
 

 

 

ABSTRACT 

EXPLORING ATTITUDES ON THE ISSUES OF SEX POSITIVE THERAPY AND 

SURROGATE PARTNER THERAPY REFERRAL AND  

EXECUTION BY LICENSED CLINICAL MENTAL  

HEALTH PROFESSIONALS 

By  

Damon Holzum 

January 2015 

This study explores the attitudes and opinions of licensed clinical mental health 

care professionals when asked about sex-positive therapy and surrogate partner therapy.  

The sample included 10 mental health care professionals with various advanced 

education degrees.  The participants completed a 15-question questionnaire that provided 

data regarding demographics, opinions of sex-positive therapy, surrogate partner therapy, 

ethics, law and the application of the modalities in practice.  The findings revealed the 

majority (80%) of the respondents expressed concern over judgment, lack of knowledge, 

and stigma and shame surrounding the attitudes of sex therapy and surrogate partner 

therapy within the United States.  The findings also revealed recognition of the need and 

efficacy of implementing sex-positive therapy and surrogate partner therapy for 

appropriate clients in need by properly trained clinical mental health care providers.  
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CHAPTER 1 

INTRODUCTION 

Problem/Purpose Statement 

Sex in America is a largely stigmatized and taboo topic that is predominantly left 

to uninformed secrecy, abstinence only education and puritanical beliefs (Jacobs, 2010).  

Discussions of a sexual nature are typically mired in assumptions shrouded in shame, or 

conversely sex is discussed under the auspice of excess labeled as “addiction” by media 

(Castillo, 2013).  This culture of shame and denial of one of the most basic human 

functions creates a unique and necessary focus for licensed mental health professionals.  

Many mental health professionals are uneducated or unaware of how to address and 

embrace the importance and necessity of sex-positive practices due to concerns of ethics, 

morality or fear of censure.  

By creating a culture, starting in adolescence, that sex is “bad” and not talking 

about or avoiding sexual relations is the answer to intimacy, our culture creates a 

message of shame and aversion.  Schneider (2005) draws a correlation between sexual 

shame and violence.  “In the United States, public concern in sexual matters and 

stigmatization of sexual identities make people retreat into privacy.  This sexual 

constraint makes people experience shame and guilt. According to Scheff, shaming is a 

cause of violence” (p. 6).  The study also illustrates how shame based feelings are tied to 

the manifestation of negativistic actions such as violence, rape, self-doubt, guilt, 
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problems sustaining positive self-image, fulfilling relationships, and general avoidance 

(Scheff, 2005).   

A study by Santelli et al. (2006) reviewing the current state of abstinence only 

education, a touchstone that creates shame and aversion to open and positive sexual 

health discussions, says: “Although health care is founded on ethical notions of informed 

consent and free choice, federal abstinence-only programs are inherently coercive, 

withholding information needed to make informed choices and promoting questionable 

and inaccurate opinions” (p. 78).  The researchers suggest that Federal funding promotes 

moralistic viewpoints at the expense of a neutral and educational public health approach.  

Human rights such as sex-positive education, access to planned-parenthood ideals, safer 

sex education and education and access to contraceptives is all eschewed in favor of 

abstinence only education.  Abstinence only education has been systematically replacing 

comprehensive sexuality education to the detriment of informed and empowered youth 

and subsequently responsible and educated adults (Santelli et al., 2005).  The censorship 

as a result of this mantra also omits education and resources for HIV and Sexually 

Transmitted Infection (STI) prevention and perpetuates incomplete or misleading 

information about birth control (Santelli et al., 2006).  The content of such sex education 

creates individuals whose questions regarding positive sexual roles and intimacy go 

unanswered and promoting a culture of shame surrounding sex.  

The shame and anxiety surrounding sexual intimacy and relationships can be 

compounded by a lack of effective clinical therapists with the support, capacity, 

knowledge, and open-mindedness to adequately encourage frank and honest discussions 

with those that truly need assistance.  Dr. Marty Klein, a licensed mental health 
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professional and sex-positive therapist says, “If the public knew how little sexuality 

training most therapists receive, they'd be stunned.  You can get licensed as a marriage 

counselor or psychologist without hearing the words 'clitoris,' 'vibrator,' or 'amateur porn.'  

So 'How do I find a sex-positive therapist?' is a very important question” (Savage, 2013).   

In conjunction with sex-positive therapists is the ability to recognize and 

implement surrogate partner therapy to those clients that would benefit from the 

modality.  Surrogate partner therapy has many facets and can be a valuable tool to engage 

with mental health clients when used effectively.  Surrogate partner therapy requires a 

mental health provider that is comfortable, supportive and educated in sexual health and 

therapy.  However, clinical mental health practitioners are inhibited by the lack of trained 

surrogate partner therapists to which they can refer their clients.  Currently there is 

estimated to be only 50 trained surrogate partner therapists actively available.  This 

number is down from approximately 300 in the late 1970s to the early 1980s 

(International Professional Surrogates Association [IPSA], 2014).  

Many clients seeking help encounter misinformed, sex-negative, or shame-based 

therapists without the clinical skills or the comfort level to truly explore and provide all-

encompassing and ethical treatment for the client’s challenges and concerns.  In order to 

genuinely assist those individuals who seek out licensed mental health professionals to 

assuage their concerns and change the dialogue from one of sex-negative, shame based 

verbiage to one of sex-positive education and therapy, clinical therapists must empower 

and educate themselves, be open to SPT, and explore sex-positive and experiential 

therapy modalities without the threat of censure, judgment, or persecution. 
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The purpose of this study is to explore, from a mental health professional’s point 

of view, the effectiveness of sex-positive therapy coupled with SPT, as well as the legal, 

ethical, and moral obligations licensed mental health professionals have to provide this 

experiential modality to their clients.  This thesis will also explore the concept of a 

licensed clinical mental health professional being able to actively provide said surrogate 

partner therapy themselves and the challenges or benefits of ethics, morality, and law 

applied to the practitioner in this capacity.  From the perspective of licensed clinical 

mental health professionals, this study will address the following questions: 

1. What are the perceptions within the mental health profession of the current 

modalities with sex, intimacy, or relationship therapy and the role of SPT assistance or 

referral? 

2. How can the current ethical standards exercised by the licensed mental health 

profession be maintained within the existing ethical framework using SPT? 

3. How appropriate and powerful is experiential and SPT as applied by a licensed 

mental health practitioner?  

Definition of Terms 

The topics covered within this research paper may be unfamiliar to a broad 

audience of both clients and practitioners.  As a result it is imperative to understand the 

vernacular, the implications, and stigma associated with variations of said terms.  The 

concept of “sexual surrogate therapy” or “sexual surrogacy” needs to be translated to 

“surrogate partner therapy” for the purposes of de-stigmatization (IPSA, 2014).  The 

acronym SPT can also refer to the individual who practices surrogate partner therapy as 

the “surrogate partner therapist.”  Sex and the verbiage associated with it are highly 
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charged concepts and to lend SPT the credibility and respect it deserves, “surrogate 

partner therapy” is the preferred nomenclature utilized within this field and will be 

utilized throughout this research paper (IPSA, 2014).  

Surrogate partner therapy refers to the act of a surrogate partner providing 

intimate services to a client under the supervision of a licensed mental health professional 

(IPSA, 2014).  A licensed clinical social worker, a licensed psychologist, a psychiatrist, 

or a licensed marriage and family therapist is the supervising entity.   

It is important to understand the role of the SPT and the actions that a surrogate 

utilizes while with a client.  Surrogates reported spending time on their various activities 

as follows: 

16.41% talking with client, giving sexual information; 17.69% talking with client, 

 giving reassurance and support; 1.31% observing client in social situations, such 

 as potential singles’ meeting places; 32.10% touching activities, teaching 

 sensuality and body awareness techniques, e.g. massage; 16.39% experiential 

 activities, non-sexual, such as body image exercises, sexological exam, and 

 relaxation exercises and techniques; 12.69% sexual activities, intercourse, 

 cunnilingus, fellatio, teach sexual techniques; and 4.39% social activities, such as 

 going out to dinner with client as part of therapy. (Freckelton, 2013).  

Note that sexual activities such as intercourse, cunnilingus, fellatio, and to teach 

sexual techniques account for 12.69% of the overall time spent with the surrogate.  The 

majority of time spent with a surrogate by a client is the combination of talking, 

reassurance, body awareness and sensual (not sexual) exercises, relaxation exercises and 

techniques, and social activities.  It is important to articulate and define the actions and 
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role of a surrogate partner to ensure the focus is on the helping profession and the 

positive impact this experiential modality has on the client, not on the stigmatized 

concept of “sex.”   

 Experiential therapy is also an important component to SPT.  Experiential therapy 

has strong components of intuition and tactile interaction (Mahrer, 2007).  As a result of 

these feelings based techniques, a client and therapist must focus on the inevitability of a 

more intimate setting and interaction than what may be typically found in today’s 

cognitive behavioral therapy or “talk therapy” modalities.  Experiential therapy and the 

research supporting it have been found to make substantial inroads where traditional talk 

therapy has failed (Interlandi, 2014).  

Dr. Peggy Kleinplatz, a sex therapist, author and the current chair of ethics for 

AASECT, the American Association of Sexuality Educators, Counselors and Therapists, 

focuses on sexual dysfunction and couples who are having problems within their 

relationships.  Dr. Kleinplatz notes that her clients typically come to her with a sense of 

desperation and they experience very strong feelings about their relationships.  Kleinplatz 

(2007) continues to reference how important it is to be heard and create a mutually 

interactive therapy session, not one that is typically one-sided with clients feeling like 

they are doing all the work.  She is a strong proponent of experiential therapy and 

listening.  Dr. Kleinplatz suggests that one of her clients’ biggest fears is of being alone, 

“beyond human comprehension” and therefore, rejected (p. 339).   By defining and 

supporting experiential therapy theory, a clinical practitioner can create a healthy 

foundation to utilize SPT as well.  
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“Sex-therapy” as a term is utilized to differentiate the goals and focus of an 

applied clinical therapy model enacted by mental health professionals in contrast to other 

therapeutic foci such as family therapy or child-therapy (Bellows, 2014).  Sex-therapy is 

most commonly referred to in the general sense and can encompass couples-counseling 

and general talk-therapy wherein the betterment of the client hinges on understanding 

sexuality, relationships, sexual intercourse inhibitions and general reduction in social 

anxiety related to intimate relationships (Center for Healthy Sex, 2014). 

A clinically trained sex therapist is different than a sexologist.  A sexologist is an 

individual who has met the criteria and taken controlled educational courses to specialize 

in helping individuals in the sexual arena but is typically more “hands-on” (Institute for 

the Advanced Study of Human Sexuality [IASHS], 2014).  This can encompass 

sexological bodywork, sex focused therapy, sex positive therapy, and sex-education 

under several headings typically granted as certifications by AASECT or by IASHS in 

San Francisco (IASHS, 2014).  The Institute for the Advanced Study of Human Sexuality 

offers two main academic degrees:  Doctor of Education and Doctor of Philosophy.  The 

Doctor of Education is a generalist degree for those who wish to become educators and/or 

generalists in the field.  The professional degrees offered from this institute are Master of 

Human Sexuality, Master of Public Health in Human Sexuality and Doctor of Human 

Sexuality (IASHS, 2014).  With this educational background a sexologist experiences the 

freedom to exercise their knowledge as an educator, speaker, coach, sexological 

bodyworker, or therapist focusing on sex and sexuality.   

A sex therapist is someone who typically has a master’s or doctoral degree in 

mental health but then focuses their practice on sex-positive, sex or sexuality focused and 
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empowering therapy (Bellows, 2014).  The American Association of Sexuality Educators 

Counselors and Therapists offers such certifications as Certified Sex Therapist, Certified 

Sexuality Counselor and Certified Sexuality Educator to enhance, legitimize, and focus a 

practitioner’s therapeutic goals.  These certifications require master’s or doctoral degrees, 

one or two years of post-degree clinical experience plus a valid state regulatory license in 

psychology, medicine, social work, counseling, nursing or marriage and family therapy.  

The purpose of these accreditations is to create and maintain legitimacy and validity for 

the field of sex therapy.  
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CHAPTER 2 

LITERATURE REVIEW 

 This researcher encountered several substantial challenges when exploring and 

reviewing literature regarding sex-positive therapy and SPT.  The literature on sexual 

surrogacy was lacking in volume and when SPT research was found at all, it lacked clear, 

unbiased, quantifiable research of the efficacy of SPT and failed to adequately cover sex-

positive therapy.  Even the most seemingly objective explorations commonly had an aura 

of suspicion or bias.  Furthermore, a repeated sentiment by researchers, authors, and 

practitioners themselves was that of shame and stigma associated with the topic of sex, 

which in turn stymied accurate representation of this modality.  The sparse research 

completed and anecdotal reports of successful SPT were mired in single person accounts 

for the positive, or in some cases shamed or judged to virtual silence for the negative.   

Legal and Ethical Issues 

 Freckleton (2013) explores the legal and ethical issues of SPT and focuses on the 

morality and legality of the theory by referencing the IPSA, AASECT, and uses the 

singular experience of Ms. Cohen-Greene and the movie The Sessions (Lewin, 2013) as a 

jumping off point to analyze SPT.   

Freckleton (2013) quotes Cohen-Greene’s client, O’Brien, and his misgivings 

about sexual surrogacy years after the sessions occurred, and quite contrarily to the first-

hand memory and interaction Ms. Cohen-Greene recounts herself in her own book.  The 
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concerns voiced by Freckleton are reiterated by his quoting of Sari Cooper, a 

psychotherapist in New York, who chooses not to utilize SPT due to the concern of 

developing a relationship between the surrogate partner therapist and the client (“Use of 

Surrogate”, 2011).  This concern of transference is valid but also illustrates the 

importance of proper training, boundaries, and communication between SPT, primary 

referring therapist, and client, a common concern throughout the research.  Furthermore, 

this concern of developing relationships with clients is a concern that harkens back to the 

days of Masters and Johnson, wherein they developed feelings for each other and set a 

morally and ethically questionable precedent that continues to be a negative focus of 

surrogate partner therapy to this day. 

 The researcher continues to express concerns over the legality of SPT and equates 

it in no uncertain terms to prostitution by definition in his home of Queensland, Australia.  

Freckleton (2013) writes:  

However, while the aspirations of surrogate therapy may be more lofty and 

holistic than penetrative or other sexual interaction, still less orgasmic release, the 

fact of the matter is that the services include 'hands-on', tactile contact, including a 

proportion of the time actual or attempted sexual intercourse.  And the provider of 

the services is paid for their work.  This makes the legal situation straightforward. 

Sexual surrogate therapy is sex work/prostitution/sexual services.  If it is done 

from an establishment where such services are regularly given, that establishment 

is a brothel and its workers are subject to the oversight, licensing and hygiene 

requirements of the local prostitution law.  Otherwise, it is a form of escort 

agency work. (p. 162) 
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 Freckleton (2013) questions the role of the referring therapist as well as the 

surrogate partner themselves by asking what roles each participating individual should 

have in the arrangement.  He concludes that, “The emotional resonances of successful or 

unsuccessful intimate connections with a person hired to enable such interaction (whether 

as a sex worker/prostitute or as a sexual surrogate partner) at the behest of a health 

practitioner (especially if the practitioner is benefiting financially from such a role) are 

complex and will frequently not be predictable” (Freckleton, 2013, p. 641). 

 Of note is the equation/interchanging of sex worker/prostitute and sexual 

surrogate partner.  The implication within the verbiage is that Freckleton does not 

differentiate between the two, despite the best efforts of the SPT profession and those 

referring therapists to separate and legitimize the importance and efficacy of such 

practices.  The statement above continues to question and express concern over the 

unpredictable nature of sexualized interaction between client and surrogate and the 

potential for transference or inappropriate and ethically questionable relationships 

between client and practitioner.  

 To further compound the issue, he quotes Rebecca Torosian, a SPT who says, “A 

sex surrogate is a kind of sex therapist who helps people overcome sexual dysfunction,” 

and Freckleton (2013) continues to observe that, “sex workers and most sexual surrogate 

partners, while well-meaning, do not have psychological training, are not regulated, and 

have little by way of professional or ethical guidance” (p. 645).  Freckelton cites 

researcher R.J. Noonan (p. 645) within his research and Noonan posits that if surrogacy 

has the potential of functioning and overlapping some of the actions of a licensed clinical 

therapist that it might be time to emphasize adequate training and specific clinical 
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supervision for sex surrogates.  The goal would be to help surrogate partners to more 

fully establish themselves as serious, responsible, and professional sexual health workers 

who are fully a part of the therapeutic spectrum (Freckleton, 2013).   

 Raymond J. Noonan’s (2002) research on sex surrogates, completed in 1984, is 

currently regarded as the definitive research on the subject and is referenced in several 

articles contained herein.  Noonan’s research consisted of sending out questionnaires to 

97 surrogate partners as listed by IPSA and through snowball sampling.  There was a 

60% response rate and the data compiled has been used to determine and evaluate the 

activities the surrogate partners engaged in with their clients.  This research created the 

baseline that is still used today.  Contrary to the continuing perception that SPT are 

glorified prostitutes who engage in nothing but sex, Noonan (2002) suggests that sexual 

surrogates provide much more than just sexual services for their clients.  It speaks to the 

need of continuing support and research of SPT that the most cited quantitative study 

completed is now 30 years old.   

 A major concern of SPT exploration is that of judgment, shaming, and 

misunderstanding, which can stymie and stigmatize fully realized research exploring 

surrogate partner efficacy.  By comingling the terminology of prostitution and SPT 

Freckleton (2013) may be viewed as contributing to the misinformation and stigma 

associated with this therapy modality.  This researcher took the small quote used by 

Freckleton from Rebecca Torosian (2012) and discovered an article written by her and 

published by Salon at about the same time of Freckleton’s publication.  The Salon article 

even has a picture of the actress Helen Hunt depicting Ms. Cohen-Greene as the surrogate 

in the movie The Sessions, the movie which appears to have prompted Freckleton’s 
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research.  In the article, Torosian speaks of her experiences as a sexual surrogate.  It was 

honest, straightforward, and unapologetic.   

 The very first comment in the comments section was,  

 I'm sorry to crash in on your party but this is not right.  This is prostitution.  Call it 

 what you like.  Even if you have your boyfriend’s indefatigable support of your 

 ‘loyalty’.” (Torosian, 2012, “Sorry to Crash”)  More choice comments 

 followed, “Unlike prostitution, these men weren’t in search of a good time.  They 

 were in pain and filled with shame.  I'm not so sure your evaluation on the 

 difference between your client’s and prostitute's clients is a different as you 

 think,” (Torosian, 2012, “Unlike Prostitution”).  Continuing on, “First of all...it IS 

 prostitution, which is what trading sexual favors for money is called.  Don't get  

 me wrong; I don't think there's anything wrong with it, when it concerns two 

 consenting adults. Still...why  deny the obvious?  Why play the silly game of 

 semantics?  Are you trying to convince us or yourself that you weren't a 

 prostitute?  Speaking as one amateur, untrained therapist to another, it sounds 

 like you're the one with the insecurity issues” (Torosian, 2012, “it is 

 prostitution”). 

 There were other comments that attempted to understand and enlighten the 

masses on SPT but the overall interaction appeared to be misinformation, 

misunderstanding, and judgment.  Freckleton (2013) focused heavily on the aspect of 

SPT transference and the risk of inappropriate patient-client relationship, along with his 

perceived ethical and moral applications.  He also applied the law as strictly defined by 

his location and area of expertise.  However, Freckleton did continue to observe and 
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confirm that the volume of referrals to “sex workers/prostitutes” (again with the 

interchange and generalization of SPT to a stigmatized term) “have been written about 

comparatively seldom” and “There are no data on the longer term outcomes of such 

interventions” (p. 653-654).  Freckleton concludes that SPT is still an area of significant 

controversy due to the lack of empirical knowledge of its efficacy, concern over the 

potential for transference, and concerns about claims that the therapy has the potential to 

lead a client from sexual dysfunction, however defined by them, to the realization of 

authentic intimacy (p. 656).   

 The question of legitimacy and the law continues with the story from a news 

affiliate in Arizona that asks, “Sex Surrogates: Legitimate Therapy or Legalized 

Prostitution?” (Hassedal, 2013).  The article makes headway into understanding SPT for 

the masses and does its best to differentiate the two concepts, prostitution and SPT, 

regarding ethics and the law.  In the course of the article and the interview, the reporter 

interviews a male surrogate therapist and peppers him with questions about his work.  

Some of the questions were personal, such as, “Is it difficult though, just being a man, to 

go through intercourse with somebody that you may not be physically attracted to?”  The 

question implies a sex-negative perspective as the female reporter attempts to confirm the 

belief that men only function on physical attractiveness of their partners.  Rotem, the 

surrogate partner therapist, deftly answers the question and responds that working with 

his clients requires the ability to focus on something that he likes about them, something 

that creates compassion that he uses to transform that energy into sexual energy for the 

practice of healing and his therapy.  The surrogate partner’s response also illustrates the 
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nuances and attention to helping his clients from a multi-faceted perspective, not a solely 

sexual one.  

 However, the other questions were more focused on SPT itself and sought to 

understand the legality and ethics behind SPT.  The delivery of the piece was again 

tinged with scandal, “What if we told you about a legal form of sex for cash right here in 

Arizona, and it’s a legal form of therapy!?” (Hassedal, 2013).  The obvious scandal being 

that “sex for cash” is inextricably tied to prostitution.  And for the most basic of 

definitions, that is correct.   

 Despite this assumption Dr. Shannon Chavez, a clinical psychologist interviewed 

by Hassadel (2013), works to clarify the stigma associated with SPT by highlighting how 

misunderstood SPT really is.  She acknowledges that the referral process for SPT is 

stringent and that it must be utilized in conjunction with a licensed clinical mental health 

provider.  Dr. Chavez continues that the reasons behind seeking SPT are valid and varied 

and can be the result of childhood experiences, sexual trauma, and instances of abuse or 

sex-negative experiences that cannot be overcome through talk therapy alone.  She 

emphasizes that SPT is typically seen as a last resort and makes sure to reiterate that the 

focus of SPT is not primarily of a sexual or intercourse nature.   

