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PRAISE FOR ANAL PLEASURE AND HEALTH

Absolutely indispensible. I can’t recommend this book strongly enough.

— Dan Savage, syndicated columnist, “Savage Love” 

Anal Pleasure and Health is iconic in our field. The subtitle should be: “The 2010 Handbook for the Anally Curious.” With meticulous style, Morin delivers a sex therapist’s guided tour for self or partnered pleasure that is part research, part techniques, part exercises, and a refreshingly positive attitude. — Lou Paget, AASECT Certified Sex Educator and author, The Great Lover Playbook 

Jack Morin’s revolutionary guidebook for the elimination of anal pain offers simple exercises such as inserting a finger in your anus every time you take a shower. The practical wisdom of Anal Pleasure and Health helped me evolve from a disembodied academic into a sensuous teacher of anal massage.

— Joseph Kramer, Ph.D., somatic sexologist 

I wish my doctors had read this book. The “Anal Health” part of the title is no joke. From my late teens I was plagued with stabbing cramps, bleeding, and messier symptoms—doctors cited stress, irritable bowel syndrome, and had nothing to recommend but yet more fiber. In a matter of short weeks, the relaxation and muscle control exercises in this book cut down the pain I’d suffered for years. — Amazon reader review 

This classic makes a taboo subject routine. It’s a great reference and I recommend it often. — Charles Moser, M.D. author, Health Care Without Shame 

Detailed and thorough… irreverent and elegant. — David Smith, founder, Haight Ashbury Free Clinics 

Recently, the medical community has shifted its attention to whole body medicine. But according to a doctor we found, there’s one body hole that’s been left behind. Sex therapist Dr. Jack Morin has written a groundbreaking book that shows us how to become buddies with our buttholes. — Beth Littleford, The Daily Show on Comedy Central 

I have to say that this book revolutionized my love life between me and my man. I had been plagued with questions about “how” and “where,” and this book answered EVERY one, in addition to suggesting many things I had not previously thought of. Kudos to Jack Morin. You have truly changed my life for the better. — Amazon reader review 

Unlike some writers, Morin spends as much time focusing on using fingers, tongues and toys as he does on intercourse, and he emphasizes becoming comfortable with your body and finding out what (if any) forms of anal stimulation you enjoy, rather than making yourself feel inadequate for failing to meet external “goals.” — Amazon reader review 

An excellent piece of work on an important subject. — Wardell Pomeroy, Ph.D., co-author of the Kinsey Reports 

I must admit, as I sat down to write this review, I had to fight the urge to adopt a condescending, flippant tone. This is an important work, however, about a strong social taboo…Even the most enlightened health professional would have trouble finding sound information, let alone knowing how to help patients incorporate their anuses into their sexual lives safely and pleasurably. Dr. Morin has had the courage and imagination to do this, and present his expertise for others to use. — Stephen Atkinson, The Body Politic 

More than a book about anal pleasure; it is a book about relationships, touching, sensuality and letting go of patterns that have kept us from getting as much out of sex as we deserve. — Wendell Rickets, Journal of Homosexuality 
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EYEWITNESS TO CHANGE

My Thirty-Five Years as “Dr . Anal” 

 It was never one of my career goals to be known as “Dr. Anal,” as I am in some circles. Although I’ve accepted the nickname as a playful compliment, it’s only been during the last decade that my embarrassment has faded away completely. Like almost everyone else, my earliest attitudes toward the anal area were shaped—warped, more accurately—by the incredibly powerful anal taboo. obediently, I thought about it as little as possible. The vast network of nerves that makes this area so sensitive was, for all practical purposes, out of commission. once, when I was obviously upset, a perceptive therapist asked what I was feeling in my anus. The revealing answer was, “Absolutely nothing.”

All of that changed radically in the mid-seventies when a synchronous combination of events, both personal and professional, grabbed my attention and couldn’t be ignored. on the personal side, I had developed an excruciating case of hemorrhoids—swollen, stretched and inflamed anal tissues whichsometimes bleed and can hurt like hell. It became so bad that I could hardly sit down without a donut-shaped cushion to protect me. I’ll spare you the agonizing saga of my bowel movements. Two physicians had suggested surgery and I was considering it. I figured, “What could be worse than this?” Yet a persistent inner voice whispered that surgery wasn’t the way to go. Luckily, I listened.

Around the same time, I was deeply engaged in the exciting new field of sex therapy. All of us were enthusiastic and optimistic about the application of this direct approach to sex problems. Before long, I was working with a wonderfully diverse group of men and women clients, all concerned about one aspect of their sexuality or another. These were also the heady days of the burgeoning “sexual revolution,” especially in San Francisco, where the atmosphere pulsated with the promise of liberation; anything seemed possible.

In the context of this experimental atmosphere, a growing number of people came to me because they wanted to enjoy anal sex but couldn’t, due to discomfort or pain. Since I had learned nothing about treating such problems in my training, I conducted a literature search and talked with colleagues to see what I might uncover. To my surprise, nobody had much of anything to say about the subject, except for a few physicians and psychoanalysts, with only two points of view: anal sexuality should either be rigorously avoided, or considered a symptom of arrested development.

I was simultaneously flabbergasted and challenged by this glaring gap in our sexual knowledge. The thrill of investigating uncharted territory, a rarity for any researcher, overruled my worries about what others might think. Before I knew it, I was poring over anatomy books and, for the first time in my life, developing a fairly clear idea of how the anus and rectum are put together—muscles, nerves, blood vessels, the whole intricate system. Then, after explaining my profession’s collective ignorance, I invited these new clients to collaborate with me in finding solutions; most eagerly accepted. They tried various relaxation and awareness-building experiments at home and reported their observations.

ANAL AWARENESS & RELAXATION WORKSHOPS

BEFORE LONG, I had so many clients wanting to undertake these explorations, that I developed an 8-week, small-group format called “Anal Awareness and Relaxation Workshops.” They were quite a hit, and I learned so, so much.This initial work spurred me on to intensive doctoral research and eventually to writing the first edition of this book in 1981.

Which brings me back to hemorrhoids. As I tried the same experiments on myself that my clients were practicing at home—which seemed only fair—I was amazed to discover how much sensation I hadn’t been feeling. I was hurting even more than I had realized! But gradually, instead of tensing up in response to the pain, I learned to relax into it. Before long, the tush cushion that had been my constant companion was gathering dust in a closet. In fact, within a few months of my first experiment, the hemorrhoids had cleared up completely—and they’ve rarely been back, except when I’m especially stressed. At such times, I can feel the tightening of my anal muscles, and I know it’s time to get back in touch.

Meanwhile, my clients were amazed at their own results. The more attention they paid to the anal area, the more they noticed a growing comfort with it and, simultaneously, unmistakable increases in their enjoyment of whatever types of anal stimulation they desired. A deceptively simple combination of relaxation and self-awareness appeared to be as effective at promoting their pleasure as it was for relieving my pain.

I now see those horrid hemorrhoids as a strange sort of gift. My clients’ discoveries about anal pleasure, combined with my own quest for self-healing, drove home the single most important lesson I’ve learned during my 35-year stint as Dr. Anal: The widespread belief that one must choose between anal plea-sure OR anal health is terribly off the mark. In reality, a person who desires maximum anal enjoyment should follow virtually the same steps as anyone who seeks optimal anal wellness. Both require:

•  deepening awareness of the anal area and its functioning

•  total elimination of anal pain 

•  reduction of muscular tension

•  replacing negative feelings and attitudes toward the anus and rectum with positive ones

Guiding you toward these objectives is what this book is all about. You can use most of its information and exercises effectively, whether your specific goal is nonsexual self-healing, an expansion of your capacity for anal sensuality and eroticism, or a combination of the two. Chapters 1–7 are equally relevant for everyone. Starting with Chapter 8 you’ll notice an increasing emphasis on pleasure and sexuality. But note that only Chapter 12 is exclusively concerned with anal intercourse. Men and women of all sexual orientations can benefitfrom reading all other chapters, even if they have little or no interest in intercourse.

AIDS CRASHES THE PARTY

AT THE SAME TIME as the initial publication of this book, the AIDS epidemic struck, sending us reeling, churning up an emotional smorgasbord of fear, anger, guilt, and soon grief and despair. By the mid-1980s, unprotected anal intercourse was identified as a major avenue for HIV transmission. Enemies of sexual freedom felt vindicated. “It’s God’s punishment,” more than a few declared, in stunning displays of arrogance and unvarnished hatred.

As sex became linked with disease and death in public consciousness, many people stopped having it altogether, or else became so anxious that it wasn’t much fun. others adopted a fatalistic attitude and spun out of control as if on a final binge—last call for sexual liberation. Seemingly overnight, the freewheeling celebrations of the ‘70s turned into wistful anachronisms. Loss of sexual desire became the most widespread sex problem—and still is—and a new diagnosis of “sexual addiction” gave a name to deepening worries about the consequences of lust run amok. Those outside of the urban centers, where HIV first took hold in the U.S., still had the option of blissful ignorance, but not for long. Soon everyone was affected, directly or indirectly. AIDS, after all, was and is a worldwide pandemic.

As I watched many people deteriorate and die in their prime, I privately anticipated the demise of my book as well. For a time, I thought that anal sexuality, along with other erotic options, might slink back into the closet, beyond the reach of consciousness and choice. Surely, I mused, the anal taboo would reassert itself with a vengeance and crush any hope for open, non-judgmental discussion.

Boy, was I wrong. It turned out that alongside the unbelievable devastation, two positive trends emerged as tiny silver linings. Most important was a huge groundswell of focused determination, especially among gays, to beat this plague through political activism, unprecedented changes in sexual behavior, non-stop fundraising, compassionate support for the sick, and sheer force of will.

The other bright spot was that people started looking more honestly, perhaps even more so than at the height of the sexual revolution, at the myriad ways we express ourselves sexually, with or without social approval. For the first time, the words “anal intercourse” were regularly heard on the evening news and seen in daily newspapers. True, it was never spoken of enthusiastically, but at least it was spoken of. The implicit message was: the time had come to take off the blinders and get real.

Hints of Normalization. By the time I was completing the Third Edition in 1997-98 I was noticing signs that anal sexuality, while far from mainstream, was inching ever-so-slightly toward—dare I say it?—normalization. I saw hints of this change in a very personal way each time one of my mischievous friends would mention to people I’d just met that I’m an author. naturally, people would ask what I’ve written. At one time I would cringe at such moments because the responses were so predictable: uncomfortable utterances such as, “ohhh… my,” trailing off into awkward silence, inordinate amounts of blushing or nervous giggles, a plethora of puns, plus creative segues into more comfortable topics. Gradually, the reactions became more varied. Some people started expressing genuine interest, asking questions, and even sharing personal anecdotes or something they’d heard or read. Frankly, I was stunned at first.

Major changes were also underway in the treatment of HIV/AIDS. The first of a new class of antiviral drugs—protease inhibitors—was approved in 1995. Although obviously not a cure, the face of AIDS started to look quite different, at least in developed countries. Many who were literally at death’s door started to perk up as their ravaged immune systems rebounded. The change was monumental, although by no means universal.

Gradually, it has become clear to me that the rude awakenings necessitated by HIV had joined forces with two earlier cultural movements—feminism and gay liberation—which together had launched the sexual revolution, at least in urban areas of the developed world. All these momentous events were interlinked because each demanded a total rethinking of old assumptions about sexuality, gender, and the inevitability of change.

GOING MAINSTREAM?

AFTER THE PUBLICATION of the third edition in 1998, something remarkable occurred: a rush for media attention. With earlier editions, I couldn’t beg my way onto radio or TV. All of a sudden, I was getting up before dawn nearly every weekday to be a guest (by phone) on several morning talk radio shows in various parts of the country. And this went on for months! Sure there was lots of joking and silly banter, but I also managed to slip in a few facts and tips. I even had a chance to recommend to Howard Stern that he stick a finger up his butt every day in the shower, which he agreed was probably a good idea.

There were serious and goofy TV appearances, too. I’ll never forget when a client strolled into my office for his regular session and, with a mischievous grin, announced: “Guess who I saw on TV last night?” I knew what he meant; I had been the willing subject of a spoof on The Daily Show on Comedy Central. “Yeah,” he went on, “I was channel surfing and there you were with a mirror between your legs, demonstrating how to look at your butt.” For a split second, I flashed back eighteen years, to a time when another client had stumbled across the book when it first came out. He had terminated therapy in an angry phone message and refused to talk about it.

How different things were with this twenty-something guy. He spent only a few moments on his surprise at seeing me in such a compromising position on national TV. Before I could explain myself, he was recounting how his girlfriend had recently put her finger up his butt during fellatio, thus introducing him to the joys of prostate massage. “What an orgasm!” he proclaimed. His openness was delightfully refreshing. He informed me that the topic of anal sex often came up among his friends and that only a couple of guys remained silent, fearing—as they had told him privately—that showing interest might be seen as “too gay.”

The contrast between the older client who quit therapy, and the enthusiastic younger one, was symbolic of a wider sea change in attitudes, a shift that appeared to be unfolding far more rapidly than I would have predicted. The signs were unmistakable: Sex toy boutiques (popping up everywhere) reported brisk sales of butt plugs, lubes, and other anal paraphernalia. Competing books on anal sex gradually hit the market (which worried me at first, but turned out to reflect a much greater public interest than ever before).

Social mores about sex in general, and anal sex in particular, are clearly in transition. But the anal taboo, as we shall see, is deep and devious. I’ve spoken with dozens of people who tried and liked anal intercourse, and yet were still too squeamish to examine themselves in a mirror, or to share an anal massage with a partner. I’ve also worked with countless couples who sometimes included anal play in their sex lives, but were completely unable to discuss how they felt about it. Even so, the future of anal pleasure and health, both the practice and the book, is looking fairly bright.

WHAT’S NEW IN THIS FOURTH EDITION?

BUILDING ON ten years of additional experience since I rewrote the third edition, I undertook a complete review of the relevant literature. As a result, every chapter has been thoroughly updated and expanded. For instance, I’ve deepened my understanding of the structure and workings of the pelvic muscles and sought to present this information in easily accessible and useable ways. This is one reason why all of the anatomical illustrations have been redone—the new illustrations include more details, but are easier to grasp.

Women readers and those who love them will appreciate a much-expanded discussion of the sprawling, internal “clitoral body” and its involvement with anal enjoyment. I’ve also given the “G-spot” and female ejaculation the attention they deserve.

Much of my clinical experience over the last ten years has focused on the incredible value of anal awareness and relaxation for promoting anal wellness. I hope that readers dealing with anal medical problems will benefit from a much greater integration of their concerns into virtually every chapter. I’m pleased to report that new developments in medicine are confirming what I’ve been observing for decades—that most anal problems can be treated much more effectively with active patient involvement in the healing process. In fact, a surprising range of difficulties can be resolved solely through self-healing.

When I was writing the third edition in 1997, the Web was on the verge on exploding into public consciousness. now it’s an indispensible tool for finding information and resources on pretty much everything. So instead of a traditional bibliography, the final section of the book (just before the index) is called References and Resources. not only does it include all cited books and articles, but also recommended DVDs and websites on a range of topics. To help interested readers find what they’re looking for, I’ve included brief descriptions of each item, including the most useful books.

With the passage of 28 years since the book was first published, plus three major revisions to help get it right, you’d think this cake would be pretty much baked. While it’s true that my fundamental suggestions for promoting relaxation and awareness remain essentially the same, I was initially surprised by how many updates and improvements there were to make. But as I fully immersed myself in the current revisions, I realized the obvious. The anal area is thoroughly linked with all other aspects of our bodies, minds, attitudes, values, beliefs and culture—all of which are constantly evolving. no wonder I keep seeing this book, like an old friend who continues to surprise, with new eyes.
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WHAT IS ANAL PLEASURE?

THE MORE I LEARN about the anal area, the more obvious it becomes that is has evolved to bring us pleasure. Not only is it endowed with a rich supply of blood vessels and nerves, the anus and rectum are also embedded in a complex system of sensitive muscles that are intricately linked to the genitals. Many are surprised to learn that the anal area is thoroughly involved in the dramatic pelvic changes of sexual arousal. When we’re turned on, blood rushes to the entire pelvic area, not just the genitals. When our pelvic muscles begin twitching with pleasure as erotic energy escalates, the anus is also twitching. And if we get excited enough to set off the rhythmic contractions of orgasm, the anus is contracting too—completely in sync.

Needless to say, the primary function of the anus and rectum is to complete the essential process of elimination. But why are the muscles and nerves that make the anus and rectum work properly the same ones that can bring us so much pleasure? It’s simple, really. Healthy functioning of the digestive system is supposed to feel good. Conversely, when something goes wrong, the anus starts to hurt, signaling that it needs our attention.

In light of these fundamental realities, it’s sad to see how many people are profoundly alienated from the anal area—perhaps thinking of it, if they do at all, as dark, dirty, or disgusting. As a result, it carries out its essential functions largely outside of conscious awareness except, of course, when pain erupts. For them, if the anus isn’t hurting, it’s pretty much numb.

It’s different when we’re infants and small children; we take delight in all parts of our bodies. But something terribly unfortunate happens to many of us in the course of growing up: We learn to mistrust or ignore our physical selves, perhaps viewing the mind or spirit as more important than and separate from our bodies. We’re taught to view sensual play and self-exploration as immature and self-indulgent if not kept within strict limits.

This process of bodily self-alienation is especially pronounced in the anal area, commonly seen as the ultimate symbol of all that is unclean and revolting. Imagine how confusing it is to discover that a part of the body that is supposed to be so unsavory is also extremely sensitive and potentially among the most enjoyable. Especially for children, the gradual realization that the anus is considered bad and repulsive must be quite disconcerting, because it contradicts their direct, pleasurable experience. And thus an unspoken conflict is born—a conflict that can easily endure for a lifetime.

People cope with this contradiction in a variety of ways. Some make only the necessary concessions to meet social standards of appropriateness, and then go right on enjoying their anal sensations. Such people can use the information and suggestions in this book to reinforce and enhance their capacity for pleasure. Their natural curiosity will make further self-exploration a rewarding journey.

Others have partially or fully absorbed the prevailing cultural attitudes, and are emotionally and sensually cut off from their anuses to one degree or another. Many of these men and women actually prefer not to become more familiar with this body zone, and see no point in doing so. Although they may be naturally inclined to ignore this book, such people can benefit tremendously from confronting and gradually undoing the damaging effects of their early training. I’ve had the privilege of working with many clients like this, and the positive changes can be astonishing for those willing to venture in.

Another group of men and women are actively seeking to overcome a long history of avoidance and negativity. They’re discovering—or at least considering the possibility—that they’ve been missing something good which can only be found beyond the extremes of pain and numbness: pleasure. This book may be exactly what they’re looking for. It’s a practical guide, grounded in research and decades of experience with those who have sought to rediscover the anal area as an integral aspect of themselves, a place to be respected and intimately known.

Yet another group of people have much to gain from reading on, though they’re probably not be focused on pleasure right now. These are the millions who live with annoying, painful, sometimes chronic, or even debilitating anal medical problems. Diseases like hemorrhoids, fissures (tears or scrapes), and constipation are among the most common medical problems in our society. Those who suffer from these and other conditions will find here the essential information and tools that can help bring relief. Once freed from anal distress, former sufferers are often delighted to discover that the same nerves that once registered so much pain are equally available for enjoyment. Quite understandably, this can be a life-changing revelation.

Anal pleasure means different things to different people. Most of the time it’s a private experience. Who hasn’t felt pleasure during an especially relieving bowel movement, or noticed anal sensations in the course of walking, dancing, or other physical activities? There are host of unplanned opportunities for tuning in to simple anal pleasures in the course of daily life, such as wiping after a bowel movement, relaxing during a bath or shower, or simply washing oneself.

Anal sensations can have unexpected erotic dimension when, for example, you notice tingling there while turned on, or fully appreciate the total involvement of your anus in orgasm. I’ve heard numerous stories of those who accidentally discovered erotic anal touch while masturbating and found themselves returning to it. Anal self-pleasuring can also become internal when a finger, vibrator or anal toy is inserted into the anus and rectum.

Many are introduced to new erotic sensations when a partner casually strokes their anal area during sex. Not surprisingly, some go on to request more touch like this—just on the outside, or maybe inside too. This kind of partner touch can be particularly compelling in conjunction with genital caresses or oral attention. Some couples employ a “butt plug” or similar device for deeper internal stimulation than a finger can provide. As with all of the scenarios I’m describing, no one knows how many enjoy, as giver and/or receiver, kissing or licking of the anus (popularly known as “rimming”).

Some partners are enticed (or nagged) into receiving anal intercourse, which they may or may not like at first—or ever. Unfortunately, many anal intercourse attempts turn out badly, even when they’re genuinely desired. Far too many couples jump right into it without any preparation whatsoever. As you’ll discover in this book, the best way to ensure enjoyable anal intercourse is not to start there, but rather to learn about your own anus and rectum first. Once you know how to release tension and fear, you might ask your partner for gentle anal stroking and massage, just for the pleasure of it, or to help you prepare for an optimal intercourse experience.

Anal-rectal stimulation with a penis is known by many names, including anal coitus, sodomy, buggery, butt fucking, or ass fucking, to name just a few. In this book I call it anal intercourse. I use the much broader term anal sex to refer to any erotic anal play, not necessarily intercourse. To me, anal sensuality refers to any pleasurable enjoyment of the area, with or without erotic overtones.

Certainly this book will be of interest to those who want to explore anal intercourse, or who already have but wish they could enjoy it more. Many others, because of their sexual orientation or personal preferences, will have little or no such interest. This book is very much for these people, too, because anal pleasure—and the relaxation and awareness that promotes it—is actually a smorgasbord of experiences that anyone can sample whenever they wish, regardless of their gender or sexual orientation.

_____________________________________________

PREVALENCE IN THE UNITED STATES

WE KNOW RELATIVELY LITTLE about how many Americans experiment with anal sexuality, what kinds of stimulation they use, or how often they do it. The available information focuses almost exclusively on anal intercourse. This a huge limitation, but hardly surprising, considering the culture-wide tendency to view intercourse as the only “real” sex and to label everything else “foreplay.”

In his pioneering studies of sexual behavior among men and women, Alfred Kinsey recognized the erotic potential of the anal area based on its high concentration of nerve endings, proximity to the genitals, and interconnection with other pelvic muscles. He noted, for example, that spontaneous anal contractions typically occur during arousal and orgasm. Of the men in his sample who had experienced homosexual sex play as preadolescents (which, incidentally, was reported more commonly than heterosexual play), 17% recalled trying anal intercourse (Kinsey et al, 1948; 1953).

Kinsey also noted that anal erotic activity was reported by some adults of all sexual orientations as part of masturbation and partner sex. He even realized that some people could be brought to orgasm by anal stimulation alone. Kinsey estimated that the anus had erotic significance for about half of the population, although no specific sexual activities involving the anus were included in his original statistics. However, more recently published data shows that the Kinsey group had gathered more information about anal sex than they originally reported, revealing an uncharacteristic reticence on Kinsey’s part. Among married interviewees, 11% of both men and women had engaged in anal intercourse at least once. Nine percent of unmarried men and 28% of unmarried women had also tried it (Gebhard and Johnson, 1979).

In the early 1970s, a survey of over 2000 American men and women conducted by Morton Hunt suggested that a significant relaxation in attitudes toward anal sexuality was under way. Over half of those surveyed disagreed with the statement: “Anal intercourse between men and women is wrong.” Experimentation also appeared to be on the rise, especially among younger respondents. About a quarter of married couples under 35 had engaged in anal intercourse at least occasionally, while over half had tried anal fingering, and over a quarter had tried oral-anal stimulation (Hunt, 1974).

Also in the seventies, a Redbook magazine survey of 100,000 women reported that 43% of the women, most of them married, had tried anal intercourse at least once. Of these, about 40% described the experience as enjoyable, 42% found it unpleasant, and 7.5% found it repulsive. Nineteen percent said they engaged in anal intercourse occasionally, and 2% did so often (Tavris and Sadd, 1977).

In the early 1980s, a Playboy survey of 100,000 readers indicated that the level of experimentation was even higher among their audience. Forty-seven percent of men and 61% of women had tried anal intercourse. Thirteen percent of married couples reported engaging in anal intercourse more than once a month and 63% had also tried other forms of anal stimulation (Peterson, 1983).

In the ’90s, a study of 3,432 Americans showed that the proportion of respondents who had tried anal intercourse—as receivers or inserters—was strongly related to whether they’d had any same-gender sex partners and how recently they’d had them. Whereas about a quarter of the total sample had tried anal intercourse at least once since puberty, about half of those with any same-sex partners since age 18 had tried it. Among men and women who reported any same-sex partners in the previous five years, 60% had tried it. And for those with same-sex partners in the previous year, the proportion who had tried anal intercourse jumped to nearly 80% (Laumann, et al, 1994).

In 2002, the National Center for Health Statistics, part of the Centers for Disease Control (CDC), conducted face-to-face interviews with 12,571 men and women between ages 15–44. Respondents entered answers anonymously into a computer during the interviews, a very good method for getting closer to the truth. Forty percent of the men and 35% of women said they had tried anal sex (presumably meaning intercourse) with an opposite-sex partner at least once (Moser, et al, 2005).

In 2008, the Guttmacher Institute sought to determine the extent to which today’s teens are using oral and anal sex as substitutes for vaginal intercourse. They analyzed data on 2,271 teens, ages 15–19, drawn from the 2002 National Survey of Family Growth. In this nationally representative survey, respondents answered questions anonymously via computer. Among these teens, 50% had engaged in vaginal intercourse, 55% had tried oral sex, and 11% had explored anal intercourse. In a similar trend noted by Kinsey among adults back in the 40s and 50s, teens from higher socioeconomic backgrounds were more likely to have tried oral and anal sex. Among the teens who had already had vaginal intercourse, 87% had also tried oral sex and 21% had engaged in anal sex (compared to 26% and 1% of the “virgins,” respectively). The study concluded that teens aren’t using oral and anal sex as substitutes for vaginal intercourse, but rather as supplements to it (Lindberg, 2008).

Many people are surprised when they hear about the prevalence of anal experimentation among heterosexuals; some even refuse to believe it. At the same time, it is widely assumed that anal intercourse is universal among gay men. This belief is a natural extension of an intercourse-centered view of sex, which goes like this: because intercourse is sex, and because the only intercourse available to gay men is anal, therefore anal intercourse must be the erotic focus for gays, just as vaginal intercourse is for most straights. Following a similar logic, I’ve heard numerous people question how lesbians can have sex at all.

It’s true that gay men in general are far more open to all forms of anal stimulation, including intercourse, than any other group. In one study of over 1,000 gay men, 76% said they enjoyed anal intercourse, over half as both inserter and receiver (Spada, 1979). In another study of 156 gay male couples together from 1–40 years, 71% had participated in anal intercourse within the year prior to the interviews, with equal percentages having tried it as receivers and as inserters. Also in the previous year, 41% had participated in oral-anal play. But compare these statistics to the more than 95% who reported giving and receiving oral sex during the same period, with mutual masturbation almost as prevalent (McWhirter and Mattison, 1984). Although anal sex is clearly popular among gay men, the more prominent role of other activities in gay male sexuality has often been noted.

A 1994 sex survey of gay men conducted by The Advocate (Lever, 1994), a national gay magazine, asked refreshingly different questions, including what sexual activities respondents “loved.” Hugging and caressing were loved by 85%, more than any other activity. Forty percent loved being the inserter in anal intercourse (almost as popular as having their ears licked) and 43% were fans of receiving it. Forty-five percent loved receiving oral-anal stimulation, and 28% loved giving.

Twenty-six percent said their favorite way to have an orgasm was through a combination of masturbation (administered by themselves or their partners) and receiving intercourse, while 19% said their favorite way to orgasm was being the inserter. On the other hand, 14% didn’t practice receptive anal intercourse at all and another 13% did, but didn’t like it. Six percent didn’t engage in intercourse as inserters while another 11% did so but didn’t like it.

We know amazingly little about the frequency with which some groups, most notably lesbians, engage in anal activities. Frankly, I’m amazed that I can’t find any surveys of lesbian sexuality that asked questions about anal stimulation. Nonetheless I’ve talked with dozens of lesbians who say they like anal fingering, oral-anal stimulation, and occasionally anal intercourse with dildos. Several lesbian therapists I’ve interviewed reported the same thing. But this is all anecdotal, underscoring the need for more complete lesbian sex research.

WHAT’S THE BOTTOM LINE? If you’re like me, random percentages are already swirling around in your brain. So what are we to make of these numbers? Obviously, different studies yield different results. This is true with any kind of research. But between the 1940s and the 2000s, we can spot some general trends:

•  The proportion of heterosexuals experimenting with anal intercourse has gradually been on the rise, and probably is around 30–40% today, with younger, more educated, and married people on the higher end of the spectrum.

•  How often straights have anal intercourse is much more difficult to say, but the best guess is that approximately 20% practice it at least occasionally, with significant differences between groups.

•  The vast majority of men who have sex with men (only some of whom are identified as gay) have tried anal intercourse, but less than half of the gays say they “love it.”

•  Most surveys don’t bother to ask about other-forms of anal sex, yet a majority of straights appear to include some anal touching in their sex play on occasion, as do an even larger majority of gays.

•  Rimming (oral-anal sex) has been tried by less than a quarter of straights, but almost half of gays say they love receiving it and almost one-third feel the same about giving it.

•  We have many anecdotal reports of lesbians enjoying all forms of anal sexuality, but no real data about it.

•  The biggest surprise is that about 11% of 15–19 olds are trying anal intercourse these days. That number jumps to 21% among teens who have also had vaginal intercourse.

Considering the fact that more sexual experimentation is happening at earlier ages, the essential need for comprehensive sex education, beginning well before the experiments begin, is the most important “bottom line” of all. It is now undeniable that more informed young people are more likely to wait longer before becoming sexually active, and much more inclined to use birth control when they do.

Similarly, disturbing numbers of teens are having intercourse, both vaginal and anal, without using condoms. In 2007, almost 62% of sexually active high school students reported using condoms with their most recent intercourse. This is a dramatic improvement from 1991, when only 46% had used them (CDC, 2006). But we have a long way to go.

We know that access to condoms and familiarity with them—which includes seeing, touching, and practicing applying them to phallus-shaped objects in the classroom—is the best way to promote their use. It’s also essential that teens, especially girls, learn about the “female condom,” the use of which can be decided upon, implemented, and controlled by intercourse receivers (see Chapter 12).*

Finally, the focus on intercourse that I described earlier is on full display in most of the research. Since the HIV/AIDS epidemic began in the early 1980s, sex research funding has been primarily focused on studies of HIV transmission and prevention. Other forms of anal pleasure are not involved in HIV transmission, which is one reason why questions about them are still being left out. This is a short-sighted and serious mistake.

The more people know about the anal area and all forms of anal enjoyment, the more likely they are to make wise, informed choices instead of fumbling around in the dark. I strongly suggest that future researchers who have the urge and funds to devise new sex surveys, begin by expanding their range of questions about this important source of sensuous and sexual pleasure.

*   Those interested in sex education should visit the Sexuality Information and Education Council of the United States (SIECUS) at 
www.siecus.org. Their online newsletter provides a wealth of up-to-date information and research.
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CONFRONTING THE ANAL TABOO

 WHILE THERE’S NO DENYING that the pleasure potentials of the anus are gradually coming out of the closet, most of us still feel somewhat uneasy about it. I still hear frequent stories of people trying to raise the subject of anal sexuality, even with a close confidant, only to face jokes or derision in response. This isn’t to say that the anus can’t be a subject for humor; it most certainly can be. But so often it seems that the laughter is of the awkward, let’s-not-talk-about-that variety, intended more to squelch discussion than to invite it. The prevailing social consensus can still be described as, “Don’t ask; don’t tell.”

There’s no simple explanation for our lingering reticence. Historically, the law has played an important role. Since the days of the colonies, almost every state has imposed strong legal sanctions against sodomy, usually defined as contact between the genitals of one person and the anus or mouth of another, although sometimes the term is used only for anal intercourse. Starting in the 1960s, and reaching a peak in the ‘70s, 18 states repealed their sodomy laws, and three additional state courts declared them unconstitutional. A monumental sea change occurred in June, 2003, when the US Supreme Court ruled that all sodomy laws are unconstitutional. Matters of love and sexuality among consenting adults, declared the 6-3 majority, are fundamentally a private matter (Lawrence vs. Texas).

Ethical values and moral principles are also potent attitude-shapers. Even people who value sexual freedom still look to some moral code or ethical system to guide their actions. The current trend, countered by plenty of vociferous opposition, is towards allowing greater room for individual tastes and preferences. Needless to say, it is legitimate for anyone to participate in or avoid certain sexual behaviors or situations based on a sense of right or wrong. However, ethical or moral value systems do not themselves deter open discussion, turn faces red with embarrassment, or cause reflexive outbursts of nervous laughter.

To understand these reactions, we must open our eyes to the power of taboos. A taboo is a form of psycho-social control more potent than the most rigid moral code or threatening law. Modern, enlightened people like to believe that the scientific method has eradicated taboos, and that only “primitive” peoples are still affected by them. Unfortunately, this belief is inaccurate.

Science has certainly been instrumental in freeing us from many irrational superstitions and fears. But every culture, no matter how advanced, still has its taboos. A taboo is a prohibition collectively shared by a society with a force so strong that it is rarely, if ever, questioned or even discussed. It just is.

Every society also has mores and traditions intended to guide or control behavior. These evolve out of the give-and-take of socio-political discussions and battles. Taboos are quite different. Sigmund Freud made this key distinction:

 

The taboo restrictions are different from religious or moral prohibitions; they are differentiated from moral prohibitions by failing to be included in a system which declares abstinence in general to be necessary and gives reasons for this necessity. The taboo prohibitions lack all justification and are of unknown origin. They are taken as a matter of course by those under their dominance (Freud, 1913).

 

Taboos, then, have an all-encompassing quality—like the air we breathe—which makes them highly resistant to logic, scientific inquiry or even first-hand experience. Although taboos are products of culture, it’s almost as if they are operate apart from it, invisibly.

Some taboos are almost universally accepted in cultures that embrace them, with little or no ambivalence or emotional charge. In the US, for example, the taboo against eating the meat of dogs or cats is of this type. We’re socialized to feel that this would be incredibly distasteful and the issue never arises again. If, however, we were to find ourselves in a situation where no other food was available except a dog or cat, we would be thrown into deep ambivalence. Some of us would probably come close to starvation before violating the taboo.

Other taboos are accompanied by strong ambivalence and a high emotional charge. The incest taboo is the best example of this type. Because many people experience at least mild erotic responses toward a parent or sibling, the taboo against acting upon or even acknowledging these desires infuses them with great psychological meaning.

Both types of taboos have a chilling effect on behavior and thought. However, taboos of the second type don’t necessarily eliminate the impulses they seek to forbid. Instead, taboo desires go underground, both individually and collectively, where they take on a larger-than-life, almost cosmic significance. In this way, taboos can imbue forbidden impulses or curiosities with over-inflated significance. In some instances, the ambivalence, guilt, and shame caused by a taboo actually function as aphrodisiacs.* Freud pointed out that in Polynesian, the root meaning of taboo is both sacred and forbidden or unclean. The opposite of taboo is simply ordinary, commonplace, or readily accessible.

All of this goes a long way toward explaining the profoundly mixed feelings of so many of us toward the anal area and anal pleasure. There’s no other way to understand the frequent responses of rational men and women, even scientists, when asked straightforward questions about the anus and anal pleasure, especially anal sex. More often than not they are unwilling to discuss the subject, or else begin to stammer or show other signs of embarrassment. Often the effects of the anal taboo are couched in rational-sounding generalities like, “Anal intercourse is dangerous,” which fail to meet even minimal standards of logic or science. If anal pleasure and eroticism were simply a bad idea, objections—moral, legal, or physiological—could be freely discussed without self-consciousness. In actuality, most people can more readily talk about murder and rape—staples of the local news—than anal sexuality.

Like the incest taboo, the anal taboo tends to be highly charged, though usually not as strongly. This is true because the sensitivity of the anal area assures that, beginning early in life, virtually everyone will feel pleasurable sensations there. To some degree, then, negative messages about the anus are bound to contradict actual experience, creating ambivalence. For some, the discomfort of mixed feelings can be managed by suppressing all thoughts and feelings related to anal pleasure—a common tactic. Others are clearly interested and repulsed, fascinated and ashamed.

Charged by the extra excitement of the forbidden, some people become anally obsessed. This can be a problem for those who feel that the more naughty a sexual behavior or fantasy is, the more important it becomes, almost as a matter of principle, to do it. Such men and women may engage in anal sex as a symbol of sexual freedom, whether they actually like it or not. And some may do it with a reckless abandon characteristic of those who aren’t exactly choosing their actions.

When under the influence of an unspoken taboo, caught in the crossfire of conflicting forces, it becomes difficult to recognize the forbidden object or behavior for what it actually is. Instead, the artificial intensity stirred up by the taboo becomes the our focus. The realities that lie behind the taboo can easily be ignored in the struggle.

SOCIAL FUNCTIONS OF THE ANAL TABOO

TABOO AREN’T just psychological phenomena; they have social significance as well. The incest taboo, for example, helps to reduce severe conflict among family members and between generations. The taboo against eating dogs and cats maintains the special feelings we wish to have about our pets. The functions of a taboo are not always clearly discernible because they become blurred as the taboo is passed on from generation to generation. Since taboos are intricately woven into the collective psyche, their original purpose often fades into obscurity.

Although the anal taboo has never been systematically studied by social scientists, we can speculate about its social functions. Cross-cultural data about sexual mores and behavior strongly point to four likely functions. First, negative attitudes toward the anal area appear to be universally tied to concerns about cleanliness. All societies encourage cleanliness, though ideas vary widely about what is required. The idea that cleanliness is necessary for spiritual purity is quite common. Often, specific substances like certain foods, mud, urine, mucus and feces trigger strong feelings of revulsion, thereby symbolizing and enforcing much broader concern about avoiding contamination and disease. In short, the anal taboo fosters the emotion of disgust.

Second, the idea that an inherent conflict exists between the spirit and the flesh is prevalent. By intensifying negative emotions about one area of the body, the anal taboo expresses and perpetuates an overall lack of ease with the physical self. In this way, the taboo makes concrete the conflict between spirit and body, increases guilt, and thereby reinforces religious doctrine.

Third, almost all cultures associate receiving anal intercourse with femininity, in part because of its physiological similarity to vaginal intercourse. With few exceptions, a man who receives anal intercourse is viewed as less manly. Therefore, another possible function of the anal taboo is the maintenance of strict sex-role differentiation. Sexual receptivity—and all that it symbolizes—is expected of women and strongly discouraged in men. If anal pleasure is prohibited, then the chance of men receiving anal intercourse decreases considerably.

Finally, acceptance of anal sexual behavior is virtually always correlated with acceptance of at least some forms of homosexuality. It’s therefore reasonable to conclude that another function of the anal taboo is to bolster sanctions against homosexual contact, particularly between men.

This period in human history is ripe for challenging the anal taboo. Scientific advances in the study of health and disease make it more possible for decisions about cleanliness and health to be rational rather than emotional, although emotions still do and always will play a part. The mind-body split is being directly challenged in philosophy, psychology and medicine. Similarly, the value of strict sex-role differentiation is being questioned by thoughtful women and men. At the same time, negative attitudes toward homosexuality are softening, at least in the developed world. For all these reasons, the functions once served by the anal taboo are no longer so pressing.

Those who wish to counter the complex effects of the anal taboo must focus on two central questions: What is the potential of the anal area for healthy, self-affirming sensuality and eroticism when freed from the stranglehold of taboo? And how can we go about freeing ourselves? This book is intended to help you investigate these questions and discover your own answers.

THE ANAL TABOO IN THE HELPING PROFESSIONS

EVERY CULTURE has its experts who are believed to possess special knowledge or wisdom. Traditionally, religious leaders and healers have been the most revered authorities. In our society we have increasingly turned to medical and mental health professionals. We hope that their research and experience will shed light on behaviors conducive to or incompatible with health and well-being.

Unfortunately, helping professionals are by no means immune to the power of taboos. Scientific inquiry is inherently slow, always incomplete, and subject to personal interpretation and bias. And the tendency of taboos to function outside of consciousness assures that perspectives on reality supported by the taboo will be taken for granted, not questioned. The anal taboo has had just this kind of influence on how a disturbing number of professionals look at anal sexuality.

THE ANAL TABOO IN MEDICINE. The most prestigious professional helpers in our society are physicians. The medical community has always been profoundly influenced by the anal taboo. In proctology, the branch of medicine specifically concerned with the anus and rectum, there has been an almost universal reluctance to acknowledge that these organs have potential erotic significance—especially for “normal” people.

The first proctologic study of the medical aspects of anal intercourse was published in the 1950s with the title, “Proctologic Disorders of Sex Deviates” (Feigen, 1954). Supposedly, this judgmental title was necessary for publication at that time. Even so, the article was rejected by several respected medical journals. While the article was a breakthrough for its day—at least someone was willing to raise the subject—it confirmed the prevailing belief that anal intercourse is inherently dangerous. It described in detail the medical problems of men who received anal intercourse regularly. The sample was highly unrepresentative, consisting entirely of men who sought medical help, or those incarcerated in penal institutions where anal rape is often a ritual expression of an aggressive, sometimes violent pecking order.

The situation has improved somewhat since then. One turning point came in the 1970s when increasing numbers of openly gay physicians set up practices in major urban centers. Gradually, sexual experimenters of all sexual orientations heard about doctors with whom they could talk honestly about anal pleasure and problems. Consequently, some of these physicians became experts on the subject. And a few actually shared their knowledge with professional and lay audiences.

Nowadays, physicians receive at least basic training in sexuality and have at least some awareness about anal sex. But for the most part, anal activities, especially intercourse, are still viewed as highly problematic. That so few doctors, including proctologists, have transcended the anal taboo is understandable in light of the fact that they have had to treat, usually with little or no discussion, medical problems caused by uninformed, painful, sometimes forced, and often reckless anal experimentation. It’s hardly surprising that they would tend to view anal sex as unhealthy.

In addition, physicians are unlikely to be aware of the experiences of those who enjoy anal stimulation comfortably and safely. Even after a lifetime of clinical practice, it is quite possible for a doctor never to meet (or know that he or she has met) such a person. Of course, acquiring a distorted view of human experience is a problem inherent in all the helping professions, and is not exclusively the result of taboo influences. After all, people rarely consult professionals to tell them how good they feel or how much fun they’re having.

For these reasons, the medical community, which could be a valuable source of information, experience and expertise about the anus, has had little to say except, “Don’t do it!” It’s not unusual for people who enjoy anal intercourse and who seek help for anal medical problems to be told that they must give up this form of pleasure in order to have a healthy anus. I’ve heard dozens of reports of doctors saying, especially to gay men, “If you’d use your anus only for its intended purpose, you wouldn’t be seeing me,” when they know that the vast majority of their patients with identical symptoms aren’t practicing anal sex. Freed from the blinders imposed by the anal taboo, physicians could better hear the concerns of their patients and offer constructive suggestions on how the anus can be experienced pleasurably and with a minimum of risk.

Of equal importance, physicians could become much more effective in helping all of their patients to resolve anal medical problems. This is because the majority of common ailments—especially chronic or recurring ones—are exacerbated and perpetuated, if not caused, by negative attitudes toward the anus, lack of anal awareness, and chronic muscle tension—the exact same conditions that limit anal pleasure. Nothing can help a person develop and maintain anal health more than a comfortable, relaxed sensitivity to the anal area, including a willingness to explore it. There’s no question about it: The anal taboo is dangerous to your health!

It’s not my intention to indict the entire medical profession. Almost as amazing as the pervasiveness of the anal taboo is the ability of some doctors to look beyond it and listen respectfully to their patients. These are the gifted healers who continue to believe—in spite of a doctor-knows-best ethos and the limited time in today’s medical system—that they have as much to learn from their patients as they have to offer. They know that the path toward optimal health is a collaborative effort. It has been my pleasure to work closely with a terrific group of doctors who encourage their patients to cultivate self-awareness and relaxation before resorting to surgery for some anal problems.*

THE ANAL TABOO IN PSYCHOLOGY. Just as the anal taboo has inhibited the medical community from offering any more than incidental information and support to those who want to explore anal pleasure, similar pressures have blocked many potential positive contributions from within the field of psychology. Freud at least discussed the erogenous qualities of the anus. In fact he saw it as the strongest focus of pleasure throughout one period of each person’s life. He called this period the “anal phase” and to it he ascribed enormous power to shape our personalities. Although his ideas brought phrases such as “anal retentive” and “anal fixation” into popular parlance, the overall impact of his theories has been to legitimize anal pleasure as a developmental necessity for small children, while labeling it infantile for adults. So while Freud introduced anal eroticism into psychology, his theories ended up, ironically, bolstering the anal taboo.

Psychology has evolved in literally hundreds of directions since Freud. Most, but by no means all, of today’s psychotherapists take a far less dogmatic view of sexual behavior and accept a wider range of activities as potentially healthy and mature. However, the anal taboo still thrives among therapists and researchers, in spite of a general open-mindedness. I’ve had countless people write or tell me about their frustration that anal sexuality seems like a forbidden subject in their psychotherapy, regardless of its duration or how helpful it is in other ways. When they’ve followed my suggestion to bring up the topic—or at least mention their discomfort in doing so—some have reported positive results. But in most cases, brief discussions have quickly fizzled, never to be raised again.

My hunch about the dynamics at work here is that the lingering effects of the anal taboo, in both therapist and client, join forces to create an unspoken, semi-conscious consensus to avoid anxiety and embarrassment, especially on the part of the therapist. Clients don’t want their therapists to be anxious while discussing difficult material. How paradoxical, that in a setting specifically designed to promote honesty and deepening levels of self-disclosure, a deafening silence infuses the anal taboo with even more power than it may have had before.

There’s reason for optimism, however. In recent years I’ve noticed an unmistakable opening among a significant group of therapists. Nowadays, thoughtful questions about how to work with clients’ anal concerns commonly arise at seminars. I’m particularly impressed when a therapist acknowledges his or her discomfort about a topic, and then forges ahead in spite of it. One of the first signs that a taboo is loosening its grip is an increasing ability to admit its existence.

SEX THERAPY AND ANAL CONCERNS. Sparked by the publication of Masters and Johnson’s pioneering book on sexual problems in 1970, the field of sex therapy has grown rapidly, along with a greater awareness that sexual difficulties, far from being rare, actually affect large numbers of people. Men seeking sex therapy are usually concerned about getting or maintaining erections under various conditions, or else they are concerned that they ejaculate too fast or take too long. Women are often concerned about lack of arousal or not being able to experience orgasm. Both men and women who have little or no interest in sex are increasingly likely to consider this a problem.

For those who are willing to listen and inquire without judgment, clients will start to reveal a host of even more complex sexual conflicts and dilemmas, such as their compelling, yet problematic, attractions and erotic interests. Terms like “sex addiction” or “porn addiction” have entered the popular lexicon. While there’s no doubt that many people feel a distinct and disturbing lack of choice in their sexual lives, thinking of these challenges as addictions only encourages people to fight with them, which invariably makes things worse. Theories and techniques for dealing with a vast array of sexual concerns vary widely. Yet all sex therapists view sexual behaviors, whether positive or problematic, as complex phenomena in which psychosocial learning plays a major role along with biology. Appreciating the lifelong process of sexual development opens up the possibility of further growth, and the discovery of more fulfilling avenues for expressing oneself sexually. But just how much sexual change is possible and how it can be facilitated is still, and probably always will be, a subject of intense debate.

Aspects of a person’s sexuality that are established before or during adolescence, and which generate high arousal, are strongly resistant to change. More often than not, long-established turn-ons become so thoroughly interwoven into a person’s entire psyche that changing them is virtually impossible. Sexual orientation is like this. Although humans are noted for sexual experimentation, trying to fight against something as deep as one’s orientation is doomed to failure. Those who claim to have done so are deluding themselves.

Sex therapists are most successful at helping clients create conditions for learning new sexual behaviors, overcoming performance anxieties, improving communication, and expanding their preferences somewhat, but usually not dramatically. If new discoveries turn out to be more pleasurable and fulfilling or less anxiety-provoking, then they’ll gradually supplement or supplant older behavior patterns—unless the old ones produce stronger rewards of their own, which is often the case, even with problematic behaviors. Sex therapists are least successful at helping clients get rid of behavior or alter preferences that bring them high excitement, regardless of whether the client expresses a desire to do so. In these cases, the most effective approach by far is self-acceptance, which is less about changing one’s turn-ons than it is about using them in more self-affirming ways.

Today’s sex therapists are initially concerned with: (1) providing accurate information and confronting destructive beliefs, (2) working with clients to design targeted experiential exercises free of pressure to perform, (3) teaching practical techniques for coping with and reducing anxiety and tension and (4) improving interpersonal skills, especially the ability to discuss sex openly and to be more assertive in asking for what one wants. Usually, the development of new behaviors—or avoidance of them—evokes emotional reactions and sometimes insights into how past experiences are still getting in the way. Further experimentation provides additional opportunities for learning, deepening self-awareness, and compassionate self-acceptance.

Sex therapists base their work on the assumption that sensual and sexual pleasure is a positive and healthful human experience as long as it is accompanied by a sensitivity to the rights of others. Sex is seen as having the potential to enhance a person’s self-esteem as well as his or her relationships. Cognizant of the tremendous range and variety of sexual behavior among humans, sex therapists usually feel less compelled than traditional psychotherapists to formulate universal ideals of how people should behave. These basic shifts in attitudes are undoubtedly responsible for the successes of sex therapy, much more so than any specific technique.

Notwithstanding the overall atmosphere of openness that permeates much of sex therapy today, practitioners have not fully escaped the effects of the anal taboo, and therefore are not always as open about anal sexuality as they are about other sexual activities. Luckily, many are quite willing to discuss anal pleasure with their clients, but don’t know how to help with their concerns. To this day, most therapists have few, if any, opportunities to learn about or discuss anal pleasure with their colleagues.

One reason why so few sex therapists have made any systematic attempts to apply their skills and techniques to the problems of blocked anal pleasure is the fact that such problems haven’t traditionally been defined as concerns worthy of serious therapeutic intervention. In reality, for a person who desires anal pleasure, especially intercourse, the inability to relax the anal muscles is as much a problem as a man’s concerns about his erections or ejaculations or a woman’s concerns about her arousal or orgasms. Wanted, but inhibited, anal enjoyment can have the same negative effects on a person’s self-esteem and vitality as any other sexual concern.

If we must name it, I’ve suggested that we call this problem anal spasm, because involuntary contractions of the anal sphincter muscles—and, to some degree, rectal muscles as well—is the primary physiological mechanism blocking anal enjoyment, especially the pleasure that can be derived from internal stimulation of the anus and rectum. Anal spasm is similar to vaginismus, which involves involuntary spasms of the muscles surrounding the outer vagina, making insertion of a penis, gynecologist’s speculum, or sometimes even a finger painful, difficult, or impossible. Like anal spasm, vaginismus not only prevents insertion, but over time it also tends to reduce all pleasurable sensations and desires.

