Family, Marital & Sex Therapy

11 May 2005

07:56

 

Family Therapy

A fundamental assumption common to all models of family therapy is that disturbed psychological functioning is not limited to a single individual but reflects disturbed interactions between persons who have significant relationships with each other. 

On the whole, family therapy is not primarily concerned with the origins of dysfunction, which are regarded as hypothetical matters and not amenable to change through psychotherapy. Rather, the emphasis is on the here and now and on the patterns of family interaction that currently act to sustain existing problems.

Family systems theory - The family systems theory holds that the family is a balanced system based on certain roles and processes assumed, consciously and unconsciously, by individual members of the family. As long as these roles and processes are in place, regardless of how dysfunctional they may be, the family is in a state of equilibrium. Any deviation, depending on its degree of severity, can place the family in a state of disequilibrium. 

The Cybernetic model, explains how interactional patterns in families are regulated by communication transmitted through recurring feedback loops - circular causality - the key assumption is that problems or symptoms are maintained and reinforced by interactional patterns of communication. 

There are certain key issues that are common for an ideal family;

· Unity

· Communication

· Flexibility/Ability to adapt

 

Primary Models of Family therapy

a. Structural Family Therapy

According to this theory, the family is a structural organization established by the hierarchic arrangement of relationships and the boundaries between family subgroups and members. The boundaries in a healthy family separate the parents from the children but allow suffficient interaction between the subgroups to maximize closeness and cooperation.

The goal of structural therapy is to modify the hierarchic relationships and boundaries so as to promote healthier functioning; eg, in a family in which the parental alliance is weak and one parent is overly involved with a child, treatment strategies are designed to form a parental subgroup that is separated from the child.

 

a. Strategic Family Therapy

The central idea of this approach is to define a problem and devise an appropriate strategy for solving that problem. In the strategic family therapy approach, symptoms are maladaptive attempts to deal with difficulties, which develop a homeostatic life of their own and continue to regulate family transactions. The strategic therapist works to substitute new behaviour patterns for the destructive, repetitive cycles. 
 

a. Psychodynamic Family Therapy

The psychodynamic orientation permits in-depth examination of the motivation and subjective experience of each family member, while the interactional perspective provides information about the person's social context as a source of determining individual behaviour. 

The symptoms of the identified patient are viewed in the context of his or her own remote past as well as that of every family member. The goal is to change the entire family system so that dysfunction does not occur in other family members once the symptoms of the identified patient have been alleviated.

 

a. Bowen's Systems Family Therapy

In Bowen's (1971) approach, the cognitive is emphasized and the use of affect is minimized. Systems theory focuses on triangulation, which implies that whenever there is emotional distance or conflict between two persons, tensions will be displaced onto a third party, issue, or substance. 

The genogram (Bowen 1971) - a pictorial chart of the persons involved in a three-generational relationship system - has become a basic tool in many family therapy approaches. 

 

a. Behavioural Family Therapy

 

Indications

Family therapy is indicated for all problems affecting family relationships unless practical obstacles prevent attendance of family members at meetings. 

· Family therapy is definitely the treatment of choice for;

· Problems of children and adolescents

· Delinquency

· Substance abuse

· Marital conflict

· Domestic violence

· Sexual molestation

 

Contraindications

· Severe psychopathology (e.g., manic-depressive psychosis) in a member, necessitating some protection of the member's individual vulnerability

· Highly negative or destructive family interactions, which increase the risk that direct confrontations in the presence of an "important other" (the therapist) might lead to more disruption

· When the irrevocable break-up of a family has already occurred; e.g., if one spouse has decided on marital separation

· Physical and/or sexual abuse by a parent of a partner or a child, a situation that demands protection of the victim and avoidance of loyalty dilemmas

 

Marital & Couples Therapy

"Marital therapy" is defined as the treatment of any unit of two adults who consider themselves a couple by reason of cohabitation or mutual commitment.

Guidelines for Marital Therapy;

i. The patient should be fully evaluated, especially with regard to social and marital functioning.
ii. The nature of the disorder must be reviewed with the couple from a factual, nonblaming standpoint.
iii. The couple must be asked what goals they have for treatment, both individually and as a couple.
iv. The couple is urged to see the focus of the treatment as an improvement of the marital relationship rather than as a treatment of an identified patient, with a passive stance allowed to the other.
v. Specific goals must be determined, to be achieved over a fixed number of sessions. Ideally, improvement in the individual's treatment program is paralleled by progress in the marital relationship.
 

Indications

· When presenting problems are primarily to do with the marital relationship

· Cases of sexual dysfunction

· Various forms of substance abuse. 

 

Sex Therapy

The sexual response cycle has been described as Four basic phases:
I. Appetitive or Desire Phase: In this phase, one or more stimuli (eg, visual, olfactory, tactile, fantasies) engender a desire to engage in sexual activity. 
II. Excitement or Arousal Phase: This phase includes the individual's feelings of sexual pleasure and accompanying physiological changes.  The period of time during which a level of sexual arousal is maintained is referred to as the plateau phase.

III. Orgasmic Phase: In both men and women, generalized muscle tension is followed by muscle contractions, resulting in involuntary pelvic thrusting and heightened sexual sensations. With the release of muscle tension, there are rhythmic contractions of the pelvic and perineal muscles.
IV. Resolution Phase: In both sexes, vasocongestion and myotonia become less intense, and there is general body relaxation.
 

There are three general subtypes of sexual dysfunctions, as currently classified;

i. Dysfunctions of the three phases of the sexual response cycle--desire, arousal (or excitement), and orgasm; 
a. Desire disorders include hypoactive sexual desire (formerly inhibited sexual desire) and sexual aversion disorder. 
b. Arousal disorders include female sexual arousal disorder and male erectile disorder. 
c. Orgasm disorders include inhibited orgasm in women and men and premature ejaculation in men.
ii. Sexual pain disorders, dyspareunia and vaginismus. 
iii. Sexual dysfunctions related either to medical conditions or to substance intoxication or withdrawal.

 

Treatment Techniques

Behavioural and cognitive techniques are the most characteristic of sex therapy.

The cornerstone of behavioural sex therapy is the sensate focus technique;
i. The first stage of sensate focus involves sessions in which the partners stimulate each other in turn, one being the active partner, the other passive. At this stage, genitals and breasts are off limits to both partners. Individuals are asked to touch, not specifically to pleasure their partner, but for their own interest.

ii. The second stage involves the lifting of restrictions on breast and genital contact. The couple is encouraged to continue the whole-body stimulation, as before, touching breasts and genitals in that context, rather than instead of other areas of the body. It is also suggested that the body not be touched so that touch appears to lead to genital contact.
iii. The third stage varies widely, as the assignments depend more than before on the symptoms being treated e.g. Classic behavioural treatment involves either the squeeze technique, introduced by Masters and Johnson, or the stop-start technique, originally developed by Seman, a urologist. In the former method, the woman stimulates her partner's penis until just before he reaches the point of ejaculatory inevitability, at which time she squeezes the penis in a certain way, preventing the ejaculation response. This process is repeated a number of times before ejaculation is permitted to occur. In the stop-start method, stimulation is simply stopped at the same point, allowing sexual tension to abate while the erection is maintained. Some therapists consider this latter method not only more natural but feel that it also lends itself more readily to masturbatory exercise, which typically precedes exercises involving the couple.