 The legality in application of SPT, from building rapport, comfort and reducing 

anxiety, to the physical intimacy and esteem building, is discussed by Scott Maasen, an 

Arizona defense attorney.  Maasen says that surrogate partner therapy falls into a gray 

area and that the application is, “really being coached in more of that therapeutic method” 

(Hassedal, 2013).  Maasen continues that even if people may have moral objections to the 

concept of sexual surrogacy, it falls under privacy and areas where getting law 
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enforcement individuals like police and prosecutors to enforce the vagueness of the law 

could be difficult.  The interview and subsequent article was beneficial in addressing the 

legal ramifications of SPT and referral and bringing attention to surrogate partner therapy 

in general.  The potential for both the client and the practitioner to learn more about SPT 

is ongoing.  Not all therapists know the ethics and law associated with the practice and 

this news coverage may have helped to educate when and how the SPT referral and 

practice works.  

Professional Associations and Surrogate Partner Therapy 

        In an effort to clarify this practice for therapists, clinicians, and clients alike, 

AASECT published “Sexual Surrogacy Revisited,” a clarifying article regarding the 

practice of SPT (2013).  The authors acknowledge the controversy surrounding the topic, 

even within the sexual health arena.  They continue that one of the most stigmatizing 

aspects of SPT is the reticence to talk openly about the practice or surrogate partner 

therapy or of professional organizations to support it.  AASECT currently describes their 

stance as “nebulous” (“Sexual Surrogacy Revisisted”, 2013, p. 5).  This lack of easily 

accessible information and support makes it challenging for both professionals and 

clients alike to access qualified professionals and have their questions answered.   

 Despite the legal murkiness that eventually forced them to shutter their practice, 

Masters and Johnson still contended that SPT was highly beneficial and the AASECT 

article approaches the subject and execution from a neutral standpoint.  The AASECT 

authors interview Ms. Sienna Baskin, a lawyer for the Sex Workers Project in New York 

City who essentially reiterates the same sentiment of Maasen, the Arizona defense 

attorney who had spoken about the actual prosecution of a therapy related sexual 
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experience despite the black and white definition of it being illegal.  Ms. Baskin states 

that surrogates would fall under the definition of prostitution and it would be illegal but 

there is a difference between an act that is illegal and one that will be prosecuted.  She 

states, “The Sex Workers Project doesn’t believe this work is unethical nor do we think it 

should be criminalized.  But we want people to know all the possible risks” (“Sexual 

Surrogacy Revisited,” 2013, p. 4).  While this stance is valid, the authors encourage 

anyone considering SPT, or as a therapist referring to a surrogate partner therapist, to be 

clear of their own state’s laws regarding prostitution.   

 Dr. Marty Klein, who spoke about the lack of effective sexual health training 

most therapists receive, notes that SPT is a valuable clinical modality, but any licensed 

professional who refers a patient to a surrogate is putting his or her license at risk 

(“Sexual Surrogacy Revisited,” 2013, p. 4).  He offers his opinion that doing any form of 

therapy in the American “sex-phobic society and sex-phobic psychotherapeutic 

profession” can be risky and utilizing SPT can heighten this risk.   

 Referral to a SPT from an ethical and legal perspective was explored within the 

both the Arizona broadcast and the Contemporary Sexuality article, and the information 

and process particulars are further discussed at The Zur Institute.  The Zur Institute is an 

online continuing education portal created and populated by Dr. Ofer Zur.  Dr. Zur 

(2013) was educated at the Wright Institute in Berkeley, California, in 1984 and works on 

easily accessible continuing education and certifications for psychiatry professionals as 

well as maintaining a private practice.  His Zur Institute portal has a section 

encompassing the definitions, debates, questions, ethical-legal considerations and 

resources relevant to SPT (Zur, 2013).  Dr. Zur offers up numerous definitions and delves 
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into the appropriateness of SPT referral.  He answers one of the most common questions 

of surrogate partner therapy, which is, “what is the difference between SPT and a sex 

worker or prostitution?” (Zur, 2013, p. 5).  Whereas Freckleton wrote the terms virtually 

interchangeably, Zur takes care to define each item clearly.  Zur states that the 

differentiation is obviously extremely important under the discussion of legal, ethical and 

clinical considerations.  His clear and concise answer is, “The main difference between 

surrogate partner (SP) and prostitution is that prostitution is focused on sexual 

gratification, while SPT does not necessarily focus on sexual touch, sexual stimulations, 

or sexual satisfaction. SPT is focused on helping clients build social and physical self-

awareness, consciousness, and skills in the areas of physical and emotional intimacy” 

(Zur, 2013, p. 5).   

 Zur (2013), along with others like Freckleton, make sure to clarify and reiterate 

the importance of referral from a licensed clinical therapist and that there is a clear 

separation between the referring therapist and the SPT.  As evidenced by legal 

precedence and ethical standards, mental health professionals, including licensed clinical 

social workers, acknowledge that it is both illegal and unethical for the mental health 

professional to have sexual intercourse with their clients according to Zur.  

 He continues to emphasize the importance of ethics and acknowledges that in 

many cases, no recognized standards exist.  In that instance, therapists should do their 

due diligence in applying the most relevant codes and standards for their place of 

practice.  Zur (2013) uses the terms “beneficence” and “non-maleficence” as the goals for 

which licensed mental health professionals should strive to uphold.  Essentially:  do no 

harm.   
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 Zur (2013) also cites the current Attorney General of California stating:  

“Although the profession is controversial, it has been legal throughout the U.S. since 

2003, as long as the surrogate partner works under the supervision of a licensed therapist” 

(p. 5).  He goes on to observe that IPSA works under the concept that surrogate partner 

legal status is undefined in the United States and in most countries around the world.  The 

International Professional Surrogates Association continues to say that, according to Zur, 

due to this lack of oversight, they strive to provide the proper training and resources to 

protect and educate both the client base and the providers of SPT.  

 In analyzing the commentary and anecdotal evidence presented by Dr. Zur (2013) 

it appears that the professional associations cited are still split on the concept of SPT.  

Several of the association representatives he spoke to prefer to not have a stance on SPT, 

and it appears that the reasoning is the gray area surrounding the legality and liability of 

condoning a potentially litigious or emotionally volatile practice.  The impression is that 

while most believe SPT is a valid and effective therapeutic tool, the fear of legal 

persecution prohibits them from condoning or promoting SPT.  Perhaps if SPT were to be 

clearly legalized, replete with clear definitions and support from groups such as 

AASECT, Society for the Scientific Study of Sexuality (SSSS), American Counseling 

Association (ACA), National Association for Social Workers (NASW) and American 

Association of Marriage and Family Therapists (AAMFT) to name a few, then the 

practice would gain legitimacy and spur further data analysis, quantitative studies, and 

sex-positive research.  

 

 



20 

Professional Practitioners of Surrogate Partner Therapy 

 The fear of persecution or judgment for even being associated with SPT can be 

hobbling to the mental health profession.  The researchers Patz and Roberts (2003) took 

on the task of not only evaluating the concept of SPT (termed “proxy-partners”) in 

Psychology Today, but also interviewed actual practitioners. They interviewed several 

practicing SPTs and found that their work is extremely fulfilling and they relay that the 

practitioners regularly witness transformative, positive effects on their clients.  The 

researchers report a clear and unbiased opinion of the effectiveness and necessity of the 

practice saying, “Surrogates use exercises in communication, relaxation and social-skills 

training, as well as sensual and sexual touching.  Intercourse occurs only when ‘clinically 

necessary’: about 2 percent of cases involve sex, and only when no other resolution is 

apparent, such as when the act itself triggers difficult emotional reactions” (Patz & 

Roberts, 2003, p. 50). 

 The interviews with the SPTs reveal a passionate and compassionate approach to 

therapy.  The female surrogate therapists reference the challenges and vulnerability men 

face and how these clients are able to speak freely and experience physically within this 

vulnerable and safe space.  They speak of men’s false sense of strength, even when 

needing help.  The sole male surrogate interviewed underlined the challenge with 

abstinence only education and the double standards between men and women in the 

sexual arena.  He says, “Our society is inclined to think it’s OK for men to pay for sex, 

but for a woman to pay a man is foreign.  A lot of women hold the belief that their Prince 

Charming will come along” (Patz & Roberts, 2003, p. 50).  This implies that speaking of 
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sex is taboo and both men and women should magically know how to be the best, most 

authentic lovers and if they are not, then they are required to suffer in silence.   

 The researcher explores the importance of Masters and Johnson’s (1970) 

pioneering research and high success rates in SPT but observes that currently the SPT 

world is severely reduced in size.  One reason is the lack of controlled studies resulting in 

the reduction of legitimately continuing surrogate partner therapy research and 

promotion.  The Masters and Johnson research, while reporting great success, is not 

considered well controlled by today’s standards and is questioned under modern research 

parameters.   

Lizzie Crocker (2012), writing for Newsweek, discovered the current opinion of 

Masters and Johnson amongst the majority of therapy professionals, including AASECT, 

is that the threat to SPT and their referring therapists is very real.  Crocker quotes David 

Schnarch, a sex therapist who says, “The vast majority of certified sex therapists did not 

and do not use surrogates because of the potential risks (p. 3),” citing everything from 

emotional transference to lawsuits (2012).  He has experienced that the majority of sex 

therapists are effective at treating their patients’ sexual dysfunction without “resorting” to 

surrogacy.  

A contributing factor to the drop in use and existence of SPT currently within the 

community, and especially in the research material composed from the 1980s to the 

2000s, is the impact that sexually transmitted diseases and more importantly AIDS.  The 

dwindling number of surrogate partner practitioners (at last count roughly 25 licensed 

surrogate partner therapists were active according to IPSA) (2014) combined with the 
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ethically and legally ambiguous parameters has led to a reticence to refer by licensed 

clinical mental health professionals.   

 Within the article, Professor Barbara Keesling, Ph.D., who was a SPT and is now 

a practicing professor, is reluctant to refer due to the potential legal minefield.  She says, 

“From a treatment standpoint it’s the best thing, but it’s legally very tricky” (Patz & 

Roberts, 2003 p. 50).  The authors again reference the training provided by IPSA, but 

reiterate that there are no laws regulating the profession.  According to IPSA(2014) the 

reluctance in referral and even knowledge of the profession is also due to reduced 

insurance coverage for general psychotherapy and a lack of surrogate partner training 

programs.  An individual considering embracing the practice of SPT would have to be 

secure in the risk of paying for and expending the time to get certified in something that 

could be perceived as shameful or even illegal.  

 Continuing their interviews with actual practitioners, Patz and Roberts (2013) 

were able to uncover some strong, first-hand experience and insight.  All of the SPTs 

truly embraced and embodied their work and experienced great success with their clients.  

They were careful to defend and clarify what their work entailed.  One individual 

preferred the term “surrogate partner” because she feels that the term “sex surrogate” 

implies sex and she insists the process is not about sex.  The process is about 

empowerment and helping.  Another surrogate had her daughter defend her work when 

pressed by a peer by saying, “No, my mother is not a prostitute; my mother helps people 

who don’t feel good about their sexuality” (Patz & Roberts, 2013, p. 51).  And this is 

coming from the SPT’s 10-year-old daughter.  The clarity of practice is something that 
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the practitioners themselves know and embrace, which in turn helps reduce stigmatization 

of the field as a whole. 

Empirical Evidence and the Application of Surrogate Partner Therapy 

Something that can also help reduce the stigmatization of the field would be more 

evidence-based literature regarding SPT.  And that is precisely what Rosenbaum, Aloni 

and Heruti (2014) explored in their research.  The researchers sought to clarify and 

research the ethical considerations in sexual medicine by reviewing history and evidence-

based literature regarding SPT as well as potentially provide a model for ethical SPT 

practice (Rosenbaum, Aloni & Heruti, 2014, p 134).  The researchers make a key 

observation in their introduction by stating that whereby SPT is commonly used and put 

forth under the heading of helping individuals who are in some way incapacitated, SPT 

offers benefits to able-bodied individuals as well, not just those that are sick, infirm, 

disabled, or aged.  This is an important observation that speaks to the benefit of SPT in 

addressing sexual dysfunction and helping clients to engage in meaningful and satisfying 

relationships that may have a root cause in psychosomatic trauma or emotional or mental 

complications, not solely relegating treatment to those that are deemed physically in 

need.  

 The researchers acknowledge yet again that SPT is a controversial and fairly 

misunderstood practice.  They focus their research in Israel, where sexual surrogacy is a 

legal and accepted practice.  By reviewing and providing the information for the 

treatment model in a location where the practice is legal enables the researchers to focus 

on the efficacy rather than the stigma or shame surrounding SPT.  The researchers 

reiterate that the treatment methods are part of a “therapy triangle” wherein the three 
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participants: the sex-positive therapist, the surrogate partner therapist, and the client, all 

work in concert with clear roles and defined tasks and processes.  They state that the 

surrogate is not a therapist but acts as a mentor with defined goals in mind such as 

reduction in anxiety, increased intimacy, relaxation and sensual and sexual touching, as 

well as social skills training and increased self-confidence.  Rosenbaum, Aloni and Heruti 

(2014) define the process clearly and emphasize the role the SPT plays in conjunction 

with the sex positive therapist.  The researchers acknowledge the importance of 

experiential therapy.  Experiential therapy is beneficial for the sex positive therapist to 

encourage the client to practice, role-play, and rehearse skills with the sex positive 

therapist that can later be embraced with the SPT.   

 The authors compare and contrast prostitution and SPT saying the therapeutic 

technique and consistent reporting to the clinical mental health provider acts to “prevent 

failure at critical junctures” (Rosenbaum, Aloni & Heruti, 2014, p 325).  The difference 

between surrogates and prostitution is clearly defined by the researchers with key 

differences of SPT’s focusing on an encompassing therapeutic process rather than an 

isolated sexual experience and surrogate partners are also invested in the therapeutic 

process and the success of the clients. 

 Rosenbaum, Aloni and Heruti (2014) cite two case studies within their research 

that involved a client, a sex-positive counselor, and a surrogate partner.  In both cases the 

clients met with their sex positive therapist and only after establishing the need for SPT 

were they referred under supervision.  There were satisfactory outcomes in both case 

studies that allowed the clients to effectively exorcize their concerns and realize positive 

therapeutic experiences.  The male example experienced the self-confidence needed to 
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properly address his current relationship and make necessary changes.  The female 

example was able to move past her recurrent vaginismus.  By utilizing the surrogate 

partner the client was able to address the presenting concerns and gain confidence to 

pursue valid and reinforcing sexual relationships.  Both instances are clear in how the use 

of SPT helped clarify and expedite the recovery of these individuals in a way that 

ongoing traditional therapeutic may not have accomplished.   

 The researchers conclude that SPT continues to be uncommon in most countries 

and is not well understood by most health professionals.  They also mention they do not 

recommend SPT for individuals who appear easily capable of establishing relationships, 

echoing a major concern in the Freckelton (2013) research wherein clinical professionals 

are hesitant to embrace SPT out of concern for emotional stress and undue reciprocal 

attachment.  Rosenbaum, Aloni and Heruti (2014) also confirm the need for controlled 

trials establishing the efficacy of the intervention and that assertion is further realized by 

this research only referencing two case studies.   

The researchers thus far have focused not only on the quantifiable efficacy of sex-

positive therapy coupled with SPT but also the lack of concrete vetted data to support 

SPT.  However, as this researcher delved into analyzing the literature it became clear that 

a compilation of quantitative data would be difficult to find, create, or properly evaluate 

based on the infinite possibilities of human interaction of a sexual nature and the stigma 

surrounding and even talking about sex, not to mention the reduced number of licensed 

surrogate partner therapists since Noonan’s (2002) research in 1984 to interview.  

 Surrogate partner therapy has been evaluated and utilized under the pretense of 

helping those suffering from a substantial malady, be it physical or emotional.  The tone 
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of the research has largely been focused on helping the physically disabled, as if they 

have simply no other recourse other than paying for someone to have sex with them.  By 

relegating SPT to only those that are substantially suffering seems to make SPT more 

palatable to the masses.  The concept may be that those individuals have no other choice 

and therefore the treatment is acceptable.  This thinking reduces the capacity of SPT 

being used to help individuals afflicted by sex-based trauma and emotional conflicts, not 

just those individuals that general society deems qualified or justified in accepting 

treatment due to a physical ailment.  The main focus of these individuals seeking SPT is 

to gain the confidence and shed the shame of not being able to attain intimacy in any 

other way; and that fear and self-loathing can be applied to anyone that has suffered a 

sexually or emotionally traumatic experience, no matter how self-defined.  For example, 

if someone suffers from delayed loss of virginity then their concern and incapacitating 

self-doubt, anxiety, and self-consciousness should be just as valid as someone suffering 

from paralysis.   

Sexual Shame 

 Often the treatment of a sexual nature that requires the client to seek assistance 

from a sex positive therapist in conjunction with a SPT is comingled with both 

psychosomatic concerns and physical manifestations, such as vaginismus, or sexual 

avoidance.  It is important to realize that when a client gets to the point of seeking out a 

sex therapist and then potentially a surrogate partner, they are often at the breaking point.  

Sex has so many stigmas and shame tied to it within American culture that seeking help 

for a sexually related concern often requires the client to be desperate.  
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 This desperation can come from a confluence of sources, from societal pressures 

to internalized shame.  This phenomenon has been explored by Andreas Schneider (2005) 

whereby he compares and contrasts the social constraint between individuals who reside 

in the United States with those of German residency.  In the study he observes that, 

“There is a negative connotation of sexuality in the United States that is combined with 

the public concern about sexual issues” (Schneider, 2013, p. 256).  He sees this negative 

view of sex and sexuality manifesting itself in Americans hiding their sexual identities 

from public attention by retreating.  Schneider observes this retreat by Americans not 

speaking about sex or sexuality, hiding these discussions in the bedroom and removing 

sexuality from youth magazines or sex education literature (starting with abstinence only 

education for youth).  Schneider explores that hiding one’s stigmatized sexual identity 

creates sexual constraint, which in turn will be expressed as shame.   

 Why the aspect of shame is an integral part of the expression of sexuality and 

ultimately how to treat sexual dysfunction is explored in Schneider’s references to 

Thomas Scheff.  Thomas Scheff (2014) has written extensively about shame as a physical 

manifestation of the taboo and under the heading of sex and sexuality as well.  Within 

Scheff’s (2014) article The Repression of Shame, he draws an interesting correlation 

between shame and the efficacy and the impact of researchers such as Kinsey in 1948 and 

Masters and Johnson with their groundbreaking work in sexual surrogacy in 1970.  Both 

Masters and Johnson and Kinsey wrote extensively about sex and sexuality in an era 

mired in shame and repression; Masters and Johnson in their books Human Sexual 

Response (1966) and Human Sexual Inadequacy (1970) and Kinsey in his book Sexual 

Behavior in the Human Male (1948) (later to be accompanied by Sexual Behavior in the 
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Human Female).  These researchers chose to use the word “sex” in their titles, and as a 

result their works were at once titillating and taboo.  Scheff wonders if they would have 

used more benign words such as “love” or “intimacy” would their research have had such 

an impact or notoriety.  At the time of publication the topics covered were shocking to 

the general public, let alone having the word “sex” on the covers.   

This correlation between sex and shame can be seen from a psychological concern 

as far back as Freud.  By examining Freud’s works, including his letters, it is proposed 

that, “repression arises from social practices regarding topics or feelings that are 

generally regarded in a particular society as too shameful to discuss.  At the time that 

Freud lived in Vienna, sexuality, for example, was such a topic” (Scheff, 2014, p. 5).  He 

acknowledges that today shame is even more taboo than sex.  Our culture has created a 

dichotomy of sexualizing virtually all forms of media.  Despite the sexualization of the 

most basic marketing of products created for consumer consumption and entertainment in 

the form of books, movies, and television, American culture insists on shaming or 

stigmatizing anyone who falls outside the unwritten cabal of accepted sexuality.  This 

sexualization can also contribute to feelings of inadequacy when the ease in which 

celebrities and fictional characters are shown engaging in sex.  When this perceived 

fantasy life does not manifest in reality the subjects may then retreat inward in shame and 

miss fulfilling intimate encounters.  

 Scheff draws a correlation between shame and violence, quoting a prison 

psychiatrist, James Gilligan who contends that secret, internalized shame was a cause of 

the violence.  The act of being disrespected by another person brought about a violent 

reaction because the individual being slighted did not want to lose face or experience 
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shame within his culture (prison).  With internalized shame and silence begetting 

violence, it can be plausible that avoiding sexual topics and internalizing sexual 

misconceptions, misunderstandings, and shame can lead to profound negativistic 

experiences requiring compassionate sex-positive therapists and perhaps even SPT.  

Schneider continues to reference Scheff saying,  

Having to hide one’s stigmatized sexual identity from the concerned public 

creates sexual constraint, which will be experienced as shame.  Shaming 

experiences lead to shame-violence cycles.  If shame is triggered by sexual-erotic 

concepts, the resulting violence should also target the sexual-erotic domain.  

Because shame triggers violence, cultures that follow the ideal type of sexual 

constraint will facilitate a violent component in sexual eroticism. (Schneider, 

2005, p. 256-257)  

The United States largely creates a prohibitive environment to sexual freedom and 

expression, which can lead to a shame cycle of self-harm.  By acting out as way of over-

compensation or exercising denial without proper education (for example:  abstinence 

only education) and support, this shame can manifest itself by the client forgoing 

adequate precautions resulting in unwanted pregnancy, contracting of sexually 

transmitted infections and HIV, high-risk situations or delayed emotional and intimate 

exploration. 

 Schneider creates a recursive model illustrating the cyclical nature of shame and 

sexuality, which highlights Public Concern and Social Opposition having an effect on 

Sexual Constraint followed by Privatization as Retreat.  The model continues to relate 
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Privatization as Independence as Sexual Emancipation and then cycles back to Public 

Concern and Social Opposition equaling Sexual Constraint (Schneider, 2005, p. 258).   