I began working clients with anal spasm in the mid-1970s. Working in collaboration with these clients, we developed an approach that seemed most helpful. Then I began testing our discoveries through formal research in which 143 people (114 men and 29 women) participated in an eight-week group therapy process developed and refined during my earlier work. Participants ranged in age from 21 to 62. Represented among the participants were men and women of all sexual orientations and a variety of backgrounds and lifestyles. All wanted to experience less pain and more pleasure from anal erotic stimulation. Eighty percent wished specifically to be able to enjoy anal intercourse. This work lead to my doctoral dissertation, and then to the first edition of this book in 1981. My work in this area has continued to expand and evolve ever since.

For the reader desiring to enhance the capacity for anal pleasure, it’s important to know that this is not an impossible or even difficult goal. Among the 143 participants in the original research, 71% learned to enjoy anal stimulation in the ways they desired by the time the eight weeks of therapy had ended. An additional 12% were able to do this within four months after therapy. For the total of 83% who reached their goals, many factors contributed to their success. Most important was the willingness to devote regular time and attention to anal exploration, and to carry it out with calm persistence.

Virtually anyone, regardless of gender or sexual orientation, can become more aware of the anal area, learn to relax anal-rectal muscles and expand their capacity to enjoy whichever types of anal stimulation may be desired. Required, however, is sufficient motivation, a little patience, and a clear idea of how to proceed. It is also necessary to become aware of and to challenge the effects of anal taboo. Almost everyone with whom I have worked has found that the rewards—anal pleasure and health—are well worth the effort.

*   For an in-depth discussion of how taboos and the accompanying emotions can both inhibit and intensify arousal, see my book, The Erotic Mind.

*   Now there’s a medical specialty called “sexual medicine,” which combines regular medical training with in-depth training in sexology. You can see a radical shift in perspective in Dr. Charles Moser’s book, Health Care Without Shame.
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HOW TO USE THIS BOOK

 THIS BOOK IS DESIGNED not just to be read, but also to be experienced. It’s not intended for passive consumption, but rather for active use. As you move through each chapter you’ll be following essentially the same process of anal exploration that my clients have found to be highly effective.

I’ve communicated with many people who live in other parts of the country, guiding them in their anal exploration processes via letter, telephone, e-mail, or one or two visits to my office. Their reports indicate that most of them are able to make significant and welcome changes without the regular involvement of a therapist. A therapist offers clients opportunities to clarify their feelings and needs, as well as support and guidance in working through any rough spots. These therapeutic functions can’t be replaced by a book. Nonetheless, it’s possible to provide yourself with support and feedback by taking the risk of honestly discussing your feelings and activities with a close friend or lover. With adequate motivation and persistence, most people are capable of initiating and directing their own self-exploration, using this book as a guide.

HOW THE BOOK IS STRUCTURED Anal awareness has two dimensions. First, there’s the individual process of self-exploration. The second dimension involves sharing anal exploration and stimulation with a partner. The first part of this book deals with the more private aspects of anal exploration. Other people participate only through their memory, imagination or fantasies. The latter part deals with how to include the anal area comfortably and safely in sensual and sexual play with others.

Each chapter begins with relevant information from the fields of anatomy and physiology, medicine or psychology. Then a section entitled “experience” presents simple things to do. This section is intended to help you apply new information, in concrete and practical ways, to your own behavior. The “response” section should help you integrate new information and experience into your life. Here I discuss feelings you might have as a result of your experiences, blocks that might get in your way, and possibilities for positive change.

Unlike some books that encourage flipping pages randomly, this one is designed to be read in sequence. Each chapter builds on the previous ones and assumes you have at least thought about their content, and perhaps tried some of the suggestions.

When you read the experiences or actual words of my clients, it’s important to keep in mind that these aren’t offered as norms or standards for what you should experience or feel. Instead, consider whether they’re helpful in understanding yourself. If some statements aren’t relevant, feel free to move on. But before dismissing anything as irrelevant, take a moment to ask yourself if possibly the material is in fact very relevant, and thus somewhat threatening. If you have a particularly strong negative reaction to something you read, consider it a good indication that you could benefit from spending more time with that section.

WORKING WITH A PARTNER. Some people want to include a partner in their anal exploration right from the start. If this is true for you, be sure to spend at least as much time exploring alone as you spend with your partner. Ideally, your partner should spend time exploring alone, too. If you don’t have an appropriate partner right now or aren’t ready to talk with him or her about anal pleasure, you can still accomplish a great deal on your own. Later, when you feel more comfortable, you can think about your options for including a partner.

SETTING ASIDE TIME. How much you get out of this book will depend on your motivation—which, to a great extent, is reflected in how much time and energy you’re willing to devote to learning about yourself. Most people do best if they set aside one or two exploratory periods each week. These periods should be during “prime time” when you’re not tired, preoccupied or in a hurry. If you’re like most people, you’ll have to guard your private time militantly against encroachment by other pressures and demands. Avoid becoming too rigid about it, though, because this won’t be conducive to relaxation. Whatever you do, don’t turn anal exploration into a task or obligation. If you don’t feel like doing it, then don’t. Sometimes, however, a gentle push is necessary to overcome discomfort with the unfamiliar.

KEEPING A JOURNAL. Your progress will be greatly enhanced if you keep a journal. This is a notebook in which you write about experiences, thoughts, and feelings as you move through the book. Many of us have trouble finding the time even a few minutes to be quiet and attuned with ourselves; the practical demands of life are always clamoring for our attention. Even some occasional brief notes or scribbles can be helpful. I have yet to find a person who kept a journal who didn’t say it was tremendously valuable.

GOALS AND EXPECTATIONS. Perhaps you’re reading this book without any preconceived ideas about what you’d like to get out of it—just browsing to see if there’s anything useful here. On the other hand you may already have specific ideas about how you’d like to grow and change. If you do have goals or expectations in mind, even if they’re not very clear, it’s worthwhile to state them explicitly at least to yourself, maybe to a friend or a lover, or write them down.

My work has shown unmistakably that the way a person approaches anal exploration is significantly related to how beneficial the process turns out to be. Those who want to perform better as a result of therapy (that is, their main motivation is to please someone else) are far less likely to reach their goals than those who wish to develop new pleasure options for themselves. If you’re coming into this with performance-oriented goals, such as “I want to satisfy my lover by being able to receive anal intercourse,” consider a more pleasure-oriented approach. What if you put the emphasis on getting more in touch with yourself?

Unfortunately, clients with all types of sexual concerns frequently have trouble distinguishing between these two types of goals. Many people become so performance-oriented that their partner’s pleasure is seen as synonymous with, or more important than, their own. If the distinction between pleasure and performance motivations isn’t fully clear to you now, keep thinking about it as you move through the book. Changing your motivation may not be so easy, especially if you’re used to putting a partner’s needs and desires ahead of your own. So it’s a good idea to start now.

Your goals may have little or nothing to do with enjoying the anus sensually or erotically. You may be far more interested in restoring or maintaining your anal health. Perhaps you’re trying to resolve an acute or chronic medical problem that’s making you uncomfortable. Or perhaps you’ve seen a parent or older friend struggle with the pain and distress of anal problems such as hemorrhoids, and you’d like to do all you can to avoid these difficulties yourself.

Goals related to health or pleasure are definitely not mutually exclusive—the fundamental premise of this book. Anal enjoyment may ultimately be of interest, but you simply can’t imagine exploring it until you restore your anus and the surrounding areas to optimal wellness and comfort. It’s also quite possible that your desire to learn about or enhance your capacity for anal pleasure may lead to the unexpected discovery of health problems that require your attention; chronic pelvic muscle tension is the most common such discovery. Being as clear as possible about what you’re looking for, and also prepared for your goals to evolve as you move along, will help you get the most out of this book.

MAKING A NO-PAIN-EVER COMMITMENT. Whether or not you have specific goals, the positive results of any anal exploration will be greatly enhanced if you make one fundamental commitment to yourself: From now on, I will do everything within my power to protect my anus from any pain or discomfort whatsoever. If you’re worried about the possibility of pain, your enjoyment of anal stimulation will be greatly limited and your anal muscles will refuse to relax completely.

Don’t make this commitment flippantly, because it won’t do any good. Understand that honoring this agreement may require you to place the comfort of your anus ahead of the desire of a sex partner. To say “yes” to your own body you may have to say “no” to somebody else. If you are currently grinning and bearing anal pain in deference to your partner—or in the hope you’ll learn to like it—you may find this commitment a difficult one to make. It’s better to admit that you’re not ready to make this commitment than it is to make it and then break it. Luckily, the vast majority of people seem more than happy to remove pain from their repertoire of anal experiences.

TIMING AND RHYTHM. Each individual has his or her own pace for self-discovery and change. Some people find that things move smoothly and quickly from the moment they start. For others, the process unfolds much more gradually. Honor how it is for you.

There is even more diversity when it comes to people’s styles of changing and growing. Some progress step-by-step. Most, however, experience spurts of self-exploration, out of which they may report breakthroughs, followed by periods when nothing much seems to be happening. For some, these ups and downs are dramatic and charged with emotion. Others take their rhythms more in stride.

Expecting yourself to grow according to an ideal schedule and style is just another way of putting pressure on yourself and thereby inhibiting relaxation and pleasure. The more you can follow your natural timing and rhythm, the more you’ll accept yourself and, consequently, the more good things will unfold.
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LOOKING AND TOUCHING

Beginning Anal Self-Exploration

 THERE’S NO BETTER WAY to gather crucial information about your anus than by using the senses of sight and touch. In spite of the strong prohibitions against body exploration many of us received while growing up, we readily look at and touch ourselves during everyday activities such as bathing and grooming—with at least one notable exception. Nobody just happens to bend over, back side toward the light, mirror in hand, to sneak a peek between their buns.

All but the most haphazard anal exploration requires a conscious decision to do it. A lack of first-hand knowledge may have left you susceptible to a wide range of negative ideas and feelings about your anus, most of which would never have developed if you’d been allowed free visual and tactile exploration of this hidden body zone.

THE ANAL OPENING

THE ANUS is the external opening into the short anal canal and the larger rectum. Hidden by the buttocks, the anal opening is formed by folds of soft tissue which give it a puckered appearance. Anal tissue is pink-red in color unless it is irritated, in which case it may appear bright red. Within the anal tissue are a vast array of tiny blood vessels and nerve endings, making it one of the body’s most sensitive zones. These same nerve endings also let you know in no uncertain terms when your anus is hurting.

The area surrounding the anal opening contains many hair follicles. The hairs growing here may be too light and too fine to notice, or they may be coarser and darker. But everybody has hair growing in this area.

To a large extent the appearance of the anus reflects something of your past and current experiences, though you may not realize it. It may look comfortable and relaxed. Or it might look irritated, mistreated, and chronically tense.

Contrary to nearly universal opinion, there is nothing inherently dirty about the anal area. Regular washing leaves your anus fresh and clean. It’s true that small particles of feces can contain bacteria that aren’t found elsewhere—the vagina, for example. Because the vagina can be a hospitable environment for infections, a woman should not insert her finger (or any object) into her vagina after it’s had contact with her anus without washing it first. An additional approach to external anal touching is to wash your anus first. If you follow these simple precautions there’s absolutely no risk in exploring your own anus. Unwarranted concern about anal germs is yet another unfortunate legacy of the anal taboo.

EXPERIENCE

BEGIN BY TAKING a leisurely bath or shower, whichever is more relaxing and enjoyable for you. Think of this as doing something nice for yourself—not just getting clean. It may help to reflect this mood in your environment by lowering the lights, playing music, or using bubble bath or bath oil.

As you settle in, feel the warm water against your skin. When you wash, make each stroke slow and sensuous. Gently caress your anal area, giving it a little extra attention. Take as long as you want; there’s no rush. But stop right away if you start to get bored. Dry yourself in the same slow, deliberate way.

When you’re ready, turn up the lights and look at yourself in a full length mirror. Move in closer to look at each part of your body in detail, from head to toe. Using your hand mirror, give the same attention to the back of your body. Obviously, some things will look better to you than others. When you come across something you don’t like, acknowledge your feelings and how you would like it to be different—and then move on. Don’t suppress any negative feelings but don’t get caught up in them either. When you see something you like, let yourself feel good about it.

Using the hand mirror and plenty of light, take a close look at your anus. Find a comfortable position in which to do this. Figure 1 illustrates a variety of positions for anal self-examination; try them all. Find a position you can maintain without discomfort or fatigue. Remember you’re not just sneaking a quick peek here. Carefully examine your buttocks and then move in for the details.

Find a position in which you can easily touch your anus. Begin gently stroking your anus and the surrounding areas. Notice how your anal tissue feels compared to nearby tissue. At least part of the time, see if you can look at and touch your anus simultaneously. Do you notice any response in the anal area as you touch it? Does it seem to get more tense, less tense, or stay about the same? What difference does it make if you breathe deeply? Don’t insert your finger in your anus at this point even if you’ve done it before; stay with the exterior for now.

As you continue investigating, note your feelings. And don’t expect them to be logical either. See if you can just be aware of and accept whatever they are, without judgement or criticism. When you’ve finished looking and touching for now, write your reactions in your journal or simply sit back and think about them.

RESPONSE

THOUGH YOU’VE no doubt seen and touched your anus before, you probably haven’t done it in such a deliberate or intentional way. Some people get a sense of liberation from past restrictions, and a feeling of connection with the body. Some find the experience to be immediately sensual or even erotic. Others approach it almost as if conducting a scientific experiment. Still others find themselves turned off, bored or even repulsed. Any of these reactions—or a combination—is fine. As much as possible, see if you can avoid predetermined ideas of what you should or shouldn’t feel. For example, some people who want to enjoy anal sex become dissatisfied when their own touch is not immediately experienced as erotic. Try not to force yourself in any particular direction.
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Figure 1. Positions for Anal Self-Examination. 

Some distressing feelings commonly accompany anal exploration. Acknowledging negative as well as positive reactions provides opportunities for self-awareness and change, though you may have to tolerate some uneasiness in the process. One of the first things you may have to confront is the extent to which prohibitions against body exploration in general—and anal exploration in particular—have affected you.

Some women readers will have already dealt with similar prohibitions in learning to examine their genitals. The vulva, like the anus, simply cannot be thoroughly explored without conscious intent. Women who have overcome early injunctions against genital exploration tend to have gained a deeper awareness of themselves and can usually look at and touch their anuses with somewhat greater ease. On the other hand, women who haven’t yet explored their genitals extensively may find this process more difficult.

A woman’s vulva is somewhat hidden to her, but a man’s penis and scrotum require persistent effort to ignore. Consequently, most men have explored their genitals quite a bit, especially during masturbation. But these experiences don’t automatically transfer to the anal area. However, men who have learned to thoroughly enjoy slow masturbation sessions do seem more open to anal exploration; many, in fact, have already experimented with it.

While contemplating lingering prohibitions against extended body exploration and self-pleasuring, most people discover that early prohibitions usually weren’t stated directly by parents and other role models. Rather, mistrust of the body is communicated more subtly. In my work I regularly see how such messages are passed along subconsciously. For instance, relatively few clients remember being told overtly not to masturbate. Yet virtually all knew, in no uncertain terms, that they should hide it at all costs. Indirect parental injunctions can be far more potent than direct orders because they operate largely outside of our conscious awareness, leaving us powerless to do anything about them.

Prohibitions against body awareness and pleasure are most likely to enter consciousness when you consider violating them. Just thinking about exploring forbidden areas can trigger strong avoidance reactions. It’s not unusual for people to find endless reasons why they can’t look at or touch their anuses. Rarely do they notice any obvious thoughts such as, “Don’t do that!” Such thoughts would be relatively easy to deal with. More commonly there are only vague feelings of guilt or anxiety—almost too subtle to notice.

Dorothea wondered, “Why do I feel like a bad girl when I look at my anus? It’s the same way I feel when I give myself intense orgasms.” Although Dorothea didn’t remember the actual prohibitions passed along to her, she certainly felt their effects.

George dealt with his feelings in a different way: “Well, you know, I don’t get all this talk about guilt and all that. I look at and touch my anus and it just bores me. That’s all.” It took George several weeks to admit, even to himself, that he was being affected by anti-anal messages he had received as a child. Feeling bored is often preferable to feeling anxious.

Some people protect themselves from all these messy complexities with a trickier strategy. They’re quick to agree with everything—“Yes, I feel guilty. Yes, I’m responding to prohibitions from childhood”—but they’re unwilling to explore anything more deeply, side-stepping every suggestion with “I already know that.” Such people have a very hard time getting anywhere. They’re intellectually committed to the idea of personal growth, but unwilling to take any concrete steps to promote it.

Also limiting anal awareness are visceral feelings of disgust or revulsion that often accompany anal exploration. Of course, such feelings aren’t limited to the anus, but often include other “dirty” areas of the body. Often these feelings are subtle and difficult to identify. You may, for instance, be willing to touch your anus for a brief moment, but be unable to spend much time experiencing it fully.

It can be difficult to separate legitimate hygienic concerns from unrealistic feelings of revulsion. With rare exceptions, legitimate cleanliness concerns are dealt with easily, with little or no emotional intensity. When concerns about cleanliness are highly charged emotionally, it’s clear that irrational fears are at work. These need to be acknowledged and then challenged by accurate information and new experiences. In the beginning it helps if anal contact occurs during or after bathing so that cleanliness is assured.

Other less common reactions include frustration, resentment and anger. Russ said:

 

When I looked at my asshole, I thought it looked OK but then I got really mad. At first this surprised and embarrassed me. I thought to myself, ‘Now, what did your anus ever do to you?’ Then I realized it’s done a lot to me, like right in the middle of sex when I wanted to have a good time it made me shiver with pain. My butthole has been a royal pain in the ass!

 

Jean expressed her frustration differently: “Why do I have to go through all this effort and spend all this money? It’s not fair! All I want is a little pleasure, for Pete’s sake. And some of my friends seem to get it naturally. What the hell’s wrong with me anyhow?”

When Russ and Jean received support for feeling as they did, they soon could see that there was nothing wrong with them. They had simply been diverted from the self-exploration necessary for anal relaxation and enjoyment. They also realized that people are different; what one person takes for granted can be quite a challenge for someone else.

Sometimes anger that is at first directed toward the anal area can be redirected toward its real objects—parents, teachers, religious doctrine, social mores, or institutions which have encouraged you to dislike or mistrust your body, especially your anus. Don’t be surprised if anger comes out initially as general irritability. In groups we often have “bitch sessions” in which participants get mad at nearly everyone and everything. Of course, such complaining doesn’t actually change anything, but it can be quite helpful in releasing accumulated resentments. It can also be a lot of fun even if you do it by yourself.

Dialogue with and support from others can be useful for exploring your feelings and experiences. If you have a friend with whom you share trust and rapport, particularly if he or she has been doing anal exploration too, why not begin talking together and giving each other suggestions and encouragement? If you don’t know such a person, or you feel uncomfortable raising the subject, then just continue exploring on your own. Later we’ll focus on including others when the time is right.

PERSONIFYING THE ANUS

FEEL FREE TO CHUCKLE, but many of my clients have found it helpful to imagine that their anus has a personality of its own. If you’re unaware of your anus and it feels numb, as if it weren’t there, you can picture your anus as a stranger whom you need to get to know better. If your anus has been the source of pain and frustration, then your “relationship” has been one of tumult and conflict.

Although this may sound silly at first, it’s a useful metaphor. Initially, the goal is for you and your anus to become acquainted. This involves “listening” to what your anus is trying to communicate to you through muscle tension, unpleasant sensations or irritated appearance. It also involves treating your anus with the same respect you would give a friend, protecting it from pain and discomfort, discovering what it needs to be healthy, and willingly changing any behavior to which your anus responds negatively.

People who adopt this perspective usually find that a sense of good will toward the anus is associated with relaxation, an increase in comfort and pleasurable sensations—whereas alienation and hostility breed tension. Once you establish a positive rapport with your anus, you can abandon the idea that you and your anus are separate. Bill said, “Since I’ve started paying attention to my anus, I’ve developed a ‘buddy-buddy’ feeling about it. It’s the last part of my body I’ve gotten to know. My connection with myself is now more complete.”

The power of tactile and visual self-exploration to counteract the anal taboo becomes increasingly pronounced through repetition. Don’t be surprised if it takes a while just to get over the self-consciousness of doing what you may never have done before. Only when self-consciousness gives way to genuine curiosity can you derive maximum benefits. If you can build simplified versions of these looking and touching experiences into your everyday life—like touching your anus every day in the shower—you will be richly rewarded.
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BENEATH THE SKIN

Locating and Exercising Anal and Pelvic Muscles

 AS YOU CONTINUE looking and touching, you’ll gradually become more familiar and comfortable with your anal opening. But this is just a beginning. Below the surface lies a complex system of muscles, organs, blood vessels, and nerves. Developing a basic understanding of these is very helpful for anal discovery and pleasure. This chapter will help you identify and locate important pelvic muscles and then start a program of simple exercises to restore or enhance their tone, elasticity and sensitivity.

ANATOMY OF ANAL AND PELVIC MUSCLES

YOU’VE PROBABLY HEARD of the anal sphincter—a ring-like muscle that surrounds the anal opening. You may not be aware that there are actually two anal sphincters: the external sphincter and the internal sphincter. As you can see in Figure 2, the two sphincters overlap somewhat.
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Figure 2a. Anatomy of Pelvic Organs and Muscles (female) 
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Figure 2b. Anatomy of Pelvic Organs and Muscles (male) 

Knowing that there are two anal sphincters is important because each muscle can, and often does, function independently of the other. As you’ll discover, each sphincter is controlled by different neurological mechanisms. For now it’s enough to know where these muscles are and that usually they work together; if one is tense, chances are the other is, too.

Other pelvic muscles—collectively called the pelvic floor—support all of the organs and tissues inside the pelvis, including the genitals and the anus. Imagine you’re sitting between the legs of a man or woman (the point of view shown in the lower diagrams of Figure 2). Notice the area between the genitals and the anus—the perineum—an extremely sensitive area for most people. If you had X-ray vision and could see the layers of muscles just below the surface, you’d notice that three muscles all come together in this area: (1) the bulbocavernosus (also known as the bulbospongiosus), (2) the transverse perineum, and (3) the upper end of the external anal sphincter. In women, the bulbocavernosus muscle envelops the two interior bulbs of the large clitoral body, and then interconnects with the external anal sphincter. In men, it envelops the bulb (internal end-point) of the penis and then connects to the external anal sphincter.

The bulbocavernosus plays an important role in genital enjoyment by providing pleasurable contractions as arousal builds. It’s also very much involved in the contractions of orgasm. In men it helps to make ejaculation possible by propelling semen out of the penis. It’s also involved in female ejaculation, which we’ll explore shortly. The transverse perineal muscle stretches from side-to-side and intersects with the bulbocavernosus and the external anal sphincter. The perineal body—the midpoint of the perineum, between the genitals and the anus—is name for the juncture where these three important muscles meet. Virtually any muscular activity in the pelvis can be felt here. Below all the other muscles is the largest muscle of the pelvic floor, the pubococcygeus muscle (PC for short). It’s technically known as the “levator ani,” so don’t be confused if you see this term in a sex guide or anatomy book. The PC muscle is so named because it is anchored at the front to the pubic bone and at the rear to the coccyx (tailbone).*

The late gynecologist Arnold Kegel is famous for his studies of the PC muscle in women. He realized that one function of PC is to help control urine flow (since it surrounds the urethra) and he devised simple exercises to strengthen them in women bothered by “stress incontinence” (involuntary urination when laughing, coughing, running, etc.). Not only did the exercises help to restore urine control, but many of his patients reported welcome side effects from exercising the PC, such as increased sexual sensitivity and responsiveness (Kegel, 1952). These exercises are still often called “Kegels,” but I prefer to call them “pelvic exercises” because doing them affects the entire pelvic floor, not just the PC muscle.

In both men and women, the pelvic muscles contract randomly during arousal and rhythmically during orgasm. Improving their condition tends to increase the clarity and intensity of our pelvic erotic sensations. In addition, women and men can deliberately contract or relax their pelvic muscles in order to enhance the pleasure of orgasm or to influence its timing. My clients have found that pelvic exercises improve anal sensitivity as well, because the pelvic floor and the external anal sphincter are intricately connected. When you exercise the pelvic muscles, you’re also exercising the anus.

Pelvic exercises build sensitivity in a variety of ways. First, simply doing the exercises focuses our attention and thus enhances our awareness. Second, exercising any muscle increases blood flow into the area and causes a warm tingly feeling, similar to what you may have experienced following a workout or massage. Third, we all know that exercising improves the tone of flabby muscles, and the same goes for the pelvis. Mushy muscles are quite inefficient at transmitting sensations to the nerve endings embedded within them, called proprioceptors, that tell us what’s going on inside our bodies. Repeatedly contracting and relaxing muscle fibers builds up their tone and helps them to transmit sensations to the nerve endings more effectively—and pleasurably.

Well-exercised muscles are sometimes incorrectly assumed to be bulky, hard, and inflexible. The image of the muscle-bound bodybuilder contributes to this belief. Actually, the restoration of tone to muscles usually results in a lowering of baseline (normal) muscle tension and an increase in elasticity. Healthy muscles are able to do their job in a firm yet relaxed state. Conversely, flabby muscles require a great deal of excess tension just to make them do their job.

Most of the men and women I have worked with have reported improved anal and pelvic awareness and sensitivity after just a few weeks of exercise, sometimes much sooner. Most also felt that their anuses became more relaxed, too. Both of these changes result from a combination of paying attention, increased blood flow, and improved tone.

Dr. Kegel didn’t give particular attention to the impact of breathing patterns on the pelvic muscles, yet how we breathe plays an important role in body awareness and relaxation; this is why breathing lies at the heart of such disciplines as yoga and the martial arts. When we’re threatened, afraid, or in pain, our breathing becomes shallow; we use only the upper portion of our lungs while the lower portion is highly constricted. To make up for reduced lung capacity we take faster, erratic breaths instead of long, slow ones. During times of stress we restrict our breathing to subdue unwanted feelings and sensations. Unfortunately, we can easily use the same mechanism to suppress or limit our pleasure. Shallow breathing helps us to obey parental and social prohibitions against enjoying ourselves too much.

The opposite of constricted breathing is called “abdominal breathing” and it has many gifts to offer. When you breathe deeply, you use much more of your lung capacity. During deep inhalation, the diaphragm—a large, flat muscle below the lungs—swings downward, creating a bellows effect, and your lungs fill with oxygen. Then when you exhale completely your diaphragm pushes upward against your lungs, expelling gaseous wastes. It’s a good sign that you’re inhaling fully if your abdomen expands noticeably; you can’t breathe diaphragmatically and hold in your tummy at the same time. This is where the name abdominal breathing comes from. Whenever you consciously breathe deeply and slowly, even if only for a few minutes, your entire body will feel more open and alive.

VISUALIZING PELVIC ORGANS

AS YOU’RE THINKING about the muscular system that supports and enlivens the pelvic organs, now is good time to familiarize yourself with the organs themselves. Taking another look at Figure 2 on pages 38-39 will help you picture them more clearly. When we think of the pelvic region, the genitals come to mind first. Not only are they readily visible (at least the external parts), but most of us have more than a passing interest in them.

The penis is mostly visible, including the obvious erectile changes caused by sexual arousal. Not everyone realizes that the penis continues inside the body, and all of it gets erect. The internal end-point of the penis—the bulb—can be easily felt and seen, especially when erect, in the amazing perineal area between the scrotum (balls) and the anus.

The clitoral body in women is much more complex and not clearly understood by most people. The visible parts of the clitoris include the glans (head) and shaft which are underneath the clitoral hood, formed by the uppermost tissues of the inner lips. But most of the clitoris is inside the body. It includes two large bulbs that surround the vagina, plus two thinner legs (crura in Latin) that flare out on each side of the bulbs. These two legs look something like a wishbone. Finally, a maze of tissue and blood vessels extends even further and lies just beneath the perineum, not far from the anus. Not surprisingly, it’s called the perineal sponge. When a woman gets aroused, the entire clitoral body, inside and out, engorges with blood and becomes erect. While the clitoris increases in size quite dramatically, just like a penis, it doesn’t become rigid.

Notice also in Figure 2 that the a woman’s urethra is surrounded by another kind of tissue called the urethral sponge. This spongy tissue also becomes engorged during high arousal. Within this sponge and the surrounding area are many tiny glands that produce a fluid similar to semen (no sperm, of course). The largest of these are called Skene’s glands, named after the physician who described them in the 19th century (Skene, 1880). Collectively, these glands are known as the paraurethral glands, and they appear to be the reason why some women, some of the time, can ejaculate fluid out of their urinary opening during orgasm.

This seems most likely to happen when fairly intense stimulation is provided (by herself or a partner) in the area between the vagina and the urethra popularly called the G-spot (or “female prostate”). The G-spot can be massaged by inserting a finger (usually two) a few inches inside the vagina and pressing against the vaginal wall toward the front of the body. Some vibrators are equipped with a finger-like protrusion specifically for G-spot stimulation. Not every woman likes or responds to this kind of stimulation, and many don’t ejaculate, at least not noticeably. Ultrasound studies suggest subtle anatomical differences between women who ejaculate and those who don’t (Gravina, 2008), but there’s so much yet to learn.

Figure 2 also shows the location of the male prostate gland (sometimes called the “male G-spot”) with the urethra and vas deferens (carrying sperm from the testicles) passing right through the center of it. The prostate is also somewhat erectile in that it enlarges and gets firmer during high arousal. Virtually all of a man’s semen is produced by the prostate.* You can see that it’s quite close to the rectum, so it can be easily stimulated through the rectal wall, just a few inches in.

We’ll return to these fascinating organs later. Our goal in this chapter is to understand and exercise all of the pelvic muscles, to keep them healthy, and to promote pleasure.

EXPERIENCE

IF YOU WANT exercise your pelvic muscles productively, it’s first necessary to locate them in your own body. The best way to do this is to sit comfortably and imagine that you’re urinating (or actually do it). Then tighten the muscles you’d use to stop the flow of urine. The PC muscle is the specific one that does this. But all of your pelvic muscles tend to contract and relax in unison—just as they do during orgasm.

Once you get a feel for the PC and other pelvic floor muscles, deliberately tense and relax them a few times while noticing exactly where in your pelvic area you feel the contractions. Place your fingers on your perineum—the area between your genitals and anus. You’ll certainly feel the contractions there. Notice that your anus contracts simultaneously.

Now that you’ve located the pelvic muscles, I suggest you try three different exercises. First, inhale deeply as you contract the muscles and hold them—and your breath—for a few moments. Then release your muscles as you exhale completely. When you contract, do it as tightly as you comfortably can. When you relax, visualize the tension totally draining out with your breath. I suggest that you repeat this contract-relax sequence approximately 20-25 times whenever you do it. However, doing this fairly regularly is far more important than the number of contractions.

For the second exercise, inhale deeply as you tighten and release your pelvic muscles repeatedly, as rapidly as you can—sort of like pulsations—about ten contractions at a time. After a number of tense-release cycles, relax completely as you exhale. Some people don’t like this rapid-contraction feeling. If you’re one of them, don’t do it.

The third exercise involves inhaling deeply as you gently pull in and then push out your anal and other pelvic muscles, almost as if you were sucking in and then expelling water through the anus. Exhale and release completely. Do about ten push out/pull in cycles at a time. This exercise can increase blood flow to the entire pelvic region, including the anus. And some women also find that it increases natural vaginal lubrication.

As with all effective fitness training, consistency is crucial. Ideally, I recommend that you do each exercise a couple of times per day. If one exercise doesn’t appeal to you then emphasize the other two. Even concentrating on just one is far better than not doing any. Your muscles may feel a bit tired at first, which is a positive sign that your training is having an effect. However, if doing any of the exercises is actually painful, stop until you talk with your doctor about it.

You may wonder how you can possibly find time for yet another fitness regimen. But keep in mind that you can do these exercises virtually any time or any place—even while you’re doing something else. Try them while reclining, sitting, or standing. Nobody has to know you’re doing them, although at first you’ll probably want to do them in private. Another advantage is that a set of all three exercises can be completed in just a few minutes.

Results will be better if you exercise most days, but do the best you can. You’re more likely to continue if you link these exercises with an already established routine such as watching TV, eating, or driving. One of the best habits for maintaining optimal anal health throughout your lifetime is to exercise your pelvic muscles for a couple of minutes every time you shower or bathe. Try it; I think you’ll like it.

RESPONSE

SOME PEOPLE find it difficult to locate and exercise these muscles. The more difficult it is for you to control these muscles, the more you are in need of the exercises. As you to doing them a few times, you’ll find them increasingly easy and quite pleasurable. After all, you’re making your muscles do the things they do spontaneously when you’re sexually aroused. Best of all, the more you do the exercises, the more you’ll start noticing sensations in your pelvis and anus that you might have ignored before.

Others subconsciously avoid these exercises because they’ve become accustomed to maintaining a high level of pelvic rigidity. A variety of fears can make a person reluctant to loosen up. For instance, many boys are taught—in subtle, mostly nonverbal ways—that masculinity requires careful avoidance of swinging hips. As a result, they drastically limit the range and ease of their pelvic movements, holding their muscles tight for fear of being seen as a sissy. Some girls are also taught to curtail free pelvic movement to avoid appearing sleazy, loose, or slutty.

To get an idea of how enjoyable pelvic relaxation and free movement can be, try gently tilting or thrusting your hips forward and back, side to side, and in a circular motion. Repeat these motions again after pelvic exercises. Notice any difference? The next time you’re dancing, walking, or running, allow your pelvis to move more freely than usual as you breathe deeply and release all unnecessary muscle tension. There’s little danger of becoming a sissy or a slut—unless that’s your secret wish. As you move beyond such fears, you’ll notice, subtly at first, a graceful expansiveness emanating from your pelvis. Stay with it and soon you’ll be taking a more confident, grounded, and agile stance in the world.

*  If you’d like to explore the pelvic muscles in more detail, read Louis Schultz’ Out in the Open: The Complete Male Pelvis or Rebecca Chalker’s The Clitoral Truth. Both of these books were helpful to me.

*  A man’s urethra is also surrounded by spongy tissue that becomes engorged during high arousal. I’m sure this contributes to a man’s orgasmic pleasure, but it doesn’t release any fluid, at least as far as we know.
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MIND AND BODY

Understanding How the Anus and Emotions Interact

NOW THAT you’ve located your anal and pelvic muscles, learned something about their structure, and launched a fitness program to build tone and elasticity, you’re probably becoming more aware than ever before of the anal area and its sensations. Our goal in this chapter is to deepen this awareness by investigating the intimate interplay between your anal muscles and universal human emotions.

Your challenge will be to observe how your anus responds in a variety of situations throughout the day. Not only will you discover that your anus reflects whatever you’re feeling, but also that your level of anal relaxation has a strong effect on how you feel; it works both ways. People often ask if anal tension and discomfort is a physical problem or all in their minds. The answer, of course, is always the same: both. Body and mind, anus and emotions, are in constant interrelationship. The more you learn about this fundamental truth, the greater will be your capacity for anal pleasure and health.

STRESS AND ANAL TENSION

IN ORDER TO UNDERSTAND the connection between the anus and emotions you need a clear picture of how you, as a total organism, prepare to meet threats to your survival and well-being. Suppose you’re confronted by a very real external danger, such as a violent person or dangerous animal. Instantly, without any conscious planning whatsoever—there’s no time for that!—your entire being prepares to confront or escape from the danger. Blood rushes to your vital organs, particularly the heart and lungs, which begin working feverishly.

Blood rushes away from the surface of your skin, which is why you tend to feel cold and clammy when threatened. Tactile sensitivity drops, reducing the possibility of being distracted by pain if a confrontation occurs. Muscles tighten to provide a rigid armor against attack. Breathing, restricted by the tense muscles, becomes shallow and quick. Adrenaline flows. Your entire being is in the highest state of alert. These reactions are part of a comprehensive stress response linking mind and body in absolute unity.

In such extreme situations your innate tendency is to defecate, thereby unloading unnecessary weight to aid in escape or battle. Animals and human infants exhibit this spontaneous defecation reaction to severe threat, but we soon learn that this response is inappropriate. Therefore, when adults are under high stress our natural response is to rigidify our anuses in an effort to counteract the urge to defecate. This is why most of us associate a tense anus with fear.

Although extreme situations like this are relatively rare, our lives are full of less serious threats, all of which produce similar stress responses to a greater or lesser degree. In civilized society many of our stress reactions are to internal threats. These are specific fears (“I’m going to lose my job, get laughed at, or rejected,”) or general anxieties (“I’m not the person I should be; I’m inadequate”). Most of these worries are about what might happen in the future. How often do you imagine potentially frightening or distressing situations that never actually materialize?

It is crucial to realize that imagined threats—no matter how irrational or unlikely—can produce the same stress responses as an attack by a wild animal. To dismiss these internal threats as all-in-the-head is to misunderstand the fact that your body takes all threats seriously, whether internal or external, imagined or real, and responds accordingly. Seeing the problem as in-the-head ignores another important process. Just as fear makes your body tense up, the opposite is equally true: When your body is tense you feel afraid. The anxieties of living are in-your-body just as much as in-your-head. When you feel less stirred up, your body will relax—unless it’s forgotten how. Conversely, if your body relaxes, you’ll feel less anxious.

Most of us are under at least moderate stress much of the time. We’re worried about problems, insecure about the future, afraid of losses, humiliations, and rejections. In addition, our bodies retain accumulated tension from painful, frightening, and anger-producing events from long ago. On top of that, each time we can’t or won’t express negative emotions, a small residue of tension is held in certain muscles until we find some way to release it—which we can’t always do. And all of us must cope with new stresses even in the course of relatively uneventful days. No matter how much we may wish otherwise, this is how it is to be human.

When severely threatened we’re tense all over. Yet all of us have preferred places in our bodies where the fears, hurts, and worries of life are most readily expressed in muscular tension. In these hypersensitive tension zones old fears and hurts linger and fester. Usually these pesky pockets of tension don’t command our attention unless we’re unusually anxious or angry. Then we notice a pain in the neck, back, shoulders, stomach, head, eyes, jaw, or anus— depending on where we habitually store and express psychic distress.

Particular tension zones tend to run in families. Parents communicate their tension habits to their children through subtle verbal communication and body language. If mom or dad focuses stress in a certain area the kids are likely to do the same.

The anus is an extremely popular tension zone, though the intensity and consistency of anal tension varies tremendously from person to person. There are two basic possibilities. First, maybe your anus is fairly relaxed most of the time except when you’re threatened by specific worries or dangers. In other words, your anus may tense up sometimes but it’s not one of your chronic tension centers. The second possibility is that your anus is one of your tension zones; it clenches tightly in reaction to even minor anxieties and insecurities of today and also holds onto the ones from the past. If this is true for you then your anus is a chronic tension zone.

Among my clients, well over half discover that their anuses are habitual tension centers. Others may chronically store tension elsewhere, but not especially in their anuses. These people become anally tense only when they’re stressed all over or when they feel unusually threatened anally—as when someone tries to initiate anal intercourse with them when they’re not ready.

Chronic anal tension makes the anus vulnerable not only to unpleasant sensations, but to a variety of health problems as well. Among my clients, virtually all anal medical problems (except sexually transmitted diseases) are exacerbated, if not caused, by constriction of the anal muscles. Rarely have I seen a case of hemorrhoids—including the ones that often develop during pregnancy—that wasn’t at least aggravated by anal tension. The same can be said for constipation, fissures (small tears or scrapes in the anus or rectum), or even Irritable Bowel Syndrome.

Considering the interplay of all the pelvic muscles, as we explored in the last chapter, it’s not surprising that nearby areas can also be impacted by anal tension, just as anal tension may emanate from muscle spasms elsewhere in the pelvis. For instance, men who have recurring “prostatitis” often find relief as they learn to release their pelvic muscles, as do some women plagued by recurring bladder infections or vaginal pain. In fact, aching or sharp pains that occur anywhere in the pelvis, constantly or intermittently, are now called “Chronic Pelvic Pain Syndromes,” and accumulating scientific evidence points to intense pelvic muscle spasms as the culprit.*

Since chronic anal tension greatly limits your potential for pleasure and makes you more susceptible to medical problems, you’ve got a lot to gain by learning more about your anal tension patterns. The best method is non-judgmental self-observation—what many call mindfulness. This practice is deceptively simple: Whenever you notice tension, just become as aware of it as possible. Don’t try to relax; this only makes it worse. If you simply become curious about the tension and all of the sensations, feelings and thoughts that go with it, soon you’ll notice some release—without any struggle or effort. You can see for yourself how this works in your own body. Call it “anal mindfulness”; it’s an extremely powerful change agent.

EXPERIENCE I

SIT OR RECLINE quietly and comfortably. Close your eyes and let your attention drift down toward your anus. Can you tell how tense or relaxed it is? If you don’t feel much of anything, try a few pelvic muscle contractions until you begin to register some sensations.

Now notice your breathing. Are you holding it? Is it shallow, or deep and slow? Let your breathing become deep, so that your stomach and chest expand as you inhale. Then exhale completely. Notice your anus again. It will probably feel more relaxed than before.

Inhale deeply, hold your breath for a few seconds, and make your anus as tense as you possibly can—then let it relax as you exhale. Develop a clear image of your anal muscles and picture them as you exhale. As the muscles relax, picture blood flowing into the area, bringing warmth. Try a few of these tense-relax cycles and observe the results.

For at least a week or two, take a few moments each day to notice your anus. You may want to do this in conjunction with pelvic exercises. Make a point of noticing your anus before, during, and after you exercise.

The next time you’re in an anxious or irritating situation—such as waiting in line, driving, having an argument, or feeling frustrated—observe your anus. Take a few moments to breathe deeply and notice what happens. Don’t struggle at all to change anything. Just take note if your anus is tense, relaxed, in-between, or numb.

At first you may not be sure what state your anus is in. But as you focus on it regularly at different times and in different situations you’ll be increasing able to identify subtle variations in your anal muscles.

RESPONSE

THESE MINDFUL self-observation experiments—simply watching without judgment—may sound so undramatic, maybe even silly, that you may be tempted to neglect them. But make no mistake about it, these could well be the most important experiments you will conduct. If you expect to enjoy your anus during sensual or sexual activities and ignore it the rest of the time, you probably won’t get very far—especially if your anus is a chronic tension zone.

If you do take time to observe your anus in a variety of different moods and situations, you can learn a tremendous amount. First, you’ll notice that your anus does get tense—probably very tense—when you’re upset, angry, or afraid. It is important to realize that this will happen no matter how familiar you become with your anus, or how relaxed your anus typically is. To expect your anus not to get tense under stressful circumstances is to expect your body to abandon part of its basic mechanism for meeting danger.

What if you don’t feel particularly upset or afraid and your anus is still tense? one possibility is that you are really having strong feelings but denying them. Your body doesn’t lie or rationalize. Maybe your anus is expressing something of which you need to be aware. This is what Jane discovered:

 

My boyfriend and I were having one of our ‘discussions’ the other night. He doesn’t like to fight and neither do I. So we discuss. For some reason, I couldn’t deny that my anus was tight, real tight—so tight it was hurting. And I realized I was furious. I wanted to strangle him! He was making me so mad but we were just discussing. Well, I decided I was going to express my real feelings—to hell with discussing. We were both scared and upset but we survived. And my anus felt much more relaxed afterwards.

 

People like Jane, who hate to get angry, often have an angry body. Your anus can tell you things about your emotions—kind of an early warning system—especially when you’re trying to avoid them.

Maybe you’re not holding back emotions yet you’re still tense. Then there’s a good chance that your anus is one of your chronic tension zones. Perhaps you’ve collected old hurts or anger from the past and stored them in your anus. Or maybe you’ve learned to keep your anus tight to prevent yourself from feeling too much pleasure. You don’t have to uncover all the reasons in order to start changing. The key is simply to observe your anus. As you pay more attention you’ll gradually release that festering bundle of tension and become more relaxed and open.

This release doesn’t usually happen all at once, although it is quite possible to feel the good feelings associated with relaxed muscles after just a few moments of paying attention and deep breathing. This will motivate you to go on. For a while, perhaps a long while, your anus will revert to its familiar tense state. If your anus has been a chronic tension zone, you’ve developed a predilection that will require considerable time and attention to modify. And keep in mind that pressure or coercion of any kind only multiplies the tension.

If you’re a person who struggles with things, who sees a problem and wants immediately to tackle it, you may find this a frustrating situation. In fact, your tendency to struggle and push yourself may be a central reason why your anus is so tight to begin with. For strugglers everything has the flavor of battle and their anuses are always prepared for a confrontation. Maybe you don’t see yourself as a struggler, but rather a perfectionist. It may sound a little better but the dynamics are the same. I don’t mean to sound pessimistic, but if you demand a perfectly relaxed anus tomorrow, then you’ll probably never have one. If your anus feels just a little more relaxed now than it did yesterday, you’re doing just fine. Even if your anus isn’t any more relaxed, but you’re a little more aware that it’s not, you’re still on the right track.

If your anus is relatively relaxed except in certain stressful situations, consider yourself lucky. At least you don’t need to grapple with an entrenched muscular pattern. Nonetheless, you can still benefit from considering what, exactly, your relaxed anus feels like. Feeling nothing in your anus doesn’t mean you’re relaxed—quite the contrary. When relaxed your anus will feel pleasantly alive and healthy. If you’re not enjoying these sensations, or if you’re not as in tune with your anus as with other parts of your body, then you have much to gain from continuing the self-observation.

Depending on the extent to which your anus has become a repository for excess tension, several factors may make changing the situation difficult. The first is the prohibition against anal awareness and pleasure, which is rampant in our society. Then there’s the widespread belief, especially among men, that anal exploration is a sign of homosexuality and thus to be carefully avoided (more on this in Chapter 10).

Yet another factor can cause you to avoid anal awareness: If your anus has been ultra tense for a very long time, the first thing you may notice is how much it hurts. If this happens to you, it’s important to pay attention to your anal pain in spite of an inclination to tune it out. Take warm baths. Breathe deeply. Stroke your anus gently. And soon your pain will subside. If it doesn’t, or if you suspect a medical problem, find a good physician and get a checkup.

Increased awareness of your anal muscles and their response to emotions may be a catalyst for a global evaluation of the effects of stress on your body. If you don’t already have one, consider developing a stress reduction program. Ideally, this should include at least a half-hour of vigorous physical exercise such as jogging, brisk walking, swimming, bicycling or dancing several times a week. Research suggests that simple activities like gardening or climbing steps instead of taking the elevator can make a big difference. Body-building activities are fine, but they don’t result in the sustained heart rate required for optimum stress reduction. The benefits of exercise for de-stressing will be even more noticeable if you add at least one fifteen-minute period daily for practicing the relaxation technique of your choice.*

As you pay more attention to your anus throughout the day, see how it reflects and influences your emotions, and learn to release some of the tension collected there, you can turn your attention to what happens to your anal muscles when you’re in a sexual situation. One enlightening approach is to recall certain experiences from the past. In the context of your present awareness, the past can be re-experienced from a fresh perspective. Don’t worry if you haven’t had any anal experiences to remember. You can easily use your imagination to guide you through the exercise.

EXPERIENCE II

FIND A PRIVATE, QUIET PLACE to sit comfortably, wearing loose-fitting clothes or none at all. Close your eyes and breathe deeply and slowly as you become increasingly attuned to your anus. The pace of your awareness doesn’t matter. Simply notice how your anus feels at this moment in time. You might want to place your finger on your anus to help you focus. Gently stroking your anus also helps.

Now recall at least one sexual encounter where a partner made any kind of tactile contact with your anus. Remember the specific behaviors and feelings in as much detail as possible. If a sexual partner has never touched your anus, imagine what it might be like if he or she did.

See if you can recall or imagine this experience from the standpoint of how your anus responded to being touched by a partner. Were you afraid, apprehensive, open, excited? Return your attention to the present and see how your anus is feeling right now. Has it tensed up a little, or is it still relaxed? If you notice any increase in tension, take a few deep breaths until it is relaxed again.

Next, recall or imagine a sexual experience where your partner inserted a finger into your anus. What did you feel as your partner’s finger entered your anus? Did your anal sphincters tighten up or let go? Did you feel safe or insecure? Were the sensations pleasant or uncomfortable? When you are ready, return to the present and notice your anus. If you notice tension, breathe until you’re relaxed once more.

Now recall or imagine a time a partner wanted to have, or actually had, anal intercourse with you. Go over every detail in your mind. If you don’t ever want to receive anal intercourse or find the idea distasteful, then there’s no need to picture it unless you’re curious. Fantasizing about something doesn’t necessarily mean you want to do it. On the other hand, if you’ve had more than one experience with anal intercourse, recall those you enjoyed as well as those you didn’t. Remember them as your anus remembers them. Return to your anus in the present and see how it feels. Write your reactions in your journal while they’re still fresh.

RESPONSE

THE KEY TO THIS EXERCISE is to re-experience past or imagined events while remaining aware of your anus now. One thing you’ll discover is that your body remembers; memories, both pleasant and painful, are retained physically as well as in your mentally. This is why suppressing memories of painful anal experiences will not relieve the tension. Only new, more positive experiences can do that.

With this in mind, ask yourself what factors contributed to any uncomfortable anal experiences you’ve had or imagined. Obviously, these are the things you will want to prevent from occurring in the future. Here are some common responses. Do any have a bearing on your experiences?

•  I didn’t know hat was going on. My partner just tried it without telling me what he or she was doing.

•  I didn’t know anything about anal sex and felt that it was dangerous, dirty or perverted.

•  My partner was insensitive and rough.

•  I was afraid to say “no.”

•  I put my partner’s pleasure ahead of my own comfort.

•  I felt vulnerable, like I was being violated or used.

•  I was angry but afraid to let it show.

•  I felt I should be able to do it and didn’t want to say that I was afraid.

•  Anal pain hit me by surprise.

As you consider the effects of these and other factors on your anal muscles, you’ll realize that during every negative experience you were essentially out of communication with, or not taking care of, your anus. To be in communication with your anus is to listen and respond to the neuromuscular messages it gives you.

Often awareness is the missing link in unpleasant anal experiences. Maybe you didn’t realize how tense your anus was—until you felt the discomfort. It is common for people to be aware that their anuses are tense but to decide (or let their partner decide) to go ahead anyway. Here the missing link is action, not taking concrete steps to protect yourself.

I always ask people how they would have liked their painful anal experiences to have been different. Usually the response is something like, “I wish I could have just relaxed and enjoyed it!” This is understandable enough but let’s take a closer look. Here’s a loose but probably accurate translation: “I wish my anus had felt differently than it actually did so that I wouldn’t have had to deal with it.” Fantasizing ideal, magical solutions to anal discomfort is often part of the problem. Whenever you expect your anus to accept stimulation whether it feels good or not, you generate enormous inner conflict. If you leave your anus to fend for itself it will struggle valiantly by clenching more and more fiercely—until you get the message.

