehe had bhad beeneen teateased fosed forr beibeing gang gayy asas aa chichild,ld,
and was often afraid that he would be beaten up at schooland was often afraid that he would be beaten up at school
for being gay. John expressed similar concerns, and wasfor being gay. John expressed similar concerns, and was
also concerned that not being fully erect meant he wasalso concerned that not being fully erect meant he was
not anot a  “ “real man.real man.”” Not feeling lik Not feeling like a real man we a real man wasas especially especially 
painful for John because he had been told that gay menpainful for John because he had been told that gay men
areare  “ “not real men,not real men,”” and so it  and so it was extremely important that was extremely important that 
he did not do anything that seemedhe did not do anything that seemed  “ “ weak  weak ”” or or  “ “feminine.feminine.””

For both Robert and John, fears of not being perceived asFor both Robert and John, fears of not being perceived asor not feeling sufficiently masculine were high during or not feeling sufficiently masculine were high during 
sexual situations.sexual situations.

Relationship to Social Anxiety Relationship to Social Anxiety 

EreErectictile le dysdysfunfunctiction on can can alsalso o be be relrelateated d to to feafears rs of of 
being judged by other gay men. A gay man with erectilebeing judged by other gay men. A gay man with erectile
dysdysfunfunctiction on may may hahave ve conconcercerns ns of of beibeing ng negnegatiativelvely y 
evaluated if other gay men discover that he is having evaluated if other gay men discover that he is having 

erecterectile ile dysfudysfunctionction. n. This may This may be be especiespecially importanally important t 
among gay men, who may congregate in common areasamong gay men, who may congregate in common areas
and may have greater social interaction with each otherand may have greater social interaction with each other
due to being a minority within a heterosexual culture.due to being a minority within a heterosexual culture.
Both Robert and John expressed concern that news of Both Robert and John expressed concern that news of 
their perceived sexual failures would travel, causing themtheir perceived sexual failures would travel, causing them

greagreat t embaembarrasrrassment and sment and decredecreased ased opporopportunittunities ies toto
meet long-temeet long-term rm or or even casual sexual even casual sexual partpartners. Socialners. Social
ananxiexiety ty may may alsalso o incincrearease se ereerectictile le dysdysfunfunctiction on in in leslesss

direct ways. For example, Robert expressed concern that direct ways. For example, Robert expressed concern that 
““I need my friends to approve of the guy I need my friends to approve of the guy ”” that he chooses that he chooses
for a sexual partner and that for a sexual partner and that    ““I donI don’’t want my friends tot want my friends to
think the guy is not attractive.think the guy is not attractive.””   Further, gay men with  Further, gay men with
erectile dysfunction may also be concerned that if they erectile dysfunction may also be concerned that if they 
have erectile dysfunction, they will be unable to maintainhave erectile dysfunction, they will be unable to maintain
a relationship, or will lose their current relationship.a relationship, or will lose their current relationship.

Gay Men Gay Men Are Not Are Not NecessNecessarily Monogamarily Monogamous ous 

Most research on treatment of sexual dysfunction inMost research on treatment of sexual dysfunction in
men men focfocususes es on on hetheteroerosexsexual ual men men in in momonognogamamousous
relationships. It is often assumed that sexual relation-relationships. It is often assumed that sexual relation-
shships ips amamonong g gagay y anand d hetheteroerosexsexual ual men men arare e simsimilailarr
((Shires & Miller, 1998Shires & Miller, 1998), and therefore, understandings), and therefore, understandings

of of gay gay sexsexual ual relrelatiationsonshiphips s arare e fit fit intinto o prepreexiexististing ng 
frameworks of heterosexual relationships (frameworks of heterosexual relationships (Campbell &Campbell &
 Whiteley,  Whiteley, 20062006). However, there appear to ). However, there appear to be significant be significant 
differences in the ways that gay and heterosexual malesdifferences in the ways that gay and heterosexual males
conceptualize relationships. Compared to heterosexualconceptualize relationships. Compared to heterosexual
couples, gay couples may hold more diverse definitionscouples, gay couples may hold more diverse definitions
of of monmonogamogamy. y. SpecSpecificificallyally, , somsome e gay men gay men may formmay form
emotionally monogamous relationships which are sex-emotionally monogamous relationships which are sex-
ually nonmonogamous, orually nonmonogamous, or    ““open.open.”” In a qualitative study  In a qualitative study 

of 65 coupled gay men, 28 (43.1%) reported that bothof 65 coupled gay men, 28 (43.1%) reported that both
parpartnetners rs agagreereed d to to perpermit mit sex sex outoutsiside de ththe e prprimaimary ry 
relationsrelationship hip ((LaSala, 2004aLaSala, 2004a). This subset of gay men). This subset of gay men

explained that they did not explained that they did not necessarinecessarily associate sex withly associate sex with
emotional intimacy and commitment, and believed that emotional intimacy and commitment, and believed that 
an open relationship allowed each partner to experi-an open relationship allowed each partner to experi-
encence e perpersonsonal al frefreedoedom. m. FurFurthether, r, thethey y strstressessed ed thethe
impoimportanrtance ce of of emoemotiontional al fidefidelity and lity and did did not not belibelieveeve
that emotional fidelity was compromised by their openthat emotional fidelity was compromised by their open
sexual relationship. In another study of 121 gay malesexual relationship. In another study of 121 gay male
couples, 48 couples (39.6%) reported that they were incouples, 48 couples (39.6%) reported that they were in
nonmonogamous sexual relationships (nonmonogamous sexual relationships (LaSala, 2004bLaSala, 2004b).).