Schneider posits that there is a natural ebb and flow to the concept of societal 

progress from the ideal typical point of sexual constraint in the direction of sexual 

emancipation (Schneider, 2005, p. 258).  A therapist interacting with a client who may be 

struggling with shame based sexual-erotic-violence patterns as referenced by Scheff, 

compounded by the overt sexual repression represented by American culture, must have a 

distinct and powerful sex-positive treatment perspective as well as being conscious of the 

societal pressures on said sexual expression and expectations.  In order to achieve a level 

of sexual emancipation, regardless of the root cause, be it macro level societal repression 

and institutionalized shame, or micro level personal experiences, the capacity to 

adequately identify causes and solutions is imperative.   

The interplay of sexual constraint and exploration can also manifest itself in 

displays of hypersexuality.  Gilliland, South, Carpenter and Hardy (2011) reported that 

individuals who sought treatment for compulsive pornography report shame, guilt, 

hypersexuality, and motivations to change.  (To be clear, “sex-addition” as opposed to 

sexual compulsivity or habituation has been largely debunked rendering sex-addiction 

irrelevant to treatment modalities and unfairly focused on shame and exploitative of those 

seeking assistance.)  The researchers found that there were significant positive 

relationships between shame-proneness and hypersexuality and guilt, but there was a 

concurrence of motivation to change and prevent the behaviors when associated with 

guilt.  Shame on the other hand had a negative predictive relationship with motivation to 

change and self-reported change behaviors. (Gilliland, South, Carpenter & Hardy, 2011, 
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p. 22)  The researchers found the individuals who reported to their research, 

“…experiencing specific behavior, which brought on those feelings of shame, received 

the negative evaluation.  Guilt says ‘this behavior is bad’ while shame says ‘I am a bad 

person’” (p. 23).  These findings are important in locating and exploring root causes of 

motivations behind sexually based interactions for the client when working with the sex-

positive therapist, and the surrogate partner therapist, should SPT be necessary.   

The researchers observed that the symptoms of psychopathology such as anxiety, 

depression, obsessive-compulsive disorders, substance-related disorders, post-traumatic 

stress disorders, and low self-esteem correlate with shame and hypersexuality. (Gilliland, 

South, Carpenter & Hardy, 2011).  A facet of hypsersexuality in patients has been to 

defend against shame with high levels of withdrawal and a tendency to attack self and 

others.  Gilliland, South, Carpenter and Hardy (2011) say, “Anecdotal observations have 

also suggested that shame reduction and resolution is essential in remediating patterns of 

hypersexuality” (p. 25).  This shame reduction and focus on channeling the appropriate 

outlet for the client’s sexual desires can be effectively explored with proper therapeutic 

modalities by a sex-positive therapist.  

Sexual Shame and the LGBTQ Populace 

Psychopathology manifestations such as anxiety, depression, obsessive-

compulsive disorders, substance-related disorders, post-traumatic stress disorders, and 

low self-esteem are rarely more prevalent than in the homosexual populace.  For 

example, many individuals who identify as homosexual are subject to shame and guilt 

from a very young age due to deeply entrenched bigotry and hate espoused by a 

conservative viewpoint and culture.  That sentiment is changing with a majority of 
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Americans now supporting gay marriage, but the lasting damage and trauma is hard to 

overcome. 

 As a result, one of the most vulnerable populations for experiencing shame, 

judgment, and unaddressed sexual questions is that of the lesbian, gay, bi, transgender, 

and questioning (LGBTQ) population.  Ethan Mereish (2014) found that due to pervasive 

heteronormative ideals, sexual minorities are at a higher risk for mental and physical 

health disparities.  The stressors that these minorities face are varied and range from 

internalized homophobia and sexual orientation concealment (proximal stressors) to 

discrimination and victimization (distal stressors).  Mereish explored the relationship 

between depressive symptoms and gay men.  Within his research he found that the fear of 

social sensitivity (i.e., fear of negative evaluation or rejection by others) is related to body 

dissatisfaction, restrictive emotionality, restrictive affection, negative affect, and eating 

disorder symptomology and is related to long-term effects on mental and physical health 

(Mereish, 2014, p. 36).  Sex-positive therapy with the option of SPT to overcome feelings 

of shame, body dysmorphia and restrictive emotionality is paramount within this 

populace.  

 Joseph Christ Walloch echoes these findings.  According to Walloch (2014), gay 

men experience more frequent and severe body image issues and dissatisfaction then their 

heterosexual counterparts.  Walloch explores the idea that gay male subculture has 

created a unique set of body ideals that places an elevated importance on the appearance 

of the body (Walloch, 2014, p. 17).  Within his research, Walloch compares the stressors 

for beauty and sexual objectification to that which women face in today’s hyper-

sexualized culture (p. 25).  As mentioned within the Schneider and Scheff research, 
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American culture is sexualized and men are only recently experiencing the objectification 

that once fell under the domain of the female.  This pressure on gay men and women of 

any sexuality can result in shame, guilt, fear, and hypersexualization to prove they are 

“worthy” and overtly negativistic sexual withdrawal.  And at the opposite end of the 

hypersexuality spectrum was the discovery that these men could also enact experiential 

avoidance by withdrawing and choosing to not engage with others.   

 In order to overcome these feelings of inadequacy and withdrawal, and due to the 

unique nature of homosexual relationships, the importance of sex-positive, non-

judgmental therapies/therapists cannot be underestimated.  Support and strength of an 

individual as well as the interaction within an intimate relationship need to be safely 

explored and reinforced.  Non-traditional relationships, such as poly-fidelity, open 

relationships, bi-sexuality, homosexuality, companionate and even traditionally 

passionate relationships coupled with internalized feelings of inadequacy and/or 

overcompensation with an undercurrent of shame must be comfortably addressed and 

navigated by both client(s) and therapist alike.   

Of note is the lack of LGBT specific surrogates and the practice itself is almost 

exclusively heterosexual (Sexual Surrogacy Revisited, 2013).  Despite the myriad of 

societal pressures that can lead to negative actions, self-harm, and withdrawal, there does 

not seem to be a heightened need or demand for LGBT surrogate partner therapists.  Sex-

positive therapists are in demand, but the need for SPT specifically does not seem to be 

present or as needed within the gay community compared to their heterosexual cohorts.  

This may be due to the typically hypersexualized nature of gay men in that the 

opportunity for intimate relations is rarely lacking and SPT can tend to focus on feelings 
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of sexual inadequacy and withdrawal or retreat, essentially the opposite of what gay men 

experience regularly.  Even rarer are the acknowledgment of bisexual identities and the 

stress of a “non-entity” within our hetero-normative culture.   

The surrogate partner therapy role in bisexuality was addressed by Linda Poelzl 

(2011) in her reflective paper about her experiences in the field.  Poelzl recounts the 

experience of a particular individual who was desperate to clarify her sexual identity and 

explore the possibility of becoming intimate with a female.  The client was in the process 

of divorcing her husband of 20 years and had long known of her same-sex attraction but 

had failed to adequately explore or process the feelings.  The client had been going to 

traditional therapy for some time where she was processing the impact of a judgmental 

and distant parental influence and the therapist recommended she explore SPT with a 

bisexual surrogate.  Upon engaging with the SPT the client experienced a positive result 

and became much more confident and secure in her exploration of same-sex attraction.  

The client continued to see her clinical therapist following her intimate work with Poelzl 

and all participants agreed that the extra time spent in a community where the client 

could express her sexual preference was extremely beneficial therapeutically.  Both 

clinicians recommended including some form of practical and supported experiential 

activities when socializing a person questioning their sexuality (p. 388).  

The bisexual client was also at risk of compensation by substance use and utilized 

appropriate medications to manage depression and anxiety.  A comorbidity factor to 

shame, guilt, and depression is the LGBT’s populace’s propensity to suffer increased 

instances of substance abuse compared to their heterosexual counterparts (Ward, James, 

Galinksy, & Joestl, 2014).  This is important for several reasons.  One, because coping 
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mechanisms that seek to depress and avoid emotionally charged topics are often rooted in 

alcohol or substance abuse.  And two, because substance abuse can heighten sexual 

experiences and make it exceptionally difficult to become re-interested or maintain 

sexual relationships following drug use during periods of sobriety.  In teaching sex-

positive education classes this researcher has spoken to individuals who are now sober 

and have had to relearn how to enjoy sex and not withdraw from intimacy due to fear of 

rejection or fear of not being able to attain the same physical and emotional highs through 

sex they once did while on substances such as crystal meth or alcohol.   

The physically deleterious effects of existing with negativistic stressors are real.  

Sex and sexuality are valid and concrete human experiences that need to be positively 

cultivated and maintained.  In order to overcome shame and foster good, intimate 

relationships, a strong and capable sex-positive environment must be created and 

exercised for both the gay and straight communities; anyone suffering from psychosocial 

trauma related to sexual stressors needs to have access to appropriate and effective 

therapy modalities.  Mereish’s findings have research, practice, and policy implications.  

“Researchers and practitioners need to address and advocate against societal forces 

contributing to heterosexist relational disconnections and for sexual minority health 

policies and research” (Mereish, 2014, p. 89).  Although Mereish’s research focused on 

the effects of health that distal and proximal stressors have on homosexual individuals he 

does not recommend specific treatment modalities for individuals experiencing these 

LGBT related stressors or those practitioners that may encounter them.   

 Mental and physical health care focus for sexual minorities is something often 

overlooked in the field.  Monica Spivey (2013) studies this phenomenon from the 
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perspective of empowering and enlightening the primary care practitioners in adequately 

addressing and being accommodating of sexual minorities.  Spivey observes that the 

perspective and experiences of the clients are well documented and the frustration in 

communication and lack of effective professional practitioner understanding is tangible.  

The offences range from the practitioner simply not asking or being engaged in the 

client’s sexual activities, to being uneducated on how to address fundamental concerns 

that come with a sexual minority, such as transgender, safer-sex practices by same-sex 

coupling, and emotional and physical stressors relevant to the LGBTQ populace.  

 Spivey (2013) recounts her experience with a male identified transgender mental 

health client whom experienced confusion from his regular doctor’s receptionist after 

being in line to receive a gynecological exam (p. 15).  The individual is Female to Male 

(FTM) transgender and presents as male.  The simple question upon meeting Spivey for 

their regularly scheduled counseling was, “Why don’t they know who I am by now.  Why 

doesn’t my doctor explain this to them?” (Spivey, 2013, p. 15).  What may seem an 

innocent oversight to some can be a triggering and traumatic experience for someone 

who has spent a lifetime seeking validation for sexual identity acceptance.   

 This exchange made Spivey question whose responsibility it was to provide and 

engage with someone regarding sexual health disclosure decisions and the overall lack of 

training in this arena for healthcare professionals.  This researcher has had the privilege 

of working with the Los Angeles LGBT Center and Children’s Hospital Los Angeles in 

their Transgender Youth and Risk Reduction Programs, where trained practitioners in 

both mental and physical health are able to engage with clients and provide a supportive 

environment for individuals of any and all sexual identities.  The ability to provide sex-
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positive, affirmative therapy to this populace is important and proper training and 

awareness is necessary.   

Spivey (2013) explored the numerous subtopics that were relevant to a sexual 

minority individual seeking medical treatment.  They ranged from a same-sex female 

couple not needing reproductive information, but still needing a regular Pap test, to a 

male individual who does not identify as gay but still sexually engages with men needing 

mental health counseling and HPV screening and vaccinations.  Spivey also notes that 

particular healthcare needs of the LGBTQ population may need to include topics that are 

seen as mundane for their heterosexual counterparts, but would be of special importance 

to this particular demographic.  Some of these high-risk medical conditions are tobacco 

and substance abuse information and screenings and presenting affects such as mental or 

physical abuse trauma like PTSD, depression, and anxiety, just to name a few (Spivey, 

2013, p. 16).  

As a result of her research, Spivey developed an in-person, interactive workshop 

for primary care practitioners on issues of LGBTQ health.  The goal of her workshop was 

to enhance the quality of care and identify barriers to care (Spivey, 2013, p. 118).  The 

researcher received very positive feedback from practitioners who experienced the 

prototype and constructive criticism for her presentation and concept.  The recurrent 

theme was how beneficial enhanced therapy modalities and education was to this 

underserved and underrepresented population.  

Trauma and Effective Treatment Modalities 

Roberta S. Ross (2008) completed a qualitative study examining clinicians’ 

perceptions of treatment for adult survivors of sexual assault and abuse.  This research 
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coincides with Spivey’s concerns that specific sex and sexuality based training 

perspectives may be lacking in the professional field.  While not specifically targeted 

towards the LGBTQ populace the research has a cross-cultural benefit under the focus of 

sex and sexuality and Ross incorporates the trauma within the LGBTQ population as well 

as heterosexual oriented individuals.  Within her research Ross notes, “A small amount of 

evidence exists in the literature which is devoted to cultural diversity as a means to 

understand the interaction of culture, gender, religion, and sexual orientation as a 

reflection of behavior in the attainment of basic needs (Ross, 2008, p. 15).  The long-term 

effects of childhood sexual abuse present a variety of symptoms in adulthood ranging 

from fear, anger, hostility, guilt and shame to depression, anxiety, feelings of isolation 

and stigma and inappropriate sexual behavior and tendency of revictimization and 

substance abuse. (Ross, 2008, p. 20).   

Of particular note are the symptoms of guilt, shame and stigma and the tendency 

to experience inappropriate sexual behavior, revictimization and substance abuse.  The 

symptoms of guilt, shame and stigma can manifest in the repression of positive 

processing and the enacting of sexual shame and withdrawal as addressed by Schneider 

and Scheff.  The importance of sex-positive and SPT is needed to treat individuals of any 

sexual identity when faced with symptoms of guilt, shame, and stigma that manifest in 

sexual shame and withdrawal.  The participants in Ross’ study suggested specialized 

training be required to work with adult survivors of sexual assault and incest and, “future 

research should include a further exploration of stigmatization, social oppression, and 

what constitutes maladaptive behavior in a society” (Ross, 2008, p. 10).   
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In Ross’s research, the interviewed practitioners were asked to discuss some of 

the least effective treatment modalities for the adult survivors of sexual abuse.  Eight of 

the 10 participants stated that therapy based on the therapist’s goals is an ineffective 

treatment strategy and that cognitive behavioral therapy (CBT/talk therapy) does not have 

a place in the treatment of sexual abuse survivors.  This is primarily because CBT is 

viewed as understanding the trauma on an intellectual level and the emotional component 

is often missing from the treatment strategy (Ross, 2008, p. 61).  Removing CBT and 

therapy focused on a therapist’s goals leaves the potential for experiential and the 

Recovery Model to thrive and become an important part of recovery for clients 

experiencing sexually based trauma.    

The components that are part of shame, guilt, hypersexuality, sexual abuse and 

withdrawal are strongly associated with people needing specialized sex positive therapy, 

reinforcement and support from well-trained sex-positive practitioners versed in how to 

interact with specific populations or those experiencing specific sexual traumas.  Ross 

acknowledges that over the past few decades, researchers have started paying more 

attention to the role that culture and identity play in the long-term effects of sexual abuse 

and the recovery of such abuse.  However, Spivey (2013) evaluated the effective 

implementation of LGBTQ health care equality and discovered that of the existing 

protocols, many institutions chose to enact them on a volunteer basis and there were 

significant disparities in care equality, particularly for transgender patients and 

employees (p. 68).   

Ross cites Bessel van der Kolk in her literature, an expert in treating post-

traumatic stress disorder (PTSD).  Regarding trauma and treatment, van der Kolk, 
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“indicates traumatic events or experiences are emotional states which are based on an 

individualized perception of meaning, affects and actions, which shape the collective 

view of how a person identifies his or her role as an integrated member in the world, 

family, or social context” (Ross, 2008, p. 19).  Ross states that the family dynamics 

presented by and with the client will be reflected in the client-therapist relationship and 

may be indicative of the survivor and perpetrator relationship.  While Ross (2008) claims 

that formalized and specialized training is needed to work with survivors of sexual abuse 

and incest, she also notes that more information and education about incest and sexual 

trauma is needed from a cultural perspective to increase the knowledge base and training 

to work with survivors of sexual abuse (p. 67).   

This is especially interesting under the heading of trauma and post-traumatic 

stress disorder.  PTSD can manifest itself in a variety of ways and has its roots in a 

myriad of triggers ranging from neglect and familial or societal rejection to specific 

traumatic experiences such as sexual abuse or assault, incest, rape, and even death and 

war.  In researching the ineffectiveness of CBT in treating presenting affects as a result of 

sexually related traumas and solutions, this researcher discovered Bessel van der Kolk 

and his unique and even controversial treatment modalities.  In an article for the New 

York Times titled A Revolutionary Approach to PTSD, Jeneen Interlandi (2014) 

experienced first-hand the effects that non-traditional, experiential therapy can have on a 

client.   

Van der Kolk recreated the trauma affecting a client who suffered from PTSD as a 

result of serving in the Iraq war.  The therapeutic process was a form of experiential 

psychomotor therapy based in theater developed by a dancer and faces skepticism from 
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many licensed psychiatrists and does not have proper support from clinical studies, 

however, continual anecdotal evidence, such as that experienced by the war veteran, and 

also other practitioners and clients seem to lend the modality validity (Interlandi, 2014).  

The practitioners interviewed by Ross and van der Kolk both agree: Cognitive Behavioral 

Therapy is not working to treat those suffering from trauma related illness.  Regarding 

Cognitive Behavioral Therapy, Van der Kolk says,  

It seeks to alter behavior through a kind of Socratic dialogue that helps patients 

recognize the maladaptive connections between their thoughts and their emotions.  

“Trauma has nothing whatsoever to do with cognition,” he says. “It has to do with 

your body being reset to interpret the world as a dangerous place.”  That reset 

begins in the deep recesses of the brain with its most primitive structures, regions 

that, he says, no cognitive therapy can access.  “It’s not something you can talk 

yourself out of.” That view places him on the fringes of the psychiatric 

mainstream (Interlandi, 2014). 

This researcher has noted that the techniques that are hardest to verify seem to be 

the ones with the most success in treating specific traumas.  From Masters and Johnson to 

van der Kolk, the importance of client-patient experiential interaction and finding the 

appropriate therapy technique(s) for the client and their presenting affect is the most 

important component to success.  Despite CBT being a well-vetted therapeutic modality, 

it does not appear to be the best under all applications and falls particularly short in 

treating biopsychosocial manifestations of PTSD or sexual aversion or trauma.  Thomas 

Scheff (2014) with his focus on shame, guilt, and sexual taboo reinforced this idea.  

Scheff noted that in his experience as a clinical therapist he had learned that despite being 
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trained to encourage clients to vent to release their anger or conflict, he was witnessing 

the opposite effect.  It rarely helped the patient and sometimes even made them feel 

worse after venting (Scheff, 2014).   

 Interlandi’s research also reinforced the importance of the client-patient 

relationship by exploring the opinions of two clinical psychiatrists that are familiar with 

CBT therapy.  Both clinicians say that any client is going to have the best experience and 

say that they are doing better if they like their therapist.  Interlandi’s discussion of the 

opinion of Patricia Resick emphasizes that there is need for an independent assessor, 

while Frank Ochberg acknowledges there is no good experimental technique for 

measuring a therapist’s kindness, wisdom and judgment (Interlandi, 2014).  The tools that 

a therapist uses: their wit, candor, kindness, interaction, empathy and learned clinical 

skills, are all intertwined and the client cannot separate the experience from the provider.  

However, that is the crux of any technique, let alone any human experience: if you enjoy 

the person(s) you are interacting with, the experience is going to be more enjoyable, and 

in the case of clinical therapy, effective.   

The key component to efficacy would be to see if the technique was effective 

despite the clinician.  With the research presented by Ross and van der Kolk it appears 

that even with repeat experiences utilizing a variety of diverse practitioners and 

modalities, the most success was seen by utilizing experiential therapy, not CBT.  One 

could wonder if by using an appropriate, effective, alternative technique such as 

experiential, SPT, sex-positive therapy, or even E.M.D.R. that the practitioner could be a 

secondary consideration to the efficacy of the treatment modality itself.  This researcher 

has seen that the practitioner executing the modality is paramount to its success.  
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  The interplay and efficacy of the practitioner executing sex-positive and/or 

surrogate partner therapy is documented in numerous instances.  Both patient and 

practitioner explore and experience the intersection of the biopsychosocial malady and 

the treatment modality.   

Starting with experiential therapy in a non-sexual application Blatt, (1997) 

referenced the efficacy of applying this long-established anthropological technique for 

gaining trust within a culture and how effective it can be in exacting understanding and 

change.  Surrogate partner therapy works in much the same way by creating trust and a 

clearly defined relationship between client and practitioner with a concrete goal.  The 

methodology of experiential participant-observation and interaction has been frequently 

applied in industry by individuals such as “efficiency experts” to determine ways to 

improve a product or process within a business while submerged in their culture, but has 

not yet been directly applied to therapy (Blatt, 1997).  The researcher cites Adler, who 

was, “strongly convinced that patients could best be treated in their own milieu” (p. 258) 

and was a proponent of understanding the patient through their eyes, in their own 

environment.   

Adler had observed that the skills and experiences in the therapist’s office might 

not always translate to the real world experiences of the client’s environment.  In Blatt’s 

exploration of the participant-observation therapy procedure, the therapist would take 

part in the daily routines of the family or client in order to fully experience their every 

day, every moment challenges.  He enacted this plan by having two college counselors 

become surrogates to incoming freshman for a period of just one week (Blatt, 1997, p. 

264).  The counselors experienced everything the new students did, from the most minor 
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inconveniences to the overall feelings of acclimation going from parental support to 

autonomous college student.  At the end of the week, the counselors and the students 

reported that there was a greater degree of interaction, openness, and far less 

defensiveness than other students.  Of note, “Only three of the twenty-five students 

involved in the experiment withdrew from college at the end of their freshman year (the 

national statistic is a 50% retention rate)” (Blatt, 1997, p. 263).  The researcher purports 

that the technique could be successfully applied to various settings, including educational 

and family environments.   