This is an appropriate point to challenge one of the most widely held and destructive myths about the insertion of a finger, object, or penis into the anus: that a certain amount of pain is an inevitable part of anal sex, particularly at first, and that if a person is willing to endure this pain it will soon subside, making the experience more pleasurable. When you approach anal sex with this expectation, here’s what happens: Your anus is tense from habit or current anxiety but you decide to go ahead anyway. Your anal muscles resist with all the force they can muster to repel the unwanted invasion. Eventually the muscles collapse; they can fight no more. Then, if no physical damage has been done (there sometimes is damage) the pain goes away. The result is usually not pleasure, but neutral toleration at best.

Once you set up this drama, it usually has to be repeated again and again. Your anus will never feel totally at ease in sexual situations. You will remain alienated from your anus until communication (awareness and protective action) is restored. The unmistakable difference between genuine anal pleasure and neutral toleration is reported universally by men and women once they give up the use of force and commit themselves anew to a no-pain-ever policy.

Obviously, you can also learn a great deal from positive anal experiences you’ve had or imagined. What made these experiences so good? Here are some typical responses:

•  I was in a good mood and feeling relaxed.

•  My partner was sensitive and spent a lot of time touching my anus.

•  I trusted that my partner would never deliberately hurt me.

•  Our encounter was slow and sensual.

•  We would have had a good time with or with out anal sex.

Your list may contain other items. If you look closely at your positive anal experiences, you’ll no doubt find that you were playing with your anus rather than working against it.

It’s not unusual for enjoyable anal experiences to happen unexpectedly. When this is the case, people come to feel that good anal experiences depend mostly on their partner, luck, or other factors beyond their control. If, however, you look closely at what made an experience pleasurable, you’ll discover that each experience was affected by your behavior, whether active or passive. To a significant degree, this is also true of the negative experiences.

Later we’ll focus on how to bring this understanding into future anal experiences with a partner by actively fostering the conditions necessary for maximum pleasure. For now it’s enough to embrace the realization that your anus is never simply a passive receptacle for sex, but rather a full participant in a richly emotional and dynamic event.

*   If you suffer from chronic pelvic pain, the exercises described in the book may not be sufficient to bring relief, although they should help. Read the section on “Chronic Pelvic Pain Syndromes” in the Appendix to learn more about these vexing problems and what can be done about them.

*   Almost any technique can work if you use it consistently. Consider meditation, self-hypnosis, or a progressive muscle relaxation sequence. You might field test several techniques and focus on those with the greatest appeal and effectiveness. The Relaxation and Stress Reduction Workbook (Davis, et al, 6th Ed.) offers concise guidance for virtually all popular methods.
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INSIDE THE ANUS

Learning Voluntary Muscle Control

 AS YOU HAVE SEEN, awareness of what you’re actually experiencing—not an idealized notion of perfection—is the essence of all bodily enjoyment. If you remain attuned to yourself, you can beg in to develop voluntary control over your anal muscles. This is not an authoritarian “Do what I tell you!” type of control, but rather a natural and easy flow between what you intend and how your anus responds. In order to acquire this control, you first need information about how your anal muscles work.

ANATOMY AND PHYSIOLOGY OF THE ANAL CANAL

THE ANAL CANAL is a tube-shaped entryway, less than an inch long, which leads into your rectum. The outer two-thirds of the anal canal is made of the 
same soft, sensitive tissue that is visible around the opening. The inner third of the anal canal is lined with mucous membrane. This part of the canal is less sensitive to touch than the outer two-thirds, but is very sensitive to pressure. Depending on whether it is wanted, pressure can produce either relaxation or tightening of the surrounding muscles.

The folds of anal tissue give the anal canal a striking capacity for expansion, which varies tremendously according to personal preference, degree of relaxation, amount of practice, and other circumstances. For example, during rectal surgery, under anesthesia, a person’s anal muscles can easily be dilated so that the surgeon’s entire hand can pass through the anal canal.

In the erotic realm a similar expansiveness is called upon in the activity known as “fisting” or “handballing,” which involves inserting several fingers or an entire hand into the anus and rectum. Although hardly a mainstream form of sex play, anal fisting is more popular than most people realize (more on fisting in Chapter 9). These extremes of anal expansion are not experienced by most people, but they do illustrate that anal tissue can easily and safely accommodate a finger, object, or penis.

Below the surface of the anal mucosa, veins and arteries pass blood through cavernous (filled with spaces) columns of tissue called anal cushions. There are three of these cushions running the short length of the anal canal. The cushions are anchored by connective tissue and muscle fibers to the internal sphincter muscle. Within the anal cushions, blood passes from arteries to veins without any capillaries (the tiniest of blood vessels that usually connect arteries and veins). As a result, blood flows with extreme ease through the anal cushions.

During a healthy bowel movement, or during the insertion of something into the anal canal, the anal sphincters relax, allowing some blood to leave the cushions. However, if the sphincters are not relaxed, the anal cushions remain congested with blood. This is what happens when a person strains to force a bowel movement or uses force to insert something into the anal canal. The result is an uncomfortable stinging sensation or other pain. If such straining or forcing happens on a regular basis, a variety of medical problems such as hemorrhoids (protrusions from the anal cushions) or fissures (tears or cracks in the anal lining) can result. To prevent or eliminate this discomfort and the possibility of damage, it’s necessary to understand how the two anal sphincter muscles work.

The anal canal maintains its tubular shape because of two ring-like sphincter muscles (see Figure 3). The sphincters are very close together, overlapping somewhat, and are quite capable of functioning independently, which they often do. The external sphincter is closest to the anal opening and is controlled by the central nervous system, the same system that activates muscles in the hands, arms, or legs. With a little concentration, we can make the external sphincter tense or relax at will—just as we move our fingers whenever we want.
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Figure 3. Internal and External Anal Sphincter Muscles 

The internal sphincter is quite different. It is neurologically controlled by the autonomic nervous system, the same system that makes adjustments in blood pressure, respiration rate and other “involuntary” body functions. Because the internal sphincter normally functions reflexively, most people can’t tense or relax it at will.

When feces pass from the colon into the rectum, the pressure of fullness triggers the rectal reflex. This involves the automatic relaxation of the internal sphincter and a partial draining of blood from the anal cushions. Then the voluntary relaxation of the external sphincter allows for a quick and easy bowel movement.

Three factors can and often do disrupt this course of events. First, many people have been taught to ignore the urge for defecation caused by the rectal reflex. Instead they hold back, not wanting to be bothered going to the toilet. Perhaps they believe that bowel movements ought to occur only at certain predetermined times—a notion fostered by over-strict toilet training practices. When it’s consistently ignored or overridden, the rectal reflex fades and the internal sphincter stops relaxing. Once this has occurred, almost every bowel movement requires pushing and straining. Any person who wants a healthy and relaxed anus must learn to pay attention to the rectal reflex. Gradually, the natural urges it produces will again become obvious.

Another factor that can inhibit the rectal reflex is the common habit of resisting the passage of intestinal gases (flatus) through the anal opening. Gases are naturally formed during food digestion, and obsessive attempts to avoid farting inevitably result in unnecessary and potentially destructive muscle tension. Certainly most of us prefer to exercise some control over the timing of our farts. However, it is a mistake to adopt an always-hold-it policy.

The third, and perhaps most important, factor that disrupts relaxation of the internal sphincter during bowel movements is the absence of adequate fiber in our diet, and thus in our stools. Feces should be soft yet well-formed and bulky. Small, hard feces don’t provide the fullness necessary to trigger the rectal reflex. Once again, the person must resort to straining whenever bowel movements are attempted.

If your stools are not large, well-formed and slightly moist, your goal of anal awareness, pleasure and health will be very difficult to reach unless you add significant quantities of fiber to your diet every day. With adequate fiber, your rectal reflex can be triggered more easily. This will help you immensely in learning how to relax your internal sphincter muscle. The best sources of fiber are whole grains, legumes (beans and peas), nuts, some fresh fruits, and vegetables.

Fiber preparations such as psyllium (Metamucil® or cheaper generics) can also be taken as a supplement. Psyllium is made from the husks of seeds and is, therefore, all natural. Avoid the type that includes a chemical laxative; these should be used sparingly, if at all. In the past, psyllium fiber had to be mixed with liquid to form a rather unappealing drink. Not you can buy it in capsules, which are much easier to take, unless you have a swallowing problem. Always take these capsules with a full glass of water.

The ease with which you have bowel movements and the pleasure you receive from anal stimuli will be greatly enhanced if you learn how to voluntarily relax the internal sphincter. How can a person learn voluntary control over an “involuntary” body process? That such control is possible at all still isn’t widely recognized in the West. In the East, practitioners of healing methods such as yoga and acupuncture have focused on this possibility for centuries. In the West, the turning point was the development of biofeedback, which involves the use of mechanical or electronic devices to provide a person with visual or auditory information about what the body is doing. Put simply, it has been found that if a person can get clear, immediate feedback (such as a changing tone or flashing light) about some “involuntary” body function (such as blood pressure, brain waves, or skin temperature), before long he or she will be able noticeably to influence that function just by paying attention to it.

The key to voluntary control of the sphincter muscles, particularly the internal one, is a steady, accurate stream of information about what the muscle is doing. Happily, no electronic instruments are needed to provide this information. Your body is already equipped with a supersensitive biofeedback device that you can use at any moment—your finger. By inserting a finger into your anal canal, locating the two sphincters, and paying attention to the information your finger provides, you can learn to relax the muscles at will.

Before you begin to explore inside your anus, you should know that your anal canal and rectum normally contain little if any feces. Your rectum and anal canal are merely passageways for feces which, during a bowel movement, are moved by muscular waves called peristalsis out of the colon and into the rectum and out through the anal canal. Feces are not normally stored in the rectum for long periods of time. However, those who have learned to ignore the rectal reflex or whose feces are not well-formed are much more likely to encounter feces in the lower rectum, a situation that can be remedied by changes in diet and toilet habits.

Bathing is usually adequate for cleaning this area, especially when you learn to feel comfortable putting your finger in your anus as part of bathing or showering. If, however, you are concerned about cleanliness, you might want to give yourself an anal douche.

ANAL DOUCHING (ENEMAS)

ANAL DOUCHING is the process of introducing warm water into the anal canal and lower rectum, holding that liquid inside for a couple of minutes, and then releasing it. An enema involves a similar process, with two big differences. First, the goal is having a bowel movement rather than cleanliness. And second, enemas typically include various stimulating (and irritating) chemicals. There was a time when some children were forced to submit to regular enemas as “treatment”—more like punishment—for constipation or for general health. That practice has mostly stopped, but way too many people still rely on chemical enemas for their bowel movements. Not only can this be habit-forming, but using them too often can ruin a person’s ability to have bowel movements naturally.

While it’s smart to stay away from chemical enemas, plain water douching solely for the purpose of cleaning the anus and lower rectum is harmless, with no negative side-effects if done sensibly. Many people report that the feeling of cleanliness that results helps them relax because they’re no longer concerned about encountering feces during anal play.

There are four basic means of anal douching. First, you can buy a disposable Fleet® enema at the drugstore. It comes in a plastic bottle with a flexible, lubricated tip for insertion into the anus. Just empty out the unnecessary chemical solution and fill the container with warm water. It can be used over and over again as long as the tip is thoroughly washed after each use. Second, you can get a rubber bulb-shaped “ear syringe” sold in drugstores for gently cleaning the inner ear, and use it the same way. Both of these methods will introduce a relatively small amount of water into the lower rectum. For many people, though, it’s just the right amount. Some people use a plastic turkey baster with a rubber bulb, but these are made of hard plastic, often with rough edges and seams, so I don’t recommend them.

For those who wish to introduce water farther into the rectum, a third alternative is a rubber bag with a hose, a clip to regulate water flow, and a rounded tip designed for vaginal douching. The bag is suspended above the user so that the water flows easily via gravity. Finally, several products specifically designed for anal douching can be permanently installed between the water supply and the shower head. These can be quite convenient for regular users, but they must be used with very low water pressure. Water temperature must also be carefully monitored—not too hot!*

Some people enjoy the process of anal douching, whereas others merely tolerate it as a practical means to an end. Still others have a visceral negative reaction to douching. In some instances, the douche is a reminder of invasive and traumatic childhood enemas. Sometimes the sensations simply aren’t pleasant, no matter what the reason. The bottom line: If anal douching makes you uncomfortable, don’t do it. Sometimes, however, taking it slow and easy as you get used to the new sensations works wonders. Simply inserting your finger in your anus while showering can provide perfectly adequate cleanliness, especially when preparing for finger stimulation.

LUBRICATION

THE INNER PORTION of the anal canal produces mucus to keep the tissues moist and protected, but anal mucus is not the same as the plentiful lubrication secreted by the vagina. For this reason, extra lubrication should always be applied when you insert your finger or anything else into the anus.

Talking to anal enthusiasts about lubricants is like talking to wine connoisseurs about wine—everybody has a different opinion about which is best. You have to decide this for yourself. A few guiding principles, however, are helpful. First, use a lubricant with as few chemical additives as possible. Your anus and rectum are not as accustomed to a steady assault of harsh chemicals as the rest of your body. Scents, colors and emollients are all chemicals that can irritate anal tissues. Second, lotions and creams don’t lubricate well because they’re quickly absorbed. Water-soluble lubricants are good because they clean up easily. For this reason, they are the most convenient for anal exploring with your finger. And they’re essential if you’ll be using a latex condom, because oils or oil-based lubes destroy latex.

If you decide to try more prolonged anal stimulation, then greasy or oily lubricants have an advantage because they last longer. Vegetable shortening, safflower or peanut oil, petroleum jelly, or virtually any of the newer commercial erotic lubricants are all fine. It’s a matter of personal preference. Water-soluble lubricants should probably be the only ones used in the vagina (if extra lubrication is desired or needed), because the vagina is a cul-de-sac from which heavy lubricants like petroleum jelly are difficult to wash out.

EXPERIENCE

BEGIN WITH bathing and anal looking and touching, which I hope you have tried many times by now. In preparation, make sure your fingernails are trimmed and filed smooth. Apply a small amount of lubricant to your anal opening and to whichever finger seems most comfortable.

Inhale deeply, contract your anal muscles, and gently press your finger against your anus. As you exhale, let your anal muscles relax until your finger slides easily into your anal canal. Use no more than a gentle pressure. Go in only as far as feels completely comfortable—a quarter of an inch at first is fine. If you feel discomfort or pain, it means that you are pushing too hard and should back off on the pressure.

When your finger is as far into your anus as it will comfortably go, stop there and let your anal muscles get used to the presence of your finger. Your anus will relax even more as it discovers this is not an invasion, but a friendly expedition. Be sure to keep breathing deeply and slowly. Feel the relaxation, but don’t push your finger in any further. Stay at this comfort point for as long as you want and then slide your finger out slowly and sensuously.

Each time you repeat this exercise you’ll discover that your finger comfortably goes in a little farther. At each step, spend a few minutes moving your finger at a leisurely pace in a circular motion. Stop before you feel uncomfortable or bored.

Experiment with moving your finger in and out, back and forth, and around in a circle. Try using your fingertip to gently press at different points around your anal canal. This helps to stretch your anal muscles a bit, just as you might stretch other muscles throughout your body. Never push beyond your personal comfort zone. Do only what your anus will accept without protest. If you realize you’ve gone too far or too fast, back off a little. But don’t pull out completely—and definitely avoid a rapid pull-out. Jerky movements tend to make your anus more tense.

When you can move your finger around freely, slowly pull it out so that only the tip is inside your anal canal (about one half to three quarters of an inch). Gently press against the walls of the anal canal. You’ll be able to distinguish your external and internal sphincter muscles as two separate rings with a small space between them (less than a quarter of an inch). The external one will probably feel more relaxed than the internal one. Notice how you can tense and relax the external sphincter at will, while the internal one seems to have a mind of its own.

Also notice that the internal sphincter frequently changes spontaneously, tensing up a little and then relaxing a little. The most beneficial thing you can do is simply pay attention to your observations, though a simple process known as mindfulness. Here’s how it works: When your sphincter muscles relaxes a little, say or think to yourself, “relax, relax” or “I’m letting go.” When they starts to tense up again, say, “tense, tense” or “I’m tensing up.” You’re just noticing and describing for yourself what’s happening, without trying to control it at all. Gradually—there’s no hurry—you’ll find that saying or thinking “relax” or “letting go” actually affects your sphincters. But if they don’t respond to your relaxed thoughts and tense up anyway, don’t fight it; just repeat, “getting tense.” You are building a vital link between your thoughts and intentions and your anal and pelvic muscles (remember, they’re interconnected). The stronger this linkage becomes, the greater will be your capacity to release when you want to.

Another aspect of mindfulness that makes a huge difference is to not judge yourself or comment negatively on your observations. This attitude of acceptance is all-encompassing. So if the truth is that you’re feeling frustrated or discouraged—or anything else—notice that, too, without judgment. The foundation of mindfulness is curious, non-judgmental interest. So if you notice an unexpected feeling or thought coming up, you might think, “now that’s interesting; I wonder what it means?” Always return to your “home base,” with your breathing and an easy awareness of your body.*

As a sense of influence over your anal muscles increases, you’ll quite easily be able to insert two fingers at a time, or even three if you’d like. The key is to continue using the same unhurried, pressure-free approach. If you happen to push beyond your comfort zone, your anus will let you know with an obvious contraction. Gently back off or let go a little. No judgments.

Spend a few minutes as regularly as possible doing this simple exercise. Why not make it a part of daily bathing or showering routine? This way you’re more likely to do it. In addition, developing and maintaining the habit of exploring your anus for a few moments each day will help promote a lifetime of anal wellness.

For a more dramatic effect, especially if you’re discovering that your anal/ pelvic muscles is one of your tension zones, spend extra time exploring your anus in the shower, but don’t stop there. Develop the routine of “checking in” with your anus many times throughout the day. Stop what you’re doing and tune into whatever sensations you notice in your anus. Take a few deep breaths, clench your anal/pelvic muscles, and then release them on the exhale. It takes disciplined intention to make this happen consistently. But the growing sense of openness and vitality in your pelvis may astound you.

Try a variation of this method the next you feel the urge for a bowel movement. Remember, if you have learned to ignore these natural urges, your first challenge is to detect the signals that your body is ready to defecate. As soon as you feel the urge, go to the bathroom. Once on the toilet, breathe deeply and picture your anal muscles letting go. Allow the muscles of your colon and rectum to expel the feces reflexively and effortlessly—no straining whatsoever. If nothing happens, don’t push. Simply leave the bathroom and return again when your body signals its readiness.

RESPONSE

EXPLORING INSIDE your anus can be a turning point in your desire for anal enjoyment and well-being. But keep in mind that if your anus has been abused in the past, whether through painful sexual experiences or straining during bowel movements, it may take your anus a while to trust the presence of your finger. Patience invites release, whereas forcing generates tension.

Once inside your anal canal, even a little, you’ll probably encounter new sensations. Some will be pleasurable, while others may feel rather strange. When you experience a new sensation, you may automatically assume that it’s uncomfortable and want to quit. This, of course, is exactly what to do if you really do feel discomfort. But take a moment to ask yourself, “Is this new sensation actually uncomfortable, or just different?” If it’s merely unfamiliar, but not especially uncomfortable, then you can leave your finger inside for a while as you relax and familiarize yourself with the new feeling.

Exploring your anal canal sometimes triggers memories and pent-up emotions. Of course, you may also recall positive moments of anal pleasure, such as a particularly relieving bowel movement or memorable experiences of touch. But if you’ve had negative anal experiences in the past—anal medical problems, pelvic pain, or unwanted anal intercourse, for example—then leisurely finger insertions may remind you of what you’d probably rather forget. Ultimately you’ll do yourself an important service by paying close attention to any and all feelings or memories, whether positive or negative. An open examination of your personal truth can, as they say, make you free. It helps if you write your responses in your journal after each session, or at least sit back quietly and think about them.

Also pay attention to any signs of resistance, such as forgetting to do the exercises, rarely finding the time, or doing something else when you had intended to touch your anus. There are always legitimate and understandable fears behind strong avoidance, fears which need to be brought to light and honored.

Beth made this important discovery:

 

I’ve been having a heck of a time getting anywhere near my anus until the other day when I was just sitting there and it struck me like an ‘aha’ kind of thing. I suddenly realized I feel exactly the same way about my anus that I used to feel about my vagina during my period, like I have a disgusting and shameful wound, or that it’s sick or diseased, or God knows what; it’s certainly not rational. It’s just not right to put my finger into an open wound—way too yucky. I guess all these years I’ve been waiting for my anus to heal or something. After I thought about this connection for a while, I actually tried my finger and it went in pretty easily. I can’t say I’m exactly thrilled about it but—this is embarrassing—I was relieved to find no blood.

 

Pete’s recollection was quite different:

 

I’ve always hated fingers in my ass. Every time a guy has tried to put his finger anywhere near there I’ve braced myself to get fucked any minute. My asshole reacts the same way to my own finger. It’s like I’m getting ready to be raped. I now can see I’ve been more or less raped several times but I just silently went along with it. No wonder my ass is so clenched; it’s an angry fist. And, you know, I don’t blame it one bit.

 

As you saw in the last chapter, your anus has a memory, in the sense that it expresses your personal history. However, most people find that the anus does not hold a grudge. Instead, it will respond to a new situation if you patiently and compassionately give it a chance. Once your anal muscles start to respond to your own caring touch, progress is usually rapid. You can then begin to “train” your internal sphincter, not with intimidation, but with understanding. Under coercion of any kind, your anus will automatically assume its instinctive protective posture.

Learning a more natural approach to bowel movements can also increase your capacity for anal pleasure and dramatically reduce the negative effects of chronic straining. To the extent that you usually push your way through a bowel movement, undoing this habit will require special attention. A well-functioning rectal reflex, a diet rich in fiber, and reduced sphincter tension should result in bowel movements being completed within a few minutes. The need for a lot more time strongly suggests that your natural responses are still inhibited.

Modifying the ways in which you have bowel movements can be more complex than you might expect. For instance, rigid toilet training can be a source of great embarrassment, fear and anger. This is especially true when parents believe that anal muscular control can only be fostered by threats of ridicule and coercion. Actually, there’s no reason why anal control shouldn’t occur as automatically as walking and talking. Depending on your experiences as a child, you may find that the reduction of anal over-control, and a return to a more natural elimination pattern, brings with it a rush of unexpected feelings. Many people find themselves spontaneously crying when they first experience the cleansing release of an unforced bowel movement. There’s often anger too: “Goddamn her,” said Meg, referring to her mother. “It’s so easy! Why did she have to make it such a humiliating ordeal?”

It’s not unusual to remember distant parental warnings or instances of “accidents” if anal control was not strictly maintained. If this is true for you, it may take a while to relinquish completely the conviction that chronic anal tension is the price that one must pay for controlling feces. It may require repeated reminding that excess tension serves no useful purpose at all. The innate tone of healthy muscles is all that is needed for effortless anal control.

Although it often sounds silly to people at first, almost all my clients report that a quiet sense of natural pleasure accompanies relaxed bowel movements—those in which the body’s finely-tuned system of elimination is allowed to function properly. This discovery, of course, is not silly at all. Similar pleasure experiences usually accompany the optimal functioning of any body system. Put simply, bodily health is intrinsically pleasurable, and an overall good feeling lingers.

*  You can survey and purchase a variety of douching devices online. See “Sex Toys and Supplies” in the websites section of “References & Resources.”

*  Cultivating mindfulness can help a lot in your anal explorations, but it’s an equally useful approach to virtually any other life concern or challenge, including anxiety and depression. For an in-depth understanding of this remarkable tool for growth, read Jon Kabat-Zinn’s Full Catastrophe Living.
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ANAL EROTICISM

Including the Anus in Masturbation 

 VIRTUALLY ANY FORM any form of anal stimulation has the potential of becoming a turn-on. Thus far I haven’t emphasized the erotic aspects of anal exploration, partly because the subject carries such a negative charge for so many people, and partly because a premature focus on sex can easily divert us from more fundamental acts of self-discovery—like those you’ve been pursuing in the previous chapters.

Now that you’ve absorbed a significant amount of information about the anal area and conducted some first-hand experiments, I hope that your comfort level is rising noticeably. If so, now may be an appropriate time to consider the erotic potentials of your anus and how—or whether—you want to develop them.

SEXUAL RESPONSE AND THE ARMS

Sexual responses are highly individual. The details of what excites you, the private and shared meaning of your turn-ons, and a host of other conditions determine whether a particular sexual experience is fulfilling. Yet in spite of the ultra-personal nature of eros, many of your physiological responses are also experienced by most other people. After all, our capacities for arousal and orgasm are part of our most basic human heritage.

After observing about 600 men and women (ages 18–89) being sexual in the laboratory, sex research pioneers Masters and Johnson (1966) conceptualized sexual response as having four phases: excitement, plateau, orgasm and resolution. During each phase, observable or measurable changes occur throughout the body, including the anus. These bodily changes are similar regardless of the kind of stimulation you’re receiving or from whom—as long as it’s working for you. Whether you’re masturbating alone, making love with your spouse, or having casual sex with a stranger, if you’re turned on, your body responds pretty much the same way. There is, however, tremendous variety in how arousal and orgasm are subjectively perceived by the person experiencing them.

Today’s sex therapists are keenly aware that yet another phase—desire—is usually a prerequisite for all the others. But desire takes many forms. At one end of the spectrum is horniness—an unmistakable urge to think about or actively seek sex. The most subtle form of desire is willingness—being open to trying something sensual or sexual and seeing what happens. Willingness is extremely important, not only because it’s a fundamental expression of consent, but also because many people need to get some physical arousal going before they start to feel strong desire. Without genuine willingness, erotic exploration of any kind becomes burdensome and distasteful.

Becoming attuned to how your body changes during sex not only helps increase your enjoyment, it also expands the range of choices available to you during sex—such as adjusting the timing, rhythm, or intensity. I’m including what is known about what happens to the anus, rectum, and surrounding areas as excitement builds. Masters and Johnson made relatively superficial observations of the anus, as it was not their primary concern, and no other laboratory research has yet been done to fill the gap. Therefore, I’m also relying on information I’ve gathered over many years from extensive subjective reports from my clients. Keep in mind, though, that we’re all notoriously—and appropriately—non-objective when sexually aroused.

EXCITEMENT. Sexual arousal is the body’s natural response to effective erotic stimulation, which may be received via any of the five senses or solely from our thoughts or fantasies. Whatever its form, stimulation must be interpreted by the individual as erotic to trigger a sexual response. The mind can assign sexual significance to virtually any sensation or image. Conversely, stimulation that’s highly erotic to one person may be downright boring to someone else. In general, humans appear to receive most erotic stimulation through the senses of touch and vision. But there’s tremendous variation here, with some people responding strongly to smells, tastes, or sounds.

Effective stimulation affects the entire body. As excitement builds, respiration, heart rate and blood pressure increase. Through a process called vasocongestion, blood rushes to certain areas so that more blood is flowing into that area than out, resulting in engorgement. Vasocongestion is caused by the dilation (opening up) of arteries and tiny capillaries. Sexual response involves widespread vasocongestion, not just in the genitals. Extra blood also flows to the surface of the body, resulting in sensations of increased warmth, perspiration, or visible flushing on the face, neck, or chest.

During early excitement, a wide variety of muscle groups—especially arms, legs, face, and the entire pelvis—increase their muscle tone noticeably as they collect erotic charge. This process is called myotonia. Contracting muscles are responsible for the nipple erections experienced by virtually all women and at least one-third of men.

Paradoxically, excitement brings an increase in sensitivity to pleasurable touch and sometimes also a blunting of sensitivity to pain. In short, a wider range of stimulation feels good when we’re aroused.

The most noticeable sign of excitement for men is erection—the result of vasocongestion—which may occur within a few seconds of any effective stimulation or more gradually, depending on each individual’s response patterns, age, level of arousal, and sense of comfort and safety. Erection occurs when the arteries that feed blood into the penis relax, allowing the cavernous bodies of absorbent tissue within the penis to fill with blood. At the same time the veins that are usually open close off, trapping blood and sustaining the erection. Contrary to still-popular myths, the capacity for erection is inborn and operates even before birth. No skill, learning, power or virility is required, and attempts to force an erection typically disrupt it. Overemphasis on the meaning and importance of erections, or insecurities about one’s desirability or adequacy—especially worries about sexual performance—can easily inhibit erections.

In the early stages of excitement, erections are relatively unstable and react even to small fluctuations in excitement, as well as to distractions. As excitement rises, erections becomes more stable. At the same time the scrotum thickens and contracts, becoming less “baggy,” although this response is variable. Inside the scrotum, the testicles, suspended by muscles and ligaments, begin to elevate.

The first genital response to sexual excitement in women is lubrication seeping through the vaginal walls—also caused by vasocongestion. As arousal builds, the vaginal walls thicken and grow darker. The inner two-thirds of the vagina expand and lengthen. The outer and especially the inner lips darken and swell.

At the same time, the clitoral body—inside and out—becomes engorged with blood and grows firm (but doesn’t get rigid like the penis). The uterus also enlarges and starts to lift from its resting position. Whereas men virtually always make a direct association between arousal and erection, it’s more complex for women. A large body of research shows that genital arousal—i.e. lubrication and clitoral erection—may or may not correspond with a subjective sense of being turned on.*

In both men and women, the anus is actively involved in the excitement phase. The anal tissues, rich with blood vessels and blood-absorbing spaces, become congested, resulting in a noticeable deepening in color. Usually moist from its mucus membranes, the inner anal canal may secrete even more. Perspiration around the anal canal also contributes to increased moisture. A few people become so moist that no extra lubrication is required even for anal intercourse, although this is rarely the case. It is not known if the amount of anal secretion is related to how sexually excited the person is.

The anal sphincters start to twitch and contract in response to direct stimulation or in unison with other pelvic muscles. Just as men and women may contract their pelvic muscles voluntarily to enhance their arousal, voluntary contractions of the anal sphincters can also heighten pleasure. Many people enjoy the unique sensation of the anus contracting against something such as a finger, dildo, or penis.

Anal contractions during excitement should not be confused with chronic anal tension or with situational anal spasms caused by fear of anal penetration. These types of anal tension actually inhibit the spontaneous contractions of the anus during excitement. It has been almost universally reported to me that the range of anal muscular activity—contraction and relaxation—increases as arousal builds, especially for those whose anuses have become more relaxed generally. This observation needs further investigation because, as we have seen, anal relaxation goes along with anal awareness. It could be that people who report more muscular activity have simply become more self-aware. It also seems reasonable that anal awareness might motivate a person deliberately to relax and contract the anus for the sheer enjoyment of it.

Sensitivity to anal touch appears to increase during excitation, at least for those who like it. Within the anal muscles and nearby perineal muscles (between the genitals and anus) are a great many nerve endings that can be stimulated not only by contractions but also by external touch.

For a man, two additional sources of pleasure may become involved when a finger (his own or his partner’s) is inserted into his anus. First, because the internal bulb (end point) of the penis is very close to the anus, stimulating it through the rectal wall can feel something like being masturbated from inside. Then there’s the prostate gland, which can be stimulated by inserting a finger about three inches into the anus and lower rectum and moving it in the direction of the navel. Generally, the prostate can’t easily be felt as a separate organ during early excitement because it’s soft, like other organs in the vicinity. Some men find prostate stimulation to be extremely pleasurable. Others find it irritating. Poking the prostate rather than stroking it, however, is almost universally unpleasant.

You may recall from Chapter 6 that some women have a particularly sensitive area called the G-spot in front of the vaginal wall, which has similarities to the prostate in men, except it’s not a discrete organ. It’s quite possible for G-spot stimulation to result in a noticeable expulsion of fluid—anywhere from a little to a lot—out of the urethral opening during orgasm, similar to a man’s ejaculation. But unlike the prostate, the G-spot cannot be effectively stimulated through the rectal wall because it’s too far away. However, some women thoroughly enjoy rectal massage combined with G-spot stimulation via the vagina, usually with the help of a vibrator, dildo, or lover’s finger(s). The only precaution is to use different hands or objects for rectal and vaginal insertion.

I am quite sure that for many women, an important source of pleasure during anal play with a finger results from the fairly close proximity of the clitoral bulbs to the rectal wall. This may be part of the reason why women appear to be far more likely than men to experience orgasms with anal stimulation, without any direct genital touch. Another reason for this difference is probably the fact that women typically respond to a wider range of stimuli than men, who tend to require direct genital touch along with anal touch to climax.

For some men, focused anal stimulation may lead to a partial or total loss of erection. Some are concerned about this, others aren’t. Sometimes erection loss is clearly a reflection of discomfort or anxiety, but not necessarily. In fact, the man may be thoroughly enjoying himself. His loss of erection probably indicates that his erotic attention has shifted from the penis to the anus.

PLATEAU. The plateau phase is a sustained high level of excitement that usually leads into orgasm within a few seconds or many minutes. Many people learn to extend plateau as long as possible with the help of deep breathing, partial relaxation of the pelvic muscles, and subtle adjustments to the rhythm and intensity of stimulation. Sometimes plateau is absent as a discrete phase, with building excitement leading directly to an orgasm. This pattern is typical of rapid ejaculation in men and is less common in women.

During plateau, vasocongestion and myotonia are at a high level all over the body, although different body zones may be affected in different people. Rapid breathing is usually obvious. Some people naturally hold their breath for a few moments and then release it almost explosively.

In men the penis may become even more rigid as the glans, or head, enlarges and takes on a purplish hue. The testicles also enlarge and pull up closely against the body. The scrotum may be drawn up tightly, or may hang loosely with the testicles fully elevated inside. The tiny Cowper’s glands secrete a small amount of clear fluid that may appear at the urethral opening, sometimes in sufficient enough quantities to dribble noticeably. Popularly called “pre-come,” this fluid is not semen through it may contain sperm. Its function is to prepare the urethra for the passage of sperm by lowering its acidity.

In women the outer third of the vagina congests with blood and forms the “orgasmic platform.” Later, orgasmic contractions will be obvious here. The inner portion of the vagina expands still further. The uterus becomes fully elevated, contributing to a “tenting effect” of the innermost vagina.

The clitoris retracts under its hood during plateau, particularly if stimulated directly. Full congestion of the inner lips results in a deeper color and signals an approaching orgasm. Vaginal lubrication may slow down or cease during plateau. But the Bartholin glands, like the male’s Cowper’s glands, secrete scantily, presumably to make the vagina more chemically hospitable for sperm.

The anus continues its irregular contractions during the plateau phase. If direct anal stimulation has been a part of the sexual play, many men and women report that the anus feels particularly receptive and open just prior to orgasm. Pelvic movements during intercourse or at other times appear to increase anal sensations for some people, while others prefer to lie still and focus quietly on their intensifying responses.

Among men, erection loss while receiving anal stimulation seems to be less common during the plateau phase, although it still can occur. Sometimes physical or emotional discomfort is a factor. For others, the anus is simply their primary erotic focus at the moment.

During plateau, many men find their prostates to be particularly sensitive to stimulation through the wall of the lower rectum with a finger, object, or penis. In preparation for orgasm, the prostate enlarges and becomes firm and lumpy rather than soft. At this point a man can use his finger to massage his own prostate and to feel its shape and sensitivity.

ORGASM. For both genders, orgasm is the discharge of sexual tension through rhythmic, involuntary muscle contractions. Orgasm can, however, be influenced by deliberate adjustments in stimulation, position, muscle tension or relaxation, and fantasies. Orgasms can be inhibited by trying too hard. In this way, orgasm shares a similarity with crying; you allow it to happen, usually with a subjective sense of surrender or letting go. The entire body is involved in orgasm: arms and legs may become rigid and extended; hands may grasp; facial muscles become contorted; the person seems to be gasping for breath, holding it, or intensely inhaling and exhaling. Some may moan or scream, perhaps even laugh or cry.

In men, orgasm begins with contractions of the internal sex organs: vas deferens, seminal vesicles, and prostate. These organs pour some of their contents into the dilated (open) ejaculatory duct. This movement of fluid is experienced subjectively as, “I’m about to come.” Indeed, once these fluids are in the ejaculatory duct, ejaculation is inevitable. Any attempts to postpone ejaculation must be made prior to this point of no return. Next, contractions spread to more powerful pelvic muscles. Contractions of the bulbocavernosus muscle against the interior base of the penis, as well as contractions of the urethra, propel the semen out of the penis.

For most men most of the time, the contractions of orgasm occur in conjunction with ejaculation, but either of these two responses can happen independently of the other. For instance, a man may ejaculate with few, if any, orgasmic contractions; his semen simply dribbles out. Others report having orgasmic contractions without necessarily ejaculating. Some deliberately learn to enjoy non-ejaculatory orgasms as a means to prolong their pleasure without the drop in arousal that typically follows ejaculation.

In women the most noticeable focus of orgasmic contractions is the outer third of the vagina. The intensity and frequency of these contractions are tied to the subjective experience of orgasm. Rhythmic contractions also take place in the uterus. In some women, the urethral sphincter also has contractions, occasionally resulting in a small release of urine during orgasm, especially if the bladder is full at the time. This response is quite different from a G-spot ejaculation.

Some men and women experience orgasm as localized in the pelvis or genitals, while others have “full body orgasms,” in which waves of pleasure can be felt (and often seen) everywhere. This kind of orgasm can be learned if you make a point of attending to orgasmic sensations wherever you find them. With time, and breathing, you’ll notice them more and more.

Following orgasm, most men require a “refractory period” during which no further orgasms are possible. Usually there’s a rapid partial loss of pelvic vasocongestion and, therefore, erection. Some lose interest for a time, while others remain excited. Many women, and fewer men, experience multiple orgasms sometimes, without any refractory period. If effective stimulation continues after orgasm, continuing high arousal leads to another orgasm. Men who learn to distinguish orgasm (the muscular release) from ejaculation (the expulsion of semen) are more likely to have multiple orgasms, although some have multiple ejaculations too.

You may have noticed that the anus is thoroughly involved in the contractions of orgasm, because of its connections with the pelvic muscles at the heart of orgasm. Reports I’ve received suggest that with increased anal awareness, orgasmic contractions there are more pronounced and longer lasting. Anal contractions are most noticeable when the anus is squeezing against something. The same is true of vaginal contractions. These contractions which begin involuntarily can be continued deliberately, thereby increasing pleasure.

RESOLUTION. Resolution is the body’s return to an non-aroused state often, but by no means always, following orgasm. Blood drains from congested tissue while respiration and heart rate return gradually to normal. Myotonia will already have been discharged as orgasm occurred. Without orgasm the resolution phase may be more prolonged.

Most people feel profoundly peaceful and relaxed during the resolution phase. If the person was tired before sex, he or she may drift off to sleep. Others may feel elated, playful, and energized. For some, resolution is a time of guilt or remorse over what they’ve just done, or fear of possible consequences. The pleasure of resolution is clouded by a desire to forget or escape.

When resolution is comfortable, the anus is likely to be relaxed. In fact, people commonly report that their anuses are more at ease after orgasm than at any other time. For this reason resolution is sometimes a preferred time for anal exploration. Some people even find anal intercourse to be easier and more enjoyable after they have experienced orgasm. For those bothered by anal or pelvic pain, orgasm often relieves tension, and thus the pain, better than any pill—yet another indicator of the profound relaxation that can follow orgasm.

EXPERIENCE

WHEN YOU’RE in the mood, find a comfortable private place for self-pleasuring and masturbation. You might begin in the bathtub and then move to another room once you’re thoroughly relaxed. Choose lighting, positioning, and perhaps music that suits your tastes. Also gather any paraphernalia you wish to include in your self-pleasuring, including a lubricant, towel or baby wipes for cleanup, maybe a vibrator or butt plug, or erotica—whatever it takes to make this encounter with yourself special.

Begin by touching your entire body, not just your genitals. At various points along the way, stroke your anus, the sensitive area between your genitals and anus, as well as your inner thighs and buttocks. You might want to stimulate other favorite body areas at the same time using your other hand. Don’t hesitate to include the type of genital touching that typically turns you on. If you’re not accustomed to masturbating very much, you’ll want to give yourself plenty of time to get used to it.

Apply a lubricant to your finger and slowly insert it into your anus. Experiment with different movements, rhythms and positions. Consider any discomfort a sign that you’re not sufficiently relaxed. You probably need some extra time for deep breathing and gentle stroking of the anal opening. Some find that leaving their finger inside with little or no movement helps their anus to let go. As tension drains away you’ll feel your anus relax.

A reminder to women: don’t insert the same finger in your vagina that you insert in your anus without washing it first. If you want to touch both areas, it’s easier to designate one hand for anal stimulation and the other for your genitals.

Notice how your anus feels as you become aroused. Use the tip of your finger as a sensitive probe. It will give you invaluable information about how your external and internal sphincters respond as excitement builds. Move your finger in whatever ways feel good. But also see what it’s like to leave your finger inside with little or no movement. This can help you become completely attuned to your anal muscles.

A suggestion for men: If you reach a high level of arousal (plateau), you may wish to locate and stimulate your prostate. Simply insert your finger all the way and then move it toward the front of your body. With some gentle probing you should be able to feel the shape of your prostate through the wall of your rectum. What does it feel like to massage it with your fingertip?

Allow your fantasies to come and go as they please. There’s no need to suppress them. If you want to, explore fantasies of anal sensuality or intercourse. But don’t force your fantasies in any particular direction. If one fantasy isn’t going anywhere, let it go and see if another image arises naturally. Enjoying purely physical sensations without fantasy is, of course, fine too.

Stop when you feel finished—according to your feelings. This experience need not lead to orgasm. You can stop and start your activities as you please. But when you do feel like having an orgasm now or on another occasion, pay attention to how your anus responds. Notice especially how your anus participates in the contractions of orgasm. Clients frequently tell me that tuning into anal contractions during orgasm is not only fascinating, but also expands their enjoyment.

Don’t ignore your anus after orgasm. If you still notice good feelings in the anal area, allow yourself to prolong the experience even if you’ve had one or more orgasms. When it’s time to stop, withdraw your finger slowly and bask in the afterglow. Even if you don’t feel like basking, take a few moments to observe what you do feel.

If you’ve been experiencing anal discomfort or pain lately, you can still benefit from this kind of exploration, with one important caveat: Be extra gentle with yourself, avoiding any kind of touch that makes you more uncomfortable. Notice which kind of touches have the most soothing effects and concentrate on these. You may wish to look over the Appendix before you proceed. Doing so may help you clarify what problem you might be dealing with (if you don’t know already). It also helps to read the “Guidelines for Self-Healing” to provide an overview of how these experiments can help you.

RESPONSE

WHEN IT FOLLOWS earlier, non-erotic forms of anal exploration, most people find that including their anuses in auto-erotic activity is natural and welcome. Quite a few people do this spontaneously from the very beginning. Others are surprised and delighted at how erotic the anus can be, like Frank: “I’ve been doing all this stuff with my ass lately but I never knew it could feel so good. What an amazing turn-on!” or Angela: “It was great, just fantastic. I never had a better orgasm.” Such responses are typical.

But it’s not all sweetness and light. Many things can and do get in the way of anal eroticism. To begin with, some people don’t masturbate at all or, if they do, it’s very matter-of-fact and genitally-focused. Some see it as a substitute for “the real thing,” associate it with loneliness, or feel guilty about it. Most people I work with do masturbate and enjoy it at least sometimes, men more commonly than women—but the gap is rapidly narrowing.

If any of these feelings remind you of your own, you have two options: You can either consider a new attitude toward masturbation, or you can skip this section and move on. Think carefully about the first option before choosing the second. The stronger the urge to move along, the more likely you’ll benefit from staying. After all, masturbation is one of the very best ways to learn about and expand your eroticism. Undistracted by a partner, you can concentrate completely on what gives you pleasure. At its most exhilarating, masturbation can be a way of making love to yourself.*

Occasionally, those who genuinely enjoy masturbation still find it difficult to touch their anuses in a deliberate, conscious way. This usually results from lingering guilt or embarrassment, emotions that should be acknowledged and felt. This is the only way to move beyond them. Suppression of feelings is the surest way to lock them in place.

Men—straight, gay, or bisexual—may find that anal eroticism accentuates their homophobia, an intense yet irrational fear and hatred of homosexuality. This reaction is particularly intense when a straight or bi man realizes that he wants his anus caressed by a female lover, but holds back because of his fear that this desire is inherently less than manly. After all, the “ultimate” gay male sex act is often assumed to be anal intercourse, partly because it most closely approximates the heterosexual ideal of lovemaking.

Many men and women fear that if they enjoy anal eroticism with themselves, they’ll be obligated to receive anal intercourse from others— whether they want it or not. Obviously, such a belief casts an anxious shadow over even the best masturbation experience. Be very clear with yourself that what you do alone can be completely unrelated to what you choose to do with a partner.

Some practical complications surrounding anal eroticism deserve our attention. Rodney expressed some of these with humor: “I like to play with my anus, but it can be such a hassle. The other night I was in the mood to get it on with myself but I had to find the lubricant. My roommate was home so I had to calm down a bit before I started searching. Then when I was getting into it, I started worrying about getting oil on the sheets. Eventually I just gave up and beat off!”

Rodney didn’t mention another common concern: cleaning up afterwards. A little planning is essential. Keep a lubricant and mirror handy. Use a water soluble lubricant because it is easier to clean up. Baby wipes are an easy way to clean your anus and fingers, and the aloe vera in most of these products can be soothing to the anus. Or how about masturbating before you plan to take a bath, or doing it in the tub? Some people are more relaxed with anal self-stimulation when they slip on a latex glove beforehand and simply throw it away when they’re done. With a little experimentation and practice, everything will progress smoothly. Take note if you use these everyday concerns to sidestep uncomfortable feelings about anal sexuality.

As I mentioned earlier, men sometimes lose their erections when they stimulate their anuses. If this happens to you, the best thing to do is not make a big deal out of it. Without the distraction of self-consciousness, erections usually return. Frequently, erection loss is simply a reflection of a little uneasiness that will soon go away when you’re more accustomed to anal stimulation. If, however, anal stimulation is actually turning you off (a loss of erection doesn’t necessarily mean that), then you need to take it more slowly, perhaps exploring your anus again in a more sensuous, less erotic way. At first you may want to wait until you’re really excited before touching your anus, especially before putting your finger inside. The important thing is to have fun and not take it too seriously.

One manifestation of being overly serious about self-pleasuring is the feeling that masturbation must result in orgasm. Some people get so focused on coming that they hardly enjoy the journey. Masturbation doesn’t have to lead anywhere; stop any time you want. And it’s certainly better if you don’t rush. Try taking breaks and maybe coming back to it later. This is a good way of becoming less goal-oriented and more pleasure-focused.

Erotic fantasies, typically a part of masturbation, can be a source of either joy or concern. This is especially true of fantasies involving anal intercourse. “Why is it,” asks James, “that I like fantasizing about getting [anally] fucked, but I can’t actually do it?” Ruth echoes the same concern: “When I think about it [anal intercourse], it’s always a turn-on. I’ve even fantasized that Mel [her boyfriend] was really inside my anus during vaginal intercourse, especially when he enters from the rear; but every time we try anal sex it’s no fun at all.” one reason for James’ and Ruth’s apparent contradictions might be that they don’t want to receive anal intercourse in actuality, even though they very much like it in fantasy. After all, there’s no direct relationship between fantasy and behavior; people frequently fantasize things they would never want (or be able) to do. Another possibility is that James and Ruth would like to receive anal intercourse but are not yet comfortable with the reality. Either way, it’s best if you can enjoy your fantasies just for themselves right now. Later, I’ll suggest comfortable ways of discovering what—if anything—you’d like to try with a partner.

Other men and women discover that neither fantasy nor real-life anal stimulation is very erotic. Some even experience a decrease in excitement merely from thinking about it. If you’re one of these people, as you become more familiar with anal fantasies and touch, you might become more interested. If you’re genuinely willing, try deliberately introducing fantasies of anal stimulation at moments of high excitement. This approach may gradually help eroticize the anal area by replacing negative or neutral associations with positive ones.

Always remember the vast range of preferences expressed by humans in all spheres of life, certainly including sex. Nobody likes everything. Anal stimulation may simply not be erotic for you. If your partner wishes to play this way and you don’t, the two of you will need to work out some sort of resolution (more on this in Chapter 11). As difficult as it can sometimes be, integrity requires that you speak your own truth.

*   For a fascinating exploration of these and other mysteries of women’s desire and arousal, see Daniel Bergner’s article, “What Do Women Want?,” profiling several female sex researchers studying these questions (NY Times Magazine, January 25, 2009).

*   Women especially may enjoy reading Betty Dodson’s updated classic, Sex for One, or watching her intimate, 90 minute DVD, Orgasmic Women: Thirteen Self-Loving Divas. 
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DISCOVERING THE RECTUM

Mapping Its Shape and Sensations 

 THUS FAR YOU’VE explored the anal opening, short anal canal, and lower rectum—all of which can easily be reached with your fingers. We now turn our attention to the inner rectum, where your fingers can’t reach. The rectum is stimulated by feces going out during a bowel movement (BM, for short) or by objects—such as a butt plug, dildo, or penis—going in. Sensations associated with BMs are part of everyday life and are thoroughly familiar. Learning about the sensations of rectal insertion involves deliberately using an object longer than your finger. Exploring the rectum offers opportunities for different kinds of pleasure as well as discomfort, depending upon how you approach it.

The rectum is a tube-like structure made of loose folds of soft, smooth tissue. Its total length is about eight or nine inches. Normally the rectum is more open and spacious than the anus. But like the anus, it has a striking capacity to expand. The entire rectum is surrounded by muscles which, during a BM, contract and 
relax in wave-like motions—known as peristalsis—to move feces through the rectum and out the anal opening. The tension level of these muscles varies from person to person and reflects, among other things, individual emotional states and habitual muscular patterns. Chronic contractions of the rectal muscles contribute to constipation and other problems of the lower digestive tract. Rectal muscles are not nearly as powerful as the anal sphincters (except for one related muscle I’ll discuss shortly). Nonetheless, if the rectal muscle are very tense, the insertion of an object or penis into it can easily become a pleasureless ordeal.

While the rectum is tube-like, it’s not a straight tube. Instead it takes two curves along its length (see Figure 4). Knowledge of these curves is essential for the would-be rectal explorer. The lower rectum tilts forward toward the navel. After a few inches it curves in the opposite direction toward the backbone. This first curve is created by a strong, supportive muscle known as the pubo-rectal sling (shown in a detail of Figure 4). After another few inches the rectum curves slightly toward the front once again before joining the sigmoid (s-shaped) colon.

It’s the first curve—and the underlying pubo-rectal sling muscle—that are most likely to make it difficult to receive an object or penis into the rectum. Figure 5 shows how an object entering the rectum at the wrong angle runs into the rectal wall at the first curve. If the object is inserted with force, it can cause pain. If a lot of force is used, a tear (fissure) in the rectal wall can result. Figure 5 also shows how a slight adjustment in the angle of entry easily prevents this. Difficulty in moving beyond the first curve can be exacerbated if the pubo-rectal sling muscle is constricted by tension, making the curve more pronounced and less flexible. The pubo-rectal sling, like all anal and rectal muscles, clamps down in response to fear, stress, chronic straining, pain, or improper diet.