Similar to the findings of the previous study, no diffe-Similar to the findings of the previous study, no diffe-

rences were found between couples who were sexually rences were found between couples who were sexually monmonogamogamous ous and and nonnon-mon-monogamogamous ous on on measmeasures ures of of 
relarelationtionshiship p satisatisfacsfaction tion and and relarelationtionshiship p agragreemeeement.nt.
ShernofShernoff f (2006)(2006)   po  positsits s thathat, t, desdespitpite e the the fafact ct thathat t 
nononmonmononogamgamy y is is an an accacceptepted ed parpart t of of gagay y culculturture,e,
many therapists regard it as problematic as a result of many therapists regard it as problematic as a result of 
heterosexual norms. Thus, therapists must be aware of heterosexual norms. Thus, therapists must be aware of 
their own attitudes regarding sexuality and monogamy their own attitudes regarding sexuality and monogamy 
in in ordorder er to to effeffectectiveively ly wowork rk witwith h thithis s poppopulaulatiotionn

((Nichols, 2000; Shernoff, 2006Nichols, 2000; Shernoff, 2006).).
Two different perspectives on sexual monogamy wereTwo different perspectives on sexual monogamy were

demondemonstratstrated ed durinduring g treatreatment with tment with RoberRobert. t. As As notenotedd
above, Robert initially presented for treatment while in aabove, Robert initially presented for treatment while in a
4-year relationship with Andrew. Initially, the couple was4-year relationship with Andrew. Initially, the couple was
in a sexually monogamous relationship. Two years intoin a sexually monogamous relationship. Two years into

the the relrelatiationsonshiphip, , RobRobert ert anand d AndAndrew rew begbegan an an an opeopenn
relationship in which they were allowed to have otherrelationship in which they were allowed to have other
sexual partners. Robert initially believed that the opensexual partners. Robert initially believed that the open

relationship was due completely to his own sexual per-relationship was due completely to his own sexual per-
formformance problemsance problems. . RoberRobert t also identifiealso identified d the the sexuasexuall
nonmonogamy as another problem in the nonmonogamy as another problem in the relationship onrelationship on
top of the erectile problems. However, through cognitivetop of the erectile problems. However, through cognitive
resrestrutructucturinringg exeexercircisesses regregardardinging hishis belbeliefiefss aboaboutut thethe rolrolee
of sex in a good relationship, Robert learned two lessons.of sex in a good relationship, Robert learned two lessons.
He He rerealalizized ed ththat at (a(a) ) he he didid d nonot t hahave ve hihigh gh sesexuxualal
perfoperformanrmance ce anxianxiety ety befobefore re meetimeeting ng AndrAndrew, ew, and (b)and (b)
he rarely he rarely had high had high sexualsexual performance aperformance anxietynxiety with casualwith casual

sexuasexuall partnpartnersers durinduring hig hiss openopen relatrelationshionshipip with with AndrAndrew.ew.
 Accordingly,  Accordingly, Robert Robert began began to to realize realize that that his his erectileerectile
problems may be directly tied to the poor quality of hisproblems may be directly tied to the poor quality of his

emotional relationship with Andrew, regardless of wheth-emotional relationship with Andrew, regardless of wheth-
er they were sexually monogamous or not.er they were sexually monogamous or not.
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Use of Alcohol and Drugs During Sex Use of Alcohol and Drugs During Sex 

 Alcohol  Alcohol and and drugs drugs can can facilitate facilitate sex sex by by reducing reducing 
inhibitions and increasing sex drive, but can also reduceinhibitions and increasing sex drive, but can also reduce
erecerectile tile funfunctioctioninning. g. CerCertaitain n drugdrugs, s, such such as as EcsEcstactacy,y,
methamphetamine, and marijuana, are associated with amethamphetamine, and marijuana, are associated with a
highigh h incincideidence nce of of ereerectictile le dysdysfunfunctiction on ((SmitSmith, h, 20072007).).
Drug use is common among gay men, and certain drugs,Drug use is common among gay men, and certain drugs,
such as amphetamine, Ecstasy, cocaine, and marijuanasuch as amphetamine, Ecstasy, cocaine, and marijuana
may be more commonly used among gay men than in themay be more commonly used among gay men than in the
general population (general population (Stall et al., 2001Stall et al., 2001). Erectile dysfunc-). Erectile dysfunc-

tion medications are also common among gay men, andtion medications are also common among gay men, and
some gay men may choose to combine erectile dysfunc-some gay men may choose to combine erectile dysfunc-

tion medications with recreational drugs without being tion medications with recreational drugs without being 
aware of possible side effects. In a community sample of aware of possible side effects. In a community sample of 
gay men, 32% had ever used Viagra, and 18% of thesegay men, 32% had ever used Viagra, and 18% of these
m e n  m e n  r e pr e po r to r te d  e d  c o mc o mb i nb i ni n g  i n g  V i aV i ag r a  g r a  w i tw i th  h  a m ya m yll
nitrite (nitrite (““popperspoppers””))   ((Chu et al., 2003Chu et al., 2003). Amyl nitrite is a). Amyl nitrite is a
recreational drug which leads to relaxation of involuntary recreational drug which leads to relaxation of involuntary 
muscles around the anal sphincter, and may thereforemuscles around the anal sphincter, and may therefore
be used before receptive anal intercourse. The simulta-be used before receptive anal intercourse. The simulta-
neoneous us use use of of amyamyl l nitnitritrite e and and ereerectictile le dysdysfunfunctictionon
medmedicaicatiotions ns may may lealead d to to marmarked ked decdecreareases ses in in blobloodod