Efficacy and History of Sex-Positive and Surrogate Partner Therapy 

Does all of this work?  Is it effective?  The adjectives used to describe the effects 

of experiential therapy, from accompanying a person around a campus, to having intimate 

relationships in the guise of SPT, are commonly being relayed as, “transformative”, “life-

saving”, “extraordinary”, “valuable”, and from the practitioners as, “heroic” and 

“revolutionary.”  The research in favor of SPT, even anecdotally, is more robust and 

attainable than the virtually non-existent research saying that SPT is harmful or has done 

harm.  The evaluation and questions posited to the negative ethical, legal, and moral 

concerns are largely symbolic and discussed under the heading of “what if” and “perhaps, 

maybe.”  By focusing on the limited but valid evidence given to support the use of SPT, 

experiential therapy, and sex-positive therapy, instead of the undercurrent of fear and 

sexual aversion, an honest discussion of the efficacy of SPT can begin.  And an active 

and encompassing evaluation of SPT must start with Masters and Johnson. 

This researcher was unable to find any quantifiable, tangible, recorded data of 

overt biopsychosocial harm occurring to the clients or surrogate partner therapists from 
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experiencing either sex-positive or SPT.  The unraveling of Masters and Johnson’s SPT 

work was due in part to non-disclosure from a surrogate partner participant and her 

husband, whom subsequently sued Masters and Johnson.  The threat to expose the less 

than ethical actions, such as sex between unmarried couples and the financial goings on 

that transpired between patients and surrogates, caused Masters and Johnson to abandon 

their research despite their positive outcomes (Maier, 2013).  This was an ethical and 

legal dilemma that befell the researchers, but there has been no data presented that the 

actions themselves utilizing SPT did harm to the patients or surrogate partners or were 

overtly ineffective in their treatment goal.  

“This text represents the first step, a faltering step at best, but at least a first step 

toward an open-door policy.  The door of investigative objectivity must not be closed 

again” (Masters & Johnson, p. ii, 1966).  So reads the preface to their groundbreaking 

book, Human Sexual Response.  Those two simple sentences contained an awareness of 

their fallibility, but more importantly the desire, need, and hunger to gain insight and 

knowledge into objective exploration of sex and sexuality and human sexual functioning.  

Masters and Johnson revolutionized the discussion of sex and sexuality in 1966 and the 

mere fact that their book existed, was published, and was popular, illustrated the 

importance and timeliness of there being a conversation happening about sex at all.   

The open and frank discussion of how sex physically occurred within the male 

and female human bodies was a break from the unspoken puritanical views and hushed 

tones of the era and gave permission to the men and women of America to think about 

their sex lives, and concurrently how to improve them.  This resource prompted 

individuals to let go of the myopic, selfish view of their own sexual capacity (when they 
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thought of it at all) and be inquisitive and accommodating of the sexuality of themselves 

and their partners.   

Their first book sold over a million copies and went through 22 printings (Masters 

& Johnson, 1966).  This was followed in 1970 by Human Sexual Inadequacy, which 

covered the numerous sexual maladies such as ejaculatory incompetence, primary 

impotence, secondary impotence, vaginismus, and orgasmic dysfunction as well as 

treatment modalities such as the sensate focus technique and SPT.  

Literary resources discuss the abstract efficacy of SPT by evaluating small data 

samples or anecdotal reports, but since Masters and Johnson there has been very limited 

(in scope and breadth) adequate, objective and focused evaluation of the practice.  The 

literature reviewed largely focuses on the concept, the idea, the role and the fear based 

limitations or sex-negative perspectives as a result of legality, ethics, and social mores 

that SPT could potentially play in a sex-positive modality were it to be utilized.  Modern 

literature targeted towards SPT rarely looks at the physical act of SPT, creates a 

hypothesis, and quantifiably measures the practice to draw conclusions of the efficacy of 

SPT.  Masters and Johnson’s research, followed by Noonan’s (1984) interviews and 

publication of surrogate partners themselves, are the relatively antiquated evaluations of 

actual SPT efficacy and the texts and research are still utilized today, some 50 and 30 

years later, respectively.   

Within Masters and Johnson’s text, the chapter Replacement Partners and Partner 

Surrogates addresses and evaluates their experience with SPT.  There is a clarification 

between “replacement partners” defined as those whom Masters and Johnson referred to 

within the text as a “sexually inadequate man” (primary target client) “would utilize and 
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is his choice brought by the sexually inadequate unmarried man to share the experiences 

and the education of the clinical therapy program” (Masters & Johnson, 1970, p. 147).  

The “partner surrogates” definition has been “reserved to indicate the partner provided by 

the cotherapists [Masters and Johnson] for an unmarried man who has no one to provide 

psychological or physiological support during the acute phase of therapy” (p. 147).  

Thirteen of the 54 nonmarried men brought replacement partners and three nonmarried 

women brought replacement partners.  Partner surrogates had been made available for 41 

men during the 11 years the study occurred (Masters & Johnson, 1966, p. 147).  

The researchers made every effort under the constraints and the clinical protocols 

of the era to ensure the sexually dysfunctional individual was protected and their 

challenges were addressed in as a professional and controlled manner as possible.  The 

researchers were aware of the potential for the treatment to be clinically unsuccessful or 

even “psychologically disastrous” (p. 148) and as a result chose the surrogate partners 

and their coupling very carefully.  The main sexual dysfunctions addressed were 

premature ejaculator, incompetent ejaculator, primarily impotent and secondarily 

impotent and the women were orgasmically dysfunctional or suffered from vaginismus.  

Masters and Johnson discuss the decision to not provide a male surrogate partner for the 

females based on the individual females existing value system.  Masters and Johnson note 

that providing the service of a male surrogate partner would require a very different 

psychosocial consideration and entail much more time to establish rapport than allowed 

within the study.  The females in treatment were able to engage with their own 

replacement partners wherein she and the partner had an already long-term established 

relationship.   
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“Statistically there no longer is any question about the advantage of educating and 

treating men and women together when attacking the clinical concerns of male or female 

sexual inadequacy.  For these reasons the therapeutic technique of replacement partners 

and partner surrogates will continue as Foundation policy” (Masters & Johnson, 1970, p. 

148).  The overall statistics were 41 unmarried men referred for treatment of sexual 

dysfunctions and 32 had their symptoms reversed with the support of partner surrogates 

and 24 of those 32 “sexually inadequate men” had subsequently married and described an 

on-going successful marriage (p. 154).  “In view of the statistics there is no question that 

the decision to provide partner surrogates for sexually incompetent unmarried men has 

been one of the more effective clinical decisions made during the past eleven years 

devoted to the development of treatment for sexual inadequacy” (Masters & Johnson, 

1970, p. 154).  According to the researchers Masters and Johnson, SPT works.   

Freckelton (2013) references Masters and Johnson in his research and explores 

the extent to which their model is relevant in today’s more evolved sexual perspective.  

He observes that their model is not judged as contemporary and was subject to the world 

of repression and discrimination such that is not seen to the same degree today.  For 

example, Masters and Johnson in some cases base overcoming sexual dysfunction and 

success on the ability of the male to achieve a wife and maintain a “successful” marriage 

(Masters & Johnson, 1970, p. 154).  Freckleton (2013) also addresses the evolution of 

modern treatment modalities and the overall progress of psychological therapies as well 

as the attitude and perception of individuals to utilize psychological services.  However 

the researcher also notes that there are surrogate support services available for many with 
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disabilities, in effect relegating the discussion and application of SPT to those that 

Freckleton is deeming worthy of or qualifying for the perceived benefit of SPT.   

Rosenbaum, Aloni, and Heruti (2014) currently explore the successful 

implementation of SPT for individuals seeking treatment for their presenting affect, be it 

psychological or physical, and do not limit their practice to those suffering from a major 

physical ailment as is popularized and seemingly consistently depicted in media such as 

The Sessions (Lewin, 2013) as a necessary qualifier to utilize SPT.  Even though the 

relationship depicted in The Sessions and wrote about by Cheryl Cohen-Greene featured 

her interaction with a client tethered to an iron lung, she has been intimate with over 900 

clients, the majority of who sought out her services to overcome psychosexual trauma or 

a severe social handicap when traditional therapy modalities failed (Gordon, 2012). Vera 

Blanchard, president of IPSA explains that individuals treated by SPT primarily present 

with a social handicap and they need encouragement and understanding in a safe, gentle 

environment (Gordon, 2012).   

Dr. Dean C. Dauw (1988) explored the efficacy of SPT through a controlled 

quantitative research study of treating 489 heterosexual males with identified and 

categorized sexual dysfunction by utilizing SPT.  The researcher found that the 

overwhelming majority (97%) of the clients participating in the study sought out SPT 

after conventional therapy had failed them and the retention rate of the SPT modality was 

94% with the attrition rate of 6% reportedly being for financial reasons (Dauw, 1988, p. 

271).  The main dysfunctions identified and treated with the research were premature 

ejaculation and temporary erectile dysfunction attributed to psychogenic origins.  Each of 

the participants was subject to psychiatric screenings and participated in three licensed 
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mental health provider therapy sessions prior to being placed with a surrogate.  Within 

the exploratory evaluations the participants were identified with presenting symptoms 

stemming from emotional trauma such as divorce, loss of job, death of a spouse or 

partner, lack of sexual self-esteem, intimacy issues, ambivalence about sexual preference, 

and assessment of optimal sexual functioning typically following stroke, when diabetes 

was present, after a back injury, or when the client was on medication for a prolonged 

period of time (Dauw, 1988, p. 271).  The most prevalent cause of the presenting sexual 

dysfunction was anticipatory anxiety, followed by a fear of failure or fear of rejection.  

Younger clients were late stage virgins or premature ejaculators and the older client’s 

referenced impotence associated with personal trauma such as divorce or loss of spouse, 

partner, or job.   

The results of the research show an overwhelmingly positive outcome and success 

rate when compared to non-surrogate based treatments.  The researcher cited that varying 

treatment approaches that did not utilize SPT had a client success rate of approximately 

50% (Dauw, 1988, p. 273).  The SPT approach reported an 89.78% success rate.  The 

researcher published the number of participants and the effective success rate based on 

diverse criteria and a follow up interview three months after the SPT exercise concluded.  

The researcher was careful to discuss the results with possible contributing factors such 

as pressure for the client to report a positive outcome due to the nature of the study.  

Dauw also explored the potential for the variations of outcome as a result of modality 

application; such as surrogate partner status, training, self-disclosures, matching of 

surrogate and client and the full integration of the surrogate into a supervised cotherapy 

team as well as the full psychotherapy modalities utilized by patient, psychotherapist and 
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surrogate partner therapist.  The researcher was confident that SPT evidenced a greater 

success rate than reports for non-surrogate based treatments (p. 273).  

Dr. Ronit Aloni (2007) is a researcher and author who has been active in the 

exploration and efficacy of SPT at the Sexual Rehabilitation and Surrogate Treatment 

Center in Tel Aviv.  As referenced in her work cited above, SPT is legal in Israel and she 

finds it an effective modern treatment modality.  Masters and Johnson (1970), Noonan 

(1984), and Dauw (1988) are all researchers who have found SPT effective, but their 

research is sometimes faced with skepticism due to the age of their research.  Aloni, 

Keren and Katz (2007) explore the application of SPT under today’s modern 

biopsychosocial modalities by applying their research and techniques to a variety of 

individuals suffering from a variety of presenting affects.  Their research and execution 

covers such affects as vaginismus and anxiety manifesting itself as impotence or delayed 

ejaculation, to those suffering from physical limitations.  It is important to note that as Dr. 

Aloni treats patients subject to limited functionality such as Mark O’Brien was treated by 

Cheryl Cohen-Greene, her facility and her practice emphasizes the necessity to treat 

individuals who suffer from any form of sexual limitation where SPT may be of benefit.  

When applying SPT to those with Very Limited Functional Ability (VLFA) 

following Traumatic Brain Injury (TBI) the researchers explored the importance of the 

patients to initiate and control emotional behaviors and promote healthy sexual 

relationships and activity (Aloni, Keren, & Katz, 2007, p. 125).  The theory behind their 

work is that individuals suffering from VLFA should still have a certain amount of 

control in their lives and experience basic human intimacy needs.  Their research has 

observed that the ability to have intimate and sexual relationships requires the integration 
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of motor, cognitive, communication, behavioral and emotional functioning and as such 

requires specialized treatment to rebuild or maintain these skills.  The SPT modality 

applied by Aloni, Keren and Katz included recovery of physical function, development of 

compensatory skills to offset deficits, and emotional adjustment (p. 126).  

Aloni, Keren and Katz (2007) provide a specific case study in which the 

individual has suffered severe persistent physical trauma following a traffic accident.  It 

was discovered, four years after his accident, that the patient was demonstrating 

problematic behaviors towards members of the opposite sex; for example he was trying 

to touch, caress, or kiss them against their wishes.  The focus of the SPT was to evaluate 

client’s sexual ability and perceptions of it, to control and channel the inappropriate 

behavior, improve quality of life through sex-positive therapy and to address his sexual 

needs (p. 131).  The surrogate began by focusing on sensate focus techniques to delay 

and understand gratification and to cultivate intimacy in a controlled environment with 

permissions offered and granted.  Overall there were 14 “achievements” that were a result 

of the patient meeting with a surrogate.  Some of these were: reduction and virtual 

eradication of inappropriate ways of talking and misdirected sexual behavior; increased 

focus and concentration on pleasuring the surrogate; talking to the surrogate; increased 

awareness of bodily function; ability to masturbate on his own and control bodily 

functions; exhibition of learning and memory abilities and the enabling of normal life 

situations such as meeting, communicating, and touching and pleasuring both himself and 

a woman (p. 132).  

The researchers concluded by highlighting the need for treatment dedicated to 

basic care, such as nutrition and hygiene, and compared it to treatment dedicated to the 
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essence of therapy and wellbeing.  The researchers highlighted that the team in charge of 

working with a client potentially needing SPT would have to ensure that SPT was the 

best option and an appropriately prioritized aspect of quality of life to add to the overall 

treatment modalities applied to survivors with VLFA-TBI.  Aloni, Keren and Katz (2007) 

evaluated and supported the idea that the improvements of performance and sexual 

experiences were a necessary part of the fulfilled life of wellbeing and pleasure for the 

client.  

Ronit Aloni, along with Ben-Zion, Rothschild and Chudakov (2007) also 

evaluated the presenting effects of women suffering from vaginismus and concluded that 

those who do not have a cooperative partner cannot complete the usual therapeutic 

process in the treatment of vaginismus and thus SPT is the best option.  In a study of 16 

participants of SPT to treat vaginismus, the SPT technique had a 100% success rate over 

that of traditional couples therapy.   

It is important to note the inhibitions and challenges women face when seeking 

treatment for sexual dysfunctions, from orgasm achievement to vaginismus and delayed 

loss of virginity.  Masters and Johnson noted that women largely declined to have sex 

with a surrogate partner and instead found that utilizing a replacement partner (someone 

they knew) to help with their treatment met with better results.  Masters and Johnson 

noted primary reasons for refusing to work with surrogate partners for women was the 

time and emotional investment to get a woman subject comfortable with the surrogate 

partner “stranger.”  This observation is echoed by Ben-Zion, Aloni, Rothschild, and 

Chudakov (2007) in their application of SPT for vagismus by referencing a 1994 exercise 

in which men surrogates were trained for therapy: there was no demand for them (p. 
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728).  However, the researchers continue to provide the service and over a decade later 

were able to successfully treat women suffering from vaginismus through SPT.  Ben-

Zion, Aloni, Rothschild and Chudakov were able to successfully utilize SPT to treat 

women suffering from vaginismus some 50 years later. 

The reasons why the researchers pressed on with this treatment modality are 

evidenced by the sexual challenges women face: sexual dysfunction among women 

seems to be higher than among men; there are many women who lack a participating 

partner; single, widowed, divorced, and separated women (without partners) have a 

greater chance of suffering from sexual dysfunction; and motivation on the part of the 

male partner and active participation in the home have been found to be important factors 

in the success of couple sex therapy (implying that without a motivated male partner, the 

woman may not seek assistance with her sexual challenge) (Ben-Zion, Aloni, Rothschild, 

and Chudakov, 2007, p. 729).  As with their other studies the researchers applied SPT as 

part of an encompassing therapy model wherein the client worked with a sex-positive 

mental health therapist along with a SPT.  

In the comparison between SPT and traditional couple’s therapy it was found that 

the presenting demographics were similar.  Furthermore, the researchers observed that a 

larger percentage of the patients from the surrogate group still resided in the parental 

home despite the fact that conservative and religious education is thought to be a risk 

factor for vaginismus, though in this study most of the patients actually came from a non-

religious background (p. 730).  Masters and Johnson (1970) also observed this concern 

regarding conservative, religious education or upbringing as playing a role in the 

manifestation of sexual dysfunction, including vaginismus (p. 254).  Masters and Johnson 



55 

reported that a client presenting with vaginismus had a concept of a woman’s role in 

sexual functioning to be dirty and depraved without marriage and the sanctity of marriage 

was only to provide the male partner with an opportunity for sexual expression.  “With an 

incredible number of though-shalt-nots dominating Mrs. A’s environmental background, 

it is little wonder that she was never able to develop a healthy frame of reference for the 

human male in general and her husband in particular as a sexual entity” (Masters & 

Johnson, 1970, p. 255).  The negativistic influences of religious orthodoxy pegging 

sexual expression to shame, guilt, and manifesting in sexual dysfunction are highlighted 

throughout Masters and Johnson’s Human Sexual Inadequacy text (p. 10, 24, 70 and 117-

120, 133, 135) and fall under “attitudes towards sexual functioning,” “ejaculatory 

incompetence,” “impotence,” “ejaculatory incompetence,” “orgasmic dysfunction in 

females,” and “vaginismus.” 

Ben-Zion, Aloni, Rothschild and Chudkov (2007) observed that 75% percent of 

the SPT group had undergone other treatment in the past compared to only 31% of the 

couple’s therapy group.  This could be attributed to two factors, the first that the age 

demographic of the SPT group skewed higher than that of the couples therapy group 

giving the participants more time and life experience to explore differing modalities, and 

secondarily that the SPT group viewed SPT as a last resort after all other modalities had 

failed, as has been seen in other research.  The researchers concluded that the SPT group 

participation was shorter in duration than the couples counseling group and ultimately 

intercourse was achieved in 100% of those in the SPT group, whereas in the couples 

group, there were some reports of no change or worsening of symptoms with an ultimate 

success rate of just 75% (Ben-Zion, Aloni, Rothschild, and Chudkov, 2007, p. 732).  The 
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researchers note that the results were not statistically significant but the success rate of 

SPT is consistent with reports in earlier studies, which a 60%-100% success rate has been 

reported.  The noted benefits to the SPT were the providing of a considerate, motivated 

partner, the surrogate being able to perform sexually, thus alleviating the threat of a 

partner (couples therapy) being unable to perform and compounding and delaying the 

goal, the surrogate group requiring fewer complementary treatments, and the attitude 

towards SPT by the participants was positive.  

As previously mentioned, Aloni (2007) and her research team focus on sex-

positive and SPT for a variety of presenting affects, from those suffering from VLFA to 

individuals experiencing vaginismus and sexual dysfunction as a result of social and 

intimate anxiety.  Melissa Zentner and David Knox (2013) completed a study reviewing 

the therapeutic use of SPT in assisting a 29-year-old male virgin.  The researchers were 

careful to reiterate the importance of the three-way therapeutic team, consisting of the 

therapist, the surrogate partner(s), and the client.  The researchers reference the research 

completed by Aloni and her team.  Zentner and Knox (2013) noted that while the aspect 

of social anxiety was well documented, treatment of dating anxiety via relationship 

surrogates has not been addressed in literature (p. 64).  The history of the client revealed 

a confirmation of the harm of an isolationist and religious based upbringing can create 

through shame and aversive stimulus.  The client was home-schooled in virtual isolation 

and socialized via religion to view physical contact up to and including sex with a female 

negatively.   

This client was prepared to spend a minimum of $1,000 to fly to a clinic in 

California from his home state in the Midwest to attend classroom sessions including 
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exercises, lectures, and drills “designed to rapidly improve the client’s success in any 

social situation” (Zentner & Knox, 2013, p. 64).  Prior to this expense and experience the 

client discovered the potential of SPT.  The researchers enlisted two females to engage 

with the client in social settings to encourage proper social engagement.  A third 

surrogate was utilized to engage with the client when he had progressed to wanting to 

kiss a female.  All parties, the client, therapist, and surrogates met with the lead therapist 

to discuss the roles, rules, expectations, and protocol.  At the conclusion of the surrogate 

partner to client interaction totaling a minimum of four sessions each in succession 

lasting over the period of 3 months, all surrogates and the client reported complete 

success.  “Over the period of five months the client was able to talk with touch, and kiss a 

female and these behaviors generalized to the real world whereby he was able to engage 

in these same behaviors with women in his social network” (Zentner & Knox, 2013, p. 

65).  The applied use of SPT was relegated to the reduction of social and intimacy 

reduction up to an including kissing.  The lead therapist, client, and surrogates were all 

aware of the limitations and expectations of the process and there was never any 

transference and no boundaries were crossed.  The researchers concluded that 

relationships surrogates, as defined by them to be non-sexual in this instance, are useful 

additions to the therapeutic team.   

And few individuals have more firsthand experience on SPT being a useful 

addition to a therapeutic theme than Cheryl Cohen-Greene (2012).  The woman whose 

story launched a movie (The Sessions) that reinvigorated the surrogate partner discussion 

some 50 years after Masters and Johnson literally wrote the book on it recounts her life 

and times and extolls the positive impact SPT has on clients and practitioners alike.  Her 
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book, An Intimate Life: Sex, Love, and My Journey as a Surrogate Partner (2012), albeit 

an anecdotal firsthand account of her experiences, is no less valid and insightful within 

the context of such an emotionally charged topic as SPT than the inadequate quantitative 

research presented today.  Cohen-Greene relies on the three-person model of SPT by 

enlisting the referral of a licensed therapist along with her technique and that of the client 

to exact results.  

Cohen-Greene speaks of the whole body-mind experience that involves much 

more than intercourse.  She notes how many parents (and traditional therapists) today 

remain as ill-equipped to provide reliable nonjudgmental sex education as hers were 

almost 50 years ago.   