The pubo-rectal sling is responsible for about 80% of continence, the ability to avoid the unwanted passage of feces or gas. Thus, even people with damaged anal sphincters can still retain a high degree of control. When a person feels the internal pressure associated with the need to defecate, the pubo-rectal sling contracts to hold back feces and gas until the first appropriate opportunity. Any pressure against the pubo-rectal sling—or at the upper end of the rectum where the colon starts—can trigger a similar holding-back response. Knowing this helps understand two phenomena commonly experienced when objects are inserted in the rectum: (1) the feeling of an imminent bowel movement even when this isn’t going to happen, and (2) the tensing of the pubo-rectal sling, making insertion difficult and unpleasant. Clearly, these two experiences are related. Pressure from rectal insertion is perceived as an urge to defecate which, in turn, results in tensing of the pubo-rectal sling—a classic vicious cycle. Comfortable rectal insertion requires a re-interpretation of this response. This is relatively easy to do for most people because the sling can readily be brought under voluntary control, especially as you get more familiar with the other muscles of your pelvis. The key is to learn gradually, in a visceral way, that the urge to defecate isn’t necessarily linked with the need for a BM. This awareness helps to relax the sling and gives your rectum maximum flexibility.
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Figure 4. Anatomy of the Rectum 

The second rectal curve is less pronounced and easily adaptable. Consequently, it’s rarely a source of difficulty or discomfort during rectal insertion. When it does cause discomfort, slight adjustments in the angle of entry usually remedy the problem. It also helps to know that any position which places the legs at right angles to the upper body—such as sitting, squatting, lying on your back or side with knees pulled toward the chest, or on your knees in a “doggie” position—will straighten the rectum a bit. But no position completely eliminates the rectal curves.

Within this general description, rectal shape and size vary from person to person. Inserting objects into the rectum may be easier for one person in a particular position or at a certain angle of entry, while another position or angle is better for someone else. Differences are no doubt a combination of physiological variations and personal preference. Anyone who states that one position or angle is the best for rectal entry is over-generalizing from personal experience. There’s no substitute for first-hand experimentation.

SOURCES OF PLEASURE DURING RECTAL STIMULATION. In comparison to the anus, the rectum contains relatively few nerve endings and is, therefore, less sensitive. The rectum has this in common with the vagina: the entryway is far more sensitive than the inner portion. Rectal nerves, like inner vaginal ones, primarily transmit sensations of pressure. Some people find these sensations immediately pleasurable, while others need to get used to them. More than a few men and women, however, report a remarkable sensitivity in their rectums. To some extent this sensitivity appears to be a learned capacity developed through paying attention. It certainly makes sense that the psychological enjoyment of rectal receptivity can greatly heighten the pleasure.

For men, stimulation of the prostate through the front of the rectal wall offers the potential of additional good sensations, as we saw in the last chapter. But there’s more: not too far in front of the anus is the interior “penile bulb,” a highly sensitive area just below the surface of the perineum, the area between his scrotum and anus.
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Figure 5. Effects of Angle of Entry on Rectal Insertion 

Similarly, many women enjoy indirect stimulation of the innermost parts of the large clitoral body, especially when engorged and erect. Also in front of the rectum is the super-sensitive “perineal body” which occupies her perineum, between the base of her inner lips and anus. This might be a good time to take another look at the pelvic diagrams in Chapter 5.

Add to these ultra-sensitive areas the rich nerve supply we’re already explored around the anal opening—as well as the many proprioceptive nerves embedded in all the nearby pelvic muscles, designed to register each twitch, contraction, and release—and it’s easy to visualize why women and men can enjoy anal-rectum stimulation equally. Also when you think about it, so much is going on inside the bodies of both sexes that it’s difficult to pinpoint where, exactly, a wonderful feeling might be coming from.

BEYOND THE RECTUM. When a penis or penis-sized object is inserted into the rectum, only the anal canal and rectum are involved. Penises or objects longer than 9 or 10 inches may pass beyond the rectum into the sigmoid (s-shaped) colon (shown in Figure 5). Sometimes this occurs without difficulty, because the muscles of the lower colon tend to relax at the same time as the anal and rectal muscles. There may, however, be some initial muscular resistance at the entrance to the colon.

The likelihood of encountering feces in the lower colon is greater than in the rectum. It is a natural function of the colon to collect feces until there is sufficient pressure to release the muscular “gateway,” which then allows feces to enter the rectum in preparation for a BM. Those concerned about feces will want to think about the timings of their BMs, if they’re predictable. The period following a BM will usually mean fewer feces in the colon and easier douching.

FISTING (HANDBALLING)

THE COLON is of particular interest to those experimenting with a form of anal-rectal stimulation popularly called fisting, fist-fucking, handballing or handball. This activity involves gradually relaxing the anal muscles until several fingers and eventually the whole hand, and occasionally even the forearm, can enter the rectum and colon. The term fisting is a misnomer because practitioners rarely enter a partner’s rectum with a closed fist, but rather with the fingers and thumb outstretched with the tips held closely together, allowing the fingers to be used gently as probes. This configuration is sometimes called the “silent duck” (don’t ask why). Once the fingers are inside the rectum—usually a slow process to get this far—the inserter can move his or her fingers around to learn what the receiver enjoys.

Some advanced receivers enjoy the feeling of two hands held together with outstretched fingers. Often this is as far as handballing goes. But some enthusiasts learn to relax their anal and rectal muscles to such a degree that the knuckles can also enter the rectum. Once the widest part of the hand(s) are past the anal sphincters, handballing can proceed into the rectum, and perhaps the colon too, as deeply as the receiver wishes.

Smart handballers always do it with latex or polyurethane (plastic) gloves and lots of thick lube, such as Crisco®, petroleum jelly, or one of the specialty lubricants available in sex toy shops or online boutiques. Since most handball sessions last quite a long time, oil-based lubes are definitely best, but they require the use of plastic gloves rather than latex. These days, handballers are gravitating toward gloves made of nitrile, a synthetic polymer that’s soft and flexible and resistant to oils.*

The awareness, gentleness, and trust recommended for all anal exploration are doubly important for safe experimentation with fisting. Those who wish to explore handballing—as givers or receivers—will find the exercises and information in this book useful, but additional knowledge and guidance is required to do it safely. Books and websites are helpful, but finding an experienced and sensitive mentor can be invaluable. You can also see video clips of fisting online.** I was disturbed by one of the clips with a fister repeatedly plunging his full fist into a receiver. This is incredibly self-destructive and dangerous. Don’t ever do it this way!

Fisting first gained notoriety in the 1970s, among gay men. These days some men and women of all sexual orientations are experimenting with anal handballing, and some women enjoy receiving vaginal handballing as well (Addington,1998).Inactuality,relativelyfewpeopleareabletorelaxsufficiently to accommodate something as large as an entire hand. Those who do enjoy it sometimes become devoted enthusiasts. Receivers report deeply satisfying sensations of fullness and pressure and often describe it as the ultimate experience of receptivity. They frequently mention the pleasure of total surrender, trust, openness, and being the object of lavish and extended attention.

Those who do the fisting also mention the extraordinary trust involved, along with a unique sense of control as their partners let go of all resistance. Some also say that having total responsibility for another’s well-being can be a profound emotional experience. I’ve noticed that fisters usually don’t seem quite as wildly enthusiastic about it as some of the receivers, although some are highly stimulated by exploring deep inside their partner’s body.

Accommodating several fingers or a hand in the rectum and possibly the colon requires tremendous self-awareness, relaxation and trust. Some describe the experience as a form of meditation or spiritual odyssey. A handballing session takes time (several hours isn’t unusual), gentleness and patience; it’s definitely not a quickie.

Unfortunately, many fisting enthusiasts haven’t developed the sensitivity and self-awareness necessary for doing it safely. Instead, they rely on shortcuts, such as large doses of drugs to block out the pain. Like other forms of rectal stimulation, fisting can be quite dangerous when attempted with drugs or force, or without being thoroughly attuned with oneself.

Very little research has been done on either the positive or negative effects of fisting. One investigator (Lowry, 1981) collected questionnaires from 102 males involved in fisting. The average respondent had been active for nearly four years, with 40% participating at least once a week. Thirty-seven percent were inserters most often, while 18% were usually receivers. Forty-five percent experienced both roles equally. Twenty-four percent had even received two hands simultaneously.

Three of the men reported bowel perforations from fisting, requiring hospitalization. Extrapolating from his findings, the investigator speculated that there may be one serious injury per 2,000 fisting episodes. Eighty-five percent described their fisting experiences in extremely positive terms. A few of the men mentioned that fisting seemed to improve their anal health by promoting deep relaxation.

The arrival of AIDS on the scene has required a re-evaluation of all sexual activities and how to make them as safe as possible. When it comes to preventing HIV transmission, the main concern with fisting is its potential for causing abrasions in rectal tissue which may provide an entry point for HIV into the blood stream. Fisting recipients should take great care not to expose their rectal tissue to semen or blood, and similar care is necessary for fisters because of the likelihood of tiny scrapes on the hand. This is why using gloves is so essential. Fisting and anal intercourse should never be practiced during the same session. In fact, it’s a smart idea to let the rectum rest for at least several days following a fisting session.

Since most readers, while perhaps curious about fisting, are probably not planning to try it themselves, none of the experiential suggestions throughout this book specifically refers to fisting. However, anyone who might want to experiment with handballing should devote plenty of time to self-exploration, using the same step-by-step approach to anal-rectal exploration proposed in this book.

INTRODUCTION TO BUTT PLUGS

FOR THIS EXPERIENCE, we’re going to use a reasonably-sized object to explore the shape and pleasure potentials of the rectum. Some people have a fascination with tales of strange items stuck inside a person’s rectum, necessitating an embarrassing trip to the emergency room. The medical literature is sprinkled with descriptions of these odd cases going back to the 1930s, and the techniques used to remove the offending object—including such items as a soda bottle, flashlight, baseball, and even a light bulb (ouch!). There seem to be far fewer such cases in the current literature. Let’s hope this is because anal play has become less hidden and taboo, and some basic information has seeped into public consciousness.

You can eliminate even the slight possibility of such an occurrence by exclusively using sex toys with a base for rectal insertion, which is what I strongly recommend. Most dildos have such a base (or balls), but the fact that they’re widest at the tip makes them far from ideal for rectal exploration. “Butt plugs” are specifically designed for this purpose. They generally look like this:
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Figure 6. Basic Design of a Butt Plug. 

As you can see, the butt plug’s base won’t allow it to slip inside. Also notice the smaller, rounded tip for easier insertion. The “shaft” of the plug gets wider the further in you go. Finally, the indentation near the base allows your anal sphincter muscles to help hold it in place, although random rectal contraction may still tend to push in out. Some like the sensations of leaving it inside for a while, usually a more advanced option to explore down the road.

Butt plugs are readily available at all sex toy shops in a variety of lengths and proportions (from thin to thick). Some plug designs are curved, or include a finger-like protrusion intended to provide prostate (“male G-spot”) stimulation for a man, or G-spot (“female prostate”) stimulation for a woman when used vaginally. Most plugs are flexible and soft (which is good) unless they’re made of metal, Lucite or heavy glass (no danger of breakage), in which case they’re smooth and hard. Some plugs are almost works of art, as beautiful as they are functional.

I suggest that you go on a butt plug shopping expedition, perhaps with a friend or partner. Consider the smaller end of the size spectrum if you’re just starting out. A seemingly endless variety of styles can be found in the websites I recommend in the References & Resources section. Some have excellent shopping guides as well. Internet toy shops are a good way to explore options, but if you have a sex toy boutique in your area, go see some plugs in person. This way you can feel their texture and flexibility, as well as how the base feels in your hand. It should be comfortable to hold with your hand and move around with your fingers. Less important, but by no means irrelevant, you’ll want to pick a color you like and won’t grow weary of over time.

As an added bonus, you can ask for advice about the best lube choices for the type of plug you’re considering. While you’re there, survey the other sex toys available, as well the many books of erotic stories, fantasies, and photographs. I’ve heard many people say this kind of outing can be liberating, with just a hint of naughty fun.

I strongly suggest that you select a butt plug model made of high-quality silicone. These are pliable, long-lasting, and non-porous. Therefore, they’re exceptionally easy to clean and care for. You can boil them in water, toss them in the dishwasher, wash them thoroughly with antibacterial soap, or cover them with a condom. You can tie the comdom into a knot at the base of the plug so it won’t slip off. Use any type of lube you want, except those made with silicone. If you’re using a latex condom, on the other hand, avoid oils, but silicone will work fine.

Plugs made of rubber or vinyl are also soft and flexible. But they’re porous, so it’s best to cover them with a condom. You can wash these plugs with antibacterial soap, but they can’t tolerate super hot water. They’re cheaper than the silicone variety, requiring a smaller investment if you’re just experimenting.

Armed with your new toy(s), and with full access to your knowledge about the anus and rectum, you’re ready to begin your latest adventure.

EXPERIENCE

BEGIN BY bathing, relaxing, and touching your body in a self-loving and sensuous way. Explore your anus with your fingers as you allow your muscles to relax. When you’re completely comfortable, apply lubricant to your finger and rub it on your anal opening and inside your anus. Also lubricate your butt plug, perhaps with a condom on it to minimize cleanup.

Select a position in which you can easily reach your anal area without straining. Inhale deeply and push your anal muscles slightly outward. Then gently press the end of the object against your anus. As you exhale and release your muscles, the object will slide easily through the anal opening, anal canal, and into the rectum. No force should be necessary; if it doesn’t glide in easily, return to deep breathing and external anal massage until your muscles relax.

Once past your anal sphincters the object will slide easily into your rectum. But after a few inches the object may stop as if it has run into something. This is your first rectal curve caused by the pubo-rectal sling muscle. If the object stops here, slowly pull it back just a little, move it to a slightly different angle, and then slowly push in again. By experimenting with different angles and positions you’ll find one or more combinations in which the object will glide past your first rectal curve without resistance; notice exactly which ones work best for you.

You’re likely to experience new sensations as the object enters your rectum. When this happens, ask yourself if the sensations are actually uncomfortable or just different. If uncomfortable, back off to a point that feels pleasant and remain there. And don’t forget to breathe deeply and slowly. Making any kind of sound as you exhale can help focus your awareness, and can also add to your pleasure.

As I mentioned earlier, a common sensation is the urge to have a BM. If this bothers you and prevents you from relaxing, try inserting the object when you are in a safe environment such as on a plastic sheet or in the bathtub. Tell yourself that is all right even if you do have to go. Then allow yourself to relax completely. Visualize the relaxation of your pubo-rectal sling and other rectal muscles as you breathe deeply and slowly. You’ll discover that even though you think you’re about to have a BM, it won’t actually happen. Since childhood you’ve associated slight rectal pressure with such an urge, and now you’re reinterpreting these sensations in a new way. Give it a little time; soon you’ll no longer be concerned.

When you include your rectum in erotic self-pleasuring, allow yourself to enjoy any fantasies that might come to mind. Note the changing sensations in your rectum before, during, and after orgasm. Afterwards, pay attention to how your anus and rectum feel throughout the day.

RESPONSE

LEARNING TO ENJOY inserting an object into your rectum is primarily dependent on three factors. First, the anal muscular awareness, control, and relaxation that you developed earlier must be expanded to include your rectal muscles. This has happened already to a great extent because your rectal muscles tend to function in harmony with your anal muscles. For most people, a little patience, attention, deep breathing, and visualization of the rectal muscles relaxing is all that’s needed. If this doesn’t work, chances are you’re going too fast and could benefit from further experimentation with your finger. While the vast majority of people find that inserting their finger is the best way to begin, a few people discover that inserting objects is easier and more pleasurable for them. If this is true for you, naturally you’ll want to do whatever’s easiest.

The second and perhaps more important factor is becoming intimately acquainted with the shape of your rectum and accommodating your movements to that shape. Uncomfortable or painful anal-rectal experiences are, as you have discovered, the result either of muscular tension or of being too rough, especially when combined with inadequate knowledge about the shape of your rectum. These problems can be avoided by taking the time to explore the angles and positions in which objects can travel the length of your rectum unobstructed. While your rectum does not like to be jabbed or poked, it’s not nearly as delicate as you might think. As your self-awareness builds, objects can be moved in and out or around freely as you experiment.

The third factor involves becoming accustomed to new sensations, best accomplished with plenty of time to feel and get used to them. Some people, of course, react strongly to any new sensation, perhaps mistaking new for dangerous. Others react to new body sensations with curiosity rather than fear. If you’re uneasy, ask yourself what you’re afraid of. Then take concrete steps to protect yourself from whatever you fear. See if you can adopt a positive, non-pressured curiosity.

It’s important to apply the same mindful curiosity to any sensations that occur after rectal stimulation. Sometimes these include a slight burning sensation in the anal-rectal tissues. This is probably due to increased blood flow into the area. The feeling can be tingly and pleasant or it may be irritating. If it’s irritating, you probably did too much too fast, or else you were a bit tense and went ahead anyway. It’s also possible that you’re simply becoming more aware of sensations that have always been there, perhaps the result of chronic rectal tension. If irritation persists, consult a physician to be certain you don’t have a medical problem. Another common sensation is mild bladder irritation that may be particularly noticeable when urinating. This is reported more often by women than by men. Usually this is the result of indirect stimulation of the bladder and it can be greatly reduced or eliminated by proceeding slowly and gently.

A few people report that their pelvic muscles go into unpleasant spasms during or after rectal stimulation. Some people have this problem regularly, with or without rectal touch. Others have never encountered this reaction before and, understandably, find it quite disconcerting. In either case, revisit Chapter 6, where I describe pelvic pain problems and what can be done about them. It’s helpful to be able to visualize your pelvic muscles and try to pinpoint the “trigger points” that are most likely to set off a spasm. Then you can concentrate on learning to release those muscles. Needless to say, if you’re prone to painful pelvic spasms, gentleness and patience become even more crucial than usual.

Consider making a list, mentally or on paper, of what you like and don’t like about rectal stimulation thus far. Instead of tuning out any bad feelings you may encounter, honor them. Negative responses contain important messages about how to take care of yourself; listen carefully. At the same time, give extra attention to the positive aspects of the experience, no matter how subtle. Even tiny hints of pleasure can point the way to greater potentials down the road.

*You’ll need to buy non-latex gloves at a specialty sex toy or medical supply shop or website, such as www.665leather.com.

** I know of two books on anal fisting—Bert Herrman’s Trust, the Hand Book and Tim Brough’s First Hand. See the “BDSM and Kink” heading of “References & Resources” near the back of this book for relevant websites. Video clips are available at www.xtube.com (search for “handball”).
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ATTITUDES TOWARD RECTAL STIMULATION

Confronting Psychological and Cultural Blocks 

 RARELY IS THE ACT of inserting something into the rectum merely a bodily event. Though we may not fully realize it, each of us brings a highly personalized set of attitudes, beliefs, and emotions to the experience. Sometimes our response is as strong and positive as it was for Mavis: “now that I’m enjoying this [rectal stimulation], I see myself as a more sensuous and sexually versatile woman.” In a similar vein Drew proclaimed, “I’m becoming a more open and less uptight guy. What a relief it is to let go.”

Not everyone, of course, is so unambiguously delighted with their newfound ability to receive objects into the rectum. Certain widely-held attitudes toward rectal stimulation are so negative and confusing that they can easily block anyone’s ability to enjoy it. Indeed, some deep-seated ideas are so overpowering that no matter how relaxed the anus usually is, the moment an object enters the rectum the muscles are thrown into reflexive spasms. Other effects may be less obvious yet no less disruptive.

The best approach is to confront the troubling attitudes and beliefs head-on. Facing them by no means guarantees that they’ll immediately—or ever—go away completely. Usually, however, bringing deeply ingrained attitudes into the light greatly reduces their emotional charge and, in turn, their negative effect. Left unexamined, our beliefs operate automatically and truly control us, whereas conscious awareness increases our options for free choice.

The principal purpose of this chapter is to focus on complex, often hidden aspects of rectal stimulation you may not have considered before. This is also an appropriate time to discuss recreational drugs commonly used with anal exploration. Not only do some people hope to enrich their experiences with chemical assistance, but many also look to drugs to help them cope with inhibitions and conflicts they haven’t yet resolved.

FECES

The most prevalent attitudes that block enjoyment of rectal stimulation are the ones we have toward feces—shit, if I may be blunt. You probably confronted concerns about feces when you first touched your anus. But rectal stimulation, reaching farther into the unseen interior of your lower digestive tract, is more likely to trigger intense reactions. Some people can’t help but see rectal experimentation as a threatening descent into a mysterious nether world of the intestines, perhaps punctuated by taboo images of darkness, dread, and defilement. Peter got right to the point: “I just don’t think I should be messing around in there. I get the eerie sense of being where I’m not supposed to be. It’s creepy.”

Clearly such reactions, to the extent that you have them, aren’t going to make rectal exploration any easier. As with other strong emotions, vehement denial of their existence suggests that you’re not dealing with them. If you continue to keep them outside of consciousness they’re likely to haunt you in the form of persistent tension or tenacious avoidance.

Freud and many others have observed that infants show no particular disgust with feces; they readily play with them or even take pride in them as “gifts.” Before long, however, almost all of us change our opinion dramatically. Through a non-rational learning process we come to see feces as dirty, repulsive and foul-smelling. Freud theorized that adults, while expressing a conscious antipathy toward feces, often retain an unconscious attachment to them as well. Most people I’ve talked with will admit to at least an incidental interest in their own stools, such as gazing at them in the toilet after a bowel movement—not a bad idea, incidentally, for monitoring your digestive health.

But this is about as far as most of us care to go. One thing is clear, though: the overpowering revulsion typically focused on feces goes far beyond any legitimate concerns about hygiene and cleanliness. I believe this revulsion response reflects, in part, our culture’s fundamental ambivalence toward the body’s natural functions and our relentless efforts to cover up or eliminate all body odors and secretions.

With cultural values tending toward one extreme, it’s not surprising that some people are secretly drawn in the opposite direction, becoming obsessed by the very smells and excretions they were taught most vehemently to hate. A few even make excrement or urine the center of their erotic interest. In a sense, these seemingly opposite attitudes actually complement each other. What so often eludes us—and what most promotes optimal well-being—is a more accepting and less negatively charged attitude toward all of our secretions and excretions. Any parent caring for an infant soon learns this kind of acceptance.

There’s no escaping the fact that the anus and rectum are passageways for feces. Consequently there’s always a chance of encountering the brown stuff during rectal play. I’ve heard many stories of men and women tentatively enjoying the sensations of rectal insertion, only to have their pleasure squelched by the sight or smell of feces on their dildo, butt plug, or finger. More than a few have felt so traumatized that they quit anal self-exploration for good. This is why it’s so important to develop a two-part plan to: (1) reduce the chances of encountering feces and (2) calm the severity of your reactions if you do.

Worries about feces can be reduced by keeping in mind that they’re not normally stored in the rectum, except when the body is preparing for a bowel movement. The rectum is merely a temporary passageway. The consistency of your stools determines, to a large extent, how much is left behind after a BM. Soft stools leave more traces, whereas better-formed ones exit more cleanly. The well-formed feces that result from a healthy diet rich in fiber are almost universally reported to be less messy and repugnant—even less smelly.

On days when you notice that your stools are especially soft, you may prefer not to insert anything into the rectum, or to make a point of douching or washing inside with your finger. If you’re concerned about feces you might want to look over the discussion of douching in Chapter 7 again, and then experiment to see what works for you. For many people, cleaning out the rectum with warm water is the simplest way to avoid an unwanted rendezvous with poop.

Although these precautions are quite logical and effective, primitive attitudes toward feces may continue to haunt you. Visceral reactions aren’t necessarily calmed by practical measures. If this is true for you, an important challenge is to deliberately initiate a shift in attitude. Paradoxically, one of the best ways to launch such a shift is to acknowledge and accept the depth and intensity of your current outlook. After all, you can only start from where you are.

I suggest that you look mindfully at your feces and notice, without judgment, exactly what you think and feel about them. It also helps if you raise the subject with an intimate friend, an admittedly difficult yet highly beneficial thing to do. Gradually you can cultivate a greater acceptance of what you’ve probably long considered to be the least acceptable aspect of your body. In the final analysis, few of us are ever going to like feces. But it’s realistic and healthful not to hate them either.

HOMOPHOBIA

Among the most pervasive and intractable beliefs about rectal stimulation is that men who enjoy it are homosexually inclined, if not overtly gay. It’s easy to see how this belief can have a huge chilling effect on men who might otherwise be curious about anal exploration. Ralph, a straight client of mine who initially tried anal self-touch because his girlfriend thought they should do it together, soon discovered that he actually liked it. But when it came to rectal insertion, his pleasure quickly switched to worry. “Putting things inside my ass,” said Ralph, “makes me wonder if, underneath, I might be gay. Sure I have gay friends and I’ve even tried gay sex a couple of times in college, but that just proved how totally turned on by women I am. Yet suddenly I’m uptight about it and I don’t get it.”

Ralph’s not alone. Hardly a week goes by that I don’t receive a letter from a straight or mostly-straight man who’s tremendously relieved to learn from this book that his secret desire for anal stimulation is far from unusual. Others write because they’re having trouble finding a comfortable place in their lives for anal gratification. For example, one 39-year-old man wrote:

 

I’ve always had a great sex life with my wife until I recently told her I’d love it if she put her finger up my asshole sometimes when she gives me head, which she and I both like a whole lot. At first she laughed at me like I was joking and then she gave me a strange look like I was some kind of freak. Now she accuses me of wanting to get fucked by a guy. That doesn’t appeal to me at all, but the truth is I’d like to get fucked by her! She’s warmed up to me again but I guess I’m doomed to play with my ass alone.

 

What makes so many guys, and often their partners too, so edgy about anal play? of course the anal taboo accounts for a lot of the problem. But men, regardless of their sexual orientation, must also contend with homophobia—a deep, irrational fear and loathing of homosexuality. While it’s true that many segments of our society are becoming increasingly accepting of gays, the destructive effects of early anti-gay messages are difficult, sometimes impossible, to eradicate.

Straight men go to great lengths to avoid being labeled queer. So do most gays, bisexuals, and lesbians—until they come out of the closet. Even then, it usually takes years to repair the massive damage to their self-esteem caused by their own internalized homophobia, which typically proves to be more tenacious than they had hoped. Sadly, many are unable to stop hating themselves.

Although homophobia affects both men and women, rectal stimulation appears to trigger it almost exclusively for men. I’ve worked with dozens of women of all sexual orientations who struggled with the anal taboo, but virtually none of them believed that enjoying anal stimulation would make her any more or less gay. Men tend to be much more confused on this point, partly because men in general experience homophobia more intensely than women, and partly because being anally penetrated raises the specter of playing “the woman’s role” in bed.

Many straight men are only able to enjoy anal self-exploration once they fully realize that doing so, by itself, says nothing at all about their sexual orientation; it’s simply one more sensuous or erotic option. It helps even more if a man can sufficiently work through his homophobia so that fantasizing gay sex doesn’t send him into a tailspin.

The challenge may be even greater for gay and bisexual men. For instance, some of my male research participants were in the early stages of coming out. Their reactions to rectal exploration were often particularly strong. Obviously, reassuring such a person that a desire for anal stimulation bears no relationship to his sexual orientation is useless, because he knows that he wants to explore gay sex, possibly including anal intercourse. For these men, anal tension is a natural reaction against real desires they’re having trouble accepting. Some have had to delay rectal exploration until they were better able to accept themselves. For most, this takes time, but the process can be accelerated with the help of a supportive psychotherapist. Unfortunately, far too many gays go through the early stages of coming out in painful isolation.*

It’s also not uncommon for openly gay men who appear to have accepted their orientation to periodically encounter residual doubts about the acceptability of their erotic and affectional desires. Certain experiences can bring these doubts to the fore. Rectal stimulation, even with no partner present, is one such experience. This is what happened to Lee, a successful and normally self-confident gay man: “I had just managed for the first time ever to get a dildo up my butt without any pain. I was getting really turned on when everything stopped cold. I thought, ‘You know, if I were a real man (translation: straight), I wouldn’t be sticking dildos up my ass!’ And then my muscles pushed that thing right out and clamped shut. I could almost hear the door slam. And I haven’t been able to do it again since.”

Gay men such as Lee are often shocked by the intensity of their reactions, especially those who believed they had conquered the last vestiges of internalized homophobia. The development of gay pride furthers this goal immensely. But unfortunately, pride is sometimes merely a thin veneer pasted over festering shame. Facing lingering guilt and self-loathing is uncomfortable, to be sure, but almost always results in a more relaxed and solid stance in the world. One man, after a long walk in the woods, felt the raw pain of his self-hatred and began sobbing uncontrollably. Afterwards he squatted down and took what he called a “cosmic shit.” He later told me, “never before have I felt so open and free. I’d been holding in all the crap my father had told me about queers.”

GENDER ROLES

THE MORE THAT homophobia is studied among people of all sexual orientations, the clearer it becomes that anti-gay attitudes aren’t as much the product of traditional sexual morality as we might assume. Instead, fear of homosexuality is primarily the consequence of narrowly defined sex-role behaviors and rigid gender identity. While it’s true that homosexuality has no direct relationship to masculinity or femininity, most people, including gays themselves, are convinced that it does.

When men get caught up in fears of homosexuality, they may be ignoring an even more primal fear: the dread of being viewed by oneself and others as unmanly and effeminate. Most men try to suppress or restrain the softer, receptive aspects of themselves. They fear their masculinity will be compromised and thus their overall worth diminished. This is why men who are called sissies often adopt exaggerated masculine behavior as a compensation. Among men, homophobia could just as well be called “femiphobia”—an irrational fear and devaluation of femininity. Femiphobia is a manifestation of the sexism which still pervades our culture, in spite of the improving economic and political status of women.

In such an environment, it is little wonder that receptivity to anal stimulation, with its physiologic similarity to vaginal receptivity, provides fertile ground for femiphobia. Although there is nothing inherently feminine about enjoying rectal stimulation, men who subconsciously or overtly believe such a connection exists are unlikely to give up this conviction easily. If a man wants to enjoy rectal insertion, gradually he must come to realize that embracing his femininity—if that’s what receiving anal stimulation means to him—does not constitute a loss of masculinity. On the contrary, the ability to relax, to receive, to voluntarily surrender control is a psychological and interpersonal asset, not a loss.*

Many of my male clients, whatever their sexual orientation, have found that experimentation with rectal stimulation can be a symbolic way of becoming more at ease with receptive feelings. Sometimes this occurs without any conscious intention, as it did for Burt, who presented a super-masculine persona. Although he claimed to be a sexual adventurer who wanted to be adept at all forms of pleasure, at each new level of anal exploration he grew increasingly ambivalent. While he enjoyed the sensations of anal touch he also resisted it fiercely. He especially resisted rectal simulation because of its association with intercourse, which he definitely didn’t want, fearing that he might be “contaminated” by femininity. This is what he discovered:

 

I was trying to get my wife’s vibrator in my rectum (it amazes me I would even try) and boy was I trying, pushing like I do with almost everything. The harder I tried, the tighter I got. Finally I just let go and it slid right in. Liz [his wife] says I became receptive. Anyhow, it worked. I now have some idea of what receptivity, submissiveness—whatever you want to call it—feels like. Pretty good, I’d have to say, but still not sure if it’s for me.

 

Others deliberately set out to develop a receptive frame of mind before even attempting rectal stimulation. Many men quickly discover that their subjective state determines both the ease with which they receive objects into the rectum and the extent of their enjoyment. Initially, however, the pleasure of receptivity is often overshadowed by femiphobia.

The fact that so many of us worry about gender roles and expectations isn’t surprising. After all, at birth the first thing anyone ever wants to know is our gender. Then an extended training process ensues in which we learn how to walk, sit, gesture, talk, feel, and think in accordance with our assigned roles. Girls, and especially boys, who stray very far from the norm are ostracized and often teased ruthlessly.

It seems that in every culture where data is available, tremendous effort goes into exaggerating gender distinctions in every imaginable way. And yet generation after generation we keep this up, regardless of the havoc it causes. Sexologist C. A. Tripp (1987) argues convincingly that the central purpose of artificial gender distinctions is to maintain a certain distance between the sexes which he believes serves to intensify erotic attraction and excitement.*

Whether or not you buy Tripp’s theory, you certainly know from your own experience the power of gender-based expectations. For most men, being sexually penetrated may seem like the ultimate repudiation of their masculinity. So don’t be surprised if the seemingly simple act of sliding an object through the anal opening and into the rectum sets off deep psychological reverberations.

For women, rectal play is more likely to reactivate commitments to the virtues of chastity and virginity, along with fears of being seen as amoral, depraved, lascivious, promiscuous whores. Jan explained, “Deep down I believe that anal sex is kinky and twisted, something a prostitute might do, definitely not for nice girls like me. Mom would never approve.”

It’s not unusual for today’s liberated women to insist that they’re open-minded about sex—which, of course, many are. Yet within more than a few open minds, a silent inner battle is being waged between opposing emotional extremes—it’s the virgins against the sluts. It’s better to let both sides have their say in a conscious dialogue. Centuries of gender stereotyping cannot easily be swept away.

MISSING THE TABOO

THROUGHOUT THIS BOOK I’ve primarily addressed the negative aspects of the anal taboo, how it alienates us from ourselves and limits or destroys our capacity for pleasure. But in erotic life there’s always another side to the story. In my book about the psychology of sexual desire and arousal, The Erotic Mind, I describe an in-depth analysis I conducted of peak erotic encounters and fantasies—the hottest and most memorable ones. In almost 40% of these peak turn-ons, the thrill of breaking the rules and flaunting taboos was a major aphrodisiac. I call the process through which prohibitions are transformed into erotic fuel the “naughtiness Factor,” and it tends to be an especially important aspect of eroticism for those who grew up steeped in anti-sexual messages and warnings.*

Now that you’ve come this far in your self-exploration, the anal taboo is hopefully loosening some of its grip, which is very good news indeed. But as anal sexuality feels more acceptable and less forbidden, you may begin to sense a reduction in certain kinds of raunchy excitation. For more than a few, this decreased arousal is so pronounced that they almost yearn for the “good old days” when anal sex was secret, sleazy, and sinful.

Some people feel the first hints of waning intensity when they get out the hand mirror and have a look with the lights on, or when they use their finger to gather information about the anal sphincters. Usually the significance of breaking down the anal taboo becomes fully clear about now—when you’ve learned enough to focus on the erotic potentials of anal-rectal stimulation. Marc expressed his dilemma, “When it comes to pure lust, frankly, the fantasy of anal sex was hotter when it was dirty. The down side was that I couldn’t relax and enjoy it the way I do now. It pisses me off to think I might have to choose between excitement and comfort.”

Similar dilemmas are commonplace in the paradoxical world of eros. The lustiest fantasies and encounters aren’t necessarily the calmest. On the contrary, a certain amount of tension and uncertainty, including some anxiety and guilt, often serve as excitement intensifiers. If you feel torn about the anal taboo—both hating and missing it—the first thing to do is to realize that your situation is completely understandable considering the pervasiveness of the anal taboo, as well as the normal dynamics of erotic life, where conflicts and contrasts are regularly fuel for passion.

You have two fundamental ways to go. One option is to cultivate alternative forms of arousal that can only be found beyond the limits imposed by a taboo. Sensuality reaches its zenith, for example, when all ambivalence has been transcended and you totally immerse yourself in the delights of the moment. Similarly, anal-rectal touch is most likely to lead to a profound communion with oneself or another when the last vestiges of prohibition fade into obscurity. These dimensions of arousal don’t necessarily unleash the same raw, lusty kick as a scene of violational intrigue, but their rewards are deeply moving nonetheless.

Another option for those who crave the thrill of the forbidden is to imagine or pretend that you’re being raunchy or wicked, even though you’re really not. Countless people use this technique all the time, sometimes without fully realizing it, to add an extra spark to sex. It can be quite effective to act as if you’re still fighting against a taboo long after the battle has been won. The challenge here is to disconnect the titillation of naughtiness from genuine disgust, muscular tension, and other enemies of satisfaction. For instance, some people find excitement in the idea of shocking an imaginary prude or offended moralist. They appreciate their own comfort all the more in contrast to the image of disapproving others. And let’s face it, no one who’s aroused by the naughtiness Factor needs to worry that anal eroticism will ever become completely mainstream or conventional; that’s simply not going to happen.

DRUGS AND ANAL PLEASURE

PEOPLE HAVE ALWAYS looked for substances that can alter their sexual experiences in some desired way. Sought-after effects include an increase in sexual desire, relaxation or suppression of inhibitions, and sensory intensification. Today, recreational drug use prior to or during sex—whether alone or with a partner—is at least as widespread as it was in the freewheeling 1970s during the peak of the sexual revolution.

It isn’t surprising that some anal enthusiasts have experimented with chemicals specifically to enhance their enjoyment of the anus and rectum. Similarly, those who want to enjoy anal stimulation, but find it difficult to relax, sometimes seek chemical help. Finally, men and women who are grappling with—or avoiding—one or more of the complex issues we’ve just been discussing, may consider drugs a shortcut for calming or forgetting about distressing inner conflicts.

Anal relaxation or sensual enhancement claims are made for five types of popular drugs: (1) alcohol and other depressants, (2) marijuana, (3) cocaine and other stimulants, (5) other “club drugs,” and (4) volatile nitrites. All except alcohol are illegal, and all have a variety of negative side-effects, some potentially serious, when over-used. Anyone who aspires to optimal anal pleasure and health and who might, or already does, use any of these drugs is wise to become informed about them, especially how each affects anal relaxation and awareness.

ALCOHOL AND OTHER DEPRESSANTS. Because alcohol depresses the central nervous system, and because it’s legal and readily available, it is by far the most popular drug for lowering anxieties and inhibitions prior to sex. Other drugs, such as barbiturates, are almost identical to alcohol in their effects. In fact, a person who develops a tolerance for alcohol will simultaneously develop tolerance for barbiturates.

Barbiturates have been mostly replaced by anti-anxiety drugs and minor tranquilizers, especially benzodiazepines (“benzos”) such as the well-known brands Xanax®, Valium®, and Ativan®. These drugs are more popular for sex than barbiturates because doctors are more willing to prescribe them and because they can calm anxieties and inhibitions with less drowsiness than barbiturates. Benzodiazepines also have mild muscle-relaxing qualities which, in some instances, may reduce anal tension slightly.

Alcohol and other depressants typically have calming effects—although some people are clearly energized by them, especially at lower doses. Central nervous system depressants are primarily used as a prelude to anal and other sexual activities because of their ability to reduce inhibitions. Luckily, the inhibition-reducing and anti-anxiety effects of all depressants reach their peak, for most people, at relatively low doses, such as one or two cocktails or glasses of wine.

At higher doses, these drugs have a sedating effect, and reduce our sensitivity to touch; they may disrupt sexual functioning or significantly impair our judgment. Obviously, none of these side effects is conducive to sexual fulfillment, regardless of whether the anus is involved. Combining alcohol and other depressants is especially risky because each intensifies the effects of the other, often unpredictably.

Users of any depressants should also be aware that tolerance for these drugs develops fairly rapidly, so that increasingly larger doses are needed to obtain the same effect.* This characteristic gives these drugs a relatively high potential for habituation and addiction. And because heavy use of any depressant with anal stimulation decreases awareness of pain, the user can be deprived of the bodily messages necessary to guard against anal damage, especially when vigorous internal stimulation is practiced.

MARIJUANA. Although marijuana (also known as pot, grass, herb, weed, 420, and dozens of other names) is still illegal and not nearly as available as alcohol, the smoking of marijuana to enhance sexual experiences is almost as common among some groups as drinking. For many, marijuana appears to have relaxing and inhibition-reducing qualities similar to those of alcohol and other depressants, but with less sedation. The effects of marijuana are quite variable. For example, some people regularly use marijuana specifically as an aid to sleep, while others are stimulated by it.

Marijuana enthusiasts virtually always mention its sensation-intensifying properties as one of the main reasons why they use it with sex. Some people find that a couple of puffs of pot contribute to anal relaxation and appreciation of sensations or fantasies. However, others report that marijuana makes them anxious, jumpy, even “paranoid” (intensely self-conscious)—feelings hardly conducive to anal enjoyment.

One of the advantages of marijuana as a recreational drug is the fact that higher doses generally don’t produce dramatically greater negative side effects, as is clearly the case with alcohol and most other drugs. Another positive attribute of marijuana, from the standpoint of anal health, is the fact that it’s less likely to deprive the user of the sensitivity needed for anal self-protection.

But the belief that marijuana is benign is false. Regular users can experience powerful dependencies, reductions in motivation and energy, and negative effects on memory, thinking, and mood. In addition, smoking today’s potent pot is puff-for-puff more damaging to the lungs than nicotine. Occasional and sensible use, however, appears be no more or less dangerous than moderate drinking.

COCAINE AND OTHER STIMULANTS . A white powder derived from coca leaves, cocaine is usually inhaled to produce a fairly brief, euphoric-stimulant effect. These qualities can, in some instances, intensify sexual interest, fantasies and sensations. On the other hand, because cocaine not only stimulates the central nervous system, but also the sympathetic nervous system that activates the body’s reactions to danger and stress, the anal muscles may actually contract involuntarily as a result of cocaine use. This reaction occurs particularly when a person is feeling anxious to begin with.

Some people foolishly apply cocaine directly to the anus, where is absorbed into the bloodstream and also acts as a local anesthetic. Because this practice numbs the pain signals that would normally tell us that something is wrong, significant physical damage is sometimes the unwelcome result.

The fuzzy line between stimulation and stress may also make other stimulants such as methamphetamine (known on the street as crystal, crystal meth, tina, or crank) counterproductive for anal relaxation, even though they may intensify the subjective sense of anal eroticism, and obliterate the last vestiges of inhibition (and often judgment as well). Men-who-have-sex-with-men (not necessarily gay) often report that they only receive anal sex when high. Some also become “bottoms” because crystal is notorious for disrupting erections. An even more common sexual side-effect is a difficulty or inability to come. Crystal meth is by far the longest-acting of the stimulants, with its effects lingering for as long as twelve hours or more. You might think this would be long enough, but meth users are the most likely to go on extended “runs” lasting many days, often disappearing from friends, partners, or work. Besides the lack of sleep, they tend to not to eat and also become dehydrated, with their heart rates racing the entire time.

Another popular drug, MDMA, often called ecstasy or x, combines both stimulant and psychedelic effects. Some users report a heightened sense of intimacy, affection, and sensuality. Although some say they don’t feel “speedy” on ecstasy, the typical increases in heart rate and blood pressure indicate otherwise. The tension-producing tendencies of all stimulants—which would normally be bad for sex—can be offset by higher levels of arousal. These substances also help divert one’s attention from self-consciousness that might normally constrain them, especially when it comes to taboo or unconventional turn-ons.

Because so many people use and abuse it, alcohol causes far more problems than any other drug. But from everything I’ve observed over the last 25 years, I’ve concluded that stimulant drugs, especially crystal meth, place users at the greatest risk for devastating effects on their sexuality. A distressingly high proportion of regular (or occasional but long-term) users develop addictions that can be every bit as difficult to kick as heroin. Stimulant highs are typically followed by demoralizing crashes which can last for days or even lead to chronic depression that can be relieved only by yet another drug-induced high. And if this isn’t enough reason to beware, regular speed users often end up losing their sex drives or their ability to become aroused without the drug. My advice: If you wish to experiment with recreational drugs for sex, pick something besides crystal meth, and use other stimulants sparingly, if at all.

OTHER “CLUB DRUGS .” All of the drugs I’ve discussed thus far are often used at dance clubs, circuit parties, and raves—as well as for sex. Some more recent drugs have also taken hold in the club scene, and these, too, may be used in the search for better sex.

Ketamine (known as “K” or “Special K”) was originally developed as a anesthesia used in human and veterinary medicine in the early ’60s. Now it’s become a popular recreational drug available as a powder to be sniffed (“snorted”) or smoked, but more commonly as a liquid to drink, or to be injected into muscles. At low doses, K produces dreamy or floating sensations, plus a little numbness. At higher doses, K causes hallucinations and a sense of being disconnected (dissociated) from one’s body and external reality.

The most intense form of “depersonalization” is called a “K-hole,” in which one’s sense of personal identity is virtually obliterated by psychedelic-type hallucinations, sometimes with spiritual or “cosmic” overtones. A K-hole trip may or may not be remembered as the person gradually returns to awareness of the body and outside world after a couple of hours.

Heavy, regular users often develop internal bleeding and infections. And it’s easy to see why K has become a popular “date rape” drug, since the victim is partially or totally unaware of what’s happening and, therefore, completely helpless.

So what are the benefits, if any? Being high on K reduces inhibitions and promotes relaxation—both helpful for dancing or sex. Add in K’s anesthetic effects and you can understand why some people use K particularly to overcome the pain of anal intercourse or fisting. Unfortunately, as sensations of pain retreat, so goes their ability to know if you’re being badly hurt.

One writer on the website 
www.ketamine.tribe.net captured the odd paradoxes of K especially well. After describing the “strangely beautiful” feelings of his first K trip and getting into massaging someone, he goes on to say:

 

…their (sic) seemed to be a “so what” sense about getting off. Like, even if I knew I could have mind-blowing sex, I might just think, “so what” like it’s just another experience that will pass, not intrinsically better than any other experience I might have (like chatting with people or watching cool light effects). And I’d imagine sex could sometimes feel like an alien and mechanical process at times, in ways that might ultimately be disturbing.

 

Complicating matters further, K is rarely used by itself. It may be mixed in a drink, smoked with pot, or combined with ecstasy or crystal meth. If you seek to escape yourself and like to play on a dangerous edge, you might indeed find K to be Special.

Another club drug is GHB, a depressant usually sold as a liquid, but sometimes as a powder (popularly called “liquid ecstasy,” “liquid X,” “goop,” or “gamma”). Originally developed as a sleep aid, it also used to be touted as a natural ingredient in bodybuilding supplements until the Food and Drug Administration (FDA) banned it in 1990.

Besides its relaxation effects, GHB can also cause euphoria and hallucinations. A few sips of GHB is roughly equivalent to having several drinks all at once, plus it’s also commonly mixed with alcohol or other drugs. Like Ketamine, GHB is also an effective “date rape” drug.

Unless one has experience with a particular batch, it’s difficult or impossible to gauge the dose of GHB. A little reduces inhibitions, slows the heart rate, and relaxes muscles—all of which makes it a popular choice for sex in general and anal play specifically. Accidently taking quite a bit more could lead to a coma-like sleep, or possibly death. If you’re new to K or GHB, or not familiar with the dose you’re being offered, and you decide to try it, start with a very small amount and wait at least an hour to see how it affects you.

Other “designer drugs” continue to find their way into the clubbing and sex scenes. Since they’re all produced in illicit labs, who really knows what might be in them? If we need yet another reason to pause, all drugs are linked to higher rates of unsafe sex practices when over-used.

I know that drug warnings often come from older, uptight people and government agencies that have exaggerated negative drug effects in the past and lost considerable credibility as a result. I have to confess my membership in the older group, but I’ve done my share of experimenting and readily recognize the pluses of getting high. But any reasonable risk/benefit analysis can only conclude that these drugs—much like crystal meth—are absolutely antithetical to fulfilling sex, positive connections, and basic self-esteem. Please don’t use them.

VOLATILE NITRITES (POPPERS) . For many decades, volatile nitrites have been used medically for the relief of chest pain. Pharmaceutically produced amyl-nitrite (the prototype of this group of drugs) comes in capsules covered with a fabric webbing. To use, one crushes a capsule and inhales the fumes. The sound of the capsule breaking has resulted in the nickname “poppers” for all volatile nitrite liquids, whether or not they are packaged in breakable capsules.

In the 1970s poppers became quite popular as a recreational drug, first among gay men and later among young sexual adventurers of all orientations. They mostly fell out of favor in the ‘80s because of medical concerns that long-term use could be a co-factor for the development of Kaposi’s Sarcoma, a skin cancer that used to be commonly seen in gay men infected with HIV. As that concern turned out to be unwarranted, poppers have made a comeback.

Inhaling the fumes of poppers causes blood vessels to dilate, which in turn triggers a rapid drop in blood pressure, followed by a dramatic increase in heart rate as the body attempts to stabilize blood pressure. Within a few seconds of inhalation the person experiences a “rush,” which devotees say enhances the intensity of orgasm and causes a brief sense of abandon during dancing or sex. The entire experience lasts less than a couple of minutes.

Some people claim that inhaling poppers helps the anal muscles to relax and therefore makes it easier to receive a finger, object, or penis into the anus and rectum. It has been known since the late 1920s that volatile nitrites actually do have a mild antispasmodic effect on the gastrointestinal tract (Holmes & Dresser, 1928). Poppers can also enhance relaxation by providing a feeling of flushed sensation all over the body, which may increase desire for anal stimulation or divert one’s attention from worrying about it.

Many people feel anything but wild abandon when they inhale poppers. Instead they feel scared and even panicky as their bodies react to the disequilibrium caused by the drug. And because volatile nitrites are the shortest-acting of all recreational drugs, many users inhale them repeatedly in the course of a sexual encounter. Used this way, poppers not only become decreasingly effective but may also trigger headaches and depression. These effects are undoubtedly exacerbated by impurities of poppers produced in unregulated, often makeshift labs; you never know exactly what you’re getting. Many experienced users seek to minimize negative effects by limiting popper use to one or a few high points during sex—such as just before orgasm. As with all drugs, an inability to restrain usage, despite negative consequences, is a sign of dependency.

VARIABILITY OF EFFECTS . It’s inaccurate to assert that any particular drug produces the same effects for everyone. Responses to all drugs vary widely from person to person and from situation to situation. With experience, most people learn to predict their own responses fairly well by taking into account the many important factors that affect them such as emotional state, setting, expectations, reactions of others, dosage, and interactions with other chemicals.

While all drugs trigger varied responses, some are more variable than others. For example, large quantities of alcohol predictably cause the symptoms universally recognized as intoxication. But how much alcohol it takes to produce drunkenness, and whether a drunk person staggers joyfully, tearfully, or looking for a fight, depends on factors other than the alcohol itself. The effects of other drugs, most notably marijuana, vary so widely from person to person that no particular response can be consistently expected.

Nowhere is this variability of responses more obvious than it is with anal eroticism. A drug that appears to wipe out the last vestiges of anal tension and inhibition for one person may make another person taut, frustrated, or totally uninterested. Any drug may conceivably help reduce anxiety about anal eroticism, increase it, or have no effect either way. Those who claim that a particular drug makes a person more open to anal eroticism are simply misinformed.

WHAT TO DO . Especially if you have trouble associating erotic feelings with the anal area, or find it difficult to relax sufficiently to enjoy them, it can be tempting to search for a drug to—as one client put it—“open doors that I don’t even know how to find.” It can’t be denied that the use of a drug can, on occasion, trigger a breakthrough in the erotic enjoyment of the anus. Nonetheless, I believe that recreational drug use should be kept to a minimum or avoided altogether, particularly during the early stages of anal erotic exploration. Certainly, if an occasional glass of wine or puff of marijuana helps you to relax and focus on pleasurable sensations—and you’re not prone to substance abuse—then there’s no reason, other than moral or legal concerns, for not using it.