pressure, which can be very dangerous and possibly fatalpressure, which can be very dangerous and possibly fatal((Cheitlin et al., 1998Cheitlin et al., 1998). A key part of treatment for Robert ). A key part of treatment for Robert 
 was noting that if he had sex when intoxicated on alcohol, was noting that if he had sex when intoxicated on alcohol,
cocaicocaine, or ne, or EcstaEcstacy, cy, he he had more had more erecterectile ile dysfudysfunctionctionn
regarregardless dless of of thesthese e substsubstanceancess’’   damp  dampeniening ng effeffect ect onon
anxiety. As such, alcohol and drugs were conceptualizedanxiety. As such, alcohol and drugs were conceptualized
asas    ““safety behaviorssafety behaviors”” that were used to reduce anxiety but  that were used to reduce anxiety but 
that were also ineffective at promoting pleasurable sexualthat were also ineffective at promoting pleasurable sexual
relations.relations.

HIV and Condom Use HIV and Condom Use 

HIV is more prevalent among gay men than in theHIV is more prevalent among gay men than in the
gengeneraeral l malmale e poppopulaulatiotion, n, as as are are manmany y othother er sexsexualually ly 
transmitted infections including syphilis and herpes (e.g.,transmitted infections including syphilis and herpes (e.g.,

Buchacz, Greenberg, Onorato, & Janssen, 2005; CentersBuchacz, Greenberg, Onorato, & Janssen, 2005; Centers
for Disease Control and Prevention, 2008; Public Healthfor Disease Control and Prevention, 2008; Public Health
 Agency  Agency of of Canada, Canada, 20072007). Although condom use is an). Although condom use is an

effeffectective ive metmethod hod for for redreduciucing ng HIV HIV and and manmany y othotherer
sexuasexually lly trantransmitsmitted ted infecinfectiontions, s, many many men men assoassociateciate
condom use with reduced sexual sensation and increasedcondom use with reduced sexual sensation and increased
erecterectile ile diffidifficultieculties s (e.g.(e.g.,,   Ada  Adam, m, 2002005; 5; CovCove e & & PetPetrakrak,,
20042004). As such, erectile dysfunction may lead to greater). As such, erectile dysfunction may lead to greater
engengageagemenment t in in risrisk k behbehaviavior or amoamong ng somsome e gay gay malmalee
patients. It is patients. It is therefore critical that therapists assess sexualtherefore critical that therapists assess sexual
risk behavior and condom use with gay male patients. Forrisk behavior and condom use with gay male patients. For
example, John reported that despite knowledge about theexample, John reported that despite knowledge about the

risks inherent in unprotected anal sex, he occasionally risks inherent in unprotected anal sex, he occasionally 
engaengaged ged in in unprounprotectetected d inserinsertive tive anal sex. anal sex. TreatTreatment ment 
thetherefrefore ore focfocuseused d not not ononly ly on on decdecreareasinsing g anxanxietiety y inin

sexual situationsexual situations, but also s, but also onon decreasing andecreasing anxietyxiety regarding regarding 
the effect of condoms on erectile functioning.the effect of condoms on erectile functioning.

 Differences  Differences in in Normative Normative Sexual Sexual Interactions Interactions Between Between Gay Gay Men Men 

and Heterosexual Men and Heterosexual Men 

Compared to heterosexual men, gay men may be lessCompared to heterosexual men, gay men may be less
likely to perceive oral sex as a form of foreplay and may likely to perceive oral sex as a form of foreplay and may 
regard it as a legitimate form of sex. In a sample of 12,347regard it as a legitimate form of sex. In a sample of 12,347
gay and bisexual men, masturbation and oral sex weregay and bisexual men, masturbation and oral sex were
more commonly practiced than anal sex (more commonly practiced than anal sex (Bochow et al.,Bochow et al.,
19941994), and were considered), and were considered    ““staplesstaples””   of sexual activity   of sexual activity 
((Davies et al., 1992Davies et al., 1992). By contrast, in a nationally repre-). By contrast, in a nationally repre-

sentative study examining sexual behavior in men (97%sentative study examining sexual behavior in men (97%
 who  who had had only only heterosexual activity) heterosexual activity) aged aged 20 20 to to 39 39 in in thethe
United States, 95% of men reported having had vaginalUnited States, 95% of men reported having had vaginal

sex, while 75% and 79% of men reported performing andsex, while 75% and 79% of men reported performing and
receiving oral sex, respectively (receiving oral sex, respectively (Billy, Tanfer, Grady, &Billy, Tanfer, Grady, &
Klepinger, 1993Klepinger, 1993).).

Despite these findings, gay men are often influencedDespite these findings, gay men are often influenced
by heterosexual norms surrounding sexual behavior. Forby heterosexual norms surrounding sexual behavior. For
example, although Robert initially reported that he saw example, although Robert initially reported that he saw 
oral sex only as a prelude to insertive anal intercourse, heoral sex only as a prelude to insertive anal intercourse, he
 was later able to see that this was h was later able to see that this was his own perception about is own perception about 
sex that was not necessarily shared by his sexual partners.sex that was not necessarily shared by his sexual partners.

 As  As he progressed he progressed in therapy, in therapy, he he was able was able to learn to learn that hethat he

actually enjoyed other forms of sexual activity, and that actually enjoyed other forms of sexual activity, and that sexual partners indicated that they enjoyed Robert as asexual partners indicated that they enjoyed Robert as a
sexual partner regardless of which sexual act completedsexual partner regardless of which sexual act completed
the sexual interaction.the sexual interaction.