The assault on fact-based sex education led by those who wish to turn back the 

clock, and the barrage of misinformation we get from the twenty-four-hour media 

cycle, have many of us as confused as ever.  We joke about sex, rail against sex, 

expose people for having inappropriate sex, and, although I’m hardly the first one 

to point it out, use sex to sell everything from chewing gum to SUVs.  What we 

have real trouble with, however, is having an honest, mature, and nonjudgmental 

public conversation about it (Cohen-Greene and Garano, 2012).  

 Her experiences with Mark O’Brien demonstrated the capacity of a SPT to assist 

in demystifying sex and sexuality as well and providing the tools to overcoming shame, 

guilt, fear, and anxiety around sex and sexuality.  With Mark she was able to work with 

someone suffering from VLFA.  But with her other clients she was able to create positive 

experiences for those suffering from anxiety, depression, delayed virginity, and social 

and cultural stigma with virtually all of them resulting in sex-positive experiences.  While 
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the root causes of this fear and judgment of sex have been discussed as rooted in 

abstinence only education, fear, shame, and perpetuated by misunderstood or uneducated 

parents and the negative effects of religion, the utilization of SPT has been shown to be 

an effective modality.  After a particularly creative series of surrogate partner sessions 

Cohen-Greene said, “Even when it takes a form that stretches beyond the usual 

parameters, that traditional therapy and surrogacy can be a powerful combination was 

underscored for me once again” (Cohen-Greene and Garano, 2012, p. 153).  

Considerations and Evaluations of the Presented Literature 

This researcher found a repeating theme that individuals interested in SPT, from 

those researching it, to practitioners and those wanting to be helped by it, have a limited 

number of resources and quantitative data to review and implement.  More research on 

this modality is needed.  This researcher also discovered through exhaustive literature 

review that there is no evidence that SPT does not work or causes harm to those that use 

the modality under proper protocol and supervision as part of a therapeutic team.  The 

caution posited by researchers and clinical therapists regarding ethics and morality is 

valid and just and needs to be continually respected, but ultimately the use of SPT should 

be encouraged and explored, not hushed and stigmatized.   

By utilizing the foundation of a sex-positive modality and incorporating the 

theory behind the Recovery Model, a licensed clinical mental health professional can 

exact a substantial amount of positive change within their clients.  The Recovery Model 

is a theory that requests a therapist or counselor to engage with the client by letting said 

client lead the recovery process.  It focuses on harm reduction and ultimately allows for a 

co-ownership of progress, even allowing the patient to set the pace, theme, and 
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interaction style with the therapist by utilizing hope, empowerment, self-responsibility 

and the creation of meaningful roles centered on the person themselves, not their illness 

(Meyer-Adams, personal communication, June, 2014).   

The Recovery Model is important because it focuses and lends legitimacy to the 

theory that the client may know what is best for their person and goals.  It requires the 

mental health practitioner to trust in their guidance while removing their ego and control.  

As Ross (2008) researched, therapies utilizing the therapist’s goals are not effective in 

treating substantial trauma manifesting in anxiety and symptoms of PTSD.  Blatt (1997), 

Masters and Johnson (1970), Scheff (2014), Schneider (2005) and van der Kolk (2014) 

all reinforce the concept of experiential therapy in conjunction with or in lieu of 

traditional talk therapy modalities such as cognitive behavioral therapy.  This is not to 

discount traditional modern modalities, but to acknowledge that there are distinct 

limitations to talk therapy and distinct benefits to surrogate partner/experiential therapy.   

 A realistic environment in which the therapeutic application should be occurring 

is important and is often not being met in the confines of a therapist’s office through 

traditional talk therapy modalities when attempting to exact change on traumatic or 

psychosexual presenting affects.  Obviously depending on the presenting problem, the 

correct level of interaction must be explored and exercised, and that exploration should 

include sex-positive, SPT.  
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CHAPTER 3 

METHODOLOGY 

Purpose Statement and Research Questions 

The purpose of this study is to explore the effectiveness of sex-positive therapy 

coupled with SPT as well as the legal, ethical, and moral obligations licensed mental 

health professionals have to provide this experiential modality to their clients.  This thesis 

will also explore the concept of a licensed clinical mental health professional being able 

to actively provide said SPT themselves and the challenges or benefits of ethics, morality, 

and law applied to the practitioner in this capacity.  From the perspective of licensed 

clinical mental health professionals, this study will address the following questions: 

1.  What are the perceptions within the mental health profession of the current 

modalities with sex, intimacy, or relationship therapy and the role of SPT assistance or 

referral? 

2.  How can the current ethical standards exercised by the licensed mental health 

profession be maintained within the existing ethical framework using SPT? 

3.  How appropriate and powerful is experiential and SPT as applied by a licensed 

mental health practitioner?  
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Research Design 

This study was designed based on the mental health professionals’ perspectives.  

The research design for this study will be qualitative.  Research on SPT is limited and 

research on SPT being executed by the primary care therapist is both controversial and 

lacking in both volume and efficacy.  Kolodny, Masters, and Johnson (1988) suggest that 

“body work therapy” is rife with ethical objections and runs the risk of being potentially 

exploitive of the client, thus there is little evidence to support its use.  However, due to 

the lack of available qualitative studies this researcher feels it is important to gain a more 

in-depth understanding of mental health professionals’ experiences, issues they face, and 

opinions on SPT as well as sex-positive therapy itself.  Qualitative research will be 

utilized due to the personal and subjective nature of therapy and the outcomes associated 

with such practices and to understand the phenomenon as fully as possible.  

Due to the exploratory nature of this study, all questions will be open-ended, 

allowing interviewees the opportunity to expound on their experiences, research, and 

opinions.  To maximize the comparability of participant responses, a semi-structured 

interview format will be used.  The researcher will use a structured interview protocol.  

The questions will be asked in order but allow for improvisation.  The researcher will use 

prompts to guide the discussion to ensure all questions are answered. 

Sample 

Research on licensed mental health professionals executing SPT themselves is 

virtually non-existent with the exception of research done four decades ago by Masters 

and Johnson (Kolodny, Masters & Johnson, 1988).  As a result of the lack of SPT 

specific individuals to interview, the sample subjects were a diverse group of individuals 
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encompassing licensed clinical social workers (LCSW), marriage and family therapists 

(MFT), psychiatrists, psychologists and sexologists.  In order to attain a diverse and 

relevant number of participants, snowball sampling was used.  The goal was to obtain a 

sample of at least 15 mental health or sexual health focused practitioners to participate in 

the study.  The benefit of snowball sampling was the ability to pursue referred individuals 

who have knowledge and experience on the subject of SPT or sex positive therapy.  The 

researcher felt that the mental health professional’s interaction and personal experience 

exploring and instituting these concepts was important and enabled the researcher to 

contact and interact with other professionals within the same focus.  Due to the nature of 

the topic and utilizing the researchers own social network, careful consideration and 

equality was utilized to avoid bias.  Some socioeconomic and cultural backgrounds were 

similar to those of the researcher  

Data Collection 

A written script was used for initiating contact.  Once the participants had been 

identified and had agreed to take part in the study, they were contacted by phone, email, 

or messaging to confirm the best time and place to perform the interview.  At the time of 

initial contact the interviewee was informed that the interview questionnaire should last 

approximately one hour or take approximately one hour to complete if written.  The 

participants were also allowed to choose the most convenient location to complete the 

interview (e.g.: their home, the researchers home, local school campus, coffee shop or 

their place of work if permitted) if necessary.  The interviews were primarily 

administered via email and the responses were recorded via text.  The open-ended and 

structured style of the questions utilized worked to reduce interviewer bias.  All 
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participants were informed in writing prior to the interview that any information obtained 

in connection with the study and that can be identified with them was to be kept 

confidential and would only be disclosed with their permission.   

Instrument 

For this study, a semi-structured interview guide was utilized.  The research 

instrument consisted of 15 open-ended questions broken down into three sets of five 

questions each under the main three research topic questions.  The research instrument 

additionally included questions to capture the respondent’s demographic information 

including age, race/ethnicity, gender identity, licensure and/or degree, and sexual 

identity.  The development of the questions was culled from the three main research 

questions and sought to gauge the current perspective of SPT, ethical, legal, and 

moralistic concerns regarding SPT, and the participant’s personal feelings and opinions 

regarding sex-positive therapy, experiential and SPT.  

Description of Measures 

The 15 questions were grouped under the three main research questions.  They 

were as follows:  

What are the perceptions within the mental health profession of the current 

modalities with sex, intimacy, or relationship therapy and the role of surrogate partner 

therapy assistance or referral?  

1.  What do you feel is the general attitude towards sex therapy within the clinical 

mental health profession?  

2.  What do you think could be done to enhance and/or inform mental health 

professional’s ability to exercise sex positive therapy modalities?  
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3.  What do you feel is the general attitude towards surrogate partner therapy 

within the clinical mental health profession?  

4.  When focusing on clients presenting bio-psycho-sexual concerns do you feel 

that utilizing traditional current therapy modalities (e.g.: cognitive behavioral therapy or 

“talk” therapy) is always the best solution? 

5.  What do you feel are the current limitations to counseling and/or traditional 

modern therapy? 

How can the current ethical standards exercised by the licensed mental health 

profession be maintained within the existing ethical framework using surrogate partner 

therapy?  

1.  How should the current ethical standards be revised or updated to better 

encompass sex-positive or surrogate partner therapy?  

2.  What steps do you feel could be taken to attain a moral, ethical, and 

comfortable intersection between clinical therapy practices and interactive surrogate 

partner therapy?  

3.  What are your feelings about properly trained clinical therapists ethically and 

morally applying the theories of surrogate therapy to clients (e.g.: referral to a surrogate 

partner)?  

4.  Utilizing the recovery model theory (that posits the client is in charge of their 

program) what are your feelings that clients themselves have the capacity to know and 

request experiential and/or surrogate therapy from either a sexual surrogate or their 

primary clinical therapist?  
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5.  What do you feel is the impact of ethical and moral constraints applied to 

clinical therapy licensure on the efficacy of sex therapy or surrogate partner therapy? 

How appropriate and powerful is experiential and surrogate partner therapy as 

applied by a professional licensed mental health practitioner?  

1.  How do you as a mental health professional view surrogate partner therapy?  

2.  What do you feel could be done to legitimize and reduce stigma associated 

with surrogate partner therapy?  

3.  Have you, or another mental health professional you know, personally engaged 

in the referral or application of surrogate partner therapy and if so, what was the 

outcome?  

4.  In what circumstances do you feel clinical therapists should refer a client to 

surrogate partner therapy?  

5.  How could a licensed clinical therapist, such as an LCSW, MFT, or licensed 

therapist, personally apply surrogate therapy to a client? 

Analysis Plan 

Whenever possible the semi-structural protocol was to be administered in person 

or emailed directly to the participants and the responses were either verbally recorded, 

typed real time, or emailed back to the researcher directly from the participant.  When 

possible the researcher took note of the respondent’s mood, presenting affect, and any 

non-verbal cues observed.  If the responses were verbally recorded, the researcher would 

then transcribe the responses to written format.  Should the interviewee be unable to meet 

in person for one-on-one recordings, the questionnaire was emailed to them.  In such an 
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instance, the researcher did not need to transcribe, but instead summarized and compiled 

themes for clarity.   

Upon completion of the interviews the researcher categorized the respondent’s 

according to demographic details.  The interviewee’s responses and affect was measured 

as it may be deemed important due to the sensitive nature of the topic.   

Each response was analyzed and presenting themes and patterns were categorized 

and highlighted.  Common themes within the responses were noted as well as any 

differences.  Cross-references to demographic, experience, backgrounds of the 

respondents, and personal clinical experience will be highlighted to detect both 

similarities and differences.  Any themes that were realized were summarized, explored, 

and simultaneously compared to current research and literature on the subject.  Any 

unique or novel perspectives on the topic of SPT were noted and categorized to ensure 

that all feedback is catalogued in order to avoid focusing on only categorically similar 

responses.    
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CHAPTER 4 

RESULTS 

The sample for this study was composed of 10 mental health professionals from 

the United States.  Each participant was vetted for participation and qualified for the 

study based on their current professional affiliation and degree(s) attained.  All 

participants are current practicing mental health professionals with professional degrees.  

Questionnaires were sent to 15 participants with 10 participants responding.  

The results are divided into the following sections: (a) demographic 

characteristics of the respondents, (b) general perceptions within the mental health 

profession regarding the current therapeutic modalities applied for sex, intimacy, and 

surrogate partner therapy, (c) the intersection and interaction of the existing framework 

for ethical and legal standards as applied to surrogate partner therapy and (d) a mental 

health practitioner’s personal and professional opinion and experience with applying 

experiential and surrogate partner therapy. 

Demographics of the Sample 

The demographic characteristics of the respondents are reported in Table 1.  

Demographic information consisted of age, race/ethnicity, gender identity, sexual 

identity, and degree/license.  The respondents (n = 10) fell into two age groups, 30-39 (n 

= 5, 50%) and 40-40 (n = 5, 50%).  The vast majority (n = 8, 80%) of the respondents 

identified as Caucasian/white, with one (n = 1, 10%) identifying as Caucasian/Other, and 
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the remaining respondent (n = 1, 10%) identifying as Asian/Indian.  The majority of the 

respondents (n = 6, 60%) self-identified as cis-gender female and the remainder (n = 4, 

40%) self-identified as cis-gender male.  Out of the 10 participants an even distribution (n 

= 2, 20%) of each license/degree was represented.  Licensed Clinical Social Worker (n =  

 
 
TABLE 1.  Demographics of the Sample (N = 10)  
 
Characteristics                                                                                f                     %     
 
Age (years) 
        20-29                                                                                       0                   0 
        30-39                                                                                       5                   50 
        40-49                                                                                       5                   50 
        50-+                  0                  0 
 
Race/Ethnicity 
        Caucasian/White              8                    80 
        Asian/Indian                  1                    10 
        Caucasian/Other                                                                     1                    10 
 
Gender Identity 
        Cis-gender Male                                                                     4                    40 
        Cis-gender Female                                                                  6                   60 
        Other                                                           0                    0   
           
Sexual Identity 
        Bisexual                                                                                   3                   30 
        Homosexual (gay)                                                                   3                   30 
        Heterosexual (Straight)                                                            1                  10                
        Pansexual                                                                                 1          10 
        Heteroflexible                                                                          1                   10         
        Queer                                                                                       1                   10 
 
License/Degree 
         Licensed Clinical Social Worker (LCSW)             2                   20 
         Licensed Clinical Psychologist                         2                   20 
         Licensed Marriage & Family Therapist (LMFT)           2                   20 
         Marriage & Family Therapist Intern (MFTI)                      2                   20 
         PhD Human Sexuality                           2                   20 
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2, 20%); Licensed Clinical Psychologist (n = 2, 20%); Licensed Marriage & Family 

Therapist (n = 2, 20%); Intern Marriage & Family Therapist (n = 2, 20%) and a Doctorate 

in Human Sexuality (n = 2, 20%) were equally represented.  The question of sexual 

identity was the most diverse within the respondents.  A third of the participants (n = 3, 

30%) identified as bisexual and another third (n = 3, 30%) identified as gay.  This was  

followed by one each (n = 1, 10%) of heterosexual, pansexual, heteroflexible and queer.  

General Perceptions Within the Mental Health Profession Regarding the Current 
Therapeutic Modalities Applied for Sex, Intimacy, and surrogate partner therapy 

 
The general perceptions within the mental health profession regarding the current 

therapeutic modalities are reported in Table 2.  There were five question in the interview 

guide centered around the perceptions within the mental health profession regarding the 

current modalities related to sex, intimacy, sex-positive therapy and SPT.  The questions 

were: “What do you feel is the general attitude towards sex therapy within the clinical 

mental health profession?”; “What do you think could be done to enhance and/or inform 

mental health professional’s ability to exercise sex positive therapy modalities?”; “What 

do you feel is the general attitude towards surrogate partner therapy within the clinical 

mental health profession?”; “When focusing on clients presenting bio-psycho-sexual 

concerns do you feel that utilizing traditional current therapy modalities (e.g.: cognitive 

behavioral therapy or “talk” therapy) is always the best solution?”; “What do you feel are 

the current limitations to counseling and/or traditional modern therapy?” 

The response to the first question was the majority (n = 8, 80%) had concerns or 

negative perceptions of the mental health profession regarding sex therapy.  The phrases 

used to describe this perspective were, “afraid of sex”, “afraid to discuss sex”, “not 

discussed”, “a fairly foreign experience”, “afraid of it”, “aren’t supportive or feel 
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uncomfortable”, “many therapists uncomfortable” and “the general attitude is pretty sex-

negative.”  Only two participants (n = 2, 20%) felt that the concept of sex therapy within 

the mental health field was “accepted” or “positive.”   

When asked what could be done to enhance or inform mental health 

professional’s view and application of sex-positive therapy modalities the majority (n = 

6, 60%) cited a need for more education.  Four (n = 4, 40%) spoke of the need to explore 

personal biases surrounding sex and sexuality and two (n = 2, 20%) said that societal 

views needed to shift to be more encompassing of sex-positive therapy.   

Responses included: 

There are a few things. First, they need more training in sexuality topics. Most 

programs either leave it out or do a laundry list without helping them look at their 

own judgments and assumptions. (Here’s polyamory! Here’s LGBT issues! 

Here’s BDSM!) I’d love to see more MHPs taking a SAR and exploring their own 

biases around sex. 

A mandatory comprehensive sex education course that included 

information on sexual minority populations would be a good place to start. 

As marriage and family therapists, relationships are at the core of our 

work and thus reminders that we cannot extricate or compartmentalize sex from 

our relationships can help. Bigger societal shifts are probably required. Therapists 

often fail to recognize their power and authority in the field of sex. Being a sex 

positive therapist and role model is something most therapists could easily adopt 

to help change societal views, but most therapists don’t recognize this potential, 

and often follow or mimic the client, either consciously but likely unconsciously. 
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When asked what the general attitude towards SPT within the mental health 

community, the majority of the responses stated that the modality was not known (n = 6, 

60%).  One participant saying, “I believe that sex surrogacy is not even on many 

therapists’ radar.”  Of those that knew about or had heard about SPT, their opinion was 

that the general perception within the mental health community was negative (n = 3, 

30%), unethical (n = 1, 10%), illegal (n = 1, 10%), or that surrogate partner therapy was 

largely equated with sex work/prostitution (n = 1, 10%).   

Some participant statements: 

I have never heard it discussed.  In fact, the only time I ever experienced an 

example was watching the movie ‘The Sessions,’ after which I thought what the 

sex surrogate in the film was essentially doing WAS, in fact, therapy that was 

extremely useful to the client. In fact, it changed his life. 

Some therapists regard sex surrogacy as an outdated modality from the 

past that has lost credibility. However, sex positive therapists are very aware of 

the power of both sex surrogacy and sexological bodywork as a means to heal 

sexual trauma and educate those who need hands on guidance. 

 
This alludes to the fact that individuals within the sex-positive therapy community 

view it in a positive light, once they learn about it.  

When asked if utilizing current traditional therapy modalities, such as cognitive 

behavioral therapy (talk therapy) was always the best solution, the majority (n = 8, 80%) 

said no.  Five of the participants (n = 5, 50%) believed that while CBT and talk therapy is 

a valid modality, it is limited and could be supplemented with other treatment modalities, 

such as experiential or SPT when needed.   
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The responses below capture the respondent’s opinions and experiences when 

asked about traditional talk therapy modalities being the best option:  

No. For two reasons. First, while talking about sex can be helpful, it’s far less 

effective than somatic work that lets clients explore their feelings and somatic 

sensations around sexuality. Second, talking about sex requires that the clinician 

be able to do so without embarrassment or judgment.  Far too many clinicians fail 

at this, especially when working with gender or sexual minority clients.  Of 

course, if MHPs got better training, this second point would be less of an issue. 

I think it depends on the client.  Talk therapy isn't always the most 

effective modality especially if clients are dealing with complex trauma or PTSD, 

seeing that trauma can be as they say, "locked in the body." Clients sometimes 

struggle to verbally articulate their trauma or the impact of their trauma. 

For the most part, but not always. I have worked effectively with people in 

talk therapy to help them overcome sexual difficulties. There are many times as a 

therapist when I wished there was a way more experiential aspect that could be 

integrated into therapy. Sometimes I think if my clients could just have the 

experience of flirting or kissing or having sex with someone who had 

“unconditional positive regard” for the client (as a therapist provides in session – 

hopefully!) it would go a long way to heal sexual shame and create tremendous 

change. 

The last question within the first section was, “What do you feel are the current 

limitations to counseling and/or traditional modern therapy?”  The responses ranged from 

“office setting” (n = 1, 10%) to the limitations of the current modalities available for use 
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(n = 3, 30%) and legal/ethical (n = 3, 30%) was also a limiting factor.  One respondent (n 

= 1, 10%) cited insurance constraints as being a limiting factor to current therapy 

practices.  

Responses included: 

Where to begin?! No, in all actuality, I quite like the boundaries that the 

profession has established for us as a great starting point. Especially for therapists 

where boundaries might be difficult. (pretty common) But, one size does not fit 

all and in many cases these boundaries can do more damage via shaming. 

Ethically and legally for example, clothing must be kept on, body contact must be 

kept to a minimum, etc..all great boundaries to have and maintain. Designed to 

protect both the client and the therapist, but in a setting where sexuality is being 

addressed this could be perceived as shaming, Because something is “not 

allowed” in therapy sends a bigger message to society about nudity, physical 

contact, etc. . (I’ve always felt as though sex coaches, who may have a Phd in 

Human Sexuality but are not licensed by the board have more freedom with these 

rules such as nudity and touch.) 

One I have struggled with is the “keep it in the office” mentality. Of 

course this is for confidentiality reasons, and many clients need the boundary of 

this mindset. But I have often wanted a walking therapy group for people with 

depression to meet their need for social interaction and exercise as a way to 

combat depression. I also think touch can be very healing and containing – so a 

hug, touching hands, therapeutic body work (i.e. somatic work), and even sex 

surrogates – could really accelerate healing and integrate the mind/body in the 
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healing process. Maintaining “do no harm” can be tricky in these situations, 

though, if therapists are getting their own need for healing and sexual touch met 

in the process. I’m not sure how to regulate or maintain that safety. 