Keep in mind that healthy recreational drug use requires that the drug primarily be used to enhance experiences. This is possible only when the person can also enjoy that experience without the drug. If a person believes that a certain drug is required for the full enjoyment of anal eroticism (or anything else), then he or she has become dependent. Dependency of this type, reinforced over time, is highly likely to be detrimental to one’s enjoyment of sex as well as to one’s overall well-being.

If you find yourself using more than moderate amounts of a drug or using it more than occasionally when you explore anal eroticism, then you’re probably looking for a chemical solution to inhibitions that can be more safely and effectively reduced through gentle, persistent self-exploration.

Once you become fully at ease with anal eroticism, you’ll be in a much better position to decide which recreational drugs, if any, you’d feel comfortable using, in what quantity, how often, and under what circumstances. Take the time to gather much more information than I have presented here about any drug you might consider using or are already using. Even though research on the effects and risks of most drugs is far from conclusive, it’s still possible to weigh potential risks against likely benefits and structure one’s drug use to keep the risks to a minimum.*

Drug use that is primarily motivated by a desire to reduce anal pain is virtually always unwise. Anal pain that accompanies the insertion of an object into the rectum signals the need for relaxation or indicates a medical problem. It isn’t helpful, and may be extremely damaging, to try to deaden anal pain chemically. Therefore, never apply over-the-counter local anesthetics, cocaine, or any other sensation-reducing agent to the anus. Pleasure and numbness are inherently incompatible.

Coping effectively with the complexities of recreational drugs, feces, homophobia, gender roles, and the paradoxical effects of the taboo takes considerable awareness, courage, and persistence—all built on a fundamental desire to act in the most self-affirming ways possible.

*   For men beginning the coming out process, as well as those who are well under way, there’s no better book than Don Clark’s Loving Someone Gay (5th Ed.).

*   The psychological theories of Carl Jung are particularly relevant in this regard. Jung recognized through his analysis of dreams and other symbolic material—such as art and myths—that a conscious integration of one’s masculinity and femininity is a crucial aspect of psychological wholeness for both men and women (Jung, 1951).

*   Sex roles have other functions as well, of course. For example, pre-defined roles, when accepted by both partners, simplify decision-making and reduce the need for discussion. In addition, strict sex roles have traditionally fostered economic dependency, which tends to maintain relationships even when they have become dysfunctional. Sex roles are also effective tools for maintaining male economic and political superiority.

*   I found that gays, lesbians, and those raised as Catholics were the most inclined to be turned on by themes of violating prohibitions, presumably because all three groups had to contend with strong and consistent restrictions on their sexuality during the formative years when arousal patterns begin to take shape.

*   The addiction potential of alcohol and benzos is obviously very real. But keep this in mind: The big problem is increasing the dosage as you adapt to the drug. Healthy users of these substances commonly stick to a steady dose. This way, the desired effect continues, but in a milder form. Unfortunately, many people are unable to make this choice.

*   I suggest that you look over the list of drug-related websites I’ve included in the “References & Resources” section at the end of the book (before the Index). My brief descriptions should help guide you to the information most relevant for you.
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MUTUAL EXPLORATION

Sharing Anal Pleasure with a Partner 

 NOW THAT you’ve been paying more attention to your anus and rectum, you can begin making choices as to whether, and in what ways, you wish to include this area in sensual and erotic experiences with a partner. Of course, these decisions don’t have to be made all at once. Remember your private anal explorations: Before you began, you couldn’t know for sure what they were going to be like. What you thought, felt, and did unfolded in tandem with new information and first-hand experience. The same will happen as you consider the interpersonal aspects of anal eroticism.

Receiving anal stimulation from another is very similar to giving it to yourself; either experience is best in the context of a positive, non-threatening relationship. So far you’ve cultivated a “relationship” with your own anus and rectum. But you may not yet be equally comfortable with a partner. This chapter is devoted to building such a relationship. Our goal will be to combine verbal and tactile communication into a seamless tapestry of respectful connection between you and your partner. Unfortunately, many people neglect verbal communication the moment they begin touching. They forget that both aspects of communication are essential for deeply satisfying interactions.

The key is to develop or refine crucial skills, including the ability to make and receive explicit requests, to experiment playfully without pressure or demand, and to ask for and receive explicit verbal feedback. Obviously, these skills are useful not only for anal exploration, but for all forms of shared enjoyment.

Almost any form of anal-rectal stimulation with a partner can be part of your experimentation at this point, with one exception—intercourse, our focus in the next chapter. Believe me, putting intercourse aside for now will serve you well. Many couples make the error of jumping into intercourse without adequate anal touching first. Far too often the result is a negative or painful experience which can easily be avoided by taking it one step at a time.

CHOOSING A PARTNER

WHO WOULD YOU like to accompany you on this adventure? If you’re in a monogamous relationship the choice is obvious. If you’re in a primary but non-monogamous relationship, chances are you’ll want your primary partner to participate with you. However, if you’ve received a clear message from your partner that he or she has no interest whatsoever in anal exploration, then you’ll need to weigh the advantages and disadvantages of asking someone else. Maybe you’ve already been talking with another sex partner about your self-exploration and have found them to be more interested and supportive. On the other hand, you may not know anyone like this, in which case you’ll want to consider whether cultivating an outside involvement is a good idea.*

Choosing a non-primary partner for anal experimentation may very well threaten your primary relationship, but not necessarily because of the sex. Actually, many non-monogamous couples learn to cope with outside sexual contacts with a minimum of turmoil. A far more serious threat arises if the secondary relationship becomes more communicative, and thus more intimate, than the primary one.

For those who are dating but not seriously involved, or for those not seeing anyone, focusing on several questions can help you identify a potential partner either now or in the future: In what kind of relationship would you expect to feel most open to experimentation, even if some of it is awkward? Do you want to be “in love”? For some this is a must because they’re gloriously uninhibited when caught up in the unbridled intensity of romantic passion. For others the vulnerability of high romance is an inhibiting factor because the emotional stakes are so high. In addition, during early romance the starry-eyed partners are often convinced that communication about sex is superfluous because they’re so magically attuned.

I’ve also known people who’ve found it easier to be adventurous with an ongoing sexual friend—what some people call a “fuck buddy”—because they share an informal, relaxed rapport unencumbered by the intensity and expectations of a romantic attachment. Others don’t want a sex buddy but derive a similar sense of freedom from dating two or more people at once.

Some people are understandably upset when they’re ready for anal exploration with a partner but they don’t yet have one, perhaps not even any prospects. Needless to say, those who long for a relationship experience sadness and frustration at times; feeling a new level of openness can make the sting of loneliness all the more poignant.

If you’re in these circumstances, about all you can do is make yourself as emotionally available as possible, identify ways in which you might be holding yourself back, vigorously reject the common misperception that single people are somehow inferior, and by all means be patient. Remind yourself that the self-exploration you do now can enhance the joy of future intimate connections. Relationships are often at their sweetest following an extended dry spell.

A more recent option is called “sexological bodywork,” and for some it’s an ideal choice. Famed body worker and sexologist Joseph Kramer developed an intensive training program to help experienced, certified bodyworkers learn how to use their touch skills to help clients resolve sexual problems or expand their capacity for pleasure. The basic setup is just like any professional massage: The client lies on a massage table in a comfortable state of undress, and receives touch from the body worker, but never gives it. But unlike traditional massage therapists, sexological body workers are comfortable talking with their clients about sex, and the touch may include all areas of the body, including the genitals and anus, if comfortable. Everything they do is thoroughly explained and discussed first. The goal is to learn how to relax and receive, and to use breathing as a powerful tool for becoming more attuned to one’s body and less focused on thoughts.

In California, sexological body workers are certified by the state, which gives them a high level of legitimacy. But trained body workers of this kind are available in many places. Some are not only experienced working with individuals, but also work with couples, guiding and coaching them in touching each other. If you’re curious, look into it. **

Once you’ve selected a suitable partner, the next step is to present a clear proposal for what you have in mind, and why you think it would be beneficial to try it. If you’ve kept this person up to date on your private activities and he or she has been encouraging, then your request will likely be greeted with enthusiasm. Planning time and defining a few basic ground rules may be about all you’ll need to do.

Typically, however, the transition to shared anal exploration requires one more ingredient: opening or expanding a dialogue about each other’s feelings, wants, and hopes. Be sure that both of you bring up any reticence, worries, or concerns you have, even if they’re difficult to talk about. The main goal is to reach a mutual understanding of what each of you requires for the most comfortable experience possible. Use a consensus approach—don’t try anything unless you both genuinely want to.

Reluctance, wherever you may find it, is usually a sign of fear, one the most difficult emotions to articulate. Intimate self-disclosure and some gentle probing may be necessary to uncover what a person is truly concerned about. But once acknowledged, many concerns are easy to take care of. For instance, worries about encountering feces can be addressed by agreeing to take a shower or bath together beforehand. Anticipated awkwardness with the unfamiliar may result in thoughts such as, “I’m not sure I can do it right,” or, “what if I freak out halfway through?” A mutual understanding that you’re both entering new territory, that there’s no “right” or “wrong” way to respond, and that you’ll stop the moment either of you asks, all go a long way toward building a sense of security.

Keep in mind that past negative experiences with anal sex or sex in general, such as feeling forced, manipulated, or pressured, can easily create a self-protective barrier of tense muscles and fearful emotions that must be understood and approached with great sensitivity and patience. Unfortunately, these kinds of negative experiences are all too common. I encourage partners to discuss their past experiences with anal touch—positive and negative—so they can approach this experience with a deeper level of understanding.

Your partner will be more willing to participate if it’s clear that both of you have something to gain. Your partner’s reticence is likely to soften if you express willingness to discuss or experiment with something he or she has been wanting. For example, Laura convinced her lover to try non-intercourse-oriented sensual touching—with the possibility of anal touch—by suggesting that this might help her feel more at ease giving him the oral stimulation he’d been craving for a long time. Another couple agreed to try a total body massage one night in exchange for going out dancing the next.

If your partner hasn’t done any anal exploration privately, he or she may fear that you’ll want to touch his or her anus as well. Not surprisingly, this fear is especially common among men in heterosexual relationships. Depending on how you feel, you can offer assurances that one-way anal touching is acceptable. This is difficult for couples who feel that every sexual or sensual activity must always be reciprocal. It’s also quite possible that you may be open to receiving anal touching from a partner, but not yet ready to touch your partner in the same way; make your limits clear.

It’s never to late to suggest that you and your partner read all or part of this book together or separately. If your partner’s open to the idea, this can be an effective way of fully engaging him or her in the process, promoting mutual comfort and understanding, and leveling the playing field between you.

EXPERIENCE

START BY making two explicit agreements with your chosen partner: (1) that you’ll spend time together exchanging pleasurable touch all over your bodies including your anus (and, if desired, your partner’s anus as well), and (2) that you will not have anal intercourse during this encounter, no matter how tempting it may be.

Start with a bath or shower, together or separately. Inserting your own finger into your anus with a little lube will help you feel extra clean. Those who are especially concerned about cleanliness may wish to give themselves an anal douche (see Chapter 7), but this isn’t really necessary for the kind of finger touching you’ll be exploring. Find a comfortable place—not necessarily the bedroom—in which to take turns pleasuring each other. When you’re being touched, don’t do anything. Just lie back and enjoy it. See if you can focus all your attention on yourself. Likewise, when you’re the toucher, focus all of your attention on what that experience is like. When touching, make no attempt to read your partner’s mind. Assume that what you’re doing is fine unless you hear otherwise or, if in doubt, ask directly.

Use a massage oil to eliminate friction and add a silky feel. Safflower or peanut oil works just fine, as do a variety of commercial preparations. The oil can be warmed by placing the container in hot water. If you haven’t had this kind of experience before, it might make sense to one or more simple massage exchanges before including anal stimulation.*

If you’ve agreed that anal touch will be reciprocated, decide who will receive first. Make an explicit agreement that each will ask the other to stop before anything becomes annoying or uncomfortable. When you’re thoroughly relaxed, find a comfortable position in which the receiver’s anus can be explored visually and tactilely. It works well for receivers to lie on their backs or fronts with touchers sitting or kneeling between their spread legs. At an appropriate moment, the toucher can apply extra lubricant to a finger and also to the receiver’s anus. Note: if it will contribute to either partner’s comfort, a latex glove can be used with a water-based lubricant.

As both of you breathe deeply, the toucher can gently massage the anal opening and then, if there’s a positive response, slowly slide a finger into the anal canal and lower rectum, using only a slight pressure. Once inside, it’s best to let the finger rest there for a few moments before beginning slow and sensuous movements. Use the other hand to stroke the inner thighs, buns— anywhere that can easily be reached. Male receivers may want their prostates massaged and, if so, should guide the toucher with groans and words. The prostate is a few inches in and can be stimulated through the front of the rectal wall (in the direction of the genitals). The toucher’s longest finger is usually best for prostate stimulation.

If the receiver is having an enjoyable time, the toucher may want to prolong the experience with a medley of strokes and caresses. How does the receiver respond to a feather-light touch around the anal opening? Is there a change in response with a deeper or faster touch? Does sliding in a finger ever so slightly and then slowly removing it incite the recipient to beg for more?

Many receivers will find this sensuous attention quite arousing, in which case the toucher may supplement anal-rectal caresses with genital massage, using one hand for each area. Applying a bit more oil to the genitals may be a welcome addition. Sometimes this combination of manual genital and anal stimulation can be overwhelming; in other instances it’s a recipe for ecstasy. Another combination that some receivers enjoy immensely is simultaneous oral-genital and anal stimulation. Keep in mind that some receivers will become aroused only intermittently or not at all, and may prefer not to have their genitals stimulated during anal play. But this doesn’t mean they’re not feeling good. When in doubt, just ask.

All of these suggestions are merely options to consider and to discuss beforehand and afterwards. Adopt a slow-paced, experimental approach, with as few expectations as possible. And avoid the pitfall of frantically trying to do it all; there’ll be plenty of other opportunities in the future. When something feels particularly good, savor it.

If being the receiver leads you into a state of high arousal and orgasm, allow the waves of pleasure to ripple through your entire body. Whatever you do, don’t make having an orgasm into a necessity, a chore, or a symbol of success or failure.

When the time seems right, take a languid break before trading places, perhaps washing up with soap and water or baby wipes and then holding and kissing each other for a while. Be sure to check in on how you’re both feeling thus far. If only one partner has chosen to receive anal stimulation, offering the toucher another kind of sensuous or erotic pampering is a fitting expression of gratitude.

MAKING REQUESTS . Later, or perhaps on another occasion, take turns pleasuring each other in the same way, only this time agree that the person being touched will direct the action by making requests. The receiver begins by making a simple request such as, “I’d like you to massage my feet.” Stick with what is requested until you get another message, such as, “A little harder faster (or softer and slower) please,” or “Include my legs now.” Even though you’ll probably feel a little silly at first, there’s no better way to learn about each other’s preferences.

A crucial aspect of effective sensual and sexual communication is the ability to speak up when something hurts, tickles, or is unpleasant in some other way. Isn’t it ironic that during activities intended primarily for pleasure, so many of us “grin and bear it” to protect our partners’ feelings? Yet the vast majority of my clients say they’d like to know the truth—as long as it’s delivered diplomatically.

You can expand the value of this exercise considerably if you mutually agree to practice giving and receiving “negative” feedback. Sometimes this begins with a direct statement such as, “Honey, that doesn’t feel good.” But don’t stop there. Your comments will be much more easily accepted if you emphasize what would feel good or what already has been feeling terrific. Saying “I really like it when you…” is an excellent way to get your point across. Try it and you’ll appreciate how much graceful skill is involved—and why repeated practice is a necessity.

TAKING BREAKS . Pause frequently during your activities. Maybe you’ll just want to sit or lie together quietly or have an intimate chat. When someone requests a break, the session isn’t necessarily over. Discovering this can help to replace a cookbook approach to sex with more spontaneous rhythms. When you stretch things out and make room for breaks, sexual arousal will almost certainly fluctuate. A man’s erection may come and go, just as a woman’s lubrication may ebb and flow. These changes are natural and don’t reflect a lack of interest. Even if your erotic interest does wane, you can still enjoy yourselves; notice what it’s like to give and to receive touch when you’re not particularly aroused.

COPING WITH ANXIETY . If at any point you feel anxious, uneasy, or self-conscious, these steps can help you relax: (1) tell your partner how you feel, (2) stop what you’re doing, and (3) do something else that you can enjoy with complete comfort, or ask for whatever reassurances you need to continue what you’re already doing. Lying quietly together and taking deep breaths in unison is an excellent way to relax. After restoring a sense of calm and security, decide whether you’d prefer to continue with anal touch or wait until another time.

RESPONSE

FOR MOST of my clients, this kind of communicative, non-goal-oriented encounter is a landmark in the development of their capacity to share anal pleasure with another. Those who have never before included their anuses in erotic play are usually able to do so comfortably once they agree to take it slowly and let expectations dissolve. Those who’ve unsuccessfully tried anal sex in the past may worry that anal stimulation might lead to intercourse and another “failure.” The explicit agreement not to have intercourse sets the stage for a new kind of anal experience, completely free of pressures to perform.

Nancy, in therapy with her lover Tom, explained, “We’ve been together for three years now, and this is the first time we’ve agreed it’s okay to touch each other’s butts and talk about it without me feeling nagged and without Tom feeling guilty for raising the subject. What an exciting relief!“ Then Tom added, “I realize I’ve never really explored nancy’s vagina that much either. I guess we’ve done a lot of groping in the dark. And usually I’m trying so hard to get her turned on or make her come. I didn’t work so hard at it this time, but I think we got hotter than ever. I sure did. But we didn’t have to—I guess that’s the difference.” And nancy nodded.

Reports like this are common, but only part of the picture. Steve’s experience was just as positive but in a different way: “It seems like most of you guys [in the group] had a good time with this but I didn’t. When my lover touched my ass I went up the wall. He said, ‘What’s the matter?’ and I said, ‘nothing.’ of course, that was a bunch of crap and we both knew it. He said, ‘Look, I thought we were going to be honest.’ So I told him I hated it. It was really hard to say that but he calmly replied, ‘So what else do you want to do?’ That was three weeks ago and it was only last night that I let him touch my ass and it felt pretty good. I never knew I was so squeamish about it.”

At first Steve thought that everything had to go like clockwork or else he had failed. Soon he came to understand that it’s impossible to fail if you grant yourself permission to be completely yourself. Go ahead and be anxious, angry, bored—anything. If you communicate these feelings and go on from there, you’ve been true to yourself and real to your partner. I’ve talked with very few people for whom anal stimulation, or any sexual activity for that matter, is always pleasurable. If you expect this, you’re setting yourself up for disappointment.

Many people report that what feels good is quite different from what they had imagined. For instance, people often assume that an in-and-out motion of a vibrator or finger will be the best because of its similarity to intercourse. Actually, quite a number of people report that a gentle circular motion around the anal opening is much more pleasurable. This is understandable, because the highest concentration of nerve endings are near the anal opening. But anal pleasure involves so much more than nerve endings and techniques; it’s the total response of an individual to a unique set of circumstances.

The suggestions made here are for a particular kind of encounter that is slow, relaxed, and sometimes accompanied by discussion. Not every encounter will or should be like this. However, it’s good to bring a little structure to an encounter—with your own creative variations. The basic principle is that by deliberately focusing on things that don’t come naturally, you can integrate these skills into your repertoire of comfortable behaviors. For instance, usually you won’t speak very much unless a specific request would enhance your pleasure—or you like to talk dirty. You won’t necessarily want to go slow or to take turns all the time, either. But it’s good to be able to lie back once in a while without having to do anything.

Obviously, not all the potentials inherent in these communicative touching experiences can be realized in one session, or two, or even ten. Erotic communication is both a skill and an art; there’s always room for refinement. Yet those who repeatedly try these experiences almost universally report a greater sense of freedom, a reduction of performance anxiety, and heightened feelings of intimacy.

As always, those who have the most difficulty doing these things, who find them threatening or silly, are usually the ones who most need to do them. Some feel that talking and planning takes all of the mystery out of sex. This concern is primarily based on a fear of sexual communication. An authentic sense of sexual mystery—which involves venturing beyond the predictable—is actually enhanced by full communication. People who rarely talk about nitty-gritty sexual details are often following a scripted approach to sex from which all genuine mystery has been carefully extracted.

THE NICE PERSON SYNDROME

SOME OF US are strongly influenced by a destructive pattern called the nice Person Syndrome, which distorts or totally blocks effective communication. The nice Person Syndrome is an exaggerated role adopted during childhood as a means of getting approval and affection; in some families, it’s a strategy for survival. Nice People try to be good boys and good girls at all costs. They’re steeped too soon and too heavily in the values of unselfishness, cooperation, and pleasing others. They grow up inclined to defer to the wishes of others and to put their own desires in second place, or ignore them altogether.

I use the word nice (capital n) to describe adults who still act like good boys and girls. Such people are often highly intuitive, but they use their sensitivity mostly for the purpose of discerning what’s expected of them. They have a profound need to be liked and will violate, if necessary, their own integrity for even the possibility of love and affection. Ironically, they usually are accepted and well-liked, but they’re not satisfied because they know they’ve withheld important dimensions of their true selves. As a result, nice People often live in fear that nobody will ever really love them—including their imperfections and blemishes. They’re convinced they must be perfect, yet they’re constantly and painfully aware that they’re not. Not surprisingly, they often exhibit bodily signs—including anal tension—of an unrelenting inner conflict.

Nice People operate on the basis of one central conviction: The only way to get what I need, or to avoid trouble, is to not upset anyone. They’re usually very good at getting what they want without asking for it, but there’s always something missing. Spontaneity is difficult since each interpersonal exchange is, in a sense, a performance. Keeping up the image requires constant vigilance, since all “bad” qualities—such as anger, selfishness, or competitiveness—must either be squelched, denied, or re-channeled in such a way that they at least appear nice.

I’ve deliberately presented a somewhat exaggerated characterization. But in it you may be able to see aspects of yourself. If so, I suggest that you look more closely at the negative effects this pattern is having on your relationships and sexuality. The impact of the nice Person Syndrome is typically heightened in the presence of a significant other. This helps explain why some men and women can feel very relaxed and safe when they’re alone, but tense up when they’re with someone. In fact, people who have trouble sharing anal pleasure with a partner when they can easily give it to themselves often discover that playing nice is getting in the way.

Nice People have trouble making straightforward requests. Instead, they tend to be manipulative, maybe dropping a few hints or else giving what they, in fact, want to get. One of my clients expressed his strategy for getting what he wanted from people as “nicing them into submission.“ nice People believe that if they’re just good enough, others will eventually discern what they want and give it to them. When this doesn’t happen, they’re hurt. They would feel angry too—but that’s not nice.

Nice People are usually “rescuers” who gravitate toward taking care of others. We rescue somebody each time we withhold or distort our true feelings to avoid hurting or upsetting the other person. We do the same thing when we go along with something when we really don’t want to. What we usually don’t realize is that in rescuing others, we treat them as helpless victims who can’t take care of themselves. Rescuing, except in instances when someone genuinely needs help, is actually a subtle put-down.

Because nice People have trouble expressing their desires, they tend to infuse potentially pleasurable situations with obligation and duty. After launching a sexual encounter, they may feel compelled to go through with it to the bitter end. This is one reason why making requests and taking breaks is especially important, although at times exceedingly difficult.

All of the experiences suggested here can help you become more cooperatively selfish. Non-manipulative communication is the only way to remain simultaneously in full contact with yourself and your partner. Obviously, if you tune out your partner, touching can become an exercise in alienation. What many fail to recognize is that if you ignore your own desires and feelings, then you have very little to share. But if you maintain a rich connection with your partner and yourself, you’ll become a more sensuous and enthusiastic lover. In fact, finding this balance is the essence of intimacy.

RIMMING (ANALINGUS)

ONE FORM of anal stimulation that you and your partner may wish to discuss is oral-anal stimulation, technically called analingus but popularly known as “rimming,” “rim job,” or, more recently, “tossing the salad.” Because the lips, tongue, and anal opening are all highly sensitive and potentially erogenous, it isn’t surprising that many people enjoy bringing them into intimate contact. Rimming involves kissing or licking the anal area. Occasionally the tongue is partially inserted into the anal canal and moved in-and-out or in a circular motion. Some people have a strong, perhaps even exclusive preference for either rimming or being rimmed. Others enjoy both, either taking turns or else experimenting with positions that allow simultaneous rimming. But for many, such positions are too awkward to be enjoyable.

Of all forms of anal stimulation, rimming is most likely to trigger strong revulsion and disgust. Most of us learned early in life that when something is dirty we should definitely avoid putting it in or near our mouths. For this reason, partners would be wise to avoid pressuring each other into rimming. If someone is uncomfortable with it, even the thought of rimming can be a complete turn-off.

Those who decide to explore rimming usually want to try it during or immediately after showering or bathing. This can lower discomfort with the odors commonly found in the anal area and also greatly reduce the possibility of encountering feces. There are a some people, however, who find anal odors highly arousing. For these people, washing actually reduces the excitement.

Frequently, those who are squeamish about rimming feel the same about being rimmed. Others enjoy being rimmed even though they would never consider rimming their partner. Sometimes rimming is a part of dominance-submission role playing. Here the rimmer is seen as the submissive “bottom” and the one rimmed is the dominant “top.” For some, the notion that rimming is degrading and humiliating heightens their turn-on. Others don’t want to feel degraded and, therefore, won’t enjoy rimming unless and until they view it as pleasurable rather than subservient.

Unfortunately for those who enjoy rimming, there are health risks to be considered, such as contracting diseases like hepatitis A* and intestinal parasites, if the receiver is infected. When someone has one of these diseases, the responsible pathogens may be lurking even in tiny amounts of feces, where they might be ingested during rimming.

Theoretically, rimming could be a potential pathway for HIV transmission. An HIV-infected rimmee might, for example, have some anal bleeding, perhaps due to a hemorrhoid, fissure (cut or tear), or abrasion. In addition, the rimmer would also need to have bleeding in the mouth to open up the possibility of blood-blood transmission. This is obviously an unlikely convergence which has rarely, if ever, actually occurred. According to the San Francisco AIDS Foundation (www.sfaf.org), rimming “…poses very minimal risk for HIV transmission.” We should keep our HIV concerns focused squarely on not sharing needles for drugs, and never having anal or vaginal intercourse without a condom unless in a committed, monogamous relationship in which both partners have tested negative for HIV.

Those who want to experiment with rimming should read Appendix A to learn about hepatitis A and the intestinal infections that actually can pose a risk, and then adopt a safer-rimming policy that makes sense to you. For example, thorough washing substantially reduces the risk of infection, as does limiting the number of partners with whom one practices rimming. One way to do this is to reserve rimming for non-casual interactions, where discussions about health and preparation are presumably easier.

An effective, but not very popular, means of eliminating the risk of infection is to use a barrier such as a “dental dam” (a small latex sheet available at some sex toy shops) or a piece of plastic wrap. Some creative rimmers cut a non-lubricated condom or latex glove into workable shapes that facilitate protected tongue insertion.

The risks of rimming for healthy, monogamous couples is extremely low. It’s not zero, though, because a person can have an asymptomatic intestinal infection without realizing it. Also keep in mind that engaging in oral-vaginal contact after unprotected rimming might cause a vaginal infection—although here, too, thoroughly washing the anus makes a big difference.

While reading up on the latest recommendations about rimming, I couldn’t help but notice a tendency to exaggerate the severity of its health risks, almost to the point of hysteria, in some instances. I’ve even read that particles of infected feces can’t be washed away. Frankly, this is ridiculous. If you’ve ever had toilet paper break while wiping, I’m sure you had no trouble washing the poop off your finger in very short order. True, the anus has nooks and crannies that require a bit more effort to clean thoroughly, but it’s not difficult to do. It seems to me that the anal taboo often brings an emotional charge to this subject that is neither helpful not scientific. The risks are real, but rimming is simply not a significant public heath problem.

Those who are dealing with anal medical problems such as hemorrhoids, fissures, or other irritations generally don’t want to be rimmed, nor should they. Gentle anal massage, however, can sooth discomfort and even assist with healing. Also keep in mind that the process of slowly washing and touching a partner’s anus can tell you a lot about how healthy their anus is.

Thinking about and discussing these issues may not be entertaining conversation. You might be tempted to ignore the entire subject of rimming. However, virtually all of my clients discover that discussing the risks and pleasures of rimming—along with other erotic options—helps them to be less anxious about sex in general because they know what they’re comfortable with and what they’re not. This knowledge frees them to fully enjoy whatever they choose to do.

*  Of the many books available for those considering or already exploring open (non-monogamous) relationships, I suggest Dossie Easton and Janet Hardy’s The Ethical Slut and Tristan Taormino’s Opening Up.

*  Joseph developed this training in conjunction with The Institute for the Advanced Study of Human Sexuality in San Francisco (www.iashs.edu). To learn more about the training and this special kind of bodywork, visit www.sexologicalbodywork.com.

*  Readers who would like to learn more about sensual and erotic massage may enjoy watching one or more of the many DVDs now available, such as The Joy of Erotic Massage. A wonderful online resource is www.eroticmassage.com, site of the new School of Erotic Touch (also started by Joseph Kramer). Here you’ll find hundreds of lessons, many of them with video, taught by a wide variety of experts. For in-depth guidance on anal massage, I suggest the DVD Anal Massage for Lovers. 

*  All sexually active people should get the Hepatitis A vaccine, usually given in two doses. Getting the Hepatitis B vaccine is a good idea too (although Hep B is not transmitted via rimming). There is now a vaccine available for both types. A helpful resource is www.vaccineinformation.org.
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ANAL INTERCOURSE

Enjoying It Safely and Comfortably 

 PEOPLE WHO HOPE to enjoy anal intercourse usually view it as the culmination of their anal exploration activities, hardly surprising considering the prevailing belief that intercourse is sex. One advantage of following the step-by-step approach recommended in this book is that it provides first-hand opportunities to discover just how satisfying even the simplest forms of anal stimulation can be. As a result, many people report an unmistakable decrease in their preoccupation with intercourse. In turn, as they move beyond an intercourse-centered view of sex, they’re much better able to enjoy whatever anal activities they choose. Conversely, whenever intercourse is viewed as an obligation rather than an option, the capacity for taking genuine delight in it drops.

Even those with an expanding anal repertoire, think of receiving intercourse as a bit of an ordeal, and for good reason, too. Not only does it require deeper levels of self-understanding and honest communication, there’s also a whole new group of risks and opportunities to take into account. About a quarter of my research participants were able to progress quickly from other forms of anal stimulation to intercourse. The others needed to take their time, completely free of pressure.

Not surprisingly, taking it slow is especially important for those who’ve been hurt or traumatized by intercourse in the past. Anybody who’s faced a painful anal medical problem, been coerced or abused, or been subjected to heavy demands from a partner, knows how difficult it is to replace negative associations with positive ones. With patience, though, most people with negative anal experiences who genuinely desire intercourse, are eventually able to make it safe enough to enjoy, even if only occasionally.

Anal intercourse is much more likely to be enjoyable if self-pleasuring has first become comfortable. Therefore, I strongly recommend that you not attempt intercourse until you’ve explored your own anus, even if you’re tried intercourse before. This is a caution to those of you who skipped or skimmed the previous chapters without seriously trying any of the suggested exercises.

Similarly, if you’ve made a point of practicing the verbal and tactile communication skills discussed in the previous chapters, you’ll find the transition to anal intercourse far less anxiety-provoking, and thus more enjoyable. Virtually all of the women, and most of the men, I’ve worked with feel that a partner with whom they’ve already shared other anal experiences is the natural choice for exploring intercourse. However, a few of the men prefer a partner whom they don’t already know. Rather than consciously creating a comfortable atmosphere for experimentation, these men wait until they’re in the mood and an opportunity presents itself; then they just go for it. Of course, health considerations require that they give the matter at least enough forethought to have condoms and lube handy, and to know how to use them.

Once anal self-pleasuring and non-intercourse mutual pleasuring have become enjoyable, a positive transition to intercourse is mostly dependent on how it’s attempted, and the nature of the relationship in which it occurs. Some people abandon all they’ve learned about their anal muscles and expect them to yield to intercourse immediately, without giving themselves a chance to relax and feel secure. More than a few even violate their no-pain-ever agreement and resort to coercion, and then are frustrated and disappointed when pain is the result. The goal of this chapter is to help you explore anal intercourse while remaining in contact with both your partner and yourself.

WHAT IS ANAL INTERCOURSE?

ANAL INTERCOURSE involves inserting an erect penis through the anal canal and into the rectum, typically accompanied by varying types of movements, body contact, holding, and stroking. Traditional ideas about intercourse preclude a number of intriguing possibilities, such as two women enjoying it with each other, a straight man being on the receiving end with a woman lover, or a man who can’t, for whatever reason, maintain a rigid erection still being the inserter.

We can begin to see how anal intercourse could occur in any of these situations if we broaden our definition to include the option of using a phallus-shaped object instead of an actual penis. With this expanded vision, anal intercourse becomes available for practically anyone who wants it, whether there’s an erect penis around or not.

Ever since the invention of the strap-on dildo, anyone can enjoy intercourse as the inserter, the receiver, or both. Strap-on harnesses are made of leather or fabric. The most common designs have adjustable straps for the waist and legs. In front, a round opening holds a dildo with a flared base securely against or slightly above the genitals. When a woman uses a strap-on for anal or vaginal intercourse, the base of the dildo may stimulate her clitoris, adding intense sensations to the psychological aspects of intercourse. Men can also use a strap-on when they don’t have an erection, prefer a more prolonged experience, or don’t want to use a condom. Needless to say, it takes practice to use these devices effectively and comfortably.*

The advantages of moving beyond a penis-centered concept of intercourse seem obvious. Yet a surprising number of people consider the idea switching roles ludicrous, or even personally threatening. I’ve often heard it said by men and women alike that intercourse without a penis is just “pretending,” a pale imitation of the real thing. Hardly any, though, have actually tried it, which raises the question: Why not?

Expanding our ideas about intercourse requires that we free ourselves from the limitations imposed by strictly defined gender roles—an unwelcome proposition, even for some who consider themselves liberated. If anyone can be a inserter or receiver, how do we know how to act? The answer, of course, is: any way you want. But even those who’ve been oppressed by gender stereotypes may still be reluctant to violate them. Some women fear that being more sexually aggressive is unfeminine. And men who place a high value on traditional masculinity often can’t tolerate being penetrated because they fear being demeaned by it. I can’t help but wonder what such fears reveal about their attitudes toward those whom they wish to penetrate. Are these partners similarly demeaned?

Most of us realize, to some degree at least, that intercourse—anal or vaginal—is much more than body parts interacting. All deeply satisfying erotic activities are personally meaningful on multiple levels. Far richer than any technique or mechanical devices, intercourse is an act of the imagination, a dramatic role play, a state of mind, an avenue for self-expression—to name just a few possibilities.

I’m devoting the next chapter to some of the most common of these meanings—the ones linked to power. As we shall see, both vaginal and anal penetration often derive their intensity not only from the sensations involved, but also from top-bottom dynamics that either inhibit or energize the exchange. We know that many men and women of all sexual orientations are fascinated by these dynamics, often taking great delight in abandoning their culturally assigned roles; some men long to be dominated and some women are more than happy to oblige. Who does or doesn’t have a penis can become temporarily irrelevant.

For the sake of simplicity, when referring to anal intercourse in this chapter, I’ll usually refer to “he” as the inserter and “penis” as the inserted object because this is the most common arrangement. But do keep in mind that, except where I specifically describe what can happen for a man and his penis, everything else applies equally well to strap-on users.

CONDOM SENSE: WHICH TYPE IS BEST FOR YOU?

ONE OF THE first things you have to think about when it comes to intercourse is how to protect yourself from sexually transmitted diseases (STDs)—including, but not limited to, HIV/AIDS. Partners who have been in a monogamous relationship for at least six months and have both recently tested negative for HIV, and are free of intestinal infections, don’t have to be concerned about protection. Even so, many health-conscious monogamous couples continue using condoms to be extra-safe, or to streamline cleanup.

There are three different kinds of condoms to choose from: the traditional latex male condom, the similar polyurethane (plastic) variety, and the newer “female condom,” a polyurethane pouch that fits inside the vagina or rectum rather than being worn on a penis. The more you know about the advantages and disadvantages of each, the wiser will be your choices.

MALE CONDOMS (LATEX & POLYURETHANE) . Few items have been cursed and derided as vociferously as the lowly “rubber.” And yet I can’t think of another simple device that has protected so many millions of people from such a variety of dangerous or even deadly infections. For this fact alone, condoms deserve our gratitude. The Centers for Disease Control reports that traditional latex condoms, when used properly and consistently, are “highly effective” in preventing HIV and other common STDs such as gonorrhea, syphilis, and chlamydia (CDC, 2008). It has been thought that condoms were of little use in preventing Herpes infections, because herpes lesions can occur anywhere on the body. But in a recent study, even Herpes rates were 30% lower among those who used condoms consistently (Martin, 2009).

In spite of their effectiveness, male condoms are far from ideal. Anyone who’s tried one on has noticed a significant blunting of tactile sensations; there’s no way around this. However, some men who tend to ejaculate fairly fast can often last longer with a condom on. Besides the reduction in feeling, condoms take practice to put on gracefully, can easily interrupt the flow of an encounter, and, more often than most guys admit, the whole process creates sufficient self-consciousness to disrupt their erections partially or completely.* Condoms can also break or slip off, which you may not even notice, especially if you’re caught up in passion.

In spite of the drawbacks, a great many people learn to use condoms effectively and with a minimum of disruption. Some creative users learn to associate condoms with sexual arousal, even to the point where opening the package and sensuously slipping on the condom becomes a turn-on. Combine this inviting prospect with the fact that condoms work to prevent disease and pregnancy, and you can see why they’re so readily available and widely used— but not widely enough.

Polyurethane (plastic) condoms are not as well-known nor as readily available as latex, but they do have a couple of advantages. Polyurethane condoms are thinner than latex and may provide a bit more sensitivity. Studies show mixed results as to whether the latex or polyurethane is stronger, so it’s probably a draw. Some people are allergic to latex and should obviously use polyurethane. Lubrication options are a major difference. With polyurethane you can use oil-based lubes that are great for anal intercourse because they last much longer. With latex, you’ll have to stick with water-based lubes.

To get the most out of condoms you need to absorb a few basic principles:

•  Buy pre-lubricated condoms without a spermacide such as nonoxynol-9.**

•  Keep extra water-based lubricant on hand for latex; oils are ok for polyurethane.

•  Put the condom on before your penis touches your partner’s anus, especially if you sometimes ejaculate quickly and unexpectedly.

•  Use a fresh condom for each erection.

•  Open the wrapper close to an edge to avoid tearing the condom, and keep it rolled up until you put it on.

If you’re not already experienced with condoms, it’s smart to practice the following steps—first by yourself, perhaps during masturbation, and then with a partner—until you can put one on smoothly and without struggling or fumbling. While you’re at it, deliberately break and tear one or more of them, so you have a clear idea of how much stress they can take.

•  Place the rolled condom over the tip of your erect penis; put a few drops of water-based lubricant inside if it’s not sufficiently lubricated (oils are ok if you’re using polyurethane).

•  Leave a half-inch space at the tip to collect semen; most condoms have an obvious reservoir tip for this purpose.

•  Before rolling it on, gently squeeze out any air trapped in the tip to reduce the chance of breakage.

•  Unroll the condom to the bottom of the shaft, smoothing out air bubbles as you go.

•  Apply extra lubricant to the outside of the condom as well as to your partner’s anus; consider doing this earlier during finger massage.

•  During intercourse, check the base of the condom regularly with your fingers to make sure it’s still in place.

•  When you pull out (preferably before you ejaculate, to be extra safe) hold the base of the condom.

•  Be careful not to spill any semen before you dispose of it.

•  Wash your penis and hands (plus any other are as where semen may have spilled) with soapy water before embracing again.

Trust me, it sounds much more complicated than it actually is. These guidelines are mostly a matter of common sense, once you grasp clearly this simple imperative: A man needs to keep his urinary opening and semen away from his partner’s anus or vagina. Doing this is what protects you both.

“FEMALE” CONDOMS . After years of development, testing, and languishing in limbo, in 1993 a completely new type of condom became available in the U.S. Known as the “female condom” or “pouch” and marketed under the brand name Reality®, it’s a lubricated polyurethane sheath about 6.5 inches long, with flexible plastic rings at each end. Like latex condoms, it’s been shown in the lab to be impenetrable by viruses, including HIV (Drew, et al, 1990). Plus, it has a number of advantages over latex:

•  Receivers of intercourse (vaginal or anal) control its use and, therefore, are better able to protect themselves without having to rely on the motivation or competence of inserters. Since intercourse receivers have more at stake health-wise than inserters, this is very good news indeed.

•  Once in place inside the vagina or rectum, polyurethane readily transfers heat, contributing to a more natural feel.

•  There’s no need to stop in the midst of sex to put it on; it can be inserted minutes or even hours before sexual contact begins, allowing for more spontaneity.

•  Intercourse can be initiated at any time, and easily alternated with other activities without having to remove it or apply a new one.

•  Many people report feeling more natural sensations during intercourse because the pouch naturally moves around somewhat, providing sensuous friction, especially for men.

•  Oil-based lubricants may be used with the pouch. But don’t switch to latex during the same encounter, because latex-damaging oil residue will remain inside the anus or vagina.

All kinds of people, especially gay men, are reporting that the pouch is an especially good alternative for anal intercourse. In a survey of 100 gay men conducted by the San Francisco Stop AIDS Project, 86% of the participants liked the Reality® condom for anal intercourse and 54% said they preferred it to conventional male condoms.*

Like all barrier methods, the pouch is less than perfect. Accidental pregnancies following vaginal intercourse are more common. With “typical” use (including inconsistent and improper use), failure rates during twelve months are reported to be 21%, versus 12% for latex condoms. However, with “perfect” use (meaning used properly every time) failure rates drop to 5% for the pouch compared to 3% for male condoms, obviously quite similar.

Just as male condoms can slip off the penis, the female condom can slip out of the vagina or anus, or occasionally be pushed in. Although the female condom is more likely to stay in place, periodic checking of the outer ring with your fingers is still necessary to make sure. The female condom also costs several times more than male condoms, but some STD prevention centers give them away. Some people are turned off by its relatively large size, ungainly shape, or the crinkling sound it can make during intercourse. The pouch also has a slight seam along its length that some find irritating. Others can’t be bothered learning how to use it properly, particularly if they’re already comfortable with conventional condoms.

I suggest that you initially practice inserting the Reality® condom into your anus and rectum when you’re alone. Carefully follow the illustrated directions that come with the product. During partner sex you need to use a fresh one for each encounter if it slips out or in. But during solo experimentation you can use the same one repeatedly. When used in the vagina, the pouch can be readily inserted with fingers. Some people insert it rectally the same way, while others find it easier to place it over a butt plug, dildo, or an erect penis and insert it just like a regular condom. But remember the advantages of inserting it ahead of time.

For vaginal intercourse, the inner ring of the female condom is designed to hold the inside end in place against the cervix. Current health department guidelines generally suggest that the inner ring also be used for anal intercourse because it may help to prevent the pouch from slipping out. But many people report that the inner ring is uncomfortable and not helpful, so they simply remove it prior to insertion. The outer ring, however, is built in and should never be removed. With rare exceptions, it prevents the pouch from slipping inside.

EXPERIENCE

IN THIS SECTION I’ll describe the approach to anal intercourse that has proven to be the easiest, least anxiety-provoking, and most pleasurable for the widest range of people. Keep in mind that a different approach might work better for you. The key is to trust your own experience.

Choose a person with whom you’ve previously shared other forms of anal stimulation, unless you’re one of the just-do-it types I described earlier. Be clear that you would like to receive anal intercourse, but that you don’t want to feel obligated or pressured. Reassure one another that you can still have a good time together even if intercourse turns out to be uncomfortable this time.

Gather together your stuff, including condoms, lubricant, perhaps your butt plug, and a couple of towels or baby wipes for cleanup. Begin by showering or bathing and then try some of the sensual and erotic touch that you’ve enjoyed together before. Consider exchanging a full body massage to set the mood and promote deep relaxation. As you give and receive touch, use your communication skills to ask for what you want and make inquiries of your partner—e.g., “Do you like it like this, or firmer or softer?”

When you’re ready, ask him to stroke your anal opening gently with his finger(s) or, if you both want it, with his mouth. As you feel your anus relaxing, ask him to lubricate his finger and slide it inside. This can be done in a side-by-side position or with him sitting or kneeling between your legs, with you lying on your back or front.

Be playful; if one or both of you is taking this too seriously, break the tension by talking and laughing about it. If you’re anxious over anticipating intercourse, your anus will probably become tense and you won’t have much fun. Breathe deeply and avoid feeling rushed. If you’re unable to relax, postpone intercourse until another time and concentrate on alternative pleasures. Talk about your feelings now or later.

At some point, move together into several positions that would make anal intercourse possible (see Figure 7), but ask your partner not to insert his penis. For now you’re just experimenting with various positions so you can get a sense of which might be the most comfortable. Notice how your anus responds in each position. Tell your partner which one(s) help you feel the most relaxed and safe. For instance, maybe a certain position allows you more freedom of movement, makes you feel more in control, less anxious, or less vulnerable.
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Don’t be concerned if your partner loses his erection during these explorations. He may be concerned about hurting you, self-conscious about maintaining an erection, or just feeling awkward and unsure. For everything you’re doing thus far, an erection isn’t necessary at all. If you sense he’s nervous, offer reassurance that it’s okay with you.

When he does have an erection and you feel comfortable, he can put on a latex condom. Maybe it will be more exciting if you help, but maybe not. If you’ve decided to use a Reality condom, you can either insert it yourself, or ask him to do it.

Select a comfortable position, apply a lubricant, and ask him to press the head of his penis gently against your anus while you breathe deeply. Stay in this position until you feel your anus relax. Gently push your anal muscles outward and ask him to move the head of his penis gently into your anus as you visualize your anal and rectal muscles letting go completely. Or if you’re sitting over him—the easiest initial position for many people—lower yourself slowly onto his penis. If you encounter any pain, ask him to be still until you become accustomed to it. If you’d like him to withdraw, ask him to do it slowly.

Once his penis is inside, ask him again to hold relatively still until you get used to the sensations. Take advantage of all you’ve learned about the shape of your rectum, make small adjustments in positions and angle of entry so that the penis enters without resistance. Then tell him which movements, if any, are most pleasurable. You’ll probably want to start with slow ones. Especially at first, his erection may come and go somewhat, which is normal. If he loses his erection while inside, it can feel nice for both of you if he stays there, perhaps making slight movements. Maybe his erection may well return. If not, another time will be fine.

It’s perfectly all right for you to stimulate your own genitals with fingers or a vibrator to help increase your arousal. In certain positions, especially side-by-side, your partner can easily reach around and stroke your genitals while he’s inside of you—but only if you both want that.

Either of you may stop at any time according to your agreement. Enjoy other erotic activities together, perhaps returning to intercourse later. When your partner withdraws his penis, he should hold the rim of the condom so it doesn’t slip off. If you’re using the Reality pouch, he can grasp the outer ring and remove the pouch with his penis, unless he might be re-entering later, in which case he can leave it in place, if possible. If you’re a woman and you desire vaginal intercourse after anal intercourse, use another condom.

If this first attempt doesn’t work as well as you’d hoped, accept any feelings of disappointment or frustration. It’s important, however, that you don’t give up on pleasuring each other. Quitting prematurely may leave a lingering feeling of failure, which may intensify your misgivings about trying again in the future. Acknowledge and appreciate the positive aspects of the experience such as: you enjoyed being in one or more positions for anal intercourse, it felt nice for a little while, you liked one or more of the positions before intercourse, or the anal touching felt good.

When anal intercourse becomes comfortable in one position, you’ll probably be able to try other positions without difficulty. If, however, you find that some positions consistently don’t work for you, don’t be shy about letting that be known.

RESPONSE

THE SUCCESS of this approach depends on your willingness to be clear and direct in asking for what you want. Those who have the most trouble doing this often believe that nobody could possibly be interested in taking the time to truly listen and understand. Jerry lamented, “I don’t think it’s fair to ask my partner to go through this whole rigmarole just for me. Aren’t I asking for an awful lot?“ Jerry obviously felt that he wasn’t worth any special time and consideration. Yet he’d tried a more rapid approach and found it didn’t allow him sufficient time to relax and feel safe. He was convinced he had very few, if any, options.

Although Jerry initially denied it, he also felt a great deal of resentment toward his partner, who he perceived as impatient and judgmental. It took him several weeks to admit to his anger and how tense it was making him. Eventually he began taking more responsibility for his predicament, especially the fact that he was denying himself the attention he wanted because of his unwillingness to ask for and receive it. Jerry’s doubts about his self-worth were quite persistent and didn’t go away overnight. But as he took halting steps toward expressing his desires and concerns to his partner, he discovered— much to his surprise—that his partner actually wanted to be helpful, but wasn’t sure how.

SENSATIONS . There are just a few sensations involved in anal intercourse that you haven’t experienced before. You’ve already stimulated your anal opening many times, and also experienced the feel of your finger and soft objects inside your rectum. If a partner has inserted a butt plug into your rectum, you’re familiar with what it’s like for somebody else to control the movement, pressure and angle of entry—guided, of course, by your words and nonverbal cues. You’re also acquainted with the sensations that occur during and after rectal stimulation.

One new sensation is the greater body contact with your partner that’s usually an aspect of intercourse. Perhaps the body heat and weight turns you on. But it may also feel confining and make you uneasy. If so, you’ll initially want to select a position that minimizes full body contact. Many people find that sitting over their partners gives them more control over motions, angles, and depth of penetration, and thus reduces sensations of being pinned down. Others report that the weight of a partner’s body is highly arousing and makes them feel more secure and free. Some prefer to lie on their backs with their legs lifted up so that they can gaze into the eyes of their partner. Others, in contrast, find this position to be awkward and uncomfortable.

PREFERENCES . Becoming aware of your position preferences and assertively asking for them is extremely important. Many men and women find out that the primary reason for uncomfortable anal intercourse is that they feel obligated to do it in a particular way. For example, once Rose accepted that she didn’t have to receive intercourse on her back, which she found “unaesthetic and humiliating,” she was tremendously relieved. She enjoyed intercourse without any trouble in a side-by-side position. Incidentally, she also recognized that she disliked the “missionary position” for vaginal intercourse. She had gone along with this for years because she thought it was “natural.” After several weeks of assertively refusing to accept this position, she could enjoy it occasionally as long as she wasn’t obligated.