CognitCognitive ive and and BehaviBehavioral oral TechniTechniquesques

Cognitive Restructuring Cognitive Restructuring 

ConConsissistentent t witwith h a a cogcognitnitiveive-be-behavhaviorioral al modmodel el forfor

treatment of erectile dysfunction, treatment for Robert treatment of erectile dysfunction, treatment for Robert 
and and John addressed several John addressed several maladmaladaptiaptive ve and and irrairrationationall
belbeliefs iefs assassociociateated d witwith h sexsexual ual perperforformanmance ce anxanxietyiety..
PsychPsychoeducoeducation on ation on sexuasexual l functfunctioninioning g and and commcommonon
malmaladaadaptiptive ve belbeliefiefs s expexperieriencenced ed by by men men witwith h sexsexualual
dysfunction was provided in face-to-face sessions and indysfunction was provided in face-to-face sessions and in

a patient manual by a patient manual by  Wincze and Barlow (2004) Wincze and Barlow (2004), which was, which was
used throughout the therapy. Cognitive restructuring wasused throughout the therapy. Cognitive restructuring was
also conducted to alter maladaptive beliefs. Examples of also conducted to alter maladaptive beliefs. Examples of 

beliefs addressed in treatment are found inbeliefs addressed in treatment are found in Table 1 Table 1. For. For
exampexample,le, John John reporreportedted cogncognitionitionss suchsuch as,as, ““II shoshoulduld hahaveve
an erection every timean erection every time”” and and    ““if I donif I don’’t have an erection,t have an erection,
others will find out and I will never meet a [long-term]others will find out and I will never meet a [long-term]
partner.partner.”” After identifying cognitive errors, including all- After identifying cognitive errors, including all-
or-nothing thinking, mind reading, and catastrophizing,or-nothing thinking, mind reading, and catastrophizing,
 John  John then then challenged challenged these these thoughts:thoughts:    ““Does not having Does not having 
an erection once mean I will be single forever?an erection once mean I will be single forever?” ” ““DoesDoes
nonot t hahaviving ng an an ererecectition on in in a a sisitutuatatioion n rerealally ly memeanan
something is wrong with me sexually?something is wrong with me sexually?””    andand    ““ Are  Are therethere

times I have not been erect times I have not been erect because I was not interested inbecause I was not interested in
a guy?a guy?””  Through cognitive restructuring, John learned Through cognitive restructuring, John learned
ththat at he he dodoes es nonot t neneed ed to to hahave ve an an ererecectition on in in eveverery y 
potential sexual situation, and that sometimes not having potential sexual situation, and that sometimes not having 
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an erection may be due to not feeling comfortable with aan erection may be due to not feeling comfortable with a

partner as opposed to something wrong with his penis.partner as opposed to something wrong with his penis.
 John John’’s rational response was,s rational response was,    ““Erections are a result of Erections are a result of 
being aroused and comfortable.being aroused and comfortable.””

FoFor r RoRobebertrt, , mumuch ch of of hihis s ananxixietety y wawas s rerelalateted d to to aa
perception that he always had to be the insertive anal sexperception that he always had to be the insertive anal sex
partner. In his previous relationship, Robert reported that partner. In his previous relationship, Robert reported that 
 Andrew  Andrew always always expected expected to to have have anal anal sex sex in in a a sexualsexual
encounter, with Robert always being the insertive partnerencounter, with Robert always being the insertive partner
in in anaanal l intintercercourourse. se. AltAlthouhough gh RobRobert ert had had preprevioviouslusly y 

engaged in other forms of sexual activity to orgasm withengaged in other forms of sexual activity to orgasm with

othother er parpartnetners, rs, RobRobert ert repreportorted ed sevseveraeral l belbeliefiefs s at at thethe
beginning of therapy, including:beginning of therapy, including:    ““Sex isnSex isn’’t worth it if I amt worth it if I am
not having anal sex,not having anal sex,” ” ““Being passive [receptive anal sex] isBeing passive [receptive anal sex] is

not masculine,not masculine,””    andand    ““I need to be hard to have sex.I need to be hard to have sex.””

 Along  Along with with identifying identifying cognitive cognitive errors errors including including all-or-all-or-
nothing thinking, mind-reading, andnothing thinking, mind-reading, and   should   should  statements, statements,
Robert also disputed his cognitions with questions such as,Robert also disputed his cognitions with questions such as,
““ Are  Are there there other other ways ways I I can can have have sex?sex?””  and and    ““ Am  Am I I 100%100%
sure that all guys expect me to top?sure that all guys expect me to top?””   Robert identified  Robert identified
evidence that many of his previous sexual partners wereevidence that many of his previous sexual partners were

““ versatile versatile”” or or    ““tops,tops,”” and that the purpose of sex was not  and that the purpose of sex was not 
to perform sexually for a partner. His rational responseto perform sexually for a partner. His rational response
 was, was,    ““Sex is for pleasure, intimacy, and connection.Sex is for pleasure, intimacy, and connection. ”” For For

both Robert and John, cognitive restructuring served toboth Robert and John, cognitive restructuring served to
help them identify what they enjoyed about sex. Not only help them identify what they enjoyed about sex. Not only 

did did cogcognitinitive ve resrestructructurituring ng helhelp p by by redureducing cing sexsexualual
performance anxiety, it also helped by increasing sexualperformance anxiety, it also helped by increasing sexual
desdesireire. . BotBoth h RobRobert ert and and JohJohn n ideidentintifiefied d appappropropriariatete
chochoices ices for for sexsexual ual parpartnetners rs and and ackacknownowledgledged ed thethe
pleasurable aspects of sexual arousal. Therefore, by thepleasurable aspects of sexual arousal. Therefore, by the
end of therapy, erectile functioning, sexual desire, andend of therapy, erectile functioning, sexual desire, and
sexual satisfaction were all in the normal range for bothsexual satisfaction were all in the normal range for both
patients (seepatients (see Figure 1 Figure 1).).