 
 

TABLE 2. The General Perceptions Within the Mental Health Profession Regarding 
Current Therapeutic Modalities (N=10) 
 
Characteristics                                                                                 f                              % 
 
Views of Sex Therapy 
        Negative                                                8                             80              
        Positive                                                2                             20 
 
Enhance/Inform Sex Positive Therapy 
        Education              6      60 
        Exploration of personal bias             4      40 
        Societal Shift              2      20 
 
Opinion of Surrogate Partner Therapy 
        Modality Unknown                                                                 6                             60 
        Taboo if known                                                                       1                      10 
        Equated with prostitution/sex work                                        2                             20 
        Generally Negative                                                                 1                             10                                                              
        Illegal                                                1                             10 
        Unethical               1                             10 
   
Is traditional therapy modality the best solution? 
        No                                                           8                             80 
        Yes                                                                                          0                             0 
        Sexological Bodywork              2                             20 
        Potentially, but limited                                                  5                             50                                                                       
 
Limitations to current modalities 
        Office setting                                                                  1                             10 
        Limited modality acceptance            3                             30 
        Beliefs                3                             30 
        Legal/Ethical concerns                                                           3                             30        
        Insurance               1      10    
                                         
More than one factor could be reported 
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The mind, body and spirit are not exclusive of one another. Therapy often focuses 

on the mind (thoughts) and the spirit (feelings), but skirts away from the body. The 

reasons behind this avoidance are sometimes rational, such as the fear of a lawsuit if a 

client misconstrues a hug as a sexual advance. But sometimes this avoidance is simply 

the therapist’s ignorance regarding the critical power that healing the body can have to 

the overall system. 

One limitation---Insurance companies.  Only being reimbursed for specific 

types of therapies or diagnoses.  A client with limited funding may only be able to 

ascertain a specific type of therapy for X amount of sessions, depending on what the 

insurance company has deemed valuable or appropriate. 

The Intersection and Interaction of the Existing Framework for Ethical and Legal 
standards as applied to surrogate partner therapy 

 
The second main research question focused on the legal and ethical limitations 

and concerns surrounding the current licensed mental health profession.  The results of 

the five sub-questions are reported in Table 3.  The five questions administered to the 

participants for this section were: “How should the current ethical standards be revised or 

updated to better encompass sex-positive or surrogate partner therapy?”;  “What steps do 

you feel could be taken to attain a moral, ethical, and comfortable intersection between 

clinical therapy practices and interactive surrogate partner therapy?”; “What are your 

feelings about properly trained clinical therapists ethically and morally applying the 

theories of surrogate therapy to clients (e.g.: referral to a surrogate partner)?” “Utilizing 

the recovery model theory (that posits the client is in charge of their program) what are 

your feelings that clients themselves have the capacity to know and request experiential 

and/or surrogate therapy from either a sexual surrogate or their primary clinical 
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therapist?” and finally, “What do you feel is the impact of ethical and moral constraints 

applied to clinical therapy licensure on the efficacy of sex therapy or surrogate partner 

therapy?”  

The responses to the first question, “How should current ethical standards be 

revised or updated to better encompass sex-positive of surrogate partner therapy” was 

met with a diverse response from the participants.  The responses were varied and there 

was no consensus on proposed ideas.  Two participants (n = 2, 20%) believed that 

surrogate partner therapy should be an allowed modality and that this should include 

encouraging clients to explore this modality (n = 2, 20%).  There were participants who 

were unsure (n = 2, 20%) of the best approach and one (n = 1, 10%) believed that the 

therapist’s personal attitude would need to change first.  One therapist (n = 1, 10%) 

believed that no change was needed and three (n = 3, 30%) believed that specialized 

training was necessary.   

The responses were:  

Simply acknowledging and validating surrogate partner therapy in the ethical 

standards would be a great first step.  Knowledge of racial minorities is 

considered a mandatory part of an ethical therapist’s education, and therefore, the 

ethical standards should also reflect that knowledge of sexual minorities 

(LGBTQ, kink, non-monogamous, and sex worker communities) is also a 

mandatory part of an ethical therapist’s education.  

I think clinicians individually need to recognize that ethically one size 

does not fit all.” Sometimes, for example, it might be appropriate to meet your 

client out in the world, out in public, not always. Strict adherence, in all cases, 
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does not a better clinician make and may not be very helpful to the client. 

Sometimes we need to take a step back and look at the big picture. We need to 

understand what might be most beneficial to the client. 

Ethically, to do any specific type of therapy a mental health 

professional must be 1) properly trained (ie. education, competency, experience), 

2) needs to address their own counter-transference using available peer and 

professional resources, 3) must focus on the client's treatment plan & emotional 

well-being, 4) and use evidence-based treatment models. 

 
The second question delved deeper into the mechanics of surrogate partner 

therapy in relationship to clinical therapy.  The question asked what could be done to 

create and maintain a comfortable and ethically acceptable intersection between clinical 

therapy practices and interactive surrogate partner therapy.  This question saw the 

majority (n = 7, 70%) answer that education was a key component to integrating 

surrogate partner therapy into an effective modality.  The aspect of communication and 

processing between client and therapist, and therapist to therapist was also important (n = 

3, 30%).  These were followed with clarity of roles and practitioner boundaries within the 

execution of the modality (n = 2, 20%), having a clear code of ethics and legal boundaries 

(n = 2, 20%), and enhance and increase the perception of the legitimacy of the practice of 

surrogate partner therapy (n = 2, 20%).   

Some of the responses were: 

Education and clearly defined roles. It is helpful if the surrogate partner can be 

very clear about the roles of each in the process.  As therapists we are not taught 

about surrogate partner therapy in schools. We may learn how to consult or work 
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as a team, and that can be very helpful. In my experience, a lot of the clients I 

have seen in SPT have sought it out because of the type of therapy it is.  Perhaps 

they had already tried traditional sex therapy or traditional talk therapy and it did 

not work.  And thus they needed to try something different. These clients tend to 

be more resistant to the talk therapy portion of S PT. in these cases again it was 

very important for the surrogate to specifically and clearly define roles to both the 

client as well as me, the therapist. It is important for whichever therapist, whether 

it be the sex therapist or the surrogate partner, who initiates the S PT to clearly 

define roles with the client. 

I believe that surrogate partner therapy will open up attachment wounds 

for clients (not necessarily a bad thing, just a powerful thing).  I therefore believe 

there should be a clear boundary/distinction between therapist and surrogate.  For 

example, not being part of the same office.  The therapist can process the 

experience with the client but not be a liaison between the client and surrogate.  I 

also believe therapists should receive specific training and supervision before 

working with a surrogate.  Finally, I believe surrogates should have extensive 

education, training, and supervision, including a requirement that they explore 

their additions and experience some form of sexual recovery to address sexual 

wounding and/or addictions. 

I’m not sure they should necessarily be the same person, but I feel they 

*can* be.  This is where the BBS would have to make major strides in order to 

eventually allow for this cross-section within their ethical code. It would have to 
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be a new area of study, so that a licensed clinician could actually specialize in 

being a surrogate partner. 

 The third question under this main research question was, “What are your feelings 

about properly trained clinical therapists ethically and morally applying the theories of 

surrogate therapy to clients (e.g.: referral to a surrogate partner)?”  There is a clear 

distinction when comparing this question to a question under the third main research 

question, which asks if a licensed mental health professional can apply surrogate partner 

therapy themselves rather than refer to an SPT practitioner.  The majority of the 

respondents (n = 7, 70%) viewed referral to a surrogate partner therapist as a positive 

option.  One participant (n = 1, 10%) saw this option as situational and said, “I believe in 

some cases it can be helpful and in some cases it can be harmful.”  Two of the 

respondents (n = 2, 20%) believed that more research was needed before a decision could 

be made.   

The following responses illustrate the participants’ opinions regarding referring 

clients to surrogate partner therapists: 

I love this idea! Sex is something that is learned by doing. It is a tactile, physical 

function. It only makes sense that people who are struggling with concerns around 

sexual function be guided (physically) how to work through their concerns. 

Personally, I find it cruel that a therapist would send somebody out into the world 

to navigate their issues with someone who is unable or unwilling to hold a safe 

space for that person. We cannot truly help a person be whole if we are neglecting 

the very core of their struggle. 
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I think it makes lot of sense. There are things that can only be learned by 

doing them and a surrogate can offer support, insight, and a container that is very 

different from what a partner can offer. If more surrogates were available and if 

more therapists would work with them, they’d be able to do a lot. 

I wish it could happen!! Let’s face it, plenty of “coaches” who have zero 

training in psychology and therapy are doing this work anyway. To combine 

formal therapy training and understanding of mental illness would help ensure 

that no harm is done to clients. 

 
 The fourth question in this subset defined, and perhaps introduced to some 

respondents, the concept of the Recovery Model theory that encourages co-ownership of 

a client’s goals.  The theory encourages the client to set the pace, goals, and methods for 

their treatment.  The question was, “Utilizing the recovery model theory (that posits the 

client is in charge of their program) what are your feelings that clients themselves have 

the capacity to know and request experiential and/or surrogate therapy from either a 

sexual surrogate or their primary clinical therapist?”  The respondents reported that due 

to the nature of the practitioner-relationship, the use of the modality under this model is 

largely situational (n = 3, 30%).  One respondent (n = 1, 10%). also stated that a client 

utilizing the Recovery Model concept was unknown to them and this was matched in 

occurrence by only one participant (n = 1, 10%) stating that they had experienced clients 

who were the expert and knew to ask about surrogate partner therapy.  Three (n = 3, 

30%) of the interviewed therapists thought that the therapist should present or suggest the 

modality as an option if the client was unaware of the modality and three (n = 3, 30%) 

believed that clients were unaware of surrogate partner therapy as a modality.  
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 Some of the responses received were: 

I believe that a client should have the option of receiving a referral to see a sexual 

surrogate.  I think that therapists could not be the surrogate because there would 

be too many transference/counter-transference issues. 

In my experience I would say about 90% of the clients that I have treated 

in surrogate partner therapy have sought out surrogate partner therapy on their 

own. Whether they heard about it on TV, in a magazine article or if they found it 

during a search due to a current issue they are having, they came to understand 

and recognize that SPT would be a valuable source of treatment for them. I have 

had potential clients contact me interested in surrogate partner therapy. I generally 

feel that the client is the expert in understanding and knowing what their issues 

are. Often times clients have the most insight into understanding what is going to 

be most beneficial for them in terms of treatment. 

I think it depends on the situation. High-functioning clients might be able 

to seek it out, if they knew about it. But there are situations in which I think it’s 

better for the therapist to initiate the topic. 

 The final question under the main research question focused on the ethical and 

legal concerns surrounding surrogate partner therapy was, “What do you feel is the 

impact of ethical and moral constraints applied to clinical therapy licensure on the 

efficacy of sex therapy or surrogate partner therapy?”  Three (n = 3, 30%) found that the 

current licensing criteria inhibited and placed unnecessary limitations on the execution of 

surrogate partner therapy referral.  And three (n = 3, 30%) participants also expressed a 

fear of negative repercussions regarding lawful challenges and putting one’s professional 
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license in jeopardy.  One (n = 1, 10%) participant felt that the licensure limitations 

created unnecessary separation between the licensed practitioner and the SPT modality.  

Two (n = 2, 20%) of the respondents reported they were unsure of the impacts of 

licensure ethics and the impact on surrogate partner referral.  

The responses that exemplify these responses are:  

I believe that most therapists would be concerned about losing their license by 

even referring a client to see a sex surrogate.  Also many therapists due to their 

own issues with sex might have some moral objections to doing sex therapy or 

surrogate partner therapy. 

While I understand why MHPs have the legal and ethical constraints that 

they do, it does seem like they impose unnecessary limits on surrogacy. If there 

was more room for some clients to benefit from surrogacy without triggering fears 

of sexualizing the therapist-client relationship, we see how surrogacy could be 

useful to more people. 

I believe the vague ethics and laws related to surrogate partner therapy 

leave informed therapists fearful of using this treatment modality. 

A Mental Health Practitioner’s Personal and Professional Opinion and Experience With  
applying experiential and surrogate partner therapy 

 
The results of the final five questions are shown in Table 4 below.  As with 

the prior main research questions, this section had five sub-questions answered by 

the 10 participants.  The questions asked were, “How do you as a mental health 

professional view surrogate partner therapy?”; “What do you feel could be done to 

legitimize and reduce stigma associated with surrogate partner therapy?”; “Have  
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TABLE 3. The Intersection of Legal and Ethical Standards Regarding SPT 
 
Characteristics                                                                                 f                              % 
 
 
Revisions to Current Ethical Standards 
        Should be allowed                                   2      20                              
        Encouragement of clients                                  2                             20 
        Unsure               2      20 
        Therapist attitude             2      20 
        No change needed             1      10 
        Special training or licensure            3      30 
 
Moral and Ethical Intersection of SPT 
        Education              7      70 
        Clarity of roles and practitioner boundaries          2      20 
        Process/Communication             3      30 
        Clear code of ethics/legal boundaries               2      20 
        Increased legitimacy of SPT itself           2      20 
 
Licensed MHP applying SPT 
        A positive option to refer to an SPT                                        7                           70 
        Situational                           1                     10 
        More research needed before referral            2                            20 
 
Utilizing the Recovery Model 
        Modality unknown to the therapist                                           1                           10 
        Situational                            3                      30 
        Client is the expert and seeks out the treatment             1                           10 
        Clinical therapist should offer the modality             3                           30                                                              
        Clinical therapist believes client unaware of the modality       3                           30 
 
Impact of Ethics Comingled with Licensure on Efficacy of SPT 
        Fear of negative licensing ramifications                                 3                            30 
        Unnecessary limitations on the execution of SPT                    3                            30 
        Unnecessary separation between practitioner and modality    1                            10 
        Impact unknown                                                       2                            20                                                                       
 
More than one factor could be reported 

 



85 

you, or another mental health professional you know, personally engaged in the referral 

or application of surrogate partner therapy and if so, what was the outcome?”; “In what 

circumstances do you feel clinical therapists should refer a client to surrogate partner 

therapy?”; and finally, “How could a licensed clinical therapist, such as an LCSW, MFT, 

or licensed therapist, personally apply surrogate therapy to a client?”   

The first question, “How do you as a mental health professional view surrogate 

partner therapy?” was presented as a simple opinion generator to gauge the participant’s 

personal feelings concerning the modality.  If grouped under the concept of a “positive” 

viewpoint, then the majority (n = 7, 70%) reported a positive reaction to surrogate partner 

therapy.  This is further dissected as follows: two (n = 2, 20%) viewed surrogate partner 

therapy as a “positive experience”, two (n = 2, 20%) viewed the modality as “powerful”, 

and three (n = 3, 30%) reported viewing surrogate partner therapy as a “valuable” tool.  

One (n = 1, 10%) noted they would be comfortable referring a client to surrogate partner 

therapy if it was appropriate and after having done appropriate research into IPSA and the 

educating themselves on the modality.  Two respondents (n = 2, 20%) noted they were 

“curious” about surrogate partner therapy and one (n = 1, 10%) each reported a “lack of 

information” concerning the modality and that “more training” would be necessary.  

The second question, “What do you feel could be done to legitimize and reduce 

stigma associated with surrogate partner therapy?” received the majority of responses (n 

= 7, 70%) under the category of “education.”  This was followed by the desire for a 

general reduction in sexual stigma and shame (n = 4, 40%).  Two respondents (n = 2, 

20%) referenced the need for more research into the modality of surrogate partner 
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therapy and two (n = 2, 20%) mentioned the need to legitimize and de-stigmatize sex 

work.   

Some of the responses that seek to clarify and reduce stigma surrounding 

surrogate partner therapy are: 

Education and exposure. It's funny, the best people to speak out on how 

successful surrogate partner therapy is are often the clients themselves. Because 

of the stigma around it so many people are afraid to even admit that they have 

gone through a program like this. It's very unfortunate. Many of the clients I have 

seen are women, and in our society women don't pay for sex. And unfortunately 

this is how they see it. Most of the clients understand they are not "paying for 

sex" however they are reluctant to let the public know, to let friends or family 

know, because they recognize that it probably will be misinterpreted. I have 

worked with clients who have been interested in writing blogs or testimonials 

about surrogate partner therapy but in the end they don't. They don't really tell 

anyone that they've done it.  In fact I have had a client be ostracized and 

unfriended on Facebook because she told someone that she was seeking surrogate 

partner therapy. 

For starters, professionals in the field need to stop shaming various forms 

of sex work and activity. SPT is not prostitution. Sex and the desire for it is 

natural and innate. SPT could also be covered in coursework when studying 

various modes of therapy. 

Reducing stigma around sex and sex work in general would be a great way 

to start.   
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More information at general psychotherapy conferences.  Modalities 

included in MFT, PsyD, and LCSW programs. 

 The third question under the final research questions read, “Have you, or another 

mental health professional you know, personally engaged in the referral or application of 

surrogate partner therapy and if so, what was the outcome?”  This question was important 

to establish first-hand experience of the modality.  The majority (n = 4, 40%) of the 

respondents said they had not referred or personally knew of referrals for surrogate 

partner therapy.  Three (n = 3, 30%) said they had referred or knew of someone referring 

surrogate partner therapy and that the experiences were positive (n = 3, 30%).  There was 

a direct correlation between the referrals and a positive SPT experience.  No one (n = 0, 

0%) said that a referral experience was negative. And finally three (n = 3, 30%) of the 

respondents said they were aware of referrals either anecdotally or first hand but did not 

know the outcome of the experience.   

 Some of the experiences related to the referral of surrogate partner therapy are as 

follows:  

No. I have wanted to, but I have not because I don’t know anyone who I can trust. 

I know a fellow therapist who frequently refers to a sex surrogate and he 

feels this approach is extremely effective. 

Yes, I have worked with a dozen or so clients in actual surrogate partner 

therapy. To be clear, most of the clients (with the exception of one so far) sought 

out surrogate partner therapy on their own and upon learning they needed to also 

work with a licensed therapist were then referred to me because of my work in 

sex therapy. The majority of the clients I have seen have been female, and when 
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SPT is used to treat painful intercourse or vaginismus the outcomes have been 

excellent. The outcomes have been less so effective when the client is seeking 

SPT to treat some other issue as the clients I mentioned above, or when they are 

closed off to recognizing the psychological component of surrogate partner work.  

Fortunately a lot of people think Surrogate partner therapy will help them with 

their physical issues but they failed to recognize the mind – body connection in 

their issue. 

Yes, I and other professionals I know have as well. I personally have 

worked on both ends as either the therapist or the surrogate – never both with the 

same client. The positive outcome is undeniable. There’s a deeper part of a being 

that can be reached when touch is involved. For disabled clients I have found it 

very useful in many of them believe that they are disgusting and that nobody 

could ever love them. Breaking down their walls and genuinely seeing the beauty 

in them helps them to see the beauty in themselves as well. They are able to push 

past insecurities when they can explore their fears around intimacy in a safe 

space. By the end of our time together they are able to go out into the world and 

see their wants, needs, desires have value and that they are a person worthy of 

physical affection. 

 The fourth question asked, “In what circumstances do you feel clinical therapists 

should refer a client to surrogate partner therapy?”  All but one (n = 9, 90%) responded 

that it depends on the client and the client’s situation or presenting challenge while one (n 

= 1, 10%) said they did not know.  The responses were further broken down into six more 

specific circumstantial sub-categories.  Three (n = 3, 30%) said that “delayed virgin” was 
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an acceptable need for SPT.  Two each (n = 3, 20%) said that when traditional modalities 

(talk therapy/CBT) became ineffective, sexual abuse or trauma recovery was present, 

physical disability was a presenting affect, and when working with elder clients, they all 

benefited from SPT referral.  Four (n = 4, 40%) said that generalized sexual dysfunction, 

such as pain, inability to maintain an erection, fear, shame, or vaginismus were all valid 

concerns warranting the exploration and referral of SPT.  Responses validating this 

concept are: 

When CBT just isn’t enough and the person has some sexual dysfunction that 

they cannot overcome, a sex surrogate would be very helpful. 

I believe the safest way (although not the only appropriate way) would be 

when the client is attempting to overcome a specific physical (e.g., pain, inability 

to maintain erection) or psychological (fear, shame) barrier to sex.” 

Most often I want to refer when I have “40 year old virgins” or when I 

have people who are worried about their skill with sex and would benefit from 

training and practice to build their confidence to find partners on their own and 

have satisfying sex lives. 

I often refer clients to Surrogate partner therapy if I feel they are hitting a 

wall in terms of talk therapy. If they fail to address their limitations with intimacy 

overtime and I feel like they need someone to actually provide them with a 

corrective emotional experience then I will refer them to S PT. Sometimes we 

actually need to live it in order to believe it is possible to change.  Then SPT is 

great! 
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It really depends on the client individually. Cases where I have seen it 

most effective would include disabled individuals. Chronically disabled have 

lived much of their lives feeling undeserving and “gross” to what they view as 

their “normal” counterparts. Newly disabled have a very challenging time 

navigating how to feel whole again when their bodies don’t function sexually as 

they are used to. Older virgins also benefit greatly. 40-year-old virgin was a very 

successful comedy but it was also a pretty clear picture of just how awful it can be 

to be an older virgin. Thankfully the character in the movie had a very kind 

partner who provided a safe space for him to learn feel accepted. Generally, for 

most older virgins, this is not the case. 

When asked the final question of the questionnaire, “How could a licensed 

clinical therapist, such as an LCSW, MFT, or licensed therapist, personally apply 

surrogate therapy to a client?” the respondents clearly favored separation of SPT and the 

licensed clinical therapist action (n = 6, 60%) by saying that “they shouldn’t.”  This was 

followed by three respondents (n = 3, 30%) saying that with proper licensure a licensed 

clinical mental health professional could apply SPT.  This response was further clarified 

by one respondent (n = 1, 10%) stating that the modalities needed to be separate.  The 

idea of clear separation was reiterated by another respondent (n = 1, 10%) who 

commented that SPT should be “referral only” for the client.  One respondent (n = 1, 

10%) said they did not know how or if a licensed professional could personally apply 

SPT.   