Other possible new sensations are those associated with the particular kind of pelvic thrusting used by your partner. Some men like to thrust quite vigorously during intercourse, and you may like this too—or not. It may be frightening or irritating. Maybe you’d rather start out slowly and pick up the pace somewhat as you get more turned on—or not. Tell your partner exactly how it is for you.

Talking openly about such matters often reveals surprises. For instance, some say that their partners automatically start thrusting vigorously and deeply. But when they talk about it, they’re amazed to discover that neither of them derives maximum pleasure from such intense movements. Instead, their partners believe it’s expected of them; their actions are based on pre-existing notions about anal intercourse rather than their own desires. Depictions of intercourse in porn, by the way, shape many people’s ideas about what is expected.

Some people also get confused about the “proper” amount of time to engage in anal intercourse. Concerns about timing are very common manifestations of sexual performance anxiety. For instance, men often enter sex therapy feeling that they ejaculate “too fast” or “too slow” during vaginal or anal intercourse. When asked what makes them feel this way, the answer is usually founded on expectations that the partners have never even discussed. One man may consider fifteen minutes of stimulation prior to ejaculating to be “premature,” while another feels that he should hurry up.

Likewise, those receiving anal intercourse show a wide variation in their desires and expectations—which often don’t coincide—about timing. Some may enjoy receiving intercourse for only a few minutes, but tolerate much more, believing that they must continue “to the bitter end,” as one client put it. Others want it for as long as possible. Rarely is either partner as rigid about timing as the other thinks. Occasionally, of course, either one may actually have rigid preferences. But it’s certainly not unusual for partners to participate together in activities that each feels are expected, yet which neither is particularly enjoying.

People sometimes wonder what they ought be doing while receiving anal intercourse. Should you move around? If so, how much? or should you lie perfectly still, acting as a passive receptacle? Here, too, preferences vary widely. Some prefer to be still during intercourse and concentrate all of their attention on the sensations; too much movement is a distraction. Others like to thrust their pelvises wildly and are actually far more animated than the inserter. These people, of course, are drawn to positions that allow maximum freedom of movement—usually side-by-side, on top, or doggie style.

Experiment with different ways of receiving intercourse, paying attention to what you actually like rather than what you’re supposed to like. It also helps if you can transcend stereotypes about what constitutes passive and active roles, focusing instead on what brings pleasure to you both. Keep in mind that you will be genuinely receptive to your partner only to the extent that you’re having a good time. The most pleasurable sexual experiences occur when neither partner feels compelled to do anything that he or she doesn’t want to do. These are pleasure-oriented, playful encounters. Performance-oriented encounters, fraught with expectations and the prospect of failure, tend to be more work than fun.

A good example of this principle involves the use of voluntary muscle contractions during anal intercourse. Some people have heard or read about using rhythmic contractions to “milk” their partner’s penis (vaginal contractions can have a similar effect). Consequently, men and women sometimes feel that they must be proficient at this in order to be adequate receivers. Actually, those who don’t worry about these fine points appear to enjoy themselves a lot more than those who struggle to be perfect. Remember, anal contractions occur naturally as part of arousal and orgasm. Once you’re comfortable receiving, you can then experiment with deliberately contracting your anal muscles in rhythm with your own or your partner’s thrusts; this may enhance your own or his pleasure.

ORGASM . People often wonder if they should be able reach a climax while receiving intercourse. Masters and Johnson (1979) observed five gay male couples and seven straight ones having anal intercourse in the laboratory; each couple did it on two separate occasions. Women receivers reached orgasm on 11 of 14 occasions (including three instances of multiple orgasm). On the other hand, during 10 instances of male-male intercourse, only two of the receivers reached orgasm, and they were masturbating themselves at the same time.

Although I haven’t made laboratory observations, I have gathered hundreds of self-reports from clients. These point to a similar trend: women are more likely than men to have orgasms from anal intercourse. Women in general seem to be more flexible in their orgasmic responses; some are even able to climax simply by fantasizing (“thinking off”). Some say that since men enjoy the advantage of prostate and penile bulb stimulation during anal intercourse, they ought to be orgasmic. However, earlier in this book we saw how women have just as many sources of pleasure anally.

The fact is that what feels good isn’t necessarily what gets you off. In actual practice, most of my clients who orgasm from anal penetration, regardless of their gender, say that they combine intercourse with more direct clitoral or penile stimulation. I’ve also noticed that those who regularly include anal stimulation in their private masturbation sessions tend to be a bit more orgasmic during anal intercourse with a partner, but not necessarily. Not everyone feels a need to reach an orgasm during anal intercourse, although some believe this is expected.

Some receivers expressed disappointment when they couldn’t exactly feel an ejaculation inside them, even if no condom was used. Because the rectal nerves respond mostly to pressure, and because so many other sensations are going on simultaneously, ejaculation will be felt subtly, if at all. A few people do report incredible rectal sensitivity. But in the vast majority of cases, the perception of ejaculation is probably fantasized in conjunction with other, more dramatic, signs of orgasm. Of course, if you’re using a condom, you definitely won’t feel your partner ejaculate, although you may be highly aroused by all the other signs that your partner is coming.

CONCERNS OF INSERTERS . Inserters in anal intercourse, especially men, have their own special concerns. Sometimes these concerns are ignored as attention is focused on the needs and feelings of the receiver. Even men who have actively pushed for anal intercourse may be considerably less than comfortable when the opportunity presents itself. Many inserters feel on the spot, not only pressured to get and maintain an erection, but also saddled with total responsibility for the success of the encounter. Sometimes the inserter feels so pressured that he’ll try to avoid intercourse at the very moment when the receiver is eager to try. Some lose interest in sex altogether or try to shift the attention to other activities besides anal sex.

It helps a lot if the fears of the inserter can be sensitively discussed. But this may be easier said than done, since most men hate to acknowledge even the possibility of erection problems. In addition, if anal intercourse has previously been a point of contention, some inserters will feel a lingering resentment— a major enemy of cooperative communication. Non-defensive listening, compassionate understanding, and simple reassurances are the best anyone can offer to an anxious or resentful inserter.

UNEXPECTED EMOTIONS . It’s also possible that one or both partners may secretly feel guilty about their past difficulties with anal intercourse. Tim, who consistently lost his erection whenever he attempted intercourse, finally realized, “I’ve nagged Bill about letting me fuck him for so long I just can’t believe he really wants it now, even though he says he does. I can see how I made things really miserable for him.” not everyone is as honest as Tim. Frequently one partner doggedly clings to a blaming attitude toward the other. More often than not, this is a defensive cover-up for guilt or insecurity. The need for honest discussion is obvious here, but starting a productive one requires tact and courage.

Most difficulties encountered with anal intercourse can be alleviated by proceeding slowly and patiently, focusing on the sensuous and practical aspects, overcoming unrealistic expectations, and assertively communicating feelings and preferences. But what if you’re doing all these things and anal intercourse is still uncomfortable? Ask yourself once again if you really want to receive anal intercourse. People have a remarkable capacity to fool themselves. Particularly those caught in the nice Person Syndrome, or those who have been traumatized in the past, may find it challenging to distinguish external pressures from their own desires. Perhaps a talk with a close, supportive friend or therapist—someone with no personal investment in your decision—can help you to clarify where you stand.

If you reaffirm your desire to be able to enjoy anal intercourse, the next step is to re-evaluate the approach you’ve followed thus far. Have you spent sufficient time exploring on your own? Many people don’t take the self-exploration process seriously because their attention is totally focused on the goal of receiving intercourse. Sometimes unsuccessful attempts at anal intercourse are actually beneficial, because they compel a person to reconsider what they’ve been doing in the self-discovery department. Only then may they be ready to drop their urgency about intercourse and return to other forms of anal pleasure in a more authentic way.

If, however, you’re truly in touch with your anus and rectum and able to enjoy anal touch with both yourself and a partner, but you just can’t seem to relax for penetration, then it’s important to consider whether intercourse has negative symbolic significance for you. For a great many people, intercourse— vaginal or anal, given or received—is infused with the imagery of dominance and submission. Could it be that you’re uncomfortable or confused about the dynamics of power as expressed in your sexual relationships or fantasies? Understanding the messy complexities of eroticized power is our focus in the next chapter.

*   A selection of dildos and harnesses can be found at most sex toy shops or on the websites listed in the “References & Resources” section under “Sex Toys and Supplies.”

*   It’s not surprising that men who experience erection loss with condoms are less likely to use them, and more likely to take them off if they do (Graham, 2006).

*   Although nonoxynol-9 kills sperm and HIV in the lab, its effectiveness in actual practice is in doubt. But worse, spermacides can causes irritation of vaginal and anal tissues, which may create an entry point for HIV.

*   For additional information about condom choices and safer sex, The Stop AIDS Project has an excellent caparison of condoms by type and even specific brands at www.stopaids.org.
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REALMS OF POWER

Probing Interpersonal Dynamics 

 ALTHOUGH MANY of us are reluctant to acknowledge it, power is an unavoidable aspect of every significant relationship. Whenever two people interact, there are decisions to be made and differences to be negotiated. And the more intimate we become, the more apparent are our idiosyncrasies and disagreements, both in and out of bed. Those who avoid or deny inevitable conflicts eventually pay the price of emotional distance, smoldering resentment, and often a tense, armored body.

The only relationships in which the intricacies of power can be easily ignored are those in which clear roles are rigidly adhered to by both partners. One person dominates and the other submits; it’s automatic. Although many relationships are structured this way, very few couples are truly satisfied with their inflexibility. Even those who consistently gravitate toward one role or another eventually want the freedom to step outside of their assigned position once in a while.

Many people are reluctant to look at power in their erotic relationships because they think of it as primarily destructive, manipulative, or coercive. Yet it’s crucial to recognize that honestly grappling with power can be highly beneficial. In order to take a creative, self-affirming stand in the world, we must feel that our desires, decisions, and actions will have some effect. People who think of power solely in its negative manifestations often adopt a role that psychologist Rollo May calls “pseudo-innocence”—an unwillingness to leave behind the naiveté of childhood and confront a world of conflicting wills (May, 1972). Functioning effectively in adult relationships requires a realization that we’re all capable of using power both creatively and destructively. Those who pretend to be aloof from the untidy complexities of power, typically end up hurting other people or being hurt themselves because they don’t take responsibility for their actions and reactions.

Others refuse to examine how power is expressed in their romantic love relationships because they view love and power as fundamentally incompatible. But Rollo May warns, “When love and power are seen as opposites, ‘love’ tends to be the abject surrender of one partner and the subtle (or not so subtle) domination by the other. Missing are the firmness of assertion, the structure and the sense of dignity that guard the rights of each of the partners“ (May, 1972).

Another manifestation of pseudo-innocence is an unwillingness to examine the role of power exchanges in our sex lives. Delving into the interplay of power and eroticism is particularly important for anal explorers because, in the public imagination at least, anal intercourse is intricately linked with images of dominance and submission. The purpose of this chapter is to stimulate thinking and discussion about the multitude of ways in which anal eroticism can be positively or negative intertwined with power dynamics in our relationships, fantasies, and erotic styles.

SYMBOLS OF POWER

VIRTUALLY ANY physical characteristic or personality trait can be a symbol through which one person invests power in or withdraws power from another. Although it’s not a very romantic idea, we all use one or more of these symbols as a kind of currency to position ourselves relative to our partners, whether casual or committed. Most of us try to compensate for our perceived weaknesses by playing up our strengths, sometimes with such subtlety that we don’t even know we’re doing it. But others deliberately emphasize their vulnerabilities; they prefer to see their partners as stronger. Complicating things all the more is the fact that partners’ perceptions of each other’s assets and liabilities can be radically at odds.

There are both risks and benefits involved in making this process more conscious. It can be disturbing to see that genuine caring may coexist with less lofty motives. Yet opening our eyes to the inner workings of interpersonal power dynamics can clear the way for more honest relationships with fewer covert manipulations. In addition, becoming conversant in the symbolic language of power can make it possible to use this language deliberately for erotic enrichment. Consider first some of the more common symbols and sources of power.

APPEARANCE . Though beauty is indeed in the eye of the beholder, every social group has its paragons of attractiveness. In modern times the mass media have spawned an unparalleled homogeneity of ideal physical types. Many people, maybe most, consciously or unconsciously place themselves and others on a hierarchy of desirability. One’s place on a hierarchy (as perceived by oneself and others whose opinions are valued) contributes to one’s confidence, or lack of it, in the sexual marketplace. Of course, everyone has appearance preferences, some more narrowly defined than others. This selectivity helps to intensify our erotic response to favored characteristics. However, when we use physical appearance as the primary means of assigning overall worth to ourselves and others (“looksism”) we set the stage for considerable conflict and suffering.

At its worst, looksism terrorizes a person and literally determines the power dynamics of a relationship. Some people attempt to move up the appearance ladder by attracting someone whom they see as more desirable than themselves. They think, “If I can only get someone this beautiful to want me I’ll feel better about myself.” If, however, their self-worth depends on winning affection from or possessing the prized object, they’ll gradually give up their own power. Such people can’t simply enjoy another person’s appearance. Instead, they use it as just another painful opportunity to feel inferior. Ambivalence toward the partner, self-protective muscular tension, and seething resentment are the likely results—hardly a recipe for a positive relationship or good sex.

Some people who demean themselves in this way find it difficult to be the recipients of sexual pleasure, anal or otherwise, because they’re locked into the role of servicing the “more desirable” other. Quite a few clients have consulted me precisely because they wanted to receive anal intercourse on demand—not for any enjoyment of their own, but solely as a bid to hold a partner’s interest. Some succeeded, but most became more constricted and wary than ever, often with their anal muscles expressing the unspoken rage that springs from denigrating their own worth.

Keep in mind that it’s natural to feel that the object of our desire is more beautiful than ourselves. After all, our most powerful attractions are typically reserved for those who appear to have something special that we lack and therefore want to “import.” This is why attraction often goes hand in hand with a certain amount of envy. But hopefully we also believe that we have something of value to “export.”* one-sided attractions may generate intense longing and wistful fascination, but they’re ultimately unfulfilling. It’s the give-and-take, the uncertainty, the juxtaposition of possibility and risk that makes our attractions prime motivators in the erotic adventure.

AGE . Obvious and subtle differences in appearance, experience, values and perceptions resulting from a significant age discrepancy can provide some of the contrast conducive to passionate desire. However, because of our culture’s tendency to assign overall worth based on age—“ageism”—youth can easily become a source of power and status. Men of all sexual orientations are more likely than women to place youthfulness on their lists of sought-after qualities. It’s commonly believed that sexual desirability increases throughout a person’s 20s and 30s and begins to deteriorate sometime during the 40s or 50s. Many people start worrying about aging much earlier. Others are most strongly attracted to more mature people.

It’s very difficult not to be affected by what our society teaches us to expect as we age: more responsibilities, less fun, less sex, less attention from others, and therefore less power. To some extent, the life process runs counter to these negative expectations. With age can come greater knowledge of and comfort with oneself, hopefully a degree of financial security, and a heightened capacity for genuine intimacy. For the perceptive man or woman, passing years also bring a clarity of values, an ability to distinguish the truly important from the trivial. But for many, these rewards never quite make up for the losses.

A large age discrepancy between two partners sometimes—but by no means always—leads to a parent-child type of interaction. The “child” feels dependent on the stability and security provided by the “parent,” but also resents the loss of freedom and may express displeasure indirectly via underhanded maneuvers such as not following through on commitments, disappearing unexpectedly, or withholding sex or affection.

The “parent” admires the “child’s” unjaded, free-spirited vitality but ends up resenting his or her ambivalence and lack of constancy. Secretly, the “parent” hopes that by giving the “child” sufficient love and guidance, he or she will grow up and return some of that love out of gratitude. This can happen, but more often one or both of them gets sick of their roles and terminates the relationship, with considerable pain all around. A string of similar relationships indicates, with little doubt, that this dynamic is at work.

The symbolism of age extends far beyond chronological time. Many partners who are close in age nonetheless gravitate toward parent-child, older sibling-younger sibling, or teacher-student roles, which wouldn’t be nearly so prevalent if they didn’t offer some clear advantages. Because each role exists only in interaction with the other, there’s a built-in complementarity and often a psychological division of labor wherein one player handles practical details, for instance, while the other concentrates on intuitive possibilities and adventure; each partner has a sphere of influence.

If the chasm grows uncomfortably wide, we would logically expect the players to ease up a bit in order to restore a modicum of balance. Quite commonly, though, both partners act out increasingly extreme renditions of their roles, often to the point of parody. As the more practical partner edges toward possessiveness and condescension, the free spirit reacts becomes increasingly irresponsible, flighty, and self-absorbed—and vice versa.

Regardless of the chronological ages of the participants, people who overdo parental roles need to allow their own childlike qualities to surface, especially the ability to play and to release themselves from the crushing burden of constant obligations. Those who compulsively play the child role can free themselves by developing opposite characteristics, such as the ability to make and keep commitments, to exercise self-discipline, and to delay gratification.

In positive relationships with a significant age discrepancy—and many work out very well indeed—each partner evolves toward wholeness by observing underdeveloped aspects of the self reflected in the other and then gradually developing them internally. Over time, the psychological significance of the age gap is greatly reduced, and may even disappear completely.

RACE . Whereas we typically look for qualities and interests similar to our own when selecting non-sexual friends, contrasts are likely to be of greater sexual interest. For this reason, racial differences can act as inexhaustible fuel for high arousal. Body and facial characteristics, language, and a wide array of cultural traditions all accentuate the intriguing dissimilarities between self and other. Erotic preferences based on race are as legitimate and potentially gratifying as any others.

I see nothing inherently problematic about being attracted, even exclusively, to members of a particular race. However, racism—the assignment of overall worth based on race—can complicate or ruin a sexual relationship. One problem is that racial stereotypes can readily be projected onto some or all members of a group, a tendency that increases with mistrust and lack of familiarity. Members of disparate racial groups often perform “mass projection” on each other, thereby creating a degree of commonality in what an individual of one race will see in or expect of an individual of another.

For example, black men have told me that sexual partners customarily expect them to be super masculine, with huge penises, and always dominant in sexual interactions. Understandably, many of these men feel inadequate when they can’t or don’t want to live up to the stereotype, and angry about being pigeonholed. Some black men deliberately play on racial typecasting to gain a power advantage, especially over white partners whom they may simultaneously envy and resent. Needless to say, white men and women just as frequently make use of their privilege as members of the dominant group.

I’m certainly not suggesting that interracial pairings are doomed—far from it. Differing backgrounds and perceptions actually work against some of the merging, loss of individuality, and boredom that befalls so many couples. The key is to discover each other as distinct individuals, to differentiate genuine differences from projections. This process, though rich with potential conflicts and misunderstandings, can bring a singular vitality to the exchange.

MONEY . One of the most common symbols of power is money; it’s also one of the most difficult to discuss. When there’s a large discrepancy between the assets of two individuals, it’s almost certain to create a power imbalance. And when this discrepancy is combined with other factors such as race or age, the potential complications skyrocket.

When affluence tilts the power scale toward one partner, some other aspect of the relationship—like sex or affection—usually functions as a counterbalance. For instance, a less affluent partner may withhold sex or a particular activity or, at the other extreme, may demand more sex than the wealthier partner is able to give, with the implied message, “Look at the abundance that I possess. You can’t begin to satisfy me.” Berating the wealthier partner, or thoughtlessly consuming his or her resources are also common strategies for indirectly expressing envy and anger and shifting the power balance.

It’s not unusual for the more moneyed partner to feel used or to worry that he or she is buying affection that wouldn’t be freely given. Some men and women in this situation vacillate between lavish spending and penny pinching, sometimes out of confusion, other times as a blatant strategy of control. Escalating conflict, withdrawal, and muscular tension are likely consequences for both—until unvarnished emotions are aired and mutually agreeable solutions negotiated.

SOCIAL SKILLS . The ability to socialize and form friendships relatively easily is yet another symbol of power and worth. Most likely, partners who tend to be shy or socially inept may feel simultaneously dependent, invisible, envious, jealous, and resentful—especially those with few social connections of their own. On the other hand, comfortable socializers often don’t know whether to restrain themselves, coax their partners into being more outgoing, or simply be who they are and let the chips fall where they may.

There’s no getting around the fact that our society places a higher value on extroverted, gregarious behavior. Introverts are rarely encouraged to develop their natural personality traits and instead are pitied or devalued. Some introverts believe that social ease is a sign of overall worth and are likely to think less of themselves. This idea is magnified when the socially confident person has a wider variety of stimulating contacts and allies which the introverted partner may both admire and fear.

Partnerships with a wide introvert-extrovert discrepancy have their work cut out for them because their desires and interests will frequently be at odds. Their greatest threat is in criticizing themselves or one another, leading to a vicious and destructive cycle. Creative pairs of this type de-emphasize the paradigm of togetherness and make a point of allowing for plenty of separateness. Milder discrepancies on the introvert-extrovert axis, although still a potential source of conflict, can also be a significant impetus for growth as each partner stretches beyond his or her comfort zone.

SEXUAL CONFIDENCE . It’s not unusual for one partner to be more comfortable than the other with sex in general, or more versatile and experimental with particular sexual acts and situations. Some folks who appear to be sexually adept actually are, whereas others put on an exaggerated persona of confidence. Or else they may simply be perceived this way by a less assured partner. Whether real or contrived, sexual confidence can be a significant source of power, especially for those who define sexual competence as the ability to perform certain sexual “tasks”—such as anal intercourse—on demand and with few, if any, concerns or personal requirements. As a consequence of gender training, men are particularly prone to measuring their worth based on sexual prowess.

When sexual confidence becomes a symbol of power, the less confident partner feels enormous pressure to perform better sexually or else risk the loss of the more confident partner. I often see this dynamic played out in sex therapy when one partner is targeted for “fixing” while the other adopts the role of cheerleader, complainer, or both. Progress only begins when they both acknowledge their contributions to their problems as well as the solutions. Interestingly, in some cases where the less assured one unilaterally develops greater confidence, perhaps by becoming more assertive and less deferential, the supposedly confident partner is visibly shaken. So often in therapy, I’ve seen how disclosures of vulnerability in both partners helps to break the gridlock and set them both free.

Unfortunately, many more couples who once took delight in bolstering each other’s sexual confidence, unwittingly slip into anti-erotic comparisons and accusations. Unfortunately, anal experimentation is sometimes the catalyst when one partner is ready to go while the other is afraid. Too often the hesitant one—typically the designated receiver—is labeled uptight or prudish, feels ashamed or angry, and retreats even further. Scenarios like this can quickly undermine sexual confidence, not to mention desire. Once undermined, sexual confidence will flourish again only insofar as performance pressures are replaced by a reciprocal commitment to pleasure and mutual validation.

SELF-ESTEEM . Enduring respect and compassion for oneself is, by far, the most substantial and versatile source of psychological and interpersonal power. If both partners are moving toward greater self-esteem, they’ll naturally be drawn to honest conversation and, whenever necessary, good faith negotiations. Self-loving people have greater internal resources to draw upon and are less apt to cling doggedly to unproductive power contests that spring from insecurity.

Serious problems ensue when one partner’s self-esteem is consistently on the rise while the other’s is stagnant or in decline. Falling self-esteem breeds defensiveness, disengagement, self-criticism, depression, and aversion to risk— qualities hardly conducive to any kind of enjoyment. And the interpersonal consequences are just as bad. Low self-esteem partners feel guilty and inferior, whereas high-esteem ones feel helpless, annoyed, and may even constrain or hide their own growth or happiness in order to maintain a semblance of equality. Those inclined toward abusiveness may even use their own or their partner’s weakness as opportunities to inflict psychic harm.

Here’s where the power of self-acceptance and affirmation can start to work wonders. Abusive situations must be abandoned, a wrenching experience at best. But if the relationship hasn’t deteriorated that badly, and undercurrents of mutual caring still exist, change remains an option. Even small expressions of compassion toward oneself and the other open up a greater capacity to see and be seen. If both can tolerate the visibility that ensues, a renewed connection can begin.

CHASERS AND CHASEES . When potential lovers first meet and begin dating, they must grapple with crucial questions about who’s more attracted, emotionally invested, hesitant, or needy. The right mixture of hopefulness and doubt raises romantic interest to a fever pitch. But if one consistently wants more than the other, their involvement will either unravel or the participants will slip into the roles of chaser or chasee. The more the chaser clings and pursues, the more the chasee distances. If the chaser lets go or gives up, sometimes the chasee will switch course and start pursuing.

While chaser-chasee dynamics are frequently feverish in early romance, they often remain a part of established relationships as well. Even committed partners fluctuate in their levels of attachment, availability, and expressiveness. Besides these inevitable fluctuations, a partner who chronically feels one-down is more inclined to pursue due to a lower sense of personal value. All by itself, the act of pursuing transfers power from the chaser to chasee.

Chaser-chasee dynamics can take a different form when one partner is pressing for anal intercourse and the other is hesitant. If the desirous one nags or pesters, thus becoming a chaser, the other will inevitably withdraw even more. More than a few couples have ruined their chances for mutual enjoyment by turning anal sexuality into a repetitive game of pursuit and escape.

Although it certainly doesn’t help to deny what one does or doesn’t want, I’ve seen many couples step away from fixed positions and embark upon a straightforward, game-free discussion. Either person can initiate these talks, but the typically avoidant partner is in an especially good position to reach out and signal a break from the old pattern. Of course, chasers can demonstrate a similar shift by inquiring about the fears and hopes of their partners rather than harping on their own desires.

EROTICIZING POWER

THOSE WHO can enjoyably insert penis-size objects into their rectums in private, but are unable to receive intercourse with a partner even though they want it, typically discover that power inequities like those I’ve just described are breeding resentment and muscular tension, and are downright anti-erotic. Similarly, unpleasant and unwanted feelings of being dominated, controlled, or demeaned are almost always incompatible with anal pleasure.

But the role of power in erotic life is paradoxical. Just as destructive skirmishes for control can wreak havoc on a couple’s sex life, many men and women of all sexual orientations discover that deliberately fantasizing or consensually acting out scenarios of dominance and submission can have unmistakable aphrodisiac effects. There’s no doubt about it: The messy complexities of power can either be turn-offs or turn-ons. Anal explorers need to be aware of these contradictory possibilities and discover which expressions of power, if any, might enhance their pleasure, and which are likely to get in the way.

The degree of interplay between eros and power stretches out over a wide continuum, ranging from subtle to extreme. At one end of the spectrum are nearly universal images of male-female intercourse in which at least some degree of dominance is expected on the part of men with a corresponding submissiveness for women. I would venture to say that most people’s ideas about sexual interactions, particularly intercourse, involve a top who initiates, choreographs, and directs, and a bottom who responds, yields, and surrenders.

Simple top-bottom exchanges are aspects of everyday sexuality. Contrasting yet complementary roles can positively energize an encounter or fantasy for everyone involved. And it’s a mistake to assume that tops are winners of the game and bottoms the losers. Actually, when both partners are enthusiastically involved each feels validated and empowered, no matter which role they play. Tops experience the passionate surrender of their partners as compelling evidence of their own irresistible erotic allure. Similarly, bottoms interpret the focused desire of tops as signs of their own desirability.

Another big advantage for bottoms is appearing not to be responsible for what happens—“I couldn’t help myself; he or she made me do it.” Relinquishing responsibility to a more powerful other can be a useful method for getting around the lingering effects of guilt and anti-sexual training.

Although many men and women automatically re-enact gender-based power roles in most or all of their sexual encounters, this predictability can become routine and boring. Consequently, adventurous lovers often get a charge out of reversing their usual roles. Many men long to surrender to a dominant other, just as some women wish to cast aside their feminine restraint and feel the rush of someone yielding to them without reservation.

When I analyzed over 1,000 anonymously written stories of peak erotic encounters and fantasies in preparation for my book, The Erotic Mind, enthusiastic descriptions of various power scenarios were the third most common type after longing and anticipation and violating prohibitions. But I also discovered that top-bottom roles are usually more complex than they appear on the surface, often to the point where it’s difficult or impossible to pinpoint who’s really in control.

Peter, a construction worker in his mid-30s, told a tale that captures this ambiguity perfectly:

 

I had just stepped out of the shower when she rang the bell. I wrapped a towel around my waist, invited her in and followed her to the couch. I felt excited and vulnerable to be nearly naked while she was fully clothed. Tension was rising.

 

    She said, “If you’re not careful I’m going to rip off that towel.” I liked her taking control, but I played it cool (I knew I was driving her wild). Soon she did rip off my towel. I was totally naked and she was still fully dressed. There was something completely unnatural about this but also very satisfying.

 

    She took total control and did something completely out of character. She turned me on my belly, draped me over the couch, stuck her finger up my asshole and masturbated me with her hand. It was as if my whole body became a giant penis and she was massaging the whole thing, inside and out. After orgasm, I shivered and twitched for ten or fifteen minutes while we held each other. I can’t remember ever feeling more alive than I did that night!

 

On the surface she’s in control, no doubt about it. But notice how he’s anything but passive. He actively stokes her excitement, first by seductively presenting himself half-naked, and then by acting nonchalant, goading her into aggressive action. There’s is a graceful dance in which erotic power flows both ways, escalating as their interaction evolves. It’s the fluidity of their exchange that allows Peter to experience the surrender through which he is unforgettably vitalized and enriched.

BDSM . At some point along the continuum of eroticized power—no one can say exactly where—we enter into the “kinkier” realm where we wish to focus and exaggerate the power dimension in search of a more intense sexual charge. BDSM is the popular term for is a wide range of erotic interests revolving around power. “BD” stands for bondage and discipline, “DS” refers to dominance and submission, and SM means sadomasochism.

As you might imagine, the umbrella term BDSM covers a huge variety of behaviors and fantasies in which power roles are deliberately played out in stylized psychodramas called “scenes.” Participants, known as “players,” often use props, equipment, or costumes for dramatic effect—which underscores BDSM’s inherent theatricality. So important are the props and costumes—such as the dominatrix’s spiked heels, black stockings, garter belts, and whips—that the props themselves can become fetish objects embodying tremendous erotic power. For instance, the look, smell, and texture of leather is so ubiquitous in BDSM that it is often called the “leather scene.”

The overriding purpose of BDSM is the creation of high levels of erotic intensity between the participants, or within oneself during fantasy. In some extended scenes, players actually achieve altered states of consciousness, sometimes with mystical or spiritual overtones, that can last for days.

Bondage and discipline (BD) involves consensual restraint with ropes, or with paraphernalia such as straps, handcuffs, collars, leashes, or cages—all intended to spotlight the utter helplessness of the bottom and the total control of the top. Once restrained, the bottom either passively submits or struggles and squirms while the top “inflicts” overwhelming pleasures. Sometimes a blindfold, mask or hood is used for visual deprivation and to focus awareness on the other senses.

Discipline rituals, with or without bondage, involve the strategic use of punishments in the context of power-infused roles such as parent-child, teacher-student, or prisoner-guard. The basic story line is that the bottom is caught or confesses to being bad or disobedient and must be taught a lesson with verbal reprimands and possibly a good spanking or whipping. Some clever tops drive their bottoms completely wild by depriving them of the punishment they crave. Disciplinary actions tend to be rather mild, done more for show than anything else. But some discipline enthusiasts like it rough.

Sadomasochism (SM) refers to the enjoyment of inflicting and/or receiving pain, either physical, psychological, or both. Physical pain is induced by slapping, scratching, biting, pinching, tickling, spanking, body piercing, dripping hot wax and, in the most extreme instances, flagellation and beating. Skillful players aren’t going for pure pain; for most that would be anti-erotic. The challenge is to find the point where pleasure blurs into pain, so that the two become synergistic and exquisitely intense. Concentrated stimulation near the pleasure-pain boundary releases a flood of endorphins and other brain chemicals which lead to a distinct high. For those who enjoy this sort of thing, body stress and ecstasy become one. As they coax their bottoms toward the pleasure-pain nexus, experienced tops gradually apply greater stimulation in fluctuating steps, escalating in tandem with the bottom’s tolerance and desire.

Psychological pain typically takes the form of stylized humiliation, embarrassment or degradation. Depending on specific arrangements made by the players or preferred by a fantasizer, the bottom eagerly obeys orders to grovel at the top’s feet, relishes the opportunity to be a sex slave, or even begs for insults. But curiously, what looks like torment and cruelty to an outside observer is, to the satisfied sexual masochist, an uplifting gift of affirmation and love. Another common reaction to a successful humiliation scene is a feeling of pride at being able to endure and derive pleasure from indignities that would be an anathema to most.

The allure of SM is rooted in its many paradoxes: Pain is transformed into pleasure; tops are granted power and status by their bottoms, and vice versa; the right kind of punishment can be the greatest reward; total submission becomes a path to liberation; celebrating dark, uncivilized impulses can be a springboard to transcendence.* none of this makes logical sense, which is probably one reason for the predominant view in psychology that enjoying SM is a symptom of psychopathology. Popular ideas that SM enthusiasts are inherently angrier, crueler, more self-hating, or in deeper psychic conflict than others, don’t stand up to scientific scrutiny—of which there has been far too little.

One significant study gave seven standard psychological tests to 32 self-identified BDSM practitioners. Virtually all the scores fell within published norms for the general population, except the BDSM group scored somewhat higher on “narcissism” and “nonspecific dissociative symptoms.” (Connolly, 2006). Narcissism suggests a self-focus, but it’s difficult to say what the latter category means. In general, dissociation is the ability to separate oneself from unpleasant situations.

In my experience as a therapist, people who respond to BDSM are as different from one another as they are from those who prefer more conventional sex. Strong inclinations toward eroticizing power can be readily found among severely disturbed and exceptionally high-functioning individuals—and everywhere in between.

Of course, one’s level of psychological health influences whether their activities promote pleasure or cause harm. Certain players are prone to taking unnecessary and unwise risks. For example, some act out scenes without setting up clear agreements about the limits and parameters of the encounter, including a “safe word” for the bottom to signal an actual desire to stop, since in BDSM scenes “no” and “don’t” so often mean “yes“ and “don’t you dare stop.” Unfortunately, some bottoms have trouble setting boundaries and some tops have trouble respecting them. A few even allow themselves to be tied up by total strangers and may be badly mistreated by sociopaths who couldn’t care less about consent and respect. And too often heavy drug use undermines the awareness necessary for healthful erotic play.

It must also be said that some BDSM enthusiasts are decidedly not uplifted by their scenes and fantasies. I’ve worked with quite a number of men and women whose chronic feelings of worthlessness were only reinforced and perpetuated by their sexual behavior. I believe that it’s human nature to weave longstanding psychic wounds and unfinished emotional business symbolically into our erotic adventures in search of healing and mastery over our pain. Fulfilling sexual experiences and fantasies, with or without a strong power dimension, often transform distress into passion and undoubtedly can promote healing and growth. But our turn-ons can also turn against us if we find ourselves compulsively re-enacting old wounds and traumas, merely confirming our helplessness and self-loathing, and receiving little or nothing of value in return. All complex and potentially rewarding human endeavors are like this: they can either enrich or undermine our well-being. It all depends what we do with them.

BDSM scenes of any type or intensity can be freely explored in fantasy. Quite appropriately, most of us grant ourselves a wider range of sexual possibilities in fantasy than in actual behavior. Consenting partners can experiment with milder forms of BDSM in real life with little more than a brief preparatory discussion and perhaps a few props. Those who wish to explore heavier scenes require much more guidance in learning the ropes, so to speak. One sign of the popularity of BDSM is the unprecedented proliferation of popular books on the subject.* The Web is also packed with sites about every imaginable unconventional interest. You can find a list of such sites in the “References & Resources” section (under the websites heading) near the end of this book. For the serious BDSM explorer, however, there’s no substitute for an experienced mentor.

POWER AND ANAL INTERCOURSE

SINCE RECEIVING anal penetration is commonly viewed as a quintessential expression of sexual submission, it comes as no surprise that many people want to surrender to a dominant other, at least to a certain extent, when they receive anal intercourse; they’re very clear about it. In fact, some can be remarkably aggressive in arranging encounters that fulfill this need. For these people, playing a bottom role doesn’t result in anal tension. On the contrary, the excitement of feeling sexually overpowered may even be a prerequisite for maximum anal relaxation and sensitivity.

Most of the people I’ve worked with either don’t want to feel dominated during anal sex or else have mixed feelings about it. For them, submissiveness isn’t necessarily conducive to anal enjoyment and may even be completely antithetical to it. Men in particular may be concerned about their own feelings and fantasies of dominance when they’re on top during anal or vaginal intercourse. For them, the thought of having the tables turned causes an instant protective spasm of their anal muscles.

For many it’s not the submissiveness or receptivity per se that are troubling, but rather the belief that allowing oneself to be anally penetrated is, by its very nature, demeaning and humiliating. Some women, and even more men, associate anal penetration with rape. Denying such unappealing associations isn’t a helpful strategy because it simply drives the troubling ideas further underground where their inhibiting influence is at its worst. Again and again I’ve noticed that those who muster the courage to voice their most secret and embarrassing concerns are usually the ones who find workable resolutions.

For some, the answer is to disconnect anal intercourse from themes of dominance and submission altogether, and enjoy it instead as an expression of sensuality, playfulness, adventure, intimacy, trust or passionate exchange. For others, resolution comes in the form of accepting the troubling images, embracing rather than rejecting them, or possibly even transforming them into aphrodisiacs. The key here is to learn to see oneself not as the victim of dominance, but rather its master.

Some of those who become very tense whenever anal intercourse is attempted express a fear of being dominated precisely because the idea excites them tremendously in fantasy—including, perhaps, the humiliation aspect. Usually they’re relieved to discover that people regularly have fantasies they have no intention of acting out. Obviously, making a clear distinction between fantasy and action makes it easier to define what one does and doesn’t want to do with a partner. In some instances, though, fantasies of anal submission will eventually be acted out, not because they have to be, but because this is what the person genuinely desires.

Even those who might normally enjoy a sense of submission during anal sex are likely to avoid it like the plague if they feel controlled or manipulated in the rest of their lives. This is another reason why assessing the power dynamics in a relationship is so important. While there are a few people who long to be dominated in all spheres of life, most of us accumulate resentment when the balance of power is consistently and unfairly skewed toward our partners. For couples with large power discrepancies, anal enjoyment—and possibly sex in general—may need to be set aside until a more equitable arrangement is found. In most cases the search for a new alignment begins when the less powerful partner rises up and asserts that the statue quo simply cannot continue.

For those who’d like to include anal intercourse in dominance-submission styles of interaction, especially in heavier BDSM scenes, special precautions are required to optimize the pleasure and minimize the risk. The first priority is to recommit to your no-pain-ever-pledge, which may be difficult for those who enjoy super intense sensations at the pleasure-pain boundary. It’s true that a relaxed and healthy anus and rectum can handle fairly vigorous and deep stimulation—but not the kind that actually hurts. Those who are aroused by being pushed beyond their comfort zone should confine body stress experiments to surface areas that can be readily monitored for tissue damage, and where recovery occurs much more easily if irritations or bruises do result. Keep in mind that anal-rectal tears (fissures) are extremely painful, slow to heal, and prone to infection.

Gay men often face extra complications in working out the power dynamics of anal intercourse, beginning with the fact that both are potentially able to give as well as receive it. We know from surveys that many gays enjoy it both ways, sometimes fluctuating in their desire to be tops, bottoms, or neither—depending on the situation or the partner. Others identify themselves exclusively as tops or bottoms and don’t want to experiment, or have and only like it one way.

Sadly, some male couples are drawn into ongoing battles over who should be the inserter and who the receiver. These conflicts can spring from preferential incompatibilities, as when both partners prefer the same role. But contests over anal intercourse can be highly symbolic, as when either believes that the top holds the upper hand or that the bottom is, by definition, less manly. In one study, most gay men said that the inserter was more masculine. Interestingly, in couples where both partners were forceful, outgoing, and aggressive, there was more anal sex and sex in general (Blumstein and Schwartz, 1983).

One partner may be comfortable receiving anal intercourse while the other isn’t. Sometimes this is perfectly acceptable for both, sometimes not. Or neither may be comfortable with anal sex, but one wants to experiment while the other is reluctant. The greatest pitfall for discordant couples is resorting to demands, threats, or putdowns. Partners who genuinely wish to expand their sexual repertoire can only do so in a spirit of collaboration, combined with a respect for inevitable differences. When intercourse is a symbol of power, one or both may insist on “equality”—inserting half the time, receiving half the time—as a matter of principle rather than preference. But all too often, the enjoyment of anal play becomes secondary or non-existent until the underlying power struggle is addressed.

Straight couples are by no means immune to similar conflicts over sexual role preferences. Having a penis indicates maleness, but not necessarily the desire to be the “top” sexually. More men than you might think long to be anally stimulated by girlfriends or wives, some of whom are quite willing to do it. But many straight women still feel that a guy who enjoys anal receptivity isn’t a “real” man, so they lose attraction.

Although some lesbian partners thoroughly enjoy anal intercourse with a strap-on dildo, most don’t or have never tried it. However, this doesn’t mean that lesbians are spared from the untidy intricacies of sex and power. Erotic enjoyment of top-bottom roles is by no means confined to insertive sexual acts, but can be played out whenever one partner is aroused by taking the lead and the other finds excitement through surrender. Top-bottom scenarios are first and foremost a state of mind; particular behaviors are secondary. That said, the fact that lesbian sex tends to be less intercourse-oriented, and thus less dictated by predetermined gender stereotypes, seems to make it a bit easier for lesbian couples to experiment with various forms of anal play, if they’re so inclined.

An ongoing controversy among lesbians—especially older ones who were deeply involved in early feminism—is over the legitimacy of “butch” and “femme” roles, both in and out of bed. Some lesbians want nothing to do with the butch-femme dichotomy—actually a continuum—because they see it as reenacting heterosexist stereotypes. Others find the contrasting energies to be a huge turn-on, including many who intellectually disapprove of such things.

Nowadays, increasing numbers of lesbians are openly celebrating the full range of erotic options, with or without BDSM role playing as an erotic intensifier. For some, claiming the right to be an enthusiastic top is a useful (and fun) antidote to early gender socialization that can easily confine a woman’s sexual options to waiting, responding, or resisting. At the same time, the desire to be courted and desired by a persistent other—as traditionally feminine as it may seem—will never go out of style.

I’ve heard quite a few straight people say that they envy the ability of gays and lesbians to free themselves from rigid sex roles and to experiment with unconventional erotic styles. But this freedom usually doesn’t come easily. Whereas straights have the option of taking their assigned gender roles for granted and having sex “by the book,” gays and lesbians must grapple with an array of choices that can be as daunting confusing as they are liberating. Yet it’s clear to me that any man or woman, regardless of sexual orientation, can expand his or her choices considerably by becoming more conscious of the infinite interactions between eros and power.

*   The useful metaphor that sexual attraction, in part, springs from the desire to import and/or export characteristics and qualities with the object of our desire is developed by C. A. Tripp (1987).

*   See Thomas Moore’s Dark Eros for a remarkable examination of the infamous Marquis de Sade and the healing power of “the shadow,” our less civilized impulses that we tend to deny and suppress.

*   I recommend Pat Califia’s Sensuous Magic, which offers wise insights and practical suggestions for couples who wish to experiment with SM. Different Loving (Brame & Brame) explores the gamut of unconventional sex related to dominance and submission. Mark Thompson’s Leatherfolk brings together essays from a variety of authors about an amazing range of issues—slanted somewhat, but by no means exclusively, toward gay readers.
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A LIFETIME OF ANAL PLEASURE

Integrating and Sustaining Your Discoveries 

 ONCE YOU’VE explored the many forms of anal stimulation, discovered those you do and don’t like, and identified which factors make the difference, you may think that your journey of anal awareness is over. In actuality, becoming intimately aquainted with your anus and rectum raises two crucial questions about the future: What role will anal pleasure to play in your life from now on? And how will you go about maintaining anal and rectal wellness as the years pass?

To some extent, the answers to these questions will come clearly into focus only as you live them. Yet consciously thinking about a few key areas can start you off in the right direction.

STAYING IN TOUCH

MUCH OF this book has been devoted to the development of self-awareness and relaxation. Unfortunately, once some people learn how to share anal pleasure with others, they stop looking at and touching their anuses privately. If you make this mistake you’ll miss out on a variety of simple pleasures that can enhance the quality of your life. But even more is at stake. Ignoring the private aspects of anal enjoyment can lead to a gradual reduction of anal awareness and a recurrence of muscular constriction. This is especially true for those with a history of chronic anal tension. Conversely, if you build anal self-pleasuring and exploration into your life, you’re far more likely to become increasingly comfortable with anal sexuality as time passes.

Do yourself a big favor by regularly exercising your pelvic muscles in order to preserve their tone, elasticity and sensitivity (see Chapter 5). You can also promote optimal anal and intestinal health by regularly consuming foods rich in fiber, especially whole grains and plenty of fresh fruits and vegetables. It’s difficult to get enough fiber from a normal diet, so it’s not a bad idea to take extra each day. I suggest natural psyllium, available in easy-to-take capsules. Metamucil® is the best-known brand, but cheaper generics work just as well. It’s equally important to avoid straining during bowel movements, relaying instead on your body’s natural rhythms and signals. These are health-conscious habits that will serve you well for the rest of your life.

Every now and then use a hand mirror to give yourself an anal self-examination, especially if you’re feeling any discomfort. Minor irritations as well as more serious medical problems can often be detected visually more readily than by any other means. Looking at your anus periodically can also alert you if everyday stress is accumulating in your anal muscles. If you notice the tight, reddish, or puffy look of excess tension, make a special effort to spend more time relaxing, perhaps with the help of warm baths and deep breathing. During particularly stressful times, it may be best to avoid anal intercourse and focus instead on gentle external stroking of your anus.

One of my favorite recommendations deserves repeating here: Nothing can promote long-term awareness and relaxation more effectively than developing the habit of sensitively inserting a finger into your anus for a minute or two every time you shower or bathe. Once your fingertip is inside, use it to feel both of your anal sphincter muscles. Briefly contract these muscles against your finger as you inhale and then release them as you exhale. Complete the routine by briefly massaging inside your anus with a gentle, circular motion. Incorporating this habit into your daily routine has the effect of “resetting” your anal muscles to a reasonably relaxed state, and thus avoiding the gradual accumulation of tension.

WHO, WHEN, AND HOW

ONCE YOU’RE comfortable sharing anal pleasure with a partner you have many new choices to contemplate. With whom do you feel comfortable including your anus in erotic activities? What sorts of stimulation do you wish to include or exclude from your repertoire? And how will you express your desires within the specific circumstances of each encounter?

Most people who follow the approach to mutual exploration described in Chapters 11 and 12 are open to including at least some forms of anal stimulation with intimate partners, particularly when they’ve successfully cultivated trust, rapport and the ability to communicate honestly. Those who aren’t currently involved in such a partnership usually feel that they, too, will want to experience anal stimulation with intimates in the future.

Of course, some people don’t want to restrict their sexual activities to intimate partners, or aren’t exactly sure what they want. During my original research a large majority of gay and bisexual men, close to half of straight men, and about a quarter of straight and lesbian women engaged in casual sex at least occasionally. One impact of the AIDS epidemic has been to reduce the frequency and modify the types of casual sex practiced by most groups, especially gay and bisexual men. Yet casual sex is still quite common and readily available, especially on the Internet. A key challenge for those who enjoy recreational sex is to decide what forms of anal stimulation, if any, will be a part these encounters.

For those considering anal stimulation with casual partners, a good place to start is with very low risk activities such as external anal touching or insertion of a finger or object. It’s important, however, to make sure the partner’s fingernails are smooth before allowing finger insertion. Generally, people are more apt to enjoy finger or object insertion if they’re prepared to say “enough” at any time. The partner’s response to such a request is a good indication of whether he or she can be trusted. If your requests aren’t immediately honored, or if the partner applies pressure to proceed anyway, I suggest that you discontinue anal experimentation with this person.

Those who enjoy anal penetration express a wide range of attitudes about the conditions under which they’re willing to try it. Among my research participants, well over half—including those who enjoyed other forms of casual sex—considered it unlikely that they would ever feel sufficiently secure with a casual partner to receive anal intercourse. The feelings expressed by Don, a gay man in his 30s, are representative of those who feel this way:

 

I like sex for pure fun and I don’t always need to know the person to get into it. Even if I have no intention of seeing the person again I can still enjoy momentary pleasure with them. When it’s over, it’s over. But with other people I want it to lead somewhere. For me sex can either be intimate or not. It all depends on the situation and how we feel about each other. Frankly, I can enjoy oral sex or mutual masturbation with just about anybody I’m attracted to. And I always like lots of touching, affection, and body contact, even with a complete stranger.

 

    But to me there’s something much more intimate and personal about anal sex. I hardly ever feel comfortable with that when I first meet somebody. I have to trust the person and feel close to him and want to know him and have him know me. At first I thought this was a little weird ‘cause I know lots of guys who get fucked and it’s no big deal. But that’s not me—something I’ve finally come to accept. I just tell the guy I don’t fuck until I get to know him better. If somebody can’t accept that, too bad. I no longer think it’s my duty to satisfy everyone.

 

Other men and women feel quite differently than Don. They view anal intercourse as no more or less intimate than any other sexual activity. Naturally, they’re more inclined to include it in casual encounters. Even so, many avoid it anyway in the interest of safety. Some are willing to consider it as long as strict condom use is explicitly agreed upon ahead of time. Receivers are wise to reach down periodically and check with their fingers that the condom is still in place. As an added precaution, some seek an agreement that their partners won’t ejaculate inside of them even though they’re wearing a condom.

More than a few are torn by mixed feelings. On one hand, they like the fantasy of casual anal intercourse, but in actual practice they don’t enjoy it. Follow-up interviews indicate that some research participants continued to feel conflicted about this for months, or even longer. Eventually, though, most became more accepting of their need for safety and comfort, and recognized the fact that enjoying something in fantasy can be very different than trying it in real life. Paradoxically, those who became most comfortable saying “no” discovered that their willingness to say “yes” simultaneously increased.

When it comes to anal play in a dating situation, the most common questions are how and when to initiate it. Of course, some people are ready to jump in right away and don’t hesitate to ask for it directly or to broach the subject non-verbally, perhaps by touching the partner’s anus and observing the response, positioning or moving their bodies to invite anal attention, or placing condoms and lubrication conspicuously next to the bed. These approaches are particularly prevalent among gay men because of widespread acceptance of anal sex as an erotic option. Nonetheless, these unspoken strategies can backfire when they trigger anxiety in an unprepared partner.

Many gay men, along with most opposite sex couples and lesbians, require a bit more comfort-building groundwork before initiating anal sex in a dating situation. Some discussion ahead of time can provide vital information about what you each require to assure a pleasurable experience. Such discussions aren’t necessarily easy, though, which is why some partners choose to wait until something happens spontaneously. The trouble is that spontaneous anal experimentation may go poorly, making future attempts unnecessarily difficult. You might want to review the section “Choosing a Partner” in Chapter 12 for ideas on how to create optimal conditions for anal experimentation. If you’re currently very comfortable with anal sexuality, some of the suggestions may seem unnecessarily detailed and cautious. If so, modify them to better suit where you are now.