 Exposures  Exposures and and Behavioral Behavioral Experiments Experiments 

SimilSimilar toar to other other formformss ofof anxianxietyety treatreatment tment (e.g.,(e.g., Coles,Coles,Hart, & Heimberg, 2005; Gould, Buckminster, Pollack,Hart, & Heimberg, 2005; Gould, Buckminster, Pollack,
Otto, & Yap, 1997Otto, & Yap, 1997), sexual performance anxiety can be), sexual performance anxiety can be
addaddresressed sed usiusing ng expoexposure sure exeexercircises. ses. TheThese se expoexposuresure
exercises can be conducted in conjunction with cognitiveexercises can be conducted in conjunction with cognitive
restrrestructuructuring ing for for irrairrationtional al or or malamaladaptidaptive ve cognicognitionstions

specific to the exposure situation. For an example of aspecific to the exposure situation. For an example of a
fear hierarchy that can be used for sexual performancefear hierarchy that can be used for sexual performance
anxiety, seeanxiety, see   Table 2  Table 2. For John, a key problem was his. For John, a key problem was his

tentendendency cy to to monmonitoitor r hohow w ereerect ct he he was throuwas throughghout out aa
sexual encounter. After conducting cognitive restructur-sexual encounter. After conducting cognitive restructur-
ing regarding his anxiogenic cognitions (e.g,ing regarding his anxiogenic cognitions (e.g,    ““I shouldI should
have an erection every timehave an erection every time””), John), John’’s homework was tos homework was to
use use his his ratirational responseonal response,,    ““I can stay in the moment I can stay in the moment 
during sex,during sex,”” while on a date. The purpose of the rational while on a date. The purpose of the rational

response was to allow him to refocus his attention on hisresponse was to allow him to refocus his attention on his
sexual attraction toward his partner. Next session, Johnsexual attraction toward his partner. Next session, John
reported being pleased with his decreased anxiety on thereported being pleased with his decreased anxiety on the

Table 1Table 1

Examples of Irrational Beliefs Related to Erectile FunctioningExamples of Irrational Beliefs Related to Erectile Functioning

Among Gay MenAmong Gay Men

Sexual Beliefs Specific to Gay Men Sexual Beliefs Specific to Gay Men 

A goodA good    ““toptop”” is always erect during sexual encounters. is always erect during sexual encounters.

Gay men must be either theGay men must be either the    ““toptop”” or the or the    ““bottom.bottom.””

Sex=anal sex.Sex=anal sex.

If I am not ready for anal sex, I am a bad partner.If I am not ready for anal sex, I am a bad partner.

If I am not ready for anal sex, I should not have sex.If I am not ready for anal sex, I should not have sex.

OtOtheherr SeSexuxualal BeBelieliefsfs ThThatat MaMayy BeBe FoFounundd AmAmonongg GaGayy anandd NoNon-Gn-Gayay MeMen n 

Beliefs about erectionsBeliefs about erections

I need to monitor my erections during sex to stay erect.I need to monitor my erections during sex to stay erect.

If I am not 100% erect, I will have problems having sex.If I am not 100% erect, I will have problems having sex.

If I am not erect when initiating a sexual encounter, I will never If I am not erect when initiating a sexual encounter, I will never 

become erect later on in the sexual encounter.become erect later on in the sexual encounter.

Something is wrong with my sex drive if I am not always erect.Something is wrong with my sex drive if I am not always erect.

I need to use erectile dysfunction medications to avoidI need to use erectile dysfunction medications to avoid

embarrassment.embarrassment.

Erection=Erection= sexual performsexual performance.ance.

If I am not always erect during sex, men will not want to have sexIf I am not always erect during sex, men will not want to have sex

with me.with me.

Beliefs about sexBeliefs about sex

Sex is the primary way to connect with a romantic partner.Sex is the primary way to connect with a romantic partner.

I should be able to drink or do drugs and still perform the sameI should be able to drink or do drugs and still perform the same

sexually.sexually.

I must have sex to be a worthwhile human being.I must have sex to be a worthwhile human being.
I must always be ready for sex.I must always be ready for sex.

Table 2Table 2

Example of a Fear Hierarchy: The Case of RobertExample of a Fear Hierarchy: The Case of Robert

SituationSituation    PPrreettrreeaattmmeennt  t  PPoossttttrreeaattmmeenntt

Fear Fear 

(0-100 scale)(0-100 scale)

Prediction About AbilityPrediction About Ability

to Maintain Erectionto Maintain Erection

Fear Fear 

(0-100 scale)(0-100 scale)

Prediction About AbilityPrediction About Ability

to Maintain Erectionto Maintain Erection

11.  .  IInnsseerrttiivve  e  sseex  x  uussiinng  g  VViiaaggrra  a  225  5  9900%  %  110  0  110000

22.  .  IInnsseerrttiivve  e  sseex  x  wwiitthhoouut  t  VViiaaggrra  a  550  0  2255%  %  110  0  110000

33.  .  RReecceeppttiivve  e  sseex  x  wwiitth  h  VViiaaggrra  a  225  5  770  0  5  5  110000

44.  .  RReecceeppttiivve  e  sseex  x  wwiitthhoouut  t  VViiaaggrra  a  225  5  770  0  5  5  110000

55.  .  OOrraal  l  sseex  x  oonnlly  y  wwiitth  h  VViiaaggrra  a  NN//AA⁎⁎    NN//A  A  5  5  110000

66.  .  OOrraal  l  sseex  x  oonnlly  y  wwiitthhoouut  t  VViiaaggrra  a  NN//A  A  NN//A  A  5  5  110000

Note.Note.    ⁎⁎At the beginning of treatment, Robert reported never engaging in oral sex without later engaging in insertive anal sex, so situations #5At the beginning of treatment, Robert reported never engaging in oral sex without later engaging in insertive anal sex, so situations #5

and #6 were added later in treatment.and #6 were added later in treatment.