Some of the respondent’s commentaries are below:  
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I don’t believe the therapist should “personally” apply surrogate therapy to a 

client because, in order to adequately contain/process attachment wounds that 

arise, I believe the therapist and surrogate need to be separate and unaffiliated.” 

As far as I’m aware, they shouldn’t. The role of the therapist is different 

from the role of the surrogate and it’s important to keep the boundaries clean. 

That’s not just for legal reasons- it’s also for the benefit of the client. 

I don’t believe that it would be ethical for a therapist to be a sex surrogate for 

their client due to transference issues. 

Within the current framework, I talk frankly about sex, provide 

information about sex and technique, roleplay conversations, and explore fears 

and accompanying cognitive distortions and shame. I have fantasizes about being 

a “wing man” for clients as they are out in the world talking to people, so I have 

can give on the spot encouragement and feedback. I a few instances I have wished 

I had the legal, ethical green light to be the person to actually show sexual 

techniques. Therapy is a very emotionally intimate process. People tell me things 

they have not told anyone else in their lives. The goal of this, in my view, is that 

once they learn they will be accepted, this opens the door for deeper connections 

with others. I wish the same process could be used with physical intimacy. I think 

our culture’s taboo around sex is a huge barrier to this. I also think engaging in 

intimacy on all levels – mind, body, spirit – and integrating them, as the potential 

to be hugely transformative. I wish psychology / mental health professions could 

embrace the whole person in this way. 
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You know surrogate partner therapy is nothing but corrective emotional 

experiences that are practical and in real time. As therapists we provide corrective 

emotional experiences every day. We do not need to touch our partner nor take 

off our clothes nor meet them outside of the therapy office in order for these 

experiences to take place. We can do a lot in the office, in our interactions with 

the client. From being sex positive, to being nonjudgmental, to allowing the client 

to have their own experiences and their own thoughts and being a good listener 

and a role model we can provide so much corrective emotional experience for 

clients to learn and recognize that who they are is normal, what they are 

experiencing is normal, and that change is possible.  But with that said, I know 

lots of therapists who whether they practice sex therapy or not, will do what they 

believe to be best for the client. 

 

 

 

 

 

 

 

 

 

 

 



93 

TABLE 4. Licensed MHP Opinions of Surrogate Partner Therapy 
 
Characteristics                                                                                 f                              % 
 
How Do You View Surrogate Partner Therapy 
        Lack of information                                   1      10                              
        More training needed                                   1                             10 
        Positive experience             2      20 
        Powerful                2      20 
        Valuable tool                      3      30 
        Curious                1      10 
        Comfortable              1       10 
 
How to Legitimize and De-Stigmatize SPT 
        Education              7      70 
        General reduction in sexual stigma/shame          4      40 
        Research and empirical data            2      20 
        Legitimization and de-stigmatization of sex work            2      20 
  
Have You Engaged or Referred SPT? 
        Yes                                                    3                             30 
        No                                   4                      40 
        Yes, positive experience             3      30 
        Yes, negative experience                       0                               0 
        Yes, outcome unknown             3      30 
 
Circumstances of Referral for SPT 
        Situational, dependent on client’s needs                                 9                             90 
        When “traditional talk” becomes ineffective                      2                       20 
        Delayed virginity               3                             30 
        Abuse or sexual trauma survivors             2                             20                                                              
        Sexual dysfunction, generalized             4                             40 
        Elder                2       20 
        Physical disability              2       20 
        Unknown                1       10 
  
How Could a Licensed MHP Personally Apply SPT? 
        They Shouldn’t                                     6                            60 
        Training and/or Licensure                         3                            30 
        Referral only                 1                            10 
        Modalities must be separate (but clinician could do both)       1      10 
        Unknown                                                                  1                            10    
                                                                     
More than one factor could be reported 
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CHAPTER 5 

DISCUSSION 

The purpose of the study was to investigate, from a licensed mental health 

professionals’ point of view, the attitudes and opinions surrounding SPT and sex-positive 

therapy modalities.  More specifically, the goal was to ascertain, in the experiences of 

these individuals, how SPT is viewed within the clinical mental health professional field 

and how this specific modality could be de-stigmatized, more readily accepted, and 

implemented.  The study explored 1) What the perceptions within the mental health 

profession were of the current modalities with sex, intimacy, or relationship therapy and 

the role of surrogate partner therapy assistance or referral, 2) How the current ethical 

standards exercised by the licensed mental health profession within the existing ethical 

framework could be maintained using surrogate partner therapy and 3) How appropriate 

and powerful experiential and surrogate partner therapy is when applied by a licensed 

mental health practitioner.   

To explore the research questions mentioned above, the questionnaire utilized in 

this study included items in which the goal was to focus on the participants’ experiences 

with clinical therapy related to the sex-positive modality and/or SPT.  Instances of such 

questions are, “Have you or another mental health professional you know, personally 

engaged in the referral or application of surrogate partner therapy and if so, what was the 
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outcome?” and “What do you feel is the general attitude towards sex-therapy within the 

clinical mental health profession?”  

Demographics 

 The 10 respondents ranged in age from 31-49, with two evenly distributed spreads 

between 30-39 (n = 5, 50%) and 40-49 (n = 5, 50%).  The majority (n = 6, 60%) was 

female and the remaining (n = 4, 40%) were male.  The majority (n = 8, 80%) of the 

respondents identified as Caucasian/white, with one (n = 1, 10%) identifying as 

Caucasian/Other, and the remaining respondent (n = 1, 10%) identifying as Asian/Indian.  

The majority of the respondents (n = 6, 60%) self-identified as cis-gender female and the 

remainder (n = 4, 40%) self-identified as cis-gender male.  Out of the 10 participants an 

even distribution (n = 2, 20%) of each license/degree was represented.  Licensed Clinical 

Social Worker (n = 2, 20%); Licensed Clinical Psychologist (n = 2, 20%); Licensed 

Marriage & Family Therapist (n = 2, 20%); Intern Marriage & Family Therapist (n = 2, 

20%) and a Doctorate in Human Sexuality (n = 2, 20%) were equally represented.  The 

question of sexual identity was the most diverse within the respondents.  A third of the 

participants (n = 3, 30%) identified as bisexual and another third (n = 3, 30%) identified 

as gay.  This was followed by one (n = 1, 10%) each of heterosexual, pansexual, 

heteroflexible and queer.  The respondents that identified as gay or bi-sexual was over-

representative and more diverse than the general populaces’ claimed sexual identity of 

only 1% according to the 2011 census on same-sex coupled households (Lofquist, 2011).   

This particular line of questioning has not been asked to a cohort of licensed 

clinical mental health professionals so there is no way to determine if the findings are 

consistent with other, non-existent, studies.  
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General Perceptions Within the Mental Health Profession Regarding the Current 
therapeutic modalities applied for sex, intimacy, and surrogate partner therapy 

 
There were five question in the interview guide centered around the perceptions 

within the mental health profession regarding the current modalities related to sex, 

intimacy, sex-positive therapy and SPT.  The majority (n = 8, 80%) had concerns of 

negative perceptions within the mental health profession regarding sex therapy.  The 

phrases used to describe this perspective were, “afraid of sex”, “afraid to discuss sex”, 

“not discussed”, “a fairly foreign experience”, “afraid of it”, “aren’t supportive or feel 

uncomfortable”, “many therapists uncomfortable” and “the general attitude is pretty sex-

negative.”  Only two participants (n = 2, 20%) felt that the concept of sex therapy within 

the mental health field was “accepted” or “positive.”   

When asked what could be done to enhance or inform mental health 

professional’s view and application of sex-positive therapy modalities the majority (n = 

6, 60%) cited a need for more education, especially those focusing on sexual minorities 

such as the LGBT populace, polyamory, and BDSM as well as sexual dysfunction.  Four 

(n = 4, 40%) spoke of the need to explore personal biases surrounding sex and sexuality 

and two (n = 2, 20%) said that societal views needed to shift to be more encompassing of 

sex-positive therapy.  The last observation echoes the findings within the literature 

review pointing to a generalized fear and stigmatization of sex and sexuality within 

American culture.  

When asked what the general attitude towards SPT within the mental health 

community was, the majority of the responses stated that the modality was not known (n 

= 6, 60%).  One participant saying, “I believe that sex surrogacy is not even on many 

therapists’ radar.”   Of those that knew about or had heard about SPT, their opinion was 
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that the general perception within the mental health community was negative (n = 3, 

30%), unethical (n = 1, 10%), illegal (n = 1, 10%), or that SPT was largely equated with 

sex work/prostitution (n = 1, 10%).  These responses alluded to the fact that individuals 

within the sex-positive therapy community view SPT in a positive light, once they learn 

about it.  

When asked if utilizing current traditional therapy modalities, such as cognitive 

behavioral therapy (talk therapy) was always the best solution, the majority (n = 8, 80%) 

said no.  To be fair, one respondent said, “I don’t believe anything is “always the best 

solution” with regard to therapy.”  Five of the participants (n = 5, 50%) believed that 

while CBT and talk therapy is a valid modality, it is limited and could be supplemented 

with other treatment modalities, such as experiential or SPT when needed.   

When asked, “What do you feel are the current limitations to counseling and/or 

traditional modern therapy?”  The responses ranged from “office setting” (n = 1, 10%) to 

the limitations of the current modalities available for use (n = 3, 30%) and observing that 

legal and ethical concerns were (n = 3, 30%) also a limiting factor.  The “office setting” 

comment was a result of the participant’s desire to implement experiential treatment 

modalities, which could include leaving the office setting and engaging with clients in the 

“real world.”  The participant believed that this would be beneficial to those suffering 

from anxiety around social interaction.  This echoes several other participants questioning 

the lack of human touch in a clinical setting, especially when a client is expressing 

something personal that renders them vulnerable.  One participants notes that in any other 

setting; casual, friends, etc., we as humans would attempt to comfort, but in a 

practitioner-client setting the fear of negative repercussions keeps that desire stymied.  
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The participant (n = 1, 10%) that cited insurance as being a limiting factor said, “Only 

being reimbursed for specific types of therapies or diagnosis.  A client with limited 

funding may only be able to ascertain a specific type of therapy for X amount of sessions, 

depending on what the insurance company has deemed valuable or appropriate.”  

Addressing the concerns of insurance coverage for mental health care has been attempted 

over several years and instances with the mental health parity act.  The act is an attempt 

to provide mental health coverage, however the coverage does not cover any form of 

what may be considered “alternative” therapy practices, such as SPT and some 

alternative medicines (Pear, 2013).  There are also exceptions for small businesses, 

potentially resulting in gaps in coverage for the insured. 

The overall perception of sex-positive and SPT within the licensed clinical mental 

health profession was that it is largely stigmatized or viewed in a negative light.  A 

potential solution to this concern was seen as more education and training for providers to 

recognize the modality itself, an to become more comfortable and aware of their own 

personal biases or concerns surrounding sex and sexuality in order to empower their 

clients.  

The Intersection and Interaction of the Existing Framework for Ethical and Legal 
standards as applied to surrogate partner therapy 

 
The second main research question focused on the legal and ethical limitations 

and concerns surrounding the current licensed mental health profession.  The responses to 

the first question, “How should current ethical standards be revised or updated to better 

encompass sex-positive of surrogate partner therapy” was met with a diverse response 

from the participants.  The responses were varied and there was no clear majority 

alluding to a clear change, or even a need for a change in the current ethics.  Two 
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participants (n = 2, 20%) believed that SPT should be an allowed modality and that this 

should include encouraging clients to explore this modality (n = 2, 20%).  There were 

participants who were unsure (n = 2, 20%) of the best approach and one (n = 1, 10%) 

believed that therapists’ personal attitudes would need to change first.  One therapist (n = 

1, 10%) believed that no change was needed and three (n = 3, 30%) believed that 

specialized training was necessary.  A common sentiment throughout all of the questions 

centered around continuing education and training as a way to learn about sex-positive 

and SPT as well as become more comfortable as a community when addressing sex and 

sexuality.  The respondent’s believed that by reducing negativistic or fearful perceptions 

surrounding sex-positive and SPT that the mental health community could be of greater 

service to their clients.   

The second question delved deeper into the mechanics of surrogate partner 

therapy and its relationship to clinical therapy.  The question asked what could be done to 

create and maintain a comfortable and ethically acceptable intersection between clinical 

therapy practices and interactive SPT.  As the respondents to the first question iterated, 

this question saw the majority (n = 7, 70%) answer that education was a key component 

to integrating SPT into an effective modality.  The aspect of communication and 

processing between client and therapist, and clinical therapist to surrogate therapist was 

also important (n = 3, 30%).  These were followed with clarity of roles and practitioner 

boundaries within the execution of the modality (n = 2, 20%), having a clear code of 

ethics and legal boundaries (n = 2, 20%), and enhance and increase the perception of the 

legitimacy of the practice of SPT (n = 2, 20%).  The responses to this question allude to 

the responses of the last question in the questionnaire wherein all respondents believe that 
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there needs to be a clear and defined separation between a clinical mental health 

practitioner and the application of SPT.   

The third question under this main research question was, “What are your feelings 

about properly trained clinical therapists ethically and morally applying the theories of 

surrogate therapy to clients (e.g.: referral to a surrogate partner)?”  There is a clear 

distinction when comparing this question to a question under the third main research 

question, which asks if a licensed mental health professional can apply SPT themselves 

rather than refer to an SPT practitioner.  The majority of the respondents (n = 7, 70%) 

viewed referral to a surrogate partner therapist as a positive option.  One participant (n = 

1, 10%) saw this option as situational and said, “I believe in some cases it can be helpful 

and in some cases it can be harmful.”  Two of the respondents (n = 2, 20%) believed that 

more research was needed before a decision could be made.  As discovered in 

researching the application and efficacy of SPT, there is simply exceptionally limited 

research and empirical data available to substantiate the effectiveness of SPT and the 

empirical data that is available is old (Noonan, 1984). 

 The Recovery Model theory encourages co-ownership of a client’s goals and was 

loosely defined within the questionnaire to enhance the participants’ understanding of the 

theory and encourage a relevant answer.  The question asked what the respondent’s 

feelings were when giving clients themselves the capacity to know and request 

experiential and/or surrogate therapy from either a sexual surrogate or their primary 

clinical therapist utilizing the Recovery Model.  The respondents reported that due to the 

nature of the practitioner-relationship, the use of the modality under this model is largely 

situational (n = 3, 30%).  One respondent (n = 1, 10%). also stated that a client utilizing 
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the Recovery Model concept was unknown to them and this was matched in occurrence 

by only one participant (n = 1, 10%) stating that they had experienced clients who were 

“the expert” and knew to ask about SPT.  This implies the therapist and client engaged in 

the concept of the Recovery Model theory by taking control of their counseling, 

regardless of if the client could articulate the theory itself.  Three (n = 3, 30%) of the 

interviewed therapists thought that the therapist should present or suggest the modality as 

an option if the client was unaware of the modality and three (n = 3, 30%) believed that 

clients were unaware of SPT as a modality.  The responses indicated that along with SPT, 

many clients might not know or be able to effectively define the concept of the Recovery 

Model theory.  With the lack of client awareness it would fall to the therapist to educate 

their client on the modality and it requires a secure therapist to relinquish the control and 

reduce any instances of ego.  

 The last question under the second main research question focused on the ethical 

and legal concerns surrounding SPT.  The question sought to gauge the perception and 

eek out if licensed clinicians felt that the current licensing structure, largely mired in 

ethics for the protection of clients, inhibited the application of SPT.  In other words, did 

licensure limit a clinician’s options for therapy modalities?  The respondents again 

provided a diverse response to what one participant termed “a tough question.”  Three (n 

= 3, 30%) found that the current licensing criteria inhibited and placed unnecessary 

limitations on the execution of SPT referral.  And three (n = 3, 30%) participants also 

expressed a fear of negative repercussions regarding lawful challenges and putting one’s 

professional license in jeopardy.  One (n = 1, 10%) participant felt that the licensure 

limitations created unnecessary separation between the licensed practitioner and the SPT 
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modality.  Two (n = 2, 20%) of the respondents reported they were unsure of the impacts 

of licensure ethics and the impact on surrogate partner referral.  Overall the respondents 

reported negative or inhibitive perceptions of the current licensing criteria in prescribing 

SPT.   

A Mental Health Practitioner’s Personal and Professional Opinion and Experience With 
applying experiential and surrogate partner therapy 

 
The last main research question attempted to gauge how important and potentially 

effective the actual application of SPT is, or could be, within the licensed clinical mental 

health profession.  The last question asking how a licensed clinical mental health 

professional could (or should) personally apply SPT to their client sought to understand 

and illustrate the dynamics between ethics, morality, licensure, efficacy and the overt 

interaction between these ideals when applying clinical mental health services.  

Essentially, who can or should be able to implement what is widely regarded as a 

controversial and stigmatized mental health modality and what are the ramifications and 

limitations within our current licensure system? 

The first question, “How do you as a mental health professional view surrogate 

partner therapy?” was presented as a simple opinion generator to gauge the participant’s 

personal feelings concerning the modality.  If grouped under the concept of a “positive” 

viewpoint, then the majority (n = 7, 70%) reported a positive reaction to SPT.  This is 

further dissected as follows: two (n = 2, 20%) viewed SPT as a “positive experience”, 

two (n = 2, 20%) viewed the modality as “powerful”, and three (n=3, 30%) reported 

viewing SPT as a “valuable” tool.  One (n = 1, 10%) noted they would be comfortable 

referring a client to SPT if it was appropriate and after having done appropriate research 

into IPSA and the educating themselves on the modality.  Two respondents (n = 2, 20%) 
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noted they were “curious” about SPT and one (n = 1, 10%) each reported a “lack of 

information” concerning the modality and that “more training” would be necessary.  

Education was seen as the most effective tool in the goal of de-stigmatization of 

sex-positive therapy and SPT.  This is evidenced in the second sub-question, asking what 

could be done to legitimize and reduce stigma associated with SPT.  “Education” 

received the majority of responses (n = 7, 70%).  This was followed by the desire for a 

general reduction in sexual stigma and shame (n = 4, 40%).  Two respondents (n = 2, 

20%) referenced the need for more research into the modality of SPT and two (n = 2, 

20%) mentioned the need to legitimize and de-stigmatize sex work.   

The third question under the final research question asked if the participant had 

experienced or referred SPT.  And if they had utilized this modality, what was the 

outcome?  This question was important to establish first-hand experience in executing 

SPT and also provided further insight into the opinions of the modality itself.  Special 

attention was paid to instances of judgment, shame or fear within the participant 

responses.  The majority (n = 4, 40%) of the respondents said they had not referred or 

personally knew of referrals for SPT.  Three (n = 3, 30%) said they had referred or knew 

of someone referring SPT and that the experiences were positive (n = 3, 30%).  There 

was a direct correlation between the referrals and a positive SPT experience.  No one (n = 

0, 0%) said that a referral experience was negative. And finally three (n = 3, 30%) of the 

respondents said they were aware of referrals either anecdotally or first hand but did not 

know the outcome of the experience.  Where there was an experience, either in first hand 

referral, or in the knowledge of another practitioner utilizing the modality, the 

participants reported positive outcomes and were in favor of SPT.  Those that did not 
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have personal experience in referral or knowledge of SPT noted that they were open to 

the modality and there was no stigma or negative feelings towards the idea of referral.  

 Getting more specific regarding the circumstances and opinions regarding SPT, 

the fourth question explored specific SPT referral circumstances.  All but one (n = 9, 

90%) responded that it depends on the client and the client’s situation or presenting 

challenge while one (n = 1, 10%) said they did not know.  The responses were further 

broken down into six more specific circumstantial sub-categories.  Three (n = 3, 30%) 

said that “delayed virgin” was an acceptable need for SPT.  Two each (n = 3, 20%) said 

that when traditional modalities (talk therapy/CBT) became ineffective, sexual abuse or 

trauma recovery was present, physical disability was a presenting affect, and when 

working with elder clients, they all benefited from SPT referral.  Four (n = 4, 40%) said 

that generalized sexual dysfunction, such as pain, inability to maintain an erection, fear, 

shame, or vaginismus were all valid concerns warranting the exploration and referral of 

SPT.  It is important to note that four (n = 4, 40%) reported that generalized sexual 

dysfunction was an instance where SPT could be beneficial.  This is validated by the 

literature review of Masters and Johnson (1970) and more recently Ben-Zion, et al. 

(2007) wherein they found great success in applying SPT for general sexual maladies 

instead of focusing and justifying SPT use solely on VLFA.  

And the final question of the questionnaire, “How could a licensed clinical 

therapist, such as an LCSW, MFT, or licensed therapist, personally apply surrogate 

therapy to a client?” was asked to the respondents.  This particular question was brought 

about by the curiosity of a licensed clinical mental health professional having the ethical, 

moral, and legal capacity to physically touch and enact SPT on one of their clients.  The 
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question was created to be as neutral as possible and was presented on the questionnaire 

last in order to have the respondents already have explored their curiosity, bias, and 

interest regarding SPT by answering the previous 14 questions.  The responses were 

thoughtful and interesting.  The respondents clearly favored separation of SPT and the 

licensed clinical therapist action (n = 6, 60%) by saying that “they shouldn’t.”  This was 

followed by three respondents (n = 3, 30%) saying that with proper licensure a licensed 

clinical mental health professional could apply SPT.  This response was further clarified 

by one respondent (n = 1, 10%) stating that the modalities needed to be separate.  The 

respondent said, “I know a therapist who is also a sex surrogate, but the clients who see 

her in one capacity do no see her in the other.  A licensed therapist cannot also provide 

sex surrogacy without losing their license.  According to one lawyer I spoke to, even 

referring a client to a sex surrogate could be risky because the therapist could be charged 

with sexual pandering.”   This sentiment was reiterated by another respondent (n = 1, 

10%) who commented that SPT should be “referral only” for the client.  One respondent 

(n = 1, 10%) said they did not know how or if a licensed professional could personally 

apply SPT.  By answering this question the respondents confirmed that while they viewed 

SPT as a valid, important, powerful and legitimate modality, it needed to have clear 

boundaries and be part of a clinical team consisting of the clinical mental health 

professional, the surrogate partner therapist, and the client.  The triangulation could only 

be effective if there was a clear delineation between the individuals within the treatment 

execution.   
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Limitations 

 One of the limitations of the study is the fact that these results cannot be 

generalized to the larger population of licensed mental health practitioners.  Another 

limitation is that the evidence of efficacy for sex-positive therapy and SPT is based on 

qualitative data.  Empirical data with large samples is largely non-existent within this 

focus.  A larger sample size may have helped with providing validity and substance to the 

allegation that SPT is an effective modality, but by and large the concept of sex-positive 

therapy and SPT remains a foreign and frightening concept to a large portion of licensed 

clinical mental health practitioners.  The administration and analysis of this study was 

fully completed by this researcher.  Therefore, it is likely that it reflects the perceptions 

and selective observations of the researcher in both the process of collecting the data and 

in the analysis of the data itself. However, this study intended to add contextual 

information to the existing body of literature in the field. 