As you can see, there is quite a range of possibilities. As you go about discovering which are best for you, you’ll undoubtedly discover that the level of enjoyment you receive has relatively little to do with which choices you make. A far more important factor is your willingness to be assertive about whatever it is that works for you.

AGING AND ANAL PLEASURE

ONE OF THE FEW certainties of life, besides the proverbial death and taxes, is that our bodies change as we age and that some of these changes inevitably effect our sexuality. Although hardly anyone is thrilled about getting older, most of us adapt reasonably well to a slowing of our sexual responses, an increasing susceptibility to health problems, and the realization that our bodies are drifting further away from the ideals of youthful perfection that permeate our culture.

As we lose beauty and stamina, we hopefully gain self-knowledge born of experience and a deepening zest for sensuality. Many older lovers put far less emphasis on performance and prowess, concentrating instead on the simple joys of touch and affection. Concerns about technique tend to take a back seat to richer and more varied expressions of eros.

Although erotic experimentation is typically a preoccupation of the young, they by no means hold a corner on the market. I’m regularly struck by how true this is of anal exploration. I’ve worked with a much higher proportion of under-50 explorers and I must say they bring a special determination to the adventure. In more than a few cases, however, their motivation springs primarily from an urge to be sexually versatile rather than an enjoyment of the process. By contrast, the older men and women I’ve worked with, as well as the dozens who write me regularly, typically infuse their descriptions of each new discovery with genuine delight; the goal rarely overshadows the process.

Aging need not be an impediment to anal pleasure. But everything I’ve said about the importance of awareness and self-care goes double for older explorers. Already sensitive tissues can become more delicate over time. Muscles that haven’t been exercised regularly lose some or even most of their tone and elasticity. The prevalence of medical problems such as hemorrhoids and constipation increases with age. And a smorgasbord of aches and pains, even those far removed from the anal area, can make it difficult to find comfortable positions for anal viewing and touching.

The good news is that older men and women have the most to gain from maintaining anal awareness and relaxation—because the health benefits tend to be obvious, sometimes dramatic, and relatively easy to obtain. Many older anal explorers initially follow my program to heal their symptoms and only later—as a positive side effect—stumble upon erotic and sensuous potentials they never expected to find.

More commonly than you might think, older lovers can be highly enthusiastic and adventurous about all forms of anal stimulation, including intercourse. For example, one couple in their 70s wrote to thank me for writing this book and then went on to say:

 

You’ve shown us a new opportunity we’ve been missing out on all of our lives. But we’re making up for lost time, I’ll tell you that. The other day Betty licked me to a fairly full erection and before I knew it she greased me up, sat over me, and slid me inside of her. I was shocked at how relaxed she was. Then she used her ass muscles to stroke me to the best orgasm I’ve had in years. I swear I don’t know how the old gal learns these things.

 

With a bight pink pen, Betty added, “I’m not telling! But in case you didn’t notice, Bob, you weren’t the only one having orgasms.”

Bob and Betty are by no means unusual. I have the impression, though, that the majority of older couples who enjoy anal play appreciate giving and/ or receiving anal massage with a finger, perhaps in conjunction with manual or oral genital stimulation, and don’t necessarily care about penetration. Whatever they may do, one lesson is clear: We’re never too young to begin preparing for those golden years—or to old to learn a few new tricks.

HONORING EROTIC PREFERENCES

JUST AS it’s helpful to consider the conditions under which anal pleasure is desired, the relative importance of anal sex among all erotic activities is a highly personal matter to be decided by each individual. Of course, the “people pleasers” believe that they shouldn’t have any preferences of their own. Instead, they want to be available for whatever their partner desires. Yet as much as some may deny it, virtually everyone has unmistakable preferences which, while certainly subject to change, tend to become more clearly defined with experience.

As each form of anal pleasure is embraced as an option, it must be integrated into a pre-existing set of preferences. Typically, but by no means always, this happens fairly naturally. New erotic possibilities sometimes turn out to feel very different than originally expected. For example, some people experience varying degrees of disappointment with anal stimulation even though they’ve enjoyed it on occasion. In spite of frequent discussions with my clients about their hopes, some don’t become fully aware of how much their ideals and their actual desires differ until they’ve gathered a considerable body of experience.

Mary expressed her disappointment: “I guess I hoped anal sex would perk up my sex life with Frank. But it hasn’t changed anything really. I still don’t like the way he makes love to me.“ Jeremy voiced a different kind of expectation: “I was hoping anal sex would be the greatest sexual trip ever. It’s okay sometimes, but I like oral sex much better—just like always. I’m so different from my friend Rob who thinks getting fucked is the ultimate turn-on.”

Believe it or not, disappointments with anal stimulation often result from subtle vestiges of the anal taboo. Just as taboo pressures can give anal sexuality a highly negative emotional charge, they can also turn forbidden fantasies into larger-than-life expectations. Discovering that anal pleasure probably won’t be the sole solution to a dull sex life, or a source of cosmic ecstasy, may understandably feel like a loss. A few people actually go through anger, depression, grief, and other feelings associated with grieving before they reach an acceptance of what anal sexuality is and is not for them. In the midst of this process, Andy expressed an important insight: “I think this whole thing [disappointment with anal sex] is one reason why I had so much trouble learning to do it in the first place. Somewhere inside I must have known it couldn’t possibly live up to everything I’d imagined. I may have lost my tense ass, but I also lost a couple of dreams.”

At first glance, feelings like these may seem unfortunate and sad. However, with a little support, most people are able to resolve them with minimal distress. Instead of clinging to larger-than-life expectations, they’re able to allow desired forms of anal pleasure to find an enjoyable place within the larger context of their sexuality. It’s uncommon for the ability to enjoy anal sex to change one’s preferences dramatically. Of course, for some people, anal erotic activities quickly become their favorites. Others decide that they don’t like some or any forms of anal stimulation much after all. But most people end up somewhere between the two extremes—happy to have discovered one more way to please themselves, appreciate their partners, and celebrate the many facets of their evolving eroticism.
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HEALTH PROBLEMS 

INVOLVING THE ANUS AND RECTUM

 Smart, safe, and pleasurable enjoyment of anal sexuality requires that we become aware of a variety of sexually transmitted diseases (STDs) and other common health problems that can affect the anal area. Armed with accurate information, we can establish sensible guidelines for preventing these problems altogether, reducing the risks, or dealing effectively with any that might arise. For example, tension-related anal problems such as hemorrhoids, fissures, constipation, and Irritable Bowel Syndrome (IBS) typically respond very well to active self-healing measures. Later in this appendix I’ll describe a practical and highly beneficial seven-step approach to anal-rectal healing.

At one time I was concerned that discussing the nitty-gritty details of anal health problems might frighten people and make anal exploration even more threatening and difficult than it already can be. However, I’ve repeatedly 
observed that matter-of-fact discussions about all aspects of anal pleasure, including the unpleasant ones, help demystify the entire subject and actually reduce fear—especially the irrational anxieties born of ignorance.

This appendix includes information about:

•   HIV and AIDS (including guide lines for safer sex)

•  other STDs involving the anus and rectum (chlamydia; gonorrhea; syphilis; herpes; HPV; hepatitis A, B, and C; and intestinal infections)

•  common diseases of the anus and rectum (hemorrhoids, fissures, fistula, constipation, Irritable Bowel  Syndrome (IBS), and Chronic Pelvic Pain Syndromes)

•   guide lines for self-healing

•   getting professional help

Feel free to go directly to areas of greatest interest, but I suggest a quick read-through of the entire appendix. obviously, it’s not fun to read about all the things that might go wrong. Initially, you may even feel rather disturbed by it. But I predict that you’ll come away with a greater appreciation of this complex area of the body—and what’s necessary to protect and care for it.

Keep in mind that when you have a serious anal health problem, or you’re not sure, none of the information here is a substitute for the expertise of a competent and sensitive physician. nonetheless, basic knowledge about common medical problems can help you decide when to consult a professional, how to describe your problem as clearly as possible, and what questions to ask.

HIV AND AIDS

FOR QUITE some time, the most deadly sexually transmitted disease (STD) has been AIDS (Acquired Immunodeficiency Syndrome), caused by HIV (Human Immunodeficiency Virus). The first ominous cases appeared in the U.S. in 1981 when a few otherwise healthy gay men in new York and California developed life-threatening illnesses from micro-organisms that would pose no threat to people with normal immune systems. Soon, similar cases were also identified among intravenous drug users, as well as some recipients of blood transfusions and other blood products.

Research efforts were slow to get off the ground in the early years. In 1983, however, French and American scientists discovered a retrovirus—now called HIV—that has now been established as the primary cause of AIDS. Epidemiologists suspect that there were isolated cases of HIV infection in the

U.S. and Europe as early as the 1960s. Analysis of stored blood samples from central Africa has identified HIV infections as early as the late 1950s. no one knows exactly how HIV originated, but the most plausible hypothesis is that a similar virus found in certain monkeys was transmitted to humans and gradually evolved into HIV. Since HIV, like all viruses, mutates over time, it has grown more virulent.

The Centers for Disease Control and Prevention (CDC) estimates that by the end of 2006, 1.1 million Americans were living with HIV, with over 20% of these undiagnosed. Almost 563,000 Americans have died of AIDS since the beginning of the epidemic through 2007. of cases reported in the US during 2007, 75% were among males and 25% among females. The majority of cases occurred among men who have sex with men (53% of all diagnoses and 71% of diagnosed men). Among females, however, 83% of the cases involved high-risk heterosexual sex. The number of newly diagnosed cases has remained relatively stable for many years, but deaths are gradually dropping, thanks to better treatments, especially new types of anti-virals that began to appear in the mid-1990s.*

The World Health organization (WHo) estimates that approximately 33 million people worldwide were living with HIV/AIDS in 2007. About 2 million of these people are children. Approximately 22 million live in sub-Saharan Africa, by far the most highly impacted region of the world.** Currently, Russia and parts of Asia are experiencing an explosion of new infections.

HIV is passed from one person to another when tiny amounts of virus-infected body fluids—especially blood and semen, but also vaginal fluid—gain access to the recipient’s bloodstream. This can happen in a number of ways:

•   having unprotected anal or vaginal intercourse (andoccasionally other sex acts)

•   sharing contaminated needles for injecting drugs

•   during child birth and breast feeding

•   from accidental punctures with contaminated needles by healthw orkers 

Once inside the bloodstream, HIV infects and destroys two types of cells which are crucial for proper immune function: CD4 T-cells and macrophages. Shortly after infection, a person may have flu-like symptoms, most commonly fever, joint pain, and night sweats. These symptoms go away, but the virus continues replicating silently. From this point, the course of the infection is quite variable, but it may take ten or more years for T-cell counts to fall from a normal level of approximately 1,000 per micoliter of blood to fewer than 200, the point at which a person receives an AIDS diagnosis and becomes vulnerable to a host of opportunistic infections, including many types of parasites, certain cancers, yeast, fungal, viral, and bacterial infections. opportunistic infections may affect the lungs, skin, gastrointestinal tract, lymph nodes, eyes, and brain. Another important way to monitor the progression of HIV infection, besides T-cell counts, is to look at the “viral load”—the amount of virus in the blood. In general, the more virus there is, the faster the progression of the disease. 

Most infected people produce detectable antibodies to HIV within weeks or months after infection—six months is usually the maximum time needed. As treatments for managing HIV infections become increasingly effective, the benefits of getting tested are clear: earlier interventions produce better results. 

Sadly, the search for a cure remains an elusive dream. Consequently, focused efforts at prevention are still our best hope for containing the epidemic. There are disturbing signs that that some people, especially younger ones, are growing weary of the safer sex practices that have made such a dramatic difference, especially among gay men. others cling to the belief that because of the new treatments, safer sex is no longer that important. no self-affirming person should succumb to such a belief

 

MAKING SAFER SEX WORK: DEVELOPING A PERSONAL POLICY 

All sexually active people—except for those in strictly monogamous relationships, where both have tested negative for HIV antibodies—owe it to themselves to develop and implement a personalized and freely-chosen safer sex policy designed to greatly reduce, if not eliminate, the chances of contracting HIV. In order to work over time, this policy must make sense, with clearly defined parameters necessary for safe, yet satisfying sex. once the policy is established and becomes second nature, you can grant yourself and your partner (s) full freedom within the defined safety zone—think of it as a playground in which you can let yourself go.

RISK-FREE SEXUAL ACTIVITIES . Although a few grey areas remain, the relative risk of transmitting HIV during different sexual practices is now quite well understood. Activities that involve only skin-to-skin contact make it virtually impossible for HIV to be transmitted:

•   hugging and cuddling

•   lip kissing

•   stroking, rubbing, and massaging (includingtheanus)

•   body licking (on healthy skin)

•   wrestling (no blood or bruises)

•   masturbating yourself, your partner, o reach other

•   using personal sex toys (not sharing them)

•   anal finger play with a latex or plastic glove

•   rimming (oral-anal contact) with a latex or plastic barrier

•   water sports (contact with urine) on un broken skin

•   fantasy role-playing (no body fluid sex changed)

For all practical purposes, these activities can be enjoyed without concern about being exposed to HIV. The theoretical potential for transmission may increase somewhat if there are breaks in the skin at points where contact might occur with infected blood, semen, or vaginal fluid.

LOW RISK SEXUAL ACTIVITIES. This category of sexual behavior is less clear-cut due to conflicts between what’s theoretically possible and what appears to happen in real life. Generally speaking, these activities are quite— but not 100%—safe:

•    French (tongue) kissing (there’s no HIV in saliva, but beaware of cuts or bleeding gums)

•    fellatio (oral-penis contact) with out ejaculation 

•    fellatio (oral-penis contact) with ejaculation (afew documented

•    cases of HIV transmission, so less safe than without ejaculation)

•    cunnilingus (oral-vaginal sex); risk higher during menstruation

•    anal or vaginal intercourse practiced with a condom every time 

•    anal finger play

Some people are concerned that pre-ejaculatory fluid or vaginal secretions encountered during oral sex might contain tiny amounts of HIV, but the risk of exposure this way appears to be very low, especially for those with good oral and genital health. Semen contains much higher levels of HIV in an infected person, so oral sex with ejaculation is riskier than without, especially if there’s an entry point for HIV into the receiver’s blood stream. Therefore, smart lovers naturally monitor the condition of their mouths and genitals and note any sores or bleeding. Receivers of oral stimulation, unless the receiver’s genitals and giver’s mouth both have wounds that allow for an exchange of blood (obviously very unlikely) is quite safe, at least when it comes to HIV.

Anal-finger play presents a similar situation. It’s extremely unlikely that the touch itself could be a problem. However, if done without adequate lubrication, or with a sharp fingernail, or too roughly, anal-finger play could conceivably cause small abrasions in the anus—not a good thing, but probably not an issue HIV-wise if condoms are always used for intercourse.

As we discussed in Chapter 12, all types of condoms, when consistently and properly used, are very effective at HIV prevention. But we also know that condoms can break or fall off. Technically speaking, low-risk activities are at least marginally in the “gray zone” because of the unlikely scenarios we can conjure up. Scientists discuss probabilities; regular people want definite answers. It is here that an individual’s own judgment must be exercised. Life is filled with a never-ending array of risks and dangers. And some people are naturally more cautious than others. If a particular activity produces fear, then it will be difficult to enjoy—even if other people think it’s perfectly safe. There is no such thing as a one-size-fits-all approach to safer sex.*

HIGH RISK SEXUAL ACTIVITIES . Sexual behaviors with the highest risk of exposure to HIV involve the exchange of semen, blood, or vaginal secretions. Such activities include:

•   giving or receiving anal or vaginal intercourse with out a condom

•   giving oral sex with bleeding in the mouth

•   anal or vaginal fisting with out a latex or plastic glove, especially if intense

•   sharing needles or blood while body piercing or injecting drugs

Some people are under the mistaken impression that being the inserter (top) in unprotected anal or vaginal intercourse is safe. While it is true that the risk is lower for the in serter, the mucous membranes around the urinary opening of the penis may have small abrasions that could be exposed to infected blood or vaginal fluid. There is no such thing as safe unprotected intercourse, except in monogamous relationships between individuals who are both HIV-negative. But even here, people are notoriously dishonest about outside sex, especially when they’ve made a monogamous commitment. This is why many monogamous couples wisely continue to use condoms as added protection.

MAKING SAFER SEX WORK: CONFRONTING THE CHALLENGES . Because it’s an unpleasant subject, and delving into it requires grappling with ambiguities, many people prefer not to think about safer sex, abandon their intentions in the heat of passion, cloud their judgment with alcohol and other drugs, convince themselves that they’re invulnerable, or hope that they’ll be saved by the new AIDS drugs.

Many other factors can make it tough for even the most well-intentioned to sustain a safer sex policy consistently for the foreseeable future. Some who decide to give up or restrict a favorite sexual activity—unprotected intercourse, most notably—experience a “limbo state” in which some or all of the fun seems to have gone out of sex. Many younger people—the smart ones—have never experienced intercourse without a condom, which can be quite distressing for some. Feelings of loss and anger can be quite strong and must be recognized, honored, and hopefully released.

One’s commitment to safer sex can also be undermined by deep, sometimes unconscious, feelings of self-loathing. Those who consider themselves unlovable and inferior are far less inclined to believe that their long-term survival is worth much effort. People with low self-esteem are more likely to put their own interests in a second place, perhaps caving in to pressure from a partner who wants unsafe sex. We also know that some people are so overwhelmed by intense erotic urges that their capacity for free choice is seriously impaired.

There’s no denying the fact that exchanging body fluids is something that human beings like to do—and always have. Consequently, prevention campaigns directed at getting us to believe that “safe sex is the best sex,” or that sticking to it is no big deal, are ultimately doomed to failure, because these messages are simply not true. It is true to say that sex on the low risk end of the spectrum can be highly exciting and fulfilling. But those who see intercourse as the ultimate or only “real” sex, who like to practice it casually, or who have trouble adapting to condoms are going to have the most trouble following a safer-sex policy.

We must also acknowledge openly the importance of danger as a powerful aphrodisiac for many people. Sex has always been unpredictable, risky and potentially life-changing. How often have humans risked it all for a mere chance at a moment of profound ecstasy? Careers, wealth, health, and family solidarity—all have been sacrificed at the altar of sexual passion. In many ways, “safe sex” is a contradiction in terms. Sex isn’t necessarily supposed to be safe; riskier can be hotter.* Those who get a charge from erotic risk, face a special challenge: to avoid real health dangers, while enjoying fantasized, role-played, or emotional dangers. Frankly, doing this requires a considerable amount of imagination, creativity, and practice—and a lot of self-respect.

The most successful and satisfied safer sex practitioners are those who develop a special knack for focusing on the fundamentals and not confusing themselves with esoteric details. When people view safer sex as complicated and fraught with pitfalls, they may eventually give up on the entire enterprise. on the other hand, those who commit themselves to doing just one thing— always using a condom for anal and vaginal intercourse—have an excellent chance of remaining free of HIV, even if they’re a bit less consistent about other aspects of their ideal safer sex policy.

 

OTHER SEXUALLY TRANSMITTED INFECTIONS (STDs)

IN THIS AGE of AIDS, other STDs may seem relatively inconsequential. Although it’s understandable that public awareness of STDs has been largely dominated by HIV, we make a huge mistake if we fail to stay informed about all STDs.** There are an estimated 19 million new STD infections each year, about half of which occur among 15-24 year olds (Weinstock, 2004). STDs are major public health problems with consequences ranging from recurrent painful outbreaks, to chronic liver disease, to cancer, sterility, and occasionally even to death—not to mention perpetuating the cycle by infecting others.

Furthermore, many STDs occur without any symptoms, or ones too minor to notice. This is especially true for vaginal and anal infections. In addition, these and other STDs can make a person more vulnerable to HIV because of the inflammations and lesions they cause. STD infections, especially repeated or multiple ones, can also weaken the immune system.

Fortunately, following the safer sex guidelines for HIV prevention also provides broader protection against many other STDs—but not all. Different STDs are transmitted differently, and so our sexual well-being requires us to supplement our commitment to safer sex with a clear-headed assessment of other risks and how to reduce them.

Many people believe that the high prevalence of STDs proves that sex is dirty, dangerous, or intended only for procreation in a monogamous relationship. I couldn’t disagree more with this notion, even though monogamy is a great way to avoid STDs. The fact that STDs are as old as humanity demonstrates one thing only: Certain sexual activities bring mucous membranes of the mouth, penis, vagina, and anus into intimate contact with each other or with infected skin lesions and body secretions such as blood, semen, vaginal fluids, and feces, thereby providing an entry point for a variety of disease-causing microbes. Preventing infection is a matter of gathering accurate information, respecting oneself and one’s partner(s), and making health-promoting decisions. I, for one, believe that doing so—at least to the best of our ability—is an ethical obligation.

It’s equally crucial that we honor our humanness, which includes the inevitability of making mistakes. I’m convinced that those with the least sexual shame, and the greatest acceptance of their imperfect humanity, are the most likely of all to take good care of themselves. Doing so is never more important than if you should happen to contract an STD—or already have. The urge to blame yourself can be immense, especially if you knew how to prevent it but failed. Those with an STD are entitled to the full range of emotions they’re very likely to have. But taking action is one of the best ways to counteract helplessness and fear. obviously, this means seeking the best available treatments and, just as important, renewing your commitment to gathering the best information available.

It’s impossible to determine precisely how widespread each STD is. only chlamydia, gonorrhea, and syphilis are officially “notifiable” to the CDC, so we have the best data on these. But the fact is that most STDs go undiagnosed, either because there are no symptoms, or because people choose to ignore them.

CHLAMYDIA. Chlamydia is caused by a bacteria that can be spread by vaginal or anal intercourse, as well as oral sex. More than one million cases were reported in 2006, but the actual number may have been four times higher, because 75% of infected women and 40% of the men have no symptoms, or ones too mild to notice.

In men, symptoms may appear one to three weeks after exposure. Most common is a penile discharge and/or burning during urination. Left untreated, chlamydia can travel up the male urethra and cause infections of the prostate or epididymis (part of the sperm-producing apparatus attached to the testicles), possibly resulting in sterility, but this is quite rare. Undetected penile infections are also a major source of transmission to partners

A minority of infected women may notice a vaginal discharge or burning during urination. These are the lucky ones, because they’ll usually seek treatment. Left untreated, the bacteria can gradually damage a woman’s reproductive organs, sometimes leading to infertility or Pelvic Inflammatory Disease (PID).

When chlamydia infects the rectum—in men or women—there may be no noticeable symptoms, or perhaps a rectal discharge, pain, and bleeding may appear.

Treatment with antibiotics is highly effective. Whenever possible, recent sexual partners should be notified and also treated.

Using condoms for anal or vaginal intercourse helps to prevent infections (Holmes, 2004). In addition, sexually active women, especially those 25 and under, should be tested yearly. official guidelines do not call for regular testing of men, but a typical STD screening will detect chlamydia.

GONORRHEA. Similar to chlamydia in many ways, gonorrhea is also caused by a bacteria that can be transmitted through giving or receiving anal or vaginal intercourse as well as oral sex. Gonorrhea infections of the throat are relatively rare compared other forms of gonorrhea. Male ejaculation is not required for transmission because the bacteria is passed via mucous membranes. In 2006, more than 350,000 cases were reported in the United States, but actual infections are estimated to be double that number. After many years of reduced infections, gonorrhea has been on the rise in recent years, particularly among younger people, a disturbing sign that the frequency of unprotected intercourse is increasing.

Like chlamydia, gonorrhea is often asymptomatic (true of more than half of all cases of rectal gonorrhea). If there are going to be symptoms, they’ll usually be noticed within 2–5 days (as long as 30) for a man, or 10 days for a woman. When the urethra is infected, symptoms usually include burning or a pus-like discharge.

Acute rectal gonorrhea may cause discomfort or pain, a discharge from the anus during bowel movements, bleeding, and occasionally diarrhea. When rectal gonorrhea goes untreated, as it often does, complications such as a rectal abscess may follow. In the meantime, a male who has unprotected anal intercourse with this person stands a good chance of developing urethral gonorrhea.

When gonorrhea remains untreated for quite a long time, the bacteria may eventually spread to the blood and joints. normally, however, by the time serious symptoms appear, gonorrhea will have finally been diagnosed and treated. Another significant problem with untreated gonorrhea is that it makes it easier for HIV to be transmitted.

Gonorrhea is easily diagnosed and treated with antibiotics. However, treatment-resistant strains of the bacteria are being seen more often. Those with gonorrhea often have chlamydia as well, requiring simultaneous treatment for both. Sexual activity should be avoided until the infection has been eliminated as determined by a follow-up examination. Recent sexual partners should be notified and treated, if possible.

once again, consistent and proper use of condoms for anal or vaginal intercourse offers effective protection. Screening for STDs, very important for all sexually active, non-monogamous people, will detect gonorrhea.

SYPHILIS. Syphilis is also caused by a bacteria that is transmitted through intimate contact with mucous membranes or perhaps a skin abrasion, usually somewhere on the genitals, mouth, or anus. While infection rates have gradually been improving (until recent years), syphilis rates are sixteen times higher for African Americans compared to the general population. Infection rates are growing among gay men and young people.

Syphilis transmission can occur during intercourse (vaginal or anal) or oral sex. once a person is infected, the disease progresses, if left untreated, through four stages:

•   Primary stage.A single sore called a chancre usually appears at the infection site—in or around the genitals or anus, or occasionally on the lips or mouth—10-90 days after infection. The chancre heals by itself within a month. But the syphilis bacteria is still present and can be transmitted to others.

•  Secondary stage.A wide range of skins symptoms appear between 17 days to more than six moths following infection. Most common are rashes anywhere on the body or “syphilitic warts” on the genitals or anus. or the person may simply feel vaguely ill. obviously, these symptoms can easily mistaken for other things. In 2–6 weeks the symptoms clear up on their own, but the disease continues if left untreated.

• Latent stage. There are no symptoms for up to thirty years. Meanwhile, the syphilis bacteria is gradually attacking various organs. Luckily, syphilis is virtually always discovered and treated before or during this stage. But damage already done is permanent.

• Late stage. This is where the damage becomes severe and obvious, including cardiovascular problems, blindness, and serious mental illnesses. Luckily, syphilis rarely goes untreated this long in the developed world. But many historical figures appear to have died or gone crazy from late stage syphilis.

Various blood tests are used to detect syphilis, depending on its stage. Standard STD screening will detect syphilis. Treatment is with penicillin or another antibiotic. Follow-up examinations are required to assure a complete cure. During treatment, sexual contact should be avoided and recent partners should be notified and examined whenever possible.

Consistent use of condoms for intercourse (vaginal or anal) reduces, but doesn’t eliminate, the risk of infection (Shlay, 2004). This is because the bacteria can enter the body through nearby mucous membranes not covered by the condom. A condom can be used for fellatio, or cut and flattened out for use as barrier (plastic wrap works too) during cunnilingus or rimming.

GENITAL AND ANAL HERPES. The threat of herpes infections burst into public consciousness during the sexually adventurous 1970s. Following a relatively brief period when antibiotics appeared to be triumphant over most STDs, here was an infection that invaded the body for life. The ideal of unfettered sex was shattered. In a sense, the herpes scare foretold the radical changes in sexual behavior that would soon become essential for preventing HIV. More than 45 million Americans are currently living with herpes, about one in five. Male-to- female transmission is more common, thus more women are infected than men.

Herpes is a viral infection caused by two of the many viruses of the herpes “family.”* Herpes simplex type 1 (HSV-1) is typically responsible for cold sores, fever blisters and facial herpes, but it can also infect the genital area. The vast majority of genital or anal herpes infections are caused by herpes simplex type 2 (HSV-2). Both types are spread by skin-to-skin contact with infected areas. This is how HSV can be transmitted to a newborn baby during delivery.

Most infected people have minimal or no symptoms. Some people have one or more blisters around the anus or genitals within two weeks of infection. The blisters then break, leaving sores that take 2–4 weeks to heal. During the “primary episode,” with or without symptoms, HSV is being shed, and thus contact with the infected area(s) can easily transmit the disease. There may also be flu-like symptoms, including fever.

This first outbreak of herpes symptoms is usually the worst, and often the last. But there may be periodic outbreaks, which tend to be far less severe. Luckily, even for those with recurring herpes outbreaks, the frequency and severity usually decreases over time. no one knows for sure what causes herpes flare-ups, or why some people are troubled by them with distressing regularity while others are hardly bothered at all. Possible factors include: physical trauma or friction at the point of infection, exposure to ultraviolet light (sunbathing), lowered resistance (which often occurs when fighting off another disease), emotional stress, or elevated body temperature (sitting in a hot tub or sauna, for example).

There are periods between outbreaks when HSV is “latent.” The person is symptom-free, but the virus remains in the body. Prior to a herpes flare-up, some people experience flu-like symptoms or itching at the point of infection. This pre-outbreak period is known as the herpes prodrome. HSV is especially contagious during the prodrome and throughout the outbreak until the sores have healed completely. At these times, sexual interaction should be avoided, especially activities anywhere near the infected area. It important throughout an outbreak to avoid touching the lesions and to wash one’s hands frequently and thoroughly, because they can unwittingly spread HSV to other areas of the body, occasionally even the eyes. Eye infections, however, are almost always caused by HSV-1.

Unfortunately, herpes can be transmitted even with no symptoms present, or even if a person isn’t aware that they have it. There’s no cure for herpes. Treatment is focused on reducing the severity, duration, and frequency of outbreaks with antiviral medications and lifestyle changes, especially stress reduction.

Herpes can be diagnosed visually when typical symptoms are present. A sample can also be taken for a viral culture. Results can show which type of HSV a person has. But there are a lot of false negatives because active virus may not be in the sample.

Blood testing for HSV antibodies in the blood can also be inconclusive or wrong. Many “false positives” for HSV-2 occur among those with HPV-1 when older “IgM” blood tests are used, causing unnecessary distress. These tests give quicker results, but can’t distinguish between HPV types. newer “gG-based” blood tests produce much more accurate results, but it can take a few months for antibodies to show up for these tests. Visit www.ashastd.org/ herpes for more details about the complexities of HSV testing.

HSV infections can be linked with HIV/AIDS in two ways. not only are people with suppressed immunity more likely to be infected with herpes, but the presence of HSV lesions makes it easier for a person to be infected by HIV in the first place. People with AIDS are especially at risk because their immune systems are unable to control the virus and, consequently, their outbreaks are often severe or debilitating. Infections may even spread to unexpected places, including internal organs.

Condoms offer some protection between outbreaks. But since the infected area isn’t necessarily covered by a condom, people don’t always know when an outbreak is coming, and they may be contagious without symptoms, this protection is far from foolproof. A recent study concluded that condoms reduce herpes infection rates by about one-third (Martin, 2009)—helpful, to be sure, but far from reliable.

It’s easy to see why those living with herpes often need a tremendous amount of information and support. The Herpes Resource Center (www. ashastd.org/herpes), operated by the American Social Health Association, is invaluable for those concerned about herpes.*

GENITAL AND ANAL HPV (HUMAN PAPILLOMAVIRUS). HPV, short for human papillomavirus, is the most common of all STDs. In the US there are more than six million new HPV infections each year. According to best estimates, 75% of men and women will acquire an HPV infection at some time in their lives. There are more than 70 types of HPV, some of which cause warts on hands, feet, or other body parts. About 30 types are sexually transmitted and can infect the skin and mucous membranes of the genitals, anus, and rectum in both sexes, and also the cervix (the opening to the uterus located at the back of the vagina) in women. Luckily, 90% of HPV infections are cleared by a person’s own immune system within two years. Those with impaired immunity due to HIV, chemotherapy, or other infections are less able to fight HPV.

Some “low-risk” HPV types cause genital or anal warts, but usually not cancer. These may appear weeks or months (but sometimes years) after exposure and generally don’t cause cancer. Warts are bumps, single or in a group, small or large and, especially in moist areas, may look like a miniature cauliflower. Anal or genital warts can spread; those around the anus may enter the anal canal or rectum. HPV infections may start in the rectum or vagina when exposure results from unprotected anal or vaginal intercourse. Exterior warts can be seen and/or felt. Internal ones can’t be seen, but may be felt with a finger. But most people aren’t aware that they have them.

Warts can be surgically removed or treated by freezing with liquid nitrogen (cryotherapy) or burning with acid or an “electric needle” (electrocautery). Unfortunately, anal warts can recur after treatment, or after they appear to have cleared up on their own.

“High risk” HPV infections don’t cause warts, but can cause cancer of the penis in men, anal cancer in either sex, or cancers of the vulva, vagina, or cervix in women. Cervical cancer is by far the most common cancer caused by HPV. It can be especially deadly because there aren’t any noticeable symptoms until the cancer is quite advanced. This is why annual Pap smears (simple tests for pre-cancerous cell changes of the cervix) are essential for women. Although no HPV screening is currently approved for men, some experts recommend anal pap smears for gay and bisexual men because they’re 17 times more likely to develop anal cancers than heterosexual men.

Happily, there’s now a vaccine called Gardasil that protects girls from four types of HPV that cause 70% of cervical cancers and 90% of genital warts. To be effective, however, the vaccine must be given before sexual activity begins, because it doesn’t cure existing infections; it’s solely a preventive measure. Ages 11 or 12 are ideal for vaccination, but is approved for girls and women ages 9–26. Research is under way to determine the safety and effectiveness of a similar vaccine for men and boys.

Condoms offer some protection against HPV, but contact with the virus is possible outside of the covered area. Reducing the number of partners also can lower one’s risk of exposure significantly.*

HEPATITIS. Hepatitis is an inflammation of the liver caused by five different viruses. In the US, most cases are primarily caused by three types: A (HAV), B (HBV), and C (HCV). Symptoms of a hepatitis infection range from none (or hardly noticeable) to extremely severe. These may include: loss of energy or appetite, depression, confusion, body or joint aches, nausea, diarrhea, abdominal pain, rashes or itching on the skin, swollen glands, fever, chills, sweats, reduction in tolerance for alcohol, dark urine or clay-colored stools. In more serious cases, there may be jaundice, in which the skin and eyes turn yellow. But even if there aren’t any symptoms, the infected person is still contagious.

•  Hepatitis A (HAV) is primarily transmitted by oral contact with contaminated feces, which can sometimes be in food, water, and other drinks. HAV is easily spread when young children, some of whom are still in diapers, gather together as in daycare settings. Like many adults, even older children may not wash their hands after bowel movements. Whereas adults may contaminate food this way, children are more likely to put their hands in their mouths.

Some cases are sexually transmitted. obviously, an effective means of making oral contact with infected feces—only a tiny amount is needed—is through oral-anal contact (called analingus or rimming). Thorough washing of the anal area, inside and out, greatly reduces the risks of HAV infection. Placing a piece of latex or plastic wrap between the mouth and anus during rimming virtually eliminates the risk. Especially in group sex settings, there are others ways besides rimming that contact with contaminated feces might occur—as, for example, when a finger explores someone’s anus, then touches a penis which, in turn, may end up in someone’s mouth.

Children under 6 rarely have symptoms from HAV. Most adults, however, show symptoms from 15–50 days following exposure. Symptoms may include fever, fatigue, nausea, abdominal distress, dark urine or jaundice (yellowing of eyes and skin). Most people recover and will then be immune to HAV.

A vaccine is now available for those who have not already been exposed. For those who work with children, as well as the sexually active, getting vaccinated makes sense. It’s about 95% effective. The CDC now recommends that children between ages 1–2 be routinely vaccinated for HAV (www.cdc.gov/vaccines).

•  Hepatitis B (HBV) can be much more serious than HAV. It is transmitted through direct contact with blood, semen, vaginal fluid, or saliva ( which contains much lower levels of the virus). other body fluids such as tears, urine, feces, and breast milk are not associated with HBV transmission.

The most common routes for transmission involve intravenous drug users sharing infected needles, and/or unprotected vaginal or anal intercourse. Healthcare workers can be exposed through accidental needle pricks involving contaminated blood. HBV may also be transmitted during childbirth. on rare occasions, contaminated needles may be used for tattooing, body piercing, or even acupuncture. Responsible people who use needles always use the single-use, disposable kind, which pose no danger. There are a few cases of transmission via oral sex. HBV is not transmitted through food, water, or casual contacts such as kissing. However, bites from an infected person have caused transmission. 

Being exposed to infected semen during unprotected anal intercourse is an especially effective means of transmission because microscopic breaks in rectal tissue offer the virus direct access to the bloodstream (similar to HIV). Since fisting (handballing) is even more likely than intercourse to cause rectal abrasions, it is also a high-risk activity for contracting hepatitis B, particularly when fisting is followed by unprotected anal intercourse.

About 95% of people with HBV recover completely within a month or two, but some remain ill for many months. Usually no treatment is required. In a small percentage of cases, the disease becomes chronic and can lead to cirrhosis (scarring) of the liver and a higher risk of liver cancer. These cases require treatment with various antiviral medications.

Once a person recovers from hepatitis B, he or she will develop immunity and won’t get that form of the disease again. However, it is still possible to contract another form of hepatitis. As with HAV, a vaccine is available for those who haven’t already been exposed to hepatitis B. All sexually active, non-monogamous adults should discuss the vaccination with their physicians.

Since HBV is transmitted in virtually the same ways as HIV, following safer-sex guidelines is equally effective for HBV prevention. Especially important is the consistent use of condoms for anal or vaginal intercourse.

• Hepatitis C (HCV) has received much more attention since the 1990s, and rightly so. It is the most common, chronic blood-borne infection in the US. The CDC estimates that there are 30,000 new HCV cases each year. Many people recover from HCV, but more than half of HCV cases become chronic, resulting in mild to moderate liver disease. Sometimes liver damage will gradually become much more severe, which is why HCV is also the leading cause of liver transplants—very serious indeed. Between 1% and 5% percent of those with chronic liver disease will eventually die from it. 

Hepatitis C is transmitted by blood-to-blood contact with an infected person, most commonly the result of sharing needles for injecting drugs. occasionally, HCV is spread through unprotected vaginal or anal intercourse. Rough or abusive intercourse that causes injuries is much riskier. As with STDs in general, unprotected sex with multiple partners also increases the risk. There are no documented HCV transmissions from oral sex.

About 80% of those with HCV have no symptoms and don’t realize they’re infected unless routine blood tests show abnormal liver enzymes. Some have early, acute reactions such as flu-like symptoms or jaundice (yellow skin or eyes). Tests are available to detect antibodies to HCV. It’s important to know if you have it so that the health of the liver can be monitored closely, and antiviral treatments initiated if necessary. An infected person can also take active steps to reduce the chances of liver damage, especially by quitting alcohol and other recreational drugs, and avoiding medications processed by the liver. In addition, recent research suggests that early treatment with interferon may lower the changes of developing a chronic form of the infection.

Consistent condom use for intercourse is presumed to lower the risk of infection, but there isn’t enough data about how effective they might be. According to the CDC, people with chronic HCV infection are unlikely to transmit it to a long-term partner with whom they’re monogamous.

 

INTESTINAL INFECTIONS

A VARIETY OF organisms make their home in the gastrointestinal (GI) tract and most cause no problems. However, some bacteria, protozoa (single-cell organisms), and helminthes (e.g., tapeworms, pinworms, and roundworms) can be troublesome if they enter your digestive system. Since adult helminthes can’t multiply in our bodies, they’re generally not transmitted sexually. Shigellosis, Salmonellosis, and Campylobacteriosis are bacterial infections. Amebiasis, Giardiasis, and Cryptosporidiosis (“Crypto”) are parasitic infections caused by protozoa. When bacteria or parasites infect the digestive system, they’re carried in feces. As a result, they can be transmitted from person-to-person through any oral-fecal contact, including analingus (rimming).

Intestinal infections are widespread in third-world countries, especially in tropical areas, where these organisms may contaminate the water supply. Some agricultural practices, such as using human waste as fertilizer, contribute to the problem. For Americans, international travel is a risk factor for infection.

Closer to home, Salmonella or Giardia may be found in beef, poultry, milk and eggs, and even vegetables can be contaminated during processing. People can also be exposed to Salmonella through contact with certain pets, especially reptiles (turtles, lizards, and snakes) or bird chicks. Public health agencies recommend that young children not be exposed to these animals.

Most bacterial infections are self-limiting because our own immune defenses are able to clear them from the body, typically within a week. Until that happens, symptoms may include diarrhea, fever, and abdominal cramps. Infants, the elderly, and those with impaired immunity may experience more severe illness and may even require hospitalization. About one per 1,000 cases of Campylobacter infection triggers “Guillain-Barré syndrome,” an auto-immune disorder affecting the nervous system that may last for weeks, requiring intensive care. About 400 people in the U.S. die each year from acute bacterial infections of the intestines.

Giardiasis and Crypto are diarrhea-causinginfectionscausedbymicroscopic parasites protected by an outer shell that allows them to survive, even outside the body, for months. Both are common water-borne diseases in every region of the U.S., and worldwide as well. Giardia is also found in animals such as cats, dogs, cattle, deer, and beavers. Humans can be exposed to Giardia or Crypto through raw or undercooked foods, bathroom surfaces, infant changing tables, toys, and contaminated water found in wells, rivers and lakes, pools, hot tubs, and even fountains—wherever tiny amounts of infected feces may lurk.

Sexual activities provide many opportunities for tiny amounts of contaminated feces to find their way into the mouth of a sexual partner. The most direct transmission route is oral-anal contact (analingus or rimming) without a barrier. But oral-genital contact with a penis that has recently had contact with infected feces can have the same effect. Such indirect contact can obviously occur if unprotected anal intercourse is followed by oral sex. An even more indirect avenue for exposure occurs when a finger is inserted anally, and then a penis or other areas are touched with the same finger, followed by oral contact with the same areas. A similar scenario can also lead to vaginal infections.

Much of the time, parasitic infections produce no symptoms at all, or ones too mild to notice. With or without symptoms, though, the person’s feces are still infectious. When there are symptoms, they range from vague abdominal discomfort, bloating, gas, or loss of appetite, to severe cramping, nausea, intense diarrhea (sometimes containing blood and mucus), fever, malabsorption of nutrients, weight loss, and malaise. Fever and bloody diarrhea are more likely to be symptoms of bacterial rather than parasitic infections. Many symptoms, especially the intense diarrhea, are especially pronounced in HIV patients with weakened immune systems.

Diagnosis is made by examining stool samples in the laboratory. For greatest accuracy, multiple samples are usually necessary. Some infections, especially Giardia, may never show up in stool tests. In spite of the difficulties, accurate identification of the infecting organism is necessary for effective treatment. Medications that are effective against one organism may not be against another. Sometimes, inexperienced physicians treat suspected intestinal infections with general antibiotics that suppress some of the symptoms temporarily, but do not cure the underlying infection. Some diseases and situations—for example, Salmonella in generally healthy people—are best left untreated, since drugs may actually prolong the infection. Also, in generally healthy patients, most bacterial infections clear by themselves. Considering these complexities, it’s important that diagnosis and treatment be directed by a physician who is experienced with intestinal infections.

Preventing intestinal infections is a matter of reducing the chances of oral-fecal contact. Consistent use of condoms for anal intercourse is a must for preventing most STDs among all but healthy and strictly monogamous partners. In gay male casual sex settings, condoms have the added benefit of keeping feces off of penises and, in turn, out of the mouths of oral sex givers. Rimming should be practiced only after thorough washing of the anal area and—if you want to completely eliminate risk—with a latex dental dam or piece of plastic wrap used as a barrier. Fortunately, safer sex guidelines for HIV prevention are also effective for preventing sexual transmission of intestinal infections.

You can find more detailed information about intestinal infections, whether bacterial or parasitic, online by searching www.cdc.gov. 

OTHER DISEASES OF THE ANUS AND RECTUM

A VARIETY OF diseases can disrupt the health of the anus, rectum, and lower GI tract. Although some physicians believe that these diseases are more frequent among people who participate in anal sex (especially intercourse), there is no convincing evidence, other than anecdotes and opinions, that this is the case. It’s undoubtedly true that reckless anal stimulation, like any other bodily mistreatment, can result in medical problems. In fact, virtually everyone I’ve talked to with anal problems caused or aggravated by anal stimulation had simply ignored the pain warning them to stop. Sensitive anal stimulation without pain is more likely to contribute to anal health by promoting relaxation, muscle control, and self-awareness.

One of the keys to anal-rectal wellness is having a basic knowledge of diseases and symptoms to which the area is vulnerable. This understanding increases your chances of recognizing problems before they become serious. Then self-healing measures can be quickly undertaken and, if called for, professional attention sought.

HEMORRHOIDS. Hemorrhoids are one of the most common persistent health problems in Western industrialized societies. Experts estimate that from 50% to as many as 75% of adults in the US will experience them by age 50, but many younger people have them too. Hemorrhoids can occur in or around the anal opening, in the anal canal, or the lower rectum. As you may recall from Chapter 7, the anal canal is rich with blood vessels and cavernous spaces that can fill with blood, almost like the erectile tissue of the penis or clitoris. When the internal sphincter is chronically constricted, bowel movements require straining and pushing. over time, anal veins and tissues become enlarged and stretched to form hemorrhoidal bulges. The relationship between hemorrhoids and excess sphincter tension has been noted since the 1940s (Turell, 1949).

These blood-filled bulges may be small and barely noticeable or large and impossible to ignore. The more severe ones protrude (prolapse) beyond the anal opening, especially during bowel movements. Mostwillgo back in by the mselves afterwards, but others require a gentle push. The worst ones protrude all or most of the time. Hemorrhoids often bleed, leaving bright red stains on toilet paper. Generally speaking, larger hemorrhoids are more painful. Some hemorrhoids temporarily grow larger because of blood clots within them. Usually, however, the clots dissolve on their own within a week or two.

External hemorrhoids are located under the skin around the anal opening. Internal hemorrhoids develop in the anal canal or lower rectum, either close to the junction with the anal canal (the “dentate line”) or as much as a couple of inches inside the rectum. When viewed by a physician through an anoscope—a hollow, lighted tube gently inserted into the anal canal—internal hemorrhoids tend to look like a single dilated and elongated vein and can be quite long. Unless internal hemorrhoids protrude beyond the anal opening, blood with bowel movements, and perhaps a sense of rectal fullness or itching, will be the only signs that they exist. Both types are often caused or aggravated by constipation, diarrhea, and pregnancy, because all three conditions can create higher-than-normal levels of pressure, irritation, and tension in the anal area.

Hemorrhoids may co-exist with other problems of the digestive system. That’s why sigmoidoscopies (visual examination of the lower colon with a flexible tube containing a light and tiny video camera) or colonoscopies (same concept but with a longer tube) are recommended at least every ten years beginning at age fifty, sometimes earlier. Polyps (common growths in the colon) can be easily removed. Small samples of suspect tissue can also be taken for evaluation in the lab. These procedures sound much worse than they actually are. Most people find the preparation (the use of laxatives to clear out the bowels) to be more uncomfortable than the procedures themselves. But any discomfort is well worth it. Early discovery of colon cancer or other diseases of the colon or rectum allow for treatment before they become serious.

Most hemorrhoids respond remarkably well to the seven-step self-healing program I’ll describe later in this appendix. The steps are based on the same approach to relaxation and awareness advocated throughout this book. Especially make sure you have plenty of fiber in your diet to counteract constipation by promoting large, soft stools. Even high-fiber foods my not be enough. So consider a fiber supplement such as psyllium (Metamucil®) or methylcellulose (Citrucel®), which can make a big difference, as can simple, but regular, exercise such as walking or swimming. But avoid straining which makes things worse—so no weightlifting when you have hemorrhoids.

If you try the program, but your symptoms don’t improve noticeably over a period of several weeks, or especially if they get worse, it’s time to consult your physician or a specialist about your treatment options. For moderately severe and persistent hemorrhoids, rubber band ligation might be worth considering. Easily done in a doctor’s office with the help of an anoscope and a special device, a band is wrapped tightly around the base of the hemorrhoid, depriving it of blood. Within a couple of weeks it then withers and falls off. Discomfort is usually mild. This approach only works with certain types of hemorrhoids, but patient satisfaction is reported to be about 90% (Barnett, 1995).

With sclerotherapy, a chemical solution is injected around a hemorrhoid in order to shrink it. Electric or laser heat can be used to burn off the hemorrhoid. These procedures are less precise, thus healing may be prolonged and uncomfortable.

Some doctors recommend the use of progressively larger dilators to encourage sphincter relaxation. The concept behind this approach is right on target. But why not get the same results at a fraction of the cost by gently using your own finger or a series of butt plugs?

Two more drastic surgical options—sphincterotomy and hemorrhoidec-tomy—are very traumatic to the anus, yet you should know about them in case they’re suggested to you. A sphincterotomy involves cutting the internal sphincter so that its ability to contract is limited. A hemorrhoidectomy involves using a scalpel to cut off the hemorrhoids and suture the surrounding tissues back together. These procedures are very invasive, with painful recoveries, and they often cause so much trauma that the anal-rectal musculature becomes even more constricted than before, setting the stage for future recurrences. Scarring is also a problem which significantly reduces the flexibility of anal-rectal tissues. I believe these approaches should be considered, if at all, as last resorts. Unfortunately, hemorrhoidectomies have historically been among the most over-performed of all surgical procedures. If a doctor suggests one for you, get a second opinion—or even a third.

I’ve noticed a fascinating phenomenon among some of my clients with hemorrhoids: After declaring that self-healing methods aren’t working for them, they discuss treatment options with a physician. Contemplating these procedures—especially the more draconian ones—is so distressing that they recommit themselves to self-healing with revitalized motivation. Most soon realize that their previous efforts had been inconsistent and haphazard. In the vast majority of these cases, including some fairly severe ones, the hemorrhoids begin to shrink.

There are many alternative therapies worth considering as adjuncts to self-healing or to standard Western medical treatments. Acupuncture can be effective for general stress reduction or for reducing spasms of the digestive tract. A few of my clients who’ve had trouble using their finger to gather information about their anal muscles have responded well to biofeedback devices using a small anal probe to clearly show pelvic muscular activity with visual and/or auditory signals. Body-oriented therapies that emphasize therapeutic touch, breathing, stretching, and movement can expand bodily awareness and help loosen the grip of long-established patterns of muscular holding.

FISSURES. A fissure is a tear, crack, or other lesion in the tissues around the anus or in the anal canal. Fissures cause burning and pain, especially during and after bowel movements, and may also bleed. People of any age or gender can have fissures. As with hemorrhoids, fissures are usually caused by straining to pass hard stools through a constricted anal opening. Many people prone to fissures find that their internal sphincters are “tension zones.” As a result, they have a much higher tension level even at rest, and also a tendency for the anal muscles to go into spasm during defecation (Ehrenpreis, 2003). In some cases, fissures result from rough and insensitive anal sex play, especially when pain warnings are ignored or when drugs numb one’s awareness.

Treatment for fissures includes a bland, non-irritating diet, the use of stool softeners, and warm baths several times daily. Medicated ointments may also ease the discomfort somewhat. The self-healing program I’ll outline shortly can speed recovery. Fissures that won’t heal naturally are sometimes cauterized chemically or surgically removed (fissurectomy). Partial cutting of the internal sphincter, which I discussed in the previous section on hemorrhoids, is sometimes used. needless to say, these procedures are traumatic to sensitive tissues and can lead to scarring, and even more muscle spasms. This condition is called anal stenosis—narrowing of the anal canal—and is a recognized side-effect of surgical treatments.