7272    Hart Hart & & SchwaSchwartz rtz 



  

date, date, andand reporeported rted thatthat sex sex waswas muchmuch moremore enjoyenjoyable able withwith
an increased attention to sexually arousing stimuli.an increased attention to sexually arousing stimuli.

Behavioral experiments may incorporate some aspectsBehavioral experiments may incorporate some aspects
of an exposure while simultaneously allowing a patient toof an exposure while simultaneously allowing a patient to
test his beliefs regarding sex. For Robert, because of histest his beliefs regarding sex. For Robert, because of his
previous partner, he had come to believe that only analprevious partner, he had come to believe that only anal
sex was a desirable outcome and that he needed to be thesex was a desirable outcome and that he needed to be the
inserinsertive tive partnpartner er durinduring g sex. sex. Using a Using a downdownwardward-arr-arrow ow 
strastrategy tegy ((BurBurnsns, , 1981980; 0; SomSomervervillille e & & CooCooperper, , 20200707),),
Robert identified that another major reason he wantedRobert identified that another major reason he wanted

to be the insertive partner beyond previous experienceto be the insertive partner beyond previous experience
 was  was his his belief belief that that    ““being a top means being in control.being a top means being in control.””

 After  After cognitive cognitive restructurestructuring, ring, Robert Robert identifiidentified ed that that 
sometimes he felt frustrated with a fixed role of alwayssometimes he felt frustrated with a fixed role of always
being the insertive partner during anal sex, and occa-being the insertive partner during anal sex, and occa-
sionally wantedsionally wanted    ““someone else to do some work someone else to do some work ””  during  during 
sex. Robert sex. Robert ’’s rational response was,s rational response was,    ““I am actually happy I am actually happy 
 when  when there there is is a a balance balance of of control.control.””  Robert  Robert ’’s homework s homework 
 was  was to to use use his his rational response rational response on on a a date date that that weekend.weekend.
The next week, Robert reported that he and his date hadThe next week, Robert reported that he and his date had
engaengaged ged inin oraloral sexsex toto orgaorgasm. sm. WithWith somesome surprsurprise, ise, RoberRobert t 
reported that not only did his rational response lead toreported that not only did his rational response lead to

reduced anxiety, but also that reduced anxiety, but also that 
   ““

it was a really validating it was a really validating experience.experience.””   By   By the the end end of of thetheraprapy, y, RobRobert ert repreportorteded
enjoying not only insertive anal sex, but also receptiveenjoying not only insertive anal sex, but also receptive
anal sex, oral sex, and mutual masturbation as options foranal sex, oral sex, and mutual masturbation as options for
sexsexual ual actactiviivity ty durduring ing datdates. es. FurFurthether, r, mormore e thathan n oneone
sexsexual ual parpartnetner r indindicaicated ted enjenjoyioying ng RobRobert ert as as a a sexsexualual
partnpartner er regaregardlesrdless s of of whicwhich h sexuasexual l act completed theact completed the
sexual interaction. Robert also reported that sexual interaction. Robert also reported that he preferredhe preferred
now to have sex without Viagra, asnow to have sex without Viagra, as    ““nothing is wrong withnothing is wrong with

me [sexually] for me to need Viagra.me [sexually] for me to need Viagra.””

Exposures and behavioral experiments may Exposures and behavioral experiments may potentially potentially 
be be limlimiteited d whewhen n worworkinking g witwith h sinsingle gay gle gay men by men by thethe
availability of sexual partners. In cases where there is noavailability of sexual partners. In cases where there is no
sexual activity for conducting exposures and behavioralsexual activity for conducting exposures and behavioral
experiments, cognitive restructuring may be used experiments, cognitive restructuring may be used instead.instead.

HoweHowever, ver, behbehavioavioral ral techtechniquniques es are are highhighly ly recorecom-m-
memendended d whwhen en feafeasisiblble. e. FoFor r gagay y memen n wiwith th papartrtnerners,s,
sensensatsate e focfocus us tectechnihniqueques s are are intintegregral al to to any any coucoupleples-s-

based treatment (based treatment (Masters & Johnson, 1970Masters & Johnson, 1970).).

Relapse Prevention During Treatment Relapse Prevention During Treatment 

In In orordeder r to to mamainintatain in gagainins s mamade de duduriring ng ererecectitilele
dysfudysfunctionction n treattreatment, it ment, it is is usefuuseful l to to reviereview w treattreatment ment 
progress and identify strategies to continue progress andprogress and identify strategies to continue progress and
potpotentential ial barbarrierriers s to to maimaintantainiining ng chachange nge (( Ward  Ward &&
Hudson, 1996; Wincze, 2009Hudson, 1996; Wincze, 2009). Exercises for preventing ). Exercises for preventing 
relapse may include writing about progress toward goalsrelapse may include writing about progress toward goals

and reviewing core beliefs regarding sex and cognitiveand reviewing core beliefs regarding sex and cognitive
and behavioral methods for disputing these beliefs. In theand behavioral methods for disputing these beliefs. In the
last two sessions, Robert wrote about how he achieved hislast two sessions, Robert wrote about how he achieved his
goals during therapy, and how to avoid relapse. He first goals during therapy, and how to avoid relapse. He first 
discussed triggers for anxiety and barriers for managing discussed triggers for anxiety and barriers for managing 