Cross-Cultural Relevance 

Sex and sexuality concerns affect all people.  The importance of sex-positive 

education and the de-stigmatization of SPT is important and affects a diverse swath of 

individuals.  One of the most prominent and documented instances of SPT occurred 

between Cheryl T. Cohen-Greene and Mark O’Brien (2012).  In the book, An Intimate 

Life: Sex, Love and My Journey as a Surrogate Partner, Cohen-Greene details her 

experience being a sexual surrogate for O’Brien, an individual who has been paralyzed 

by polio for the majority of his life and as such had not been intimate with a female up 

until hiring the surrogate at age 38.  Cohen-Greene utilizes her experience as a sexual 
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surrogate partner to help him overcome his reluctance and fear of rejection in pursuing a 

fulfilling relationship with a female partner (Cohen-Greene & Garano, 2012).  

The evidence presented by Cohen-Greene and the researchers and practitioners 

currently utilizing SPT is further bolstered by the first-hand accounts of the participants 

within this study.  The 10 respondents firmly believed in the effectiveness of SPT 

coupled with sex-positive therapy for the benefit of their clients.  The diversity within the 

client population was not addressed within this study but there is no evidence that the 

modality cannot be effectively applied to various cultures.  The diversity of the 

participants’ clients’ presenting affects; from physical disabilities, elder identified, sexual 

dysfunction, sexual trauma and anxiety to their presenting ethnic and cultural makeup 

(male, female, homosexual and heterosexual) speaks to the diversity of application for 

this modality.   

Aloni, Keren, and Katz, (2007) illustrated the importance of SPT for those 

suffering from “very limited functional ability following traumatic brain injury” and is 

yet another example of the cultural diversity in utilizing SPT.  The researchers suggest 

that SPT should be considered for a person who seeks help with sexual problems, but 

does not have or is physically or mentally unable to find a partner (Aloni, et al., 2007).  

Masters and Johnson were one of the first therapeutic teams to suggest SPT as an 

approach to treatment as they felt that one cannot learn about sexuality in any practical 

way without actually experiencing intimate behavior with a partner (Aloni, et al., 2007).  

These particular instances demonstrate a specific use of SPT in relationship to individuals 

who literally cannot attain sexual gratification and growth without assistance.   
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The cross-cultural application of SPT is further evidenced in an example of an 

individual who experienced a positive outcome utilizing SPT (Zentner & Knox, 2013).  A 

29-year-old male virgin was prepared to pay $1,000 to a salesman that promised to teach 

him how to be an effective lover through classes, seminars, and books, but before he did 

his therapist suggested he try SPT.  “Over a period of five months the client was able to 

talk, touch, and kiss a female and these behaviors generalized to the real world whereby 

he was able to engage in these same behaviors with women in his social network” (Zenter 

& Knox, 2013, p 64).   

In another example, vaginisumus was treated using SPT.  Vaginismus is a 

physically painful and emotionally impactful diagnosis that affects women by contracting 

the vagina upon attempting to have intercourse.  Ben-Zion (2007) found that upon 

completion of SPT the client achieved successful pain-free intercourse.  Their research 

found that, “one hundred percent of the surrogate patients succeed in penile–vaginal 

intercourse compared with 75% in the couples group (P = 0.1).  And all surrogate 

patients ended the therapy because it was fully successful, compared with 69% in the 

couples group” (Ben-Zion, et al., 2007, p 731).  This can be further validated by the 

comments recorded by this researcher from a respondent, “I have successfully 

experienced women getting over their painful intercourse and vaginismus, their fear of 

intimacy and that has been awesome.  I have experienced people coming to understand an 

accept that they are sexual beings after having felt like there was something wrong with 

them for years, maybe decades.”  

Surrogate partner therapy can also benefit same-sex attracted individuals as well.  

The examples above reference heterosexual patients but Reece (1981) found that SPT 
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was a valid treatment modality for those gay men in group therapy.   He observed that, 

“clients present with general anxieties, lack of sexual desire, secondary erectile 

dysfunctions, and difficulties with ejaculatory control, both rapid and inhibited” were 

able to engage and be treated by a surrogate partner (Reese, 1981, p 34).  

Even with the limited research published on SPT there is a substantial diversity of 

those treated by and those that utilize this modality.  The examples above show the 

uniqueness of individual experiences and illustrate the diversity within the cultures that 

all utilize SPT. 

Social Work Relevance 

The Recovery Model and the Milestones of Recovery Scale are widely used in 

helping individuals cope with addiction and harm reduction strategies related to addiction 

and overcoming trauma.  The modality focuses on the interaction between the client and 

the practitioner wherein the client is empowered and encouraged to lead their goals and 

monitor their own progress with the support of their clinician.  A primary focus is to be 

conscious of stigmatizing language and ensure the client is in control of his or her own 

recovery, whatever that may look like.  A key component to the Recovery Model is the 

relationship between the therapist/clinical provider and the client.  “We harp on 

engagement,” is a phrase used in relationship to the Recovery Model and genuine 

engagement is the basis for any successful intervention (C. Costello, personal 

communication, June 12, 2014).  The relationship between the client and the clinician is 

paramount to seeing positive results.   

If a client truly believes that they would be best served by a sexual surrogate or by 

touch-based therapy, should the clinical therapist not enable them?   Utilizing the 
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Recovery Model the client is ultimately in control of their recovery and as such does the 

therapist need to explore SPT and/or provide this therapy under an ethical and moral 

umbrella with appropriate clinical guidance?   

The ability of a mental health professional to adequately provide sex positive 

therapy and SPT or referral to their client can strengthen the client/therapist bond and 

encourage recovery.  One such way in which the relevance to social work practice is 

highlighted is the coupling of licensed clinical social workers working in conjunction 

with a surrogate partner and providing appropriate mental health services.  In the Journal 

of Sex Research, researcher Dauw (1988) states,  

Williams (1978) described how individualized sex therapy achieves 

continuity by including the surrogate in a psychotherapy review session 

immediately following the surrogate session.  The reason for the use of separate 

treatment sessions provided separately by the surrogate and the supervising 

psychologist include the following: opportunity to discuss concerns unrelated to 

the presenting sexual problem, exploration of resistance to the surrogate’s 

interventions, and provisions of treatment of issued beyond the surrogate’s 

expertise. (p. 273)  

This technique attempts to normalize and process the SPT session and provide 

clinical mental health services for a wraparound approach to counseling.  The challenge 

to this scenario is that a surrogate partner therapist does not typically have the education, 

training, experience, or licensure to provide adequate modern therapy modalities (e.g.: 

CBT or “talk therapy”) to the client following a surrogate partner session (IPSA, 2014).  

There is a concern of providing SPT to a client by a surrogate partner therapist that does 
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not have the expertise in traditional therapy modalities.  The expertise and training 

needed to process the complex emotions of SPT may be a reason to explore combing SPT 

executed by a licensed clinical social work or mental health professional. 

From an ethical and moral social work perspective, much of the misunderstanding 

and concern related to utilizing SPT stems from the concept of role confusion and non-

professional attraction between surrogate and clients.  Also the “exploitive potential” 

based on the vulnerability between client and therapist must be acknowledged and 

respected with the therapist taking measures to ensure the professional nature of the 

client/therapist interaction is maintained (IPSA, 2014).  Within this construct two main 

instances have been documented regarding a client falling in like or love with their 

surrogate, or even the surrogate themselves being more than professionally interested in 

their client (Cohen-Greene & Garano, 2012 and Maier, 2013).  However, these anecdotal 

instances of role confusion unnecessarily divert focus from the diversity of participants 

and the consistent evidence of benefit experienced by the vast majority of the individuals 

who engage in SPT that can be provided by trained therapists, licensed marriage and 

family therapists and clinical social workers.   

Furthermore, by focusing on the minority of individuals, both surrogates and 

clients, whom experience inappropriate feelings or role confusion, greatly discredits the 

awareness, knowledge, and strength of the client themselves and the relevance and 

strength of the social work profession.  This inhibits those diverse individuals who would 

truly and effectively benefit from SPT under the supervision of or working directly with a 

licensed clinical social worker and thusly experiencing the modality and its inherent 

potential efficacy.   
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The broad range of clients had full knowledge, capacity, and consent to enter into 

SPT knowing the expectations and more importantly, the limitations (Cohen-Green & 

Garano, 2012).  This aspect of the clinical therapy application is where the knowledge 

and communication from licensed clinical social worker and the surrogate to the client is 

paramount.  

A focus of the licensed clinical social worker must be one of self-awareness and 

the ability to effectively refer or engage where appropriate, and to the know difference.  

Interlandi (2014) explored the novel approach to the treatment of PTSD by Bessel van 

der Kolk, and experienced first-hand the testament to powerful therapist/client 

relationships and how important that relationship is to getting positive results.  Interlandi 

found that conducting research on Van der Kolk’s PTSD experiential therapy group was 

not like conducting a drug trial.  She goes on to attain feedback from Frank Ochberg, a 

professor at Michigan State University and clinical psychiatrist who specializes in PTSD.  

Interlandi is reinforced with the idea that with therapy the tools and person using the tools 

are inseparable.  “There’s no good experimental technique for measuring a therapist’s 

kindness, wisdom or judgment” (Interlandi, 2014).  

The role and application to social work and social workers is necessary and 

realistic.  Social workers regularly come into contact with a variety of individuals, 

cultures, and histories that often involve feelings of inadequacy, rejection, and pervasive 

trauma.  Having the ability to effectively recognize and engage with individuals suffering 

from these concerns and provide non-judgmental, sex-positive education, whether that 

involves SPT or not, is paramount to being a good social worker and therapist. 
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Implications for Future Research 

More research is needed to validate and de-stigmatize the effectiveness of sex-

positive therapy and SPT.  The respondents of the questionnaire distributed for this thesis 

were in consensus that there is still a substantial amount of shame and stigma within the 

mental health profession surrounding the topic of sex.  There also needs to be a 

perspective shift that alternative modalities, those that may not be easily “proven” using 

empirical data and quantitative research methods, may actually be valid and effective.  

Anecdotal instances of positive outcomes need to be vetted, analyzed, and accepted 

instead of immediately discounted due to the nature of their origin.  A substantial 

challenge to the concept and application of sex-positive therapy and SPT is the fact that 

the efficacy of the modalities are dependent on the provider and thus cannot be easily 

replicated in a sterile, one-size fits all environment.  Humans are the worlds most 

unpredictable variable, but that does not mean the positive aspects and outcomes of their 

treatments, including sex-positive and SPT, should be discounted.  This researcher firmly 

believes in the efficacy of sex-positive therapy and SPT and the research and data 

contained herein substantiates and reinforces that belief. 
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APPENDIX A 

RECRUITMENT SCRIPT 
 
Thank you for taking the time to complete the questionnaire for my Masters 

Thesis at CSULB.   
1) Attached is the consent form for you to read, sign, scan and send back to 

me.  Please pdf the signed document and return to me at your earliest convenience via 
email or you may mail it to the address below.  

2) Upon approval of the consent, please complete the attached survey consisting 
of 15 questions (+5 demographic questions) regarding "The attitudes on the issue of 
Surrogate Partner Referral and Execution by Licensed Clinical Mental Health 
Professionals" by answering the questions in the attached word.doc. You may attach the 
completed word.doc or you may copy and paste your answers into the body of this email 
upon response. 

When complete, please email the responses back to me at this email address.  
 
Please contact me if you have any questions whatsoever.  
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APPENDIX B 
 

INFORMED CONSENT LETTER 
“Approved from September 19th, 2014 to September 18th, 2015 by the CSULB IRB” 

 
TITLE OF RESEARCH 

Exploring attitudes on the issues of Surrogate Partner Therapy Referral and 
Execution by Licensed Clinical Mental Health Professionals 

 
You are asked to participate in a research study conducted by Damon Holzum, 

MSW student from the Masters in Social Work Department at California State 
University, Long Beach. The results of this study will be part of my Master’s in Social 
Work Thesis.  You were selected as a possible participant in this study because you are 
an active mental health care provider.  

  
PURPOSE OF THE STUDY 

The purpose of this study is to gain an understanding of the attitudes and 
application of surrogate partner therapy within the licensed mental health field.  It is 
anticipated that the findings will provide insight into the field of sex-positive counseling 
within the licensed clinical mental health profession and those working with clients that 
desire this focus.   

 
PROCEDURES 

If you volunteer to participate in this study, you will do the following things:  
You will be contacted by Damon Holzum, (the researcher), with a questionnaire 

to be completed by you.   
You will be initially contacted by email and/or phone.  
Upon receipt of initial contact, you and the researcher (Damon Holzum) will 

schedule a time to meet either in person, on the phone, or you may choose to complete 
the questionnaire by email or mail. 

Email response to questionnaire: If you choose to reply via email you will be 
emailed a copy of the questionnaire with the questions in the body of the email and 
attached via word.doc.  You may complete the questions by typing directly into the email 
and replying to the researcher who sent you the original email, or downloading the 
word.doc, completing the word doc, saving and attaching it to the email in response.  

Written copy to questionnaire: If you choose to reply via written copy, the 
researcher will provide you with a questionnaire either mailed or emailed to you.  A self-
addressed stamped envelope will be provided for all hard-copy mailed questionnaires to 
ensure the return of the questionnaire. If emailed you may print, complete and notify the 
researcher. Upon notification of completion the researcher will arrange for pickup by 
researcher in person, mailing after printing, or the written response can be scanned to pdf 
and emailed back.  

In person recorded to questionnaire: If you choose to be recorded in order to 
complete the questionnaire, you and the researcher will decide upon a mutually agreeable 
location.  Your convenience will prevail.  The researcher will provide the recording 
device and a copy of the questions for you.  After you review the questions and are 
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comfortable beginning the questionnaire, the researcher will read the questions and you 
are welcome to respond while being recorded.  The researcher will then review the 
recording and transfer to the written word.   

In person typed by researcher to questionnaire: If you choose to meet the 
researcher in person but do not wish to be recorded, the researcher will take the dictation 
via typing as you answer the questionnaire.  The researcher will have a copy of the 
questionnaire electronically and type in your responses to the questionnaire.   

The researcher will encourage you to complete the questionnaire within 10 days 
of receipt if possible when sent via email or hardcopy for written response.  

Your length of time for commitment to answering will depend on the depth of 
responses however should take no more than 1 hour on average.   

The questionnaire will only be administered once to you.  If you want to 
voluntarily supplement or change an answer after the initial interview, you are welcome 
to contact the researcher directly.   

All of the questions are open-ended and allow for you to convey your opinions 
and experiences in a free-form environment.  

You may decline to answer a specific question or stop questionnaire participation 
at any time.  

 
POTENTIAL RISKS AND DISCOMFORTS 

You will be asked questions that can be perceived as sensitive in nature.  
However, you will only be asked to provide information about your own experiences, 
feelings and beliefs.  

(1) You, however, may experience some psychological distress and discomfort 
when answering questions and may recall experiences that have been unpleasant.  

(2) Breach of confidentiality is also a potential risk. 
 

POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY 
This study will provide useful information for social workers and agencies that 

provide services to a diverse population of individuals seeking sex-positive counseling, 
education, or referral or implementation of surrogate partner therapy.  Implications for 
social work practice include acquiring information about how stigma and sex-negative 
labeling affects both mental health providers and their clients and how it may affect 
subsequent behavior patterns.  Sex-positive curriculum and the de-stigmatization of sex 
counseling can be designed to address these issues.  These items can include, but are not 
limited to, providing necessary resources and referrals, programs, surrogate referral, or 
education.  On a larger scale, the study will contribute to a larger body of research that 
could potentially be used to design specific legislation, social work and case management 
training, and mental health or community programs. 

PAYMENT FOR PARTICIPATION 
There is no payment to the participants of this study.  All participation is 

voluntary.  
 

CONFIDENTIALITY 
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Any information that is obtained in connection with this study and that can be 
identified with you will remain confidential and will be disclosed only with your 
permission or as required by law.  

Upon completion of the interview, you are allowed at any time to review the 
transcript of the interview by contacting the researcher. You understand that your 
response may be made public for publication and/or educational purposes.  All original 
format responses will be deleted following submission of the researcher’s thesis.  

 
PARTICIPATION AND WITHDRAWAL 

You can choose whether to be in this study or not. If you volunteer to be in this 
study, you may withdraw at any time without consequences of any kind. Participation or 
non-participation will not affect your treatment, or any other personal consideration or 
right you usually expect. You may also refuse to answer any questions you don't want to 
answer and still remain in the study. The investigator may withdraw you from this 
research if circumstances arise which in the opinion of the researcher warrant doing so.  
These reasons should, should they arise, may relate to the original eligibility requirements 
in your protocol.  

 
IDENTIFICATION OF INVESTIGATORS 

If you have any questions or concerns about the research, please feel free to 
contact Damon Holzum, Principal Investigator @ 310.497.8988 or 
nomads2000@gmail.com  You may also contact the researcher’s Thesis Advisor, Dr. 
Lam @ 562.985.4625 or brian.lam@csulb.edu  

 
RIGHTS OF RESEARCH SUBJECTS 

You may withdraw your consent at any time and discontinue participation without 
penalty. You are not waiving any legal claims, rights or remedies because of your 
participation in this research study. If you have questions regarding your rights as a 
research subject, contact the Office of University Research, CSU Long Beach, 1250 
Bellflower Blvd., Long Beach, CA 90840; Telephone: (562) 985-5314. eMail: ORSP-
Compliance@csulb.edu 

 
SIGNATURE OF RESEARCH SUBJECT 

I understand the procedures and conditions of my participation described above. 
My questions have been answered to my satisfaction, and I agree to participate in this 
study. I have been given a copy of this form.  

_________________________________________________ 
Printed Name of Subject 
 

__________________________________________________ ____________ 
Signature of Subject       Date 

 
SIGNATURE OF RESEARCH SUBJECT IF YOU ARE BEING RECORDED 
I understand the procedures and conditions or my participation in being recorded 

as described above.  My questions have been answered to my satisfaction, and I agree to 
participate in this study and be recorded.  I have been given a copy of the form.  
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________________________________________________ 
Printed Name of Subject 
 
________________________________________________ ___________ 
Signature of Subject       Date 
 
STATEMENT and SIGNATURE OF INVESTIGATOR  
 
In my judgment the subject is voluntarily and knowingly giving informed consent 

and possesses the legal capacity to give informed consent to participate in this research 
study. 

 
__________________________________________________ ____________ 
Signature of Investigator      Date 
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APPENDIX C 

INTERVIEW GUIDE 

Demographic Questions: 

1) Age:_________ 

2) Race/Ethnicity:___________ 

3) Gender identity:__________ 

4) Licensure and/or Degree___________ 

5) Sexual identity_______________ 

Appendix A: Interview Guide 

The 15 questions are grouped under the three main research questions.  They are 

as follows:  

What are the perceptions within the mental health profession of the current 

modalities with sex, intimacy, or relationship therapy and the role of surrogate partner 

therapy assistance or referral?  

1) What do you feel is the general attitude towards sex therapy within the clinical 

mental health profession?  

2) What do you think could be done to enhance and/or inform mental health 

professional’s ability to exercise sex positive therapy modalities?  

3) What do you feel is the general attitude towards surrogate partner therapy within 

the clinical mental health profession? 

4) When focusing on clients presenting bio-psycho-sexual concerns do you feel that 

utilizing traditional current therapy modalities (e.g.: cognitive behavioral therapy 

or “talk” therapy) is always the best solution? 
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5) What do you feel are the current limitations to counseling and/or traditional 

modern therapy? 

How can the current ethical standards exercised by the licensed mental health 

profession be maintained within the existing ethical framework using surrogate partner 

therapy?  

1) How should the current ethical standards be revised or updated to better 

encompass sex-positive or surrogate partner therapy?  

2) What steps do you feel could be taken to attain a moral, ethical, and comfortable 

intersection between clinical therapy practices and interactive surrogate partner 

therapy?  

3) What are your feelings about properly trained clinical therapists ethically and 

morally applying the theories of surrogate therapy to clients (e.g.: referral to a 

surrogate partner)?  

4) Utilizing the recovery model theory (that posits the client is in charge of their 

program) what are your feelings that clients themselves have the capacity to know 

and request experiential and/or surrogate therapy from either a sexual surrogate or 

their primary clinical therapist?  

5) What do you feel is the impact of ethical and moral constraints applied to clinical 

therapy licensure on the efficacy of sex therapy or surrogate partner therapy? 

How appropriate and powerful is experiential and surrogate partner therapy as 

applied by a professional licensed mental health practitioner?  

1) How do you as a mental health professional view surrogate partner therapy?  
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2) What do you feel could be done to legitimize and reduce stigma associated with 

surrogate partner therapy?  

3) Have you, or another mental health professional you know, personally engaged in 

the referral or application of surrogate partner therapy and if so, what was the 

outcome?  

4) In what circumstances do you feel clinical therapists should refer a client to 

surrogate partner therapy? 

5) How could a licensed clinical therapist, such as an LCSW, MFT, or licensed 

therapist, personally apply surrogate therapy to a client? 
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