anxiety in sexual situations. Triggers included believing anxiety in sexual situations. Triggers included believing 
he was being pressured by a partner to be the insertivehe was being pressured by a partner to be the insertive
partner for anal sex and not being personally attracted topartner for anal sex and not being personally attracted to
a prospective partner. Barriers to managing his anxiety ina prospective partner. Barriers to managing his anxiety in
sexual situations included being concerned about what sexual situations included being concerned about what 
othersothers’’  think about his choice in sexual partners. Lastly, think about his choice in sexual partners. Lastly,
Robert reported that to support his progress and to avoidRobert reported that to support his progress and to avoid
relapse, he would do relapse, he would do the following: (a) refocus on positivethe following: (a) refocus on positive
sexuasexual l experexperienceiences s from before from before his his sexuasexual l dysfudysfunctionctionn

problems and from the last 3 months of therapy; (b)problems and from the last 3 months of therapy; (b)
continue cognitive restructuring and exposure exercisescontinue cognitive restructuring and exposure exercises
to keep sexual performance anxiety low; and (c) practiceto keep sexual performance anxiety low; and (c) practice

his rational responsehis rational response—“—“Sex is for pleasure, intimacy, andSex is for pleasure, intimacy, and
connectionconnection”—”—before sex and use this rational response tobefore sex and use this rational response to
identify if he wishes to have sex with a potential sexualidentify if he wishes to have sex with a potential sexual
partner. John completed a similar exercise, with triggerspartner. John completed a similar exercise, with triggers
including self-monitoring his erections, and barriers toincluding self-monitoring his erections, and barriers to
managing his anxiety including thoughts that he must managing his anxiety including thoughts that he must useuse
silsildendenafiafil l to to stastay y ereerect. ct. JohJohnn’’s s homewhomework ork follofollowing wing 
termination of therapy was: (a) to focus on sexual arousaltermination of therapy was: (a) to focus on sexual arousal
and comfort with a partner in potential sexual situations;and comfort with a partner in potential sexual situations;

(b) (b) to to remremembember er thathat t     ““ererecectitionons s arare e a a sysympmptotom m of of 

arousal, not the cause of it arousal, not the cause of it 
””
; and (c) to continue cognitive; and (c) to continue cognitiveresrestrutructurcturing ing and and expexposuosure re exeexercircises ses to to keekeep p sexsexualual

performance anxiety low.performance anxiety low.

DiscussionDiscussion

DesDespitpite e the the relrelatiative ve laclack k of of resresearearch ch on on ereerectictilele
dydysfsfununctctioion n trtreaeatmtmenent t fofor r gagay y memen, n, CBCBT T mamay y bebe
sucsuccescessfusfully lly appapplielied d by by use use of of a a perperforformanmance ce anxanxietiety y 
treatment approach. This approach combines psychoe-treatment approach. This approach combines psychoe-
ducaducatiotion, n, cogcognitnitive ive resrestrutructucturinring, g, expexposuosure re to to sexsexualual
perfoperformanrmance ce anxianxiogenogenic ic situasituationtions, s, and and behabehaviorvioralal

experiments to test maladaptive beliefs. Relapse preven-experiments to test maladaptive beliefs. Relapse preven-
tion exercises may also be useful to help a patient totion exercises may also be useful to help a patient to

maintain gains.maintain gains.

LimitLimitations of ations of Case ExamplesCase Examples
 Although the  Although the approach outlined approach outlined in this in this article may article may bebe

ususefeful ul fofor r a a vavaririetety y of of gagay y mamale le papatitienentsts, , ththerere e araree

limlimitaitatiotions ns to to the the gengeneraeralizlizababiliility ty of of thethese se two two cascases.es.
Both patients were reasonably successful in meeting menBoth patients were reasonably successful in meeting men
to to datdate, e, whiwhich ch madmade e it it sigsignifnificaicantlntly y easeasier ier to to conconducduct t 
exposures to sexual performance anxiety and behavioralexposures to sexual performance anxiety and behavioral
experiments, and therefore to produce good treatment experiments, and therefore to produce good treatment 
progress. Also, neither patient met criteria for anotherprogress. Also, neither patient met criteria for another
psypsychichiatratric ic or or medmedicaical l diadiagnognosissis. . It It mamay y be be mormoree
challenging to treat a patient with a comorbid diagnosischallenging to treat a patient with a comorbid diagnosis
such as major depression or a medical diagnosis such assuch as major depression or a medical diagnosis such as

diabetes that may decrease vascular functioning. In thesediabetes that may decrease vascular functioning. In these
cases, it may be wise to treat the comorbid psychologicalcases, it may be wise to treat the comorbid psychological
problem first in the case of a psychiatric diagnosis or toproblem first in the case of a psychiatric diagnosis or to
consult with the patient consult with the patient ’’s medical provider in the case of as medical provider in the case of a
medical diagnosis. Lastly, both men were Caucasian andmedical diagnosis. Lastly, both men were Caucasian and
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had jobs enabling them to pay for psychotherapy withhad jobs enabling them to pay for psychotherapy with
health insurance coverage. As such, more information ishealth insurance coverage. As such, more information is
needed with regard to the treatment of sexual difficultiesneeded with regard to the treatment of sexual difficulties
among ethnically diverse and lower-income populations.among ethnically diverse and lower-income populations.

Suggestions for Therapists Treating Gay Men for Suggestions for Therapists Treating Gay Men for 

Erectile DysfunctionErectile Dysfunction

To successfully treat gay men, it is important to beTo successfully treat gay men, it is important to be
aware of differences between gay men and heterosexualaware of differences between gay men and heterosexual
men men regregarardinding g sexsexual ual attattituitudes des anand d belbeliefiefs. s. SevSeveraerall
artarticlicles es and books may and books may be be useuseful ful for behavfor behaviorioral al andand

cognitive-behavioral therapists treating gay men as well ascognitive-behavioral therapists treating gay men as well as
lesbilesbians, ans, bisexbisexual ual indiindividualviduals, s, and and trantransgensgender der populpopula-a-
tions (tions (Eubanks-Carter, Burckell, & Goldfried, 2005; Hart Eubanks-Carter, Burckell, & Goldfried, 2005; Hart 
& & HeiHeimbemberg, rg, 2002001; 1; MarMarteltell, l, SafSafrenren, , & & PriPrincence, , 2002003;3;
NicNicholhols, s, 2002000; 0; RitRitter ter & & TenTendrudrup, p, 2002002; 2; SafSafrenren, , 2002005;5;
Safren & Rogers, 2001Safren & Rogers, 2001), including articles from), including articles from  Cognitive  Cognitive 

and Behavioral Practice and Behavioral Practice  ( (Kaysen, Lostutter, & Goines, 2005;Kaysen, Lostutter, & Goines, 2005;
Maguen, Shipherd, & Harris, 2005; Purcell, Campos, &Maguen, Shipherd, & Harris, 2005; Purcell, Campos, &
PerPerillilla, a, 1991996; 6; SafSafrenren, , HolHollanlanderder, , HarHart, t, & & HeiHeimbemberg,rg,

20012001). It is not necessary for a therapist to be completely ). It is not necessary for a therapist to be completely 
knoknowlewledgeadgeable ble aboabout ut gay gay male male cultculture ure and and sexsexualual

sisituatuatitionons s in in ororder der to to sucsuccescessfsfullully y conconducduct t CBCBT T foforr
erectile dysfunction. In cases where a therapist is unclearerectile dysfunction. In cases where a therapist is unclear
as to the patient as to the patient ’’s beliefs, values, or social expectations, it s beliefs, values, or social expectations, it 
is beneficial to ask the patient himself rather than eitheris beneficial to ask the patient himself rather than either
assuming that oneassuming that one’’s knowledge from heterosexual popu-s knowledge from heterosexual popu-
latlationions iss is alwalwaysays appappliclicablablee toto gaygay menmen, or,, or, onon thethe concontratrary,ry,
assassumiuming ng thathat t gay gay men must men must alwalways ays difdiffer from fer from thetheirir

heterosexual peers.heterosexual peers.

Future DirectionsFuture Directions

Given the lack of rigorous treatment data on CBT forGiven the lack of rigorous treatment data on CBT for
erectile dysfunction, there is clearly a need for systematicerectile dysfunction, there is clearly a need for systematic
exexamamininatatioion n of  of  ththis  is  apapprproaoachch, ,  as  as  wewell  l l  as  as  ototheherr
appapproaroacheches s thathat t may be may be useuseful ful for gay for gay malmale e coucoupleples,s,

such as sensate focus. It is also important to examinesuch as sensate focus. It is also important to examine
treatment outcomes among gay men living with HIV, whotreatment outcomes among gay men living with HIV, who
may have increased problems with erectile dysfunctionmay have increased problems with erectile dysfunction

following treatment with antiviral medications (following treatment with antiviral medications (Collazos,Collazos,
MarMartintinez, ez, MayMayo, o, & & IbaIbarrarra, , 2002002; 2; LamLamba, ba, GolGoldmedmeierier,,
MaMackickie, e, & & ScScullullarard, d, 20020044). ). GivGiven en difdifferferenent t sexsexualual
attitudes and values found among many gay men versusattitudes and values found among many gay men versus
the heterosexual majority culture, future research shouldthe heterosexual majority culture, future research should
also consider including both gay men and heterosexualalso consider including both gay men and heterosexual
memen n in in tretreatmatment ent resresearearch ch to to comcomparpare e outoutcomcomeses
between the two groups.between the two groups.

The lack of knowledge about erectile functioning andThe lack of knowledge about erectile functioning and

treatment strategies for erectile dysfunction among gay treatment strategies for erectile dysfunction among gay 
men men may have may have incincreareased sed the the difdifficuficulty lty for for behbehaviavioror
thertherapistapists s workworking with ing with this populatithis population on and may and may havehave
impaired treatment gains among patients. There is animpaired treatment gains among patients. There is an
eveevenn gregreateaterr neeneedd forfor resresearearch ch onon gaygay menmen whwhoo areare sinsinglegle,,

gigiveven n ththe e fofocucus s of of momost st of of ththe e sesexuxual al dydysfsfununctctioionn
literliteraturature e on on improimproving ving functfunctioninioning g amonamong g longlong-term-term
couplcouples. es. DespiDespite te the relative lack the relative lack of of researesearch, erectilerch, erectile
dysfunction in gay men can be treated using a combina-dysfunction in gay men can be treated using a combina-
tion of education, cognitive restructuring, and behavioraltion of education, cognitive restructuring, and behavioral
techniques. Further research will help therapists working techniques. Further research will help therapists working 
 with gay  with gay men to men to maximize gains maximize gains for patients for patients with erectilewith erectile
dysfunction and to further demonstrate the generalizabil-dysfunction and to further demonstrate the generalizabil-
ity of CBT for diverse populations.ity of CBT for diverse populations.
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