In some cases, accompanying conditions such as intestinal parasites, rectal gonorrhea, chlamydia, or herpes prevent a fissure from healing. A fissure may also become infected, in which case antibiotics are necessary.

FISTULA AND ANAL-RECTAL ABSCESS. Tiny glands below the surface of the anal area or rectum can become infected and result in an abscess, which may then spread to surrounding areas. Sometimes a fistula forms, which is a passageway appearing at the surface. The fistula is the body’s attempt to drain the abscess. It usually opens into the lower rectum near the anus. occasionally, the fistula also leads into the urethra or vagina. Fistulas often go unnoticed unless drainage is either detected or the discharge is blocked, thus producing pain.

For unknown reasons, fistulas are most common among males between 20 and 40 years of age. They’re also associated with chronic medical conditions, such as Crohn’s disease or colitis (inflammations of the colon), diabetes, heart disease, rectal cancer, to name a few. Abscesses in the anal area can also be caused by Chlamydia.

Treatment typically involves resolving the underlying infection, the application of antiseptic solutions, and the use of stool softeners. Warm baths ease discomfort and promote healing. When the abscess and resulting fistula still don’t heal, some degree of surgery may be necessary to drain the abscess.

CONSTIPATION. Constipation is defined as difficulty having bowel movements (some say fewer than three per week) or having to strain to pass small, dry, and hard stools. Large national surveys* in the US suggest that 2%–13% of the population report having constipation each year. Prevalence goes up to 25% among the elderly. Several factors contribute to constipation. The most common are: (1) insufficient bulk of stools due to poor diet, especially lack of fiber and water; (2) chronic tension of the anus, rectum, and/or pelvic floor muscles; (3) anxiety and worry about bowel movements; and (4) poor tone of the muscles involved in elimination. other more serious causes include: (5) neuromuscular dysfunction caused by various diseases or medications that decrease motility (ability to move feces through the digestive system); and (6) actual obstructions in the digestive system due to various diseases.

Healthy bowel movements require stools that are bulky and moist (but not too moist) because bulk is necessary to trigger the “rectal reflex,” which relaxes the anal-rectal muscles and initiates natural muscle waves (peristalsis) that move feces through the lower GI tract. Hard stools, typically combined with chronic tension, lock up the elimination process so that stools accumulate and cause bloating or lethargy.

Because constipation results from similar conditions as hemorrhoids, the two frequently occur together. Hemorrhoids can cause constipation by making bowel movements so uncomfortable that a person avoids them by tensing up. And constipation is a major cause of hemorrhoids because of the straining necessary to pass the hard stools. Thus, the two problems often perpetuate each other in a vicious cycle. Add anxiety to the mix and the problem can become chronic.

One indication of the large number of people bothered by constipation is the steady stream of advertisements for laxatives. natural fiber supplements (as we’re already discussed) can definitely help, as can stool softeners. But the regular use of stimulant laxatives is itself a major factor contributing to constipation. not only do many people develop “lazy bowels” as they become dependent on laxatives, but the stimulants cause the muscles of the colon to contract, intensifying the fundamental cause of constipation—muscular tension—even further.

Most uncomplicated cases of constipation can be helped substantially through dedicated application of the self-healing steps I’ll be describing shortly.

IRRITABLE BOWEL SYNDROME (IBS). Unfortunately, Irritable Bowel Syndrome (IBS) is a very common problem of the lower intestinal tract, and the most common reason why people visit gastroenterologists, medical specialists who treat digestive system disorders (Tally, 2007). IBS is also known as “spastic colon” or “nervous indigestion.” IBS is not an inflammatory bowel diseases like colitis or Crohn’s disease, because there’s no sign of inflammation. obviously, this is a good thing, but IBS can wreak havoc on a person’s life nonetheless.

The symptoms of IBS vary, but typically include unpleasant shifts between constipation and diarrhea—although some people mainly have one or the other—abdominal pain, gas and bloating, and sometimes heartburn. For reasons that remain something of a mystery—rarely is there an obvious structural abnormality—the bowel contracts either too much or too little. For instance, it may go into spasm right after a meal, producing cramps, diarrhea, and an intense urge to rush to the nearest toilet. or weaker-than-usual contractions may lead to constipation and bloating.In some cases, mucous is noticeable on the stools. IBS episodes may be occasional or distressingly frequent.

As you might imagine, an episode of IBS typically obliterates any interest in sex of any kind. Even those who normally like anal stimulation will usually recoil at the thought. Some people who are especially prone to IBS have told me that anal stimulation, especially on the intense side, can trigger an episode—presumably by setting off intestinal muscle spasms—even when they were feeling fine immediately before. However, most IBS sufferers who enjoy anal sex can accurately sense when it’s a good idea, and when it should be avoided.

The most common treatments for IBS are fiber preparations to help stabilize the consistency of the stool, and antispasmodic medications to help calm the muscles. Anti-diarrhea medications may also be useful. But harsh laxatives only make matters worse by disrupting the natural function of the colon.

Nowhere is the mind-body connection more apparent that with IBS. A fascinating observation is that people are rarely awakened by IBS attacks, which we would expect considering the level of waking distress they cause. Apparently the relaxation of sleep is sufficient to calm the colon somewhat. At the same time, high levels of emotional stress can definitely trigger IBS attacks. once a person starts having IBS—usually during early adulthood—it tends to become a self-perpetuating, even life-long concern. The neuro-muscular “wiring” of the digestive system becomes predisposed to react with hair-trigger sensitivity to certain foods, situations, and emotions, and is often utterly unpredictable.

I’m not at all suggesting that IBS is “all-in-the-head”—quite the contrary. IBS is a powerful example of how emotions and body constantly interact, sometimes with devastating results. In my own practice, I’ve worked with dozens of clients with IBS who were surprised to discovered that they had accumulated a tremendous amount of unacknowledged anger and/or fear in their digestive systems and that, in turn, their distressing symptoms made them feel even more upset. I’m pleased to report that many of these clients found considerable relief when they became conscious of and expressed their most difficult emotions. Daily use of virtually any relaxation technique can be highly beneficial, as is the seven-step self-healing program that I’ll describe shortly.

FECAL INCONTINENCE. Fecal incontinence refers to unintended releases of rectal contents, which can result in unwanted passage of solid or liquid stools. Some experts include involuntary passage of gas in the definition, but this makes no sense, at least in cases when only gas is passed. Unwanted farting is the result of producing too much gas—some of which is an inevitable byproduct of digestion—not the inability to contain it. During episodes of rectal incontinence, soiled underwear is common and popularly called “pooping one’s pants.”

Involuntary releases of solid feces are extremely rare, significantly less than 1% report doing this. Involuntary releases of diarrhea, however, are understandably much more common, especially among the elderly. Those who suffer from IBS and tend toward diarrhea, also report losing control at times. The problem here is mostly the diarrhea itself, not the inability of the anus to control it.

I’m bringing up this problem here because, over the years, I’ve heard so many clients express concern that becoming sufficiently relaxed to enjoy receiving an object or penis, especially doing this regularly, will lead to incontinence down the road. There is no indication that even frequent anal intercourse leads to incontinence. To confirm my observations, I asked several physicians with large gay practices if they had ever seen a case like this. They had not, except in a few instances where there was clear damage to the anal sphincters, general problems with the motor functioning of the pelvis, or spinal cord injury. Some of these doctors expressed surprise that they hadn’t even seen more incontinence problems among regular practitioners of fisting (handballing). Actually this was quite rare as well, unless there was obvious damage to the anus or rectum.

Exercising the anal and pelvic muscles helps prevent the development of incontinence. Unexercised anal and pelvic muscles tend to become flabby over time and, therefore, can’t do their job properly. I suspect that part of the reason why the elderly often lose bowel control is a result of muscular deterioration from lack of exercise. not surprisingly, exercising these muscles improves their tone and elasticity, both of which are necessary ingredients for healthy bowel functioning. In addition, paying attention to one’s diet, especially getting enough fiber, tends to counteract diarrhea, except when it is a symptom of an intestinal infection, food poisoning, or the flu.

CHRONIC PELVIC PAIN SYNDROMES. There is a growing recognition in modern medicine that coincides with my own observations over the years. not only is chronic anal and pelvic tension implicated in the common problems I?ve just described, but a vicious cycle?tension
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[image: image]>ore pain—often makes the muscular contractions and spasms increasingly worse. As a result, many people develop a wide range of symptoms that have baffled physicians for a very long time.

For example, the vast majority of cases of prostatitis (inflammation of a man’s prostate gland) are not caused by bacteria. This is easy to determine with lab tests. Similarly, many men have intermittent or constant pain or discomfort in the genital area, perhaps the penis, scrotum, testicles, or perineum (the sensitive area between the genitals and the anus, with or without lower back or thigh pain). There may be burning during urination, even erection or ejaculation problems.

More often than not, doctors are unable to indentify any specific cause for these problems, and have traditionally used a variety of Latin terms that sound impressive but, in the end, are pretty much meaningless. For the suffering patient, a growing sense of anxiety or helpless depression can develop, a natural reaction to chronic pain, especially when there seems to be no identifiable reason for it.

Many women experience similar chronic or recurring symptoms. Pain or discomfort may be felt anywhere or all over the vulva (external genitals, including inner and outer lips). Vaginal pain may be so severe that intercourse is impossible to enjoy (dyspareunia), often leading to a complete loss of sexual desire. Sometimes pain is felt just above the pubic bone around the bladder area or the outer or inner parts of the clitoris. As with men, urination can be accompanied by burning sensations. Anal and/or rectal pain is another common symptom, even when no obvious cause (such as a hemorrhoid or fissure) can be found. Pain may also involve the back, buttocks, or thighs.

In 1995, the national Institutes of Health (nIH) acknowledged that the grab-bag of names given to these problems (especially chronic nonbacterial prostatitis in men) didn’t really shed any useful light on them. They adopted a new name: Chronic Pelvic Pain Syndromes. When someone has these sorts of aches and pains, all known causes must, of course, be ruled out because, as we have seen, many infections and specific diseases cause similar symptoms.

When pain persists even after an anal or pelvic disease is treated, or if no indication of a specific disease can be found, medical experts have been focusing more and more attention on the incredible range of manifestations of intense, chronic tension of the pelvic floor muscles (see Figure 2 on pages 38-39 to refresh your memory about these muscles). The tension can become so profound that certain “trigger points”—specific areas of one or more muscle groups—set off a cascade of spasms, with increasingly greater ease. over time, a trigger point can evolve into a “hair-trigger point.”

You probably recall that the muscles of the pelvic floor are interconnected. Therefore, tension rarely “stays put” in one muscle, but tends to spread to the others. Since one of the main functions of the pelvic floor is to support and anchor the organs of the pelvis, it’s easy to picture how muscle cramping can cause discomfort in one or more organs. In addition, pelvic floor muscles are connected to the bones of the pelvis and the lower back. When they’re constantly constricted, they put a tremendous strain and the skeletal system and, therefore, pain can radiate far beyond the pelvic region. Finally, supertight muscles cut off blood flow the region and also compress nerves, including the sciatic nerve that runs through the pelvis and down the legs. no wonder the symptoms are so incredibly varied.

The Department of Urology at Stanford University, using a multidisciplinary approach, has made major strides in understanding and treating chronic pelvic pain. They teach their patients how to cultivate a deep awareness of the pelvic muscles by paying attention without self-judgment, “going with” pain or discomfort instead of fighting it. They call this counter-intuitive response to pain “paradoxical relaxation,” because trying to relax hurting muscles actually keeps them tense.

Fundamentally, they apply mindful self-exploration to the problem— essentially the same approach I’ve laid out in this book. They also advocate self-touch, but in an extremely focused, frequent, and dedicated way. Patients are taught how to find and massage their own trigger points to gradually calm their reactivity. Specially trained physical therapists use their skills to help patients identify and learn about their trigger points. Another crucial component is learning to accept and release the anxiety and other emotional distress that has understandably built up around the problem, and ends up perpetuating it.

Their approach is called the Stanford Protocol, and they claim significant symptom reduction for 70% of men with “prostatitis” who didn’t respond to other treatments. They’re also seeing unmistakable benefits for the array of other symptoms of chronic pelvic pain. other medical centers are developing similar methods to better understand and treat these problems emanating from the complex pelvic floor.

Most readers of this book are likely to be dealing with some degree of pelvic tension. If you’ve discovered that you anal-pelvic muscles are chronic tension zones, you’re more likely to have some symptoms as a result. It all depends on how much tension you’ve accumulated and long it’s been going on. Relatively few readers will have the level of severe contractions and spasms required to produce the debilitating symptoms I’ve described in this section. But if you’re having some of these symptoms, and your doctor has ruled out other known causes, I strongly recommend that you look into this promising approach.*

GUIDELINES FOR SELF-HEALING

AT THE VERY FIRST  sign of anal irritation or symptoms—or starting now if you already have them—I suggest that you dedicate yourself to a simple, seven-step program to help mobilize your body’s innate capacity for healing. If you’ve tried the exercises suggested throughout this book, you’re already familiar with the awareness and relaxation-based approach that I advocate. The only difference here is that you’ll be applying these methods, at least initially, to the singular goal of promoting anal wellness. once your anus and rectum are feeling much better, your discoveries will have prepared you for whatever forms of anal enjoyment might interest you, if any. People who have appreciated anal pleasures in the past may be eager to start enjoying them again, but this isn’t always the case. Especially if an anal problem has caused you a lot of pain and emotional trauma, it may take quite a while before you’re ready to fully enjoy your anus again. Be patient with yourself.

This program works best with health problems caused or seriously aggravated by chronic muscle tension. Included in this category are most, if not all, of the health concerns I’ve just described, especially hemorrhoids, fissures, constipation, Irritable Bowel Syndrome (IBS), and the Pelvic Pain Syndromes as well.

Keep in mind that this approach won’t help you directly with an STD or any other condition caused by an infectious pathogen. But there are many potential indirect benefits even for STDs. For one thing, reducing overall stress and tension—a key goal of the program—can strengthen your immune system. This is especially clear in the case of herpes, since outbreaks are often caused or aggravated by stress. once an STD is healed—or you’ve done all you can to adapt to it—deep relaxation can improve your quality of life and help counteract the fear, confusion, and shame that so often accompanies an STD.

If you don’t notice improvement in your symptoms within a few weeks, or whenever you’re in significant pain, it’s wise to consult a sensitive physician.But be sure to continue with the self-healing program, and tell him or her about your activities. If you decide that a medical procedure is necessary, your ongoing commitment to self-healing will speed your recovery.

• Step1:Examine your anus visually with a mirror (see Chapter 4) and, unless it’s too tender to touch, gently explore your anal opening with your fingers. Doing so will give you invaluable information about what’s really going on back there. Repeat the visual self-exams periodically and note any visual changes (most likely they’ll be quite obvious). Find the most comfortable way to stroke your anus while breathing deeply at least once, preferably twice, per day.

•  Step2:Suspend all anal sex play until the problem is resolved or sufficiently understood for you to make informed decisions about which activities, if any, are consistent with healing. External anal touch—tenderly provided by yourself or a sensitive partner—can be soothing and helps promote relaxation. Gently inserting a finger into your anus may also help you relax, as long as there’s absolutely no pain involved. You might leave your finger inside for a few moments as you breath. Withdraw your finger very slowly. Use a water-soluble lubricant for easy cleanup.

•  Step3:Take frequent warm baths—two or three times per day is ideal—especially after bowel movements. Warm water contributes to relaxation, increases blood flow and removes irritants from the area. If comfortable, do some of your gentle stroking and breathing while in the tub. During deep breathing and warm baths, visualize your anal muscles relaxing, and the pain and irritation receding. Picture in your mind the anal tissues becoming warm and healthy (see Chapter 6).

•  Step4:Pay special attention to your diet. First of all, stay away from items that might irritate your GI tract, such as spicy foods, nuts, and other items that may not digest completely and thus leave rough edges. It’s also smart to take a break from alcohol (which irritates the digestive system) and caffeine (which can exacerbate constipation or diarrhea). At the very least, keep consumption to a minimum.

At the same time, actively develop a high-fiber, low-fat diet. The best sources of fiber are fresh fruits and vegetables, whole grains, and legumes (unless they give you gas). Chances are you can also benefit from fiber supplements such as psyllium (Metamucil®)—especially easy to take in capsule form—or oat bran. And don’t forget to drink plenty of water. Eight to 10 glasses per day are recommended, but do the best you can. Fluids are as important as fiber (they work wonders together) for optimal stool consistency and bowel function.

•  Step5:Learn to have natural bowel movements free of all straining—a major cause of hemorrhoids, fissures, and other anal health problems (see Chapter 7).

• Step6:Apply something soothing to irritated anal tissues. The marketing of preparations for hemorrhoids is a multimillion-dollar industry, which indicates just how widespread the problem is. Some preparations simply soothe the area by keeping it moist. others contain mild anesthetics to temporally reduce the pain. Still others claim to help reduce swelling, but their effectiveness is limited. Witch hazel or aloe vera usually work very well without the chemical additives. It’s also a good idea to use moistened pads, available at all pharmacies, for gentle cleanup after bowel movements.

•  Step7:To help reduce overall stress, set aside at least two fifteen-minute periods each day to practice deep, slow breathing combined with any other relaxation technique(s) you’ve found useful in the past, such as mindful meditation or progressive relaxation. If you haven’t yet tried any relaxation techniques, now is a good time to begin.* Moderate exercise is also an effective stress-reducer. But avoid weight lifting or other activities that involve straining, because this puts pressure on your anal and pelvic muscles. Developing a simple but regular stretching routine is one of the best things you can do for yourself.**

•  Optional Step: It’s very helpful (once you get used to the idea) if you can find a massage or physical therapist with special training and experience with pelvic floor touch and release. This will involve receiving touch around, on, or even inside the anus.Intimate touch like this will progress very slowly, with plenty of explanations and discussion about your feelings and preferences. The therapist will use a latex glove and lubrication for this touch. If you’d rather skip the anal massage, receiving regular massages can also be quite calming. one additional note about massage: the idea that “deep tissue” styles of massage are more effective than gentle touches may be completely wrong for you. Many people say that lighter, even sensuous, touches relax them profoundly, while deep touch makes them tense up.

FINDING A PHYSICIAN OR ALTERNATIVE PRACTITIONER

AN IMPORTANT aspect of maintaining anal health is finding a competent, nonjudgmental physician and/or alternative practitioner with whom you can freely discuss questions about anal health with a minimum of embarrassment (a little is inevitable, of course, especially at first). If you’re conducting some of the experiments recommended in this book, or plan to in the future, it will be an asset to let your physician in on your activities so that he or she can collaborate with you as a health advisor.

I’ve just described an ideal situation that, unfortunately, is relatively rare in the real world. For one thing, doctors often are judgmental about anal sexuality. Many of my clients with anal health problems report being questioned in accusatory or condescending tones. More frequently, judgments are implied rather than openly stated. Unfortunately, when you need medical attention for an anal health concern, you may have to settle for the basics: someone competent who won’t scold you.

Of course, another big problem is that under today’s “managed care,” an oxymoron if there ever was one, doctors are so pressed for time that they can’t focus on much of anything except your immediate symptoms and getting you out the door. If you’re covered by one of these HMo, assembly line health plans, consider consulting an out-of-network physician with special expertise and paying for his or her services yourself. Be sure to make it clear when you make an appointment that you’ll be paying yourself because you want extra time.

Americans are increasingly using alternative healing practices, including mindful meditation, acupuncture, yoga, stress reduction, and body-oriented therapies. As a result, most medical centers now offer some or all of these approaches as adjuncts to traditional medicine. Generally speaking, alternative practitioners take a greater interest in the whole person, not just malfunctioning or diseased body parts. Usually, they’ll will want to hear about your life circumstances, overall stress and emotional state—in other words, to understand your problem within a larger context. This can be especially important when there’s no clear-cut medical explanation for your symptoms.

If you need advice or treatment for an STD, most cities and counties maintain clinics specializing in these diseases. Employees usually have a supportive, yet nonchalant, attitude—they’ve seen and heard it all—and follow strict policies to protect your privacy (you can even use a phony name). And none of the test results will wind up in your medical record, which isn’t as private as you would wish. Your local Planned Parenthood may also be a good resource.

Those who are coping with HIV have the best chance of finding competent care at a university medical center or teaching hospital. Most urban areas, and even smaller communities, have clinics and private medical practices with extensive experience treating HIV and AIDS. You may want to explore one or more of the HIV and health-related websites listed in the References and Resources section following this appendix.

When it comes to finding a supportive primary physician or specialist, asking friends about their experiences with particular physicians can be a good start. Depending on the friendship, however, it may be difficult to describe your needs honestly. With or without a recommendation, I suggest an assertive approach. Whenever you consult with a new physician or other practitioner— or if you haven’t yet raised the subject with your current one—ask directly about his or her attitudes toward anal sexuality. Try not to be intimidated, but even if you are, ask anyway. Listen very carefully; if he or she dodges your question, squirms uncomfortably, or looks at you like you’re an idiot, find someone else.

Many, but by no means all, doctors will relax their professional aloofness a bit if you make it clear that you expect to be treated like an intelligent person who is capable of understanding and actively participating in any treatment efforts. The best doctors already appreciate the value of informed and involved patients, so you won’t have to convince them.

Most primary care physicians are trained in internal medicine and are quite capable of conducting a basic anal-rectal examination, or even treating some or all of the diseases I’ve just discussed. If you need a referral to a specialist, use the same assertive approach when you first meet with this person. The most likely type of specialist you’ll see for anal-rectal problems is a gastroenterologist.

You might want to consider the fact that many gay and gay-friendly physicians who see lots of gay male patients are likely to have more practice and comfort with anal sexuality. Most of these physicians welcome all kinds of patients regardless of their gender or sexual orientation. obviously, these openly gay physicians are much easier to find in urban areas.

Investigating alternative treatments can be a bit more complicated. Whereas Western doctors will vary in their assessments and treatment ideas, they generally choose among well-established treatment options supported by at least some medical research. Alternative practitioners draw on healing traditions, professional experience, and intuition, and they may also be more inclined towards experimentation. Their methods are less likely to be scientifically tested, although this is changing as alternative treatments skyrocket in popularity.

The greater flexibility of alternative healing methods is, in short, both a strength and a weakness. Wise consumers become informed about a variety of options, ask plenty of questions about a particular method, inquire about its rationale and outcomes in other cases, understand the possible risks and side-effects, and make sure a plan is in place for evaluating effectiveness. Come to think of it, this is undoubtedly the best approach to any healing endeavor.

*The CDC analyzes trends in the epidemic and reports its findings in regular “Surveillance Reports” available on their website www.cdc.gov. 

**The WHo reports HIV/AIDS statistics worldwide and in specific countries, plus additional health information on their website www.who.int. 

*Stay up to date on the latest thinking and research by occasionally checking a reliable website, such as the San Francisco AIDS Foundation (www.sfaf.org).

* For an exploration of danger as an aphrodisiac, see my book, The Erotic Mind. 

**The best sources I know of for accurate information on STDs and other sexual health concerns is the American Social Health Association (www.ashastd.org)  and the Centers for Disease Control and Prevention (www.cdc.gov/std) .

*other members of the herpes family include Epstein-Barr, Varicella zoster (the cause of chicken pox in children and shingles in adults), and CMV (cytomegalovirus, the cause of ?mono?).

* I also recommend Charles Ebel’s book, Managing Herpes (2007).

*The American Social Health Association created the HPV and Cervical Cancer Prevention Resource Center to support research and provide information, as well as a network of support groups for people with HPV (www.ashastd.org/hpv). 

*The Stanford Protocol for treating chronic pelvic pain is described in Wise and Anderson’s book, A Headache in the Pelvis (2008, 5th Ed). This a detailed but difficult read. An easier place to start is Amy Stein’s Heal Pelvic Pain (2009), an excellent overview with clear treatment guidelines.

*They’re all described concisely in The Relaxation and Stress Reduction Workbook by Davis et al (6th Ed, 2008).

**Bob Anderson’s updated classic, Stretching (2000, 20th anniversary edition) has clear explanations and drawings covering every part of the body. A DVD by the same name is also available.
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Dodson, Betty (2006). Orgasmic Women: Thirteen Self-Loving Divas (90
min).

A wide range of brave, real ladies (not porn stars) show exactly how they masturbate, with guidance from famed sex educator, Dr. Betty Dodson. 

Kramer, Joseph (2007). Anal Massage for Relaxation and Pleasure (160 min).

 The most comprehensive guide available. Experts demonstrate every imaginable type of anal touch on a variety of happy recipients. 
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As a number of hetersexual couples demonstrate and freely discuss their anal sex experinces, I’m the expert “talking head.” I also wrote the script. Sinclair offers DVDs on a variety of sexual pleasures, all nicely produced, and each combining good sex education with sexually explicit imagery. 

WEBSITES
listed alphabetically within each category

GENERAL SEXUALITY

Female Anatomy from Right Health. www.righthealth.com/topic/ 
Female%20Anatomy.

If you’d like to learn more about the intricacies of female anatomy, this is a one-stop portal for articles, books, blogs, illustrations, videos, and more. But if you hate ads, look elsewhere. 

Kinsey Institute for Research in Sex, Gender, and Reproduction. www.
kinseyinstitute.org 

 Started by the great sex research pioneer Alfred Kinsey, this center continues to conduct original research at a dizzying pace. Its archives are unriveled. 

Planned Parenthood. www.plannedparenthood.org.  
As expected, this is probably the top resource for exploring all birth control options, but it’s also loaded with additional info about STDs, sexual proactices, and much more. 

Sex Smart Films: Promoting Sexual Literacy. 
www.sexsmartfilms.com.

A large collection of sex-related films made over the past 70 years covering
virtually every subject. Many are free, while others are inexpensive via pay-per-
view or subscription. Searching for the exact subject(s) you want is easy. A great resource for sex educators. 

Sexuality Information and Education Council of the United States. www.

siecus.org .

The best, most up-to-date source of information and research about effective sex education. The online newsletter is a “must” for those concerned about what works and what doesn’t. 

The World Professional Association for Transgender Health. www.wpath.org.
WPATH, formerly known as the Harry Benjamin International Gender
Dysphoria Association, is a professional organization devoted to the understanding
and treatment of gender identity concerns. It offers a wide variety of publications and resources for trangendered people. 

SEX TOYS & SUPPLIES

Babes in Toyland. www.babeland.com.

Good Vibrations. www.goodvibes.com.

Xandria Collection. www.xandria.com. 

These are all quality sites for browsing and buying sex toys, pleasure supplies of
every imaginable type, plus books and DVDs. 

www.665leather.com.

A good source for leather and fetish supplies, including nitrile gloves popular for fisting (handballing). 

MASSAGE (INCLUDING ANAL)

New School of Erotic Touch. www.eroticmassage.com.

This valuable site offers training to the general public in many aspects of sensual
and erotic touch. An impressive faculty provides a changing collection of courses. 

Sexological Bodywork. www.sexologicalbodywork.com.

Here’s the place to learn about the intensive training available for experienced
massage therapists who wish to use their touch skills to help clients with sexual
 problems. Longtime sex educator Dr. Joseph Kramer, launched this new field
many years ago. Practitioners, who can be certified by the state of California,
have a professional organization complete with ethical guidelines. 

DRUG INFORMATION

www.12step.org.

An excellent guide for those exploring the twelve-step approach (AA was the first) for a wide variety of addictions and other problems. Explains the steps, how they work, and offers resources for in-person and online support. 

www.cocaine-facts.org. 

The latest info on cocaine’s effects and current treatments for those who are dependent. 

LifeRing Secular Recovery. www.unhooked.com.  

Those seeking self-help support for getting sober who aren’t comfortable with AA
 should check out LifeRing. Its selection of meetings is puny compared to AA, but
this site offers many additional resources, books, and 24/7 online chat. 

National Institute on Drug Abuse. www.nida.nih.gov. 

While run by a huge government agency (the National Institutes of Health),
this site is a reliable source for the latest science on drugs of abuse. As far as I can 
see—and I’ve looked pretty closely—you won’t find any old-style scare tactics here. 

www.tweaker.org. 

A service of the the SF AIDS Foundation and the Stonewall Project (a harm-
reduction-based treatment program for gay men who use crystal meth), tweaker is
 an excellent, non-judgmental resource focusing on the links between crystal meth
and sex. It’s explicit, real, and essential for crystal users. 

HEALTH CONCERNS (INCLUDING HIV & STDS)

American Social Health Association. www.ashastd.org.
Herpes Resource Center. www.ashastd.org/herpes.
HPV and Cervical Cancer Prevention Resource Center. www.ashastd.org/hpv.  

For the latest research and info on all STDs, ASHA is the premier resource available. Special services and newsletters for Herpes and HPV are just a few of their invaluable offerings. 

Centers for Disease Control. www.cdc.gov. 

This is the primary agency of the U.S. government charged with tracking the
prevalence and treatments for infectious diseases. Their website is a treasure trove
of statistics and information. 

Healthfinder. www.healthfinder.gov.

This searchable encyclopedia of diseases and conditions, with information and
services, health tools, and news, is a service of the U.S. Department of Health and
Human Services. Also available in Spanish. 

Hepatitis Foundation International. www.hepfi.org.

This is the place to stay informed about all forms of hepatitis and their
complications. 

Medline Plus. www.nlm.nih.gov/medlineplus.

A joint service of the National Library of Medicine (NLM) and the National
Institutes of Health (NIH). Provides the latest information on virtually all
diseases and treatments (available in 40 languages). The site includes a medical 
encyclopedia with pictures and diagrams, a medical dictionary, service directories, and current heath news. 

San Francisco AIDS Foundation. www.sfaf.org.

One of the country’s premier HIV & AIDS service organizations. This site is filled
to the brim with useful information and resources. 

Stop AIDS Project. www.stopaids.org.

Eveverything you need to know about HIV and safer sex can be found here, plus a
whole lot more. Their condom information is especially clear and concise. 

WebMD® Health. www.webmd.com.

Among the most popular sites covering all major health problems and commonly
 prescribed medications. It’s written in popular language and includes blogs, message
boards, and chat rooms for sharing personal experiences. But be prepared for a
barrage of ads, mostly from pharmaceutical companies pushing their latest pills. 

World Health Organization. www.who.int.

This organization does similar things on the international level as the CDC does
in the U.S. It’s the best place for health statistics around the world. 

BDSM, FETISHES, AND KINK

Ambrosio’s BDSM website. www.evilmonk.org/A/menu.cfm.

Behind this site’s bland facade, you’ll find information and advice about every
conceivable aspect of BDSM, including many questions you probably forgot to
 ask. It offers clear distinctions between abuse and SM play. 

Cleo Dubois’ Academy of SM Arts. www.sm-arts.com. 

Training, coaching, and DVDs for BDSM practitioners and the curious. 

Daedalus Press. www.daedaluspublishing.com.

Greenery Press. www.greenerypress.com. 

Small presses specializing in books on kinky sex practices. 

www.fetlife.com.

A free membership social networking site (similar to Facebook) for BDSM, kink
 and fetish enthusiasts. “For kinksters, by kinksters.” 

www.gayfisters.com. 

An online community for gay men interested in fisting (handballing). 

TES. www.tes.org.

The Society of Janus. www.soj.org.

TES and Janus are the two oldest BDSM support organizations in the country.
These sites offer a wealth of information, training programs, and events. 

www.xtube.com.

Use this site’s search function to find X-rated video clips (many XXX) depicting
virtually any sexual activity imaginable. Not for the prudish. Adults only! 
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A _____________________

Abscess, anal-rectal, 201

Acupuncture, 193, 200

Adolescents, 6, 8, 20

Age

aging and anal pleasure, 173–175

fecal incontinence and, 204

as power dynamic, 154–155, 156

See also Adolescents; Childhood

AIDS. See HIV/AIDS

Alcohol, 111–112, 112n, 114, 117, 208

Alternative therapies, 210–211, 212

for hemorrhoids, 199, 200

See also Massage and bodywork

Amphetamines, 113–114

Amyl-nitrite, 116–117

Anal awareness, 24

aging and, 174

bowel movements and, 68

communication with anus, 55–56

development of. See Anal mindfulness

as factor in learning to enjoy penetration, 98

fisting and, 93–94

knowledge about health problems and, 197

pelvic exercises and, 41

See also Breath awareness; Communication;

Emotions and the anus; Partners; Relaxation

techniques; Self-exploration; Tension;

Voluntary muscle control

Anal canal, 59–60, 61, 63, 65, 76, 200

Anal cushions, 60, 62

Anal douching, 64

discomfort with, 65

partner exploration and, 123

reducing the chance of feces, 103–104

variety of equipment for, 64–65

See also Bathing/showering; Cleanliness

Analingus. See Rimming

Anal intercourse, 4, 133–136

avoiding, at first, 120, 123, 126–127

casual sex and, 172–173, 197

communication and, 145, 146, 149, 150, 165

condoms always used for, as commitment, 184

contractions of anus and, 148

demanded, fear of, 84, 126–127, 141, 147, 167

discordant desire for, 167

fantasies about, vs. reality, 85, 166

and fecal incontinence, fears of, 204

first attempts, mistakes to avoid, 3–4

fisting followed by, 94, 193

following orgasm, 81

gender-role stereotyping and, 135–136

genital stimulation during, 144, 148

guided exploration of, 141–145, 142–143

loss of erection in exploration of, 144, 149

negative experiences in the past, 134, 149–150

new sensations of, 146

orgasm and, 81, 148–149

partner choice for, 134

performance vs. pleasure, 141, 147–148, 149

positions for, 141, 142–143, 144, 145, 146

power dynamics and, 136, 150, 152, 165–168

preparation for, 141

pressure and, 84, 126–127, 141, 147, 167

recipient’s responses, 147, 148

risk level for HIV transmission, 182–183

self-pleasuring as prerequisite for, 134, 150

tension and, 165, 166

thrusting motions, type of, 146–147

See also Anal stimulation; Emotions and the

anus; Inserter vs. receiver roles; Safer sex

Anal massage, 124, 124n, 132, 175, 209–210

Anal Massage for Lovers, 124n

Anal mindfulness, 50

chronic anal tension overcome via, 50–54

as factor in enjoyment of penetration, 98–99

nonjudgmental acceptance, technique for, 67

voluntary muscle control and, 67

See also Anal awareness; Breath awareness

Anal stimulation

aging and, 173–175

angle and position for. See Angle of entry

burning sensation following, 99

butt-plugs, about, 95–97, 95

disappointments with, as preference, 175–176

with fingers. See Finger insertion

health contributions of, 197, 204

Irritable Bowel Syndrome and, 203

object insertion, 97–99

orgasm produced by, 5, 77–78

pleasure of penetration, sources of, 90, 92

urges and. See Bowel movement, urge for

See also Anal intercourse; Emotions and

the anus; Self-exploration

Anal taboo

as aphrodisiac, 13, 175–176

chronic anal tension and, 53

cleanliness and, 14–15, 34, 132

and fear of germs, unwarranted, 30

and femininity in males, fear of, 15, 106–108

Freud reinforcing, 18

the helping professions and, 16–22

homophobia and, xvi, 15

obsession with anal sexuality and, 14

and pretending to be wicked, 110

rimming and, 130, 132

self-exploration and, 2–3, 33–35, 36

social functions of, 14–15

transcending, 110

yearning for return of, 109–110

Anal warts, 190–192

Anatomy

anal and pelvic muscles, 37–42, 38–39

anal canal, 59–60, 61

anal cushions, 60, 62

anal opening, 30, 61

bladder, 38–39

bulbocavernosus muscle, 38–39, 40

clitoral body, 38, 42–43

colon, 89

female ejaculation and, 43

G-spot (female prostate), 38, 43

hair follicles and, 30

muscles, anal and pelvic, 37–42, 38–39

paraurethral glands, 43

pelvic floor, 38–39, 40

penis, 40, 42, 43

perineal muscles and perineum, 38–39, 40

prostate (male G-spot), 39, 43

pubococcygeus (PC) muscle, 38–39, 40

rectum, 38–39, 87–90, 89

sphincters, 37, 38–39, 40, 60–61, 61

Anderson, Bob, 209n

Anderson, R., 207n

Anger

expressing and releasing, 35

and lack of self-esteem, 145

self-exploration of anal area and, 34–35

tension of anus and, 51–52

Angle of entry into rectum

adjustment of, 88, 91, 97

damage from, 88

as factor in learning to enjoy penetration, 98

individual needs for, 90, 97

See also Positions

Anus

anal canal, 59–60, 61, 63, 65, 76, 200

anatomy of, 30, 61

burning sensation after stimulation of, 99

exercise of pelvic muscles and, 41

massage of, 132, 175, 209–210

orgasm involving, 1, 4, 80, 82

personification of, 35–36

self-examination of, 31, 32

spermicides as irritant to, 138

stimulation of. See Anal intercourse; Anal

stimulation; Finger insertion

See also Anal awareness; Bowel movements;

Chronic anal tension; Emotions and the

anus; Health; Rectum; Self-exploration

Anxiety

chronic constipation and, 202

imagined threats and, 48

partner exploration and coping with, 126

Aphrodisiacs

dominance and submission, 160, 166

risk, 184

taboos, 13, 109

Appearance

aging and anal pleasure and, 173–174

and “looksism,” 153–154, 154n

Ativan, 111–112

Attitudes. See Cultural attitudes

Autonomic nervous system, 62

B _____________________

Barbiturates, 111–112

Bartholin glands, 78

Bathing/showering

combating anal taboo and, 34

finger insertion during, 64, 65, 68, 103, 123, 170–171

partner exploration and, 123

pelvic exercises during, 45

and rimming, 130

See also Anal douching; Cleanliness

BDSM, 162

bondage and discipline (BD), 162

dominance and submission (DS), 162

fantasies and, 164

goals of, 162

healing vs. perpetuation of old wounds, 164

limits and boundaries in, 164

mentors preferred for learning about, 164, 165

pain-pleasure boundary and, 162–163, 166

paradoxes of, 163, 163n

props and costumes and, 162

psychological health and, 163–164

resources about, 164–165, 165n, 222–223

sadomasochism (SM), 162–163

safety guidelines for anal intercourse in, 166

safe words, 164

self-esteem and, 164

See also Dominance/submission; Power

dynamics

Benzodiazepines, 111–112, 112n

Biofeedback, 63, 200

Bisexual men, 83, 105–106, 171, 191

Bladder

anatomy of, 38–39

infections of, chronic anal tension and, 50

irritation of, after anal-rectal stimulation, 99

See also Urination

Body fluids

Hepatitis B transmission and, 193

HIV transmission and, 179, 181–183, 185

human desire to share, 183–184

See also Safer sex

Body piercing, 183, 193

Bondage and discipline. See BDSM

Bottom. See BDSM; Inserter vs. receiver roles

Bowel movements (BM)

anal awareness and, 68

anatomy of, 62

bathing following, as self-healing, 208

fecal incontinence, 203–204

moistened pads for cleanup after, 209

natural approach to, 68, 70, 170, 209

peristalsis, 63, 87–88, 202

as pleasurable, 70–71

straining and, 60, 68, 70, 170, 200, 202

and water, optimal intake of, 209

See also Bowel movement, urge for;

Constipation; Diarrhea; Feces; Fiber in diet

Bowel movement, urge for (rectal reflex)

anatomy of, 62

fiber and improvement of, 62–63

ignoring, 62, 63–64, 68

passage of gas and, 62

quality of stools required to trigger, 201–202

rectal penetration and, 88, 90, 97–98

reinterpretation of, 90, 98

Breath awareness

abdominal breathing, 42

anal awareness and, 51, 54

and anxiety, coping with, 126

insertion of finger and, 66, 170

insertion of object and, 97, 98

mindfulness and, 67

orgasm and, 79

partner exploration and, 124

pelvic exercises and, 44

self-examination of anus and, 31

self-healing practices and, 208, 209

See also Anal awareness

Brough, Tim, 93n

Bulbocavernosus muscle, 38–39, 40, 79

Butt plugs, 95–97, 95, 140

C _____________________

Cancer, HPV and, 191–192, 192n

Casual sex, 134, 171–173, 197

Centers for Disease Control, 6, 8, 137, 179n

Chalker, Rebecca, 40n

Chasers and chasees, 159–160

Childhood

anal phase of, 18

enemas and, 64, 65

experimentation in, 4

and feces, attitude toward, 102

hepatitis and, 192, 193

HIV/AIDS affecting, 179

HPV vaccine (Gardasil), 191

pets, salmonella exposure and, 195

tension habits established in, 49

toilet training, 70

See also Adolescents; Age; Pregnancy

Chlamydia, 137, 186, 201

Chronic anal tension, 49, 52

and anal penetration, 88, 99

bladder irritation and, 50

Chronic Pelvic Pain Syndromes, 50, 99, 204–210, 207n

emotions and, 49–50

excitement phase inhibited by, 76–77

fissures and, 200

hemorrhoids and, 50, 197–198, 199, 200

homophobia and, 53

IBS and, 202–203

memories/the past and, 49, 52, 54–57, 55

mindfulness, overcoming through, 50–54

and “perfectionist” personality types, 52–53

pressure or coercion and, 52, 56

prostatitis and, 50, 205, 206

self-healing techniques to help, 53, 207

toilet training and development of, 70

vaginal pain and, 50, 205

voluntary muscle control and healing of, 200

Chronic Pelvic Pain Syndromes, 50, 99, 204–210, 207n

Clark, Don, 106n

Cleanliness anal taboo and, 14–15, 34, 132

baby wipes, 84

bathtub play and, 84

butt-plugs, washing, 96–97

condoms used on sex toys to ease cleanup, 97

hygiene, 30

latex glove, using, 84, 124

unwarranted fear of germs, 30

vaginal care and, 30, 77, 81–82, 196

water soluble lubricants, ease of clean up, 84

See also Anal douching; Bathing/showering

Clitoral body (clitoris)

anatomy of, 38, 42–43

bulbs of, 38, 43, 77–78

engorgement of, 76

glans, shaft, and hood of, 38, 42–43

rectal penetration and, 92

retraction under hood, plateau phase and, 78

strap-on dildos stimulating, 135

The Clitoral Truth (Chalker), 40n

“Club drugs,” 114–116

Cocaine, 113–114

Coercion. See Pressure or coercion

Colitis, 201, 202

Colon

anatomy of, 89

encountering feces in, 92

penetration into, 92

rectum and, 88

See also Fisting

Colonoscopy, 198

Communication

anal intercourse and, 145, 146, 149, 150, 165

with anus, 35–36, 68

casual sex and, 171, 172, 173

intimacy and, 120

neglect of, once touching begins, 120

requests, making, 125–126, 129–130

resistance to, and need for, 128

Condoms

adolescents and use of, 8

advantages of female condom vs., 139, 140

advantages of polyurethane vs. latex, 137–138

always use, commitment to, 184

application and use of, 138–139, 144

base of, checking, 138, 139, 144, 172

breakage, safer-sex risk and, 182

on butt-plugs, 96, 97

erection loss and, 137, 137n

latex allergy, 137–138

latex, and lubricants, 65, 96, 137–138

polyurethane, and lubricants, 137–138

as slowing rapid ejaculation, 137

and STD (non-HIV) prevention, 137, 187, 188, 190, 192, 195, 197

for tongue insertion, 131, 188

See also Female condom; Gloves; Safer sex

Consent

BDSM and, 164

repeal of sodomy laws and, 12

willingness and, 74

Constipation, 201

aging and, 174

chronic anal tension and, 50, 88

enemas and, 64

factors/causes contributing to, 201

fiber supplements for, 202

fissures and, 200

hemorrhoids and, 198, 199, 202

IBS and, 202

and laxatives, dependence on, 202

quality of stools and, 201–202

self-healing of, 207–210

Cowper’s glands (pre-come), 39, 78, 182

Crohn’s disease, 201, 202

Cryotherapy, 191

Crystal meth, 113–114

Cultural attitudes, 101–103

disgust at anal area, 2–3, 15, 33–34

ethical and moral values and, 12, 13

and feces, 102–104

intercourse-centered view of sex, 4, 6, 8–9, 133

legal status of sodomy and, 11–12

medical problems exacerbated by, 17–18

penis-centered view of intercourse, 135

See also Anal taboo; Gender-role stereotyping;

Homophobia; Power dynamics

Cunnilingus. See oral sex

Cytomegalovirus (CMV), 189n

D _____________________

The Daily Show, xvi

Dark Eros (Moore), 163n

Date rape drugs, 114, 115

Dating, 121, 173

Davis, M., et al., 209n

Denial. See Suppression

Dental dams, 131, 197

Desire

loss of, chronic pelvic pain and, 205

loss of, HIV/AIDS and, xiv

loss of, seeking sex therapy and, 19

separated from genital arousal, women and, 76

as stage of sexual response, 74

Diarrhea

fecal incontinence and, 204

fiber intake and, 204

hemorrhoids and, 198

IBS and, 202, 204

intestinal infections and, 195–196

Diet, self-healing practices and, 208–209

See also Fiber in diet

Dildos, 95, 135–136, 140, 167

Dodson, Betty, 83n

Dominance/submission

anal intercourse and, 136, 150, 152, 165–168

desire for, and resentment, 166

disconnecting anal intercourse from, 165–166

eroticizing power and, 160–161

and responsibility, relinquishing of, 160–161

rimming and, 130–131

safety guidelines for anal intercourse with, 166

vaginal intercourse and, 136, 160

See also BDSM; Inserter vs. receiver roles;

Power dynamics

Douching. See Anal douching

Drugs, 110–111, 117–118

alcohol, 111–112, 112n, 114, 117, 208

barbiturates, 111–112

BDSM and, 164

benzodiazepines, 111–112, 112n

caution against use to reduce pain of penetration, 94, 113, 114, 118

cocaine and other stimulants, 113–114

dependency on, defined, 118

GHB, 115–116

intravenous, and health risks, 179, 193, 194

ketamine (K), 114–115, 116

marijuana, 112–113, 112n, 117

MDMA (ecstasy), 113–114

methamphetamine, 113–114

resources about, 221

unsafe sex and, 115

volatile nitrites (poppers), 116–117

E _____________________

Easton, Dossie, 120n

Ebel, Charles, 190n

Ecstasy (MDMA), 113–114

Ejaculation

casual sex agreement to withdraw prior to, 172

by females, 40, 43, 77

pre-come, 78, 182

safer sex and, 181

separation of orgasm from, 79–80

timing of, 78, 137, 147

Emotions and the anus

chronic anal tension and, 49–50, 206

IBS and expression of, 203

and looking/touching exploration, 31, 33–35

partner exploration and, 122–123

playfulness, vs. taking it too seriously, 84, 141

specific emotions. See Anger; Anxiety; Fear;

Guilt; naughtiness; Shame

and stress response, 48–49

suppression of negative emotions, 49, 52, 83

See also Communication; Cultural attitudes;

Fantasies; Memories/the past; negative

experiences; Pleasure vs. performance;

Pressure or coercion; Tension; Uncomfortable

feelings

Enemas, 64, 65. See also Anal douching

Epstein-Barr virus, 189n

Erection, 75–76

ebbing and flowing of, with partner, 126, 144

inhibition of, performance anxiety and, 75

loss of, and condom application, 137, 137n

loss of, during anal stimulation, 78, 79, 84

loss of, in anal intercourse exploration, 144

methamphetamine as disrupting, 113

See also Ejaculation; Penis

Eroticism, individuality of, 74, 75

See also Anal stimulation

Erotic Mind (Morin), 13, 109, 161

The Ethical Slut (Easton and Hardy), 120n

Exercise

hemorrhoids and, 199

as self-healing practice, 209, 209n

as stress reduction program, 53

See also Pelvic exercises

F _________________________

Fantasies

BDSM and, 164

casual sex, reality vs., 172

disappointment with reality vs., 175–176

distinction between action and, 54, 166

of gay sex, straight men and, 105

guilt and shame in, 13

masturbation and, 82, 85

naughtiness Factor and, 109–110

risk as aphrodisiac, 184

Fear

of being expected to receive anal intercourse, 84, 126–127, 141, 147, 167

of feces being present. See entries under Feces

of germs, unwarranted, 30

imagined threats, stress response and, 48

partner explorations and, 122–123, 126

of pelvic relaxation, 45–46

of receptivity. See entries under Receptivity

resistance to self-exploration and, 69

tension and, 48–49, 51

Fecal incontinence, 203–204

Feces

attitude toward, 102–104

consistency/quality of, 62, 103, 201–202, 209

hepatitis A and contact with, 192

intestinal infections and contact with, 197

mindfulness and, 104

obsession with, 103

presence of, and self-exploration, 63–64

presence of, fear of partner exploration, 122

presence of, fear of rimming and, 130

presence of, precautions against, 103–104

vaginal hygiene and, 30, 77, 81–82

See also Anal douching; Bowel movements;

Cleanliness; Constipation; Diarrhea

Fellatio. See oral sex

Female condom/pouch

advantages of, vs. male condoms, 139, 140

description of, 139

inner/outer rings of, 140–141

insertion ahead of time, 139, 140

insertion technique, 140

lubricants to use with, 139

pregnancy protection of, 140

removal of, 144–145

as safer sex option, 139

slippage of, 140, 141

See also Condoms

Female sexuality

anal sex, power dynamics and, 165, 167–168

bladder irritation following penetration, 99

ejaculation, 43, 77

genital arousal as separate from desire in, 76

homophobia and rectal stimulation and, 105

orgasm during anal intercourse, 148

sexual response, stages of, 74–81

urination during orgasm, 80

virgin/whore dichotomy and, 108–109

See also Clitoral body; Femininity and

masculinity; G-spot; Vagina

Femininity and masculinity

fear of female lasciviousness, 45–46, 108–109

fear of male femininity, 15, 45–46, 106–108, 167

gay men and conflicts about, 167

heterosexuals and conflicts about, 167

lesbians and, 167–168

pelvic rigidity and, 45–46

See also Gender-role stereotyping; Receptivity

Femiphobia, 107–108

Fiber in diet

constipation and, 199, 202

fecal incontinence and, 204

and hemorrhoids, avoidance of, 199

IBS and, 203

as life-long habit, 170

natural bowel movements and, 62–63, 103

sources of, 63

supplementation with, 63, 170

Finger insertion

casual sex and, 171

and exposure to intestinal infections, 196, 197

fingernails, condition of, 66, 171, 182

masturbation and, 81–82

movement: circular vs. in-and-out, 127

as ongoing self-practice, 68, 170–171

with partner, 124–125

safer sex and, 181, 182

as self-healing practice, 208

technique, 66–68, 81–82, 124–125, 127

vaginal cleanliness and, 81–82

washing anus via, 64, 65, 103, 123

See also Anal stimulation

First Hand (Brough), 93n

Fissures, 200

angle of entry and avoidance of, 88, 91

BDSM and avoidance of, 166

causes of, 200

chronic anal tension and, 50

rimming and, 131, 132

self-healing of, 132, 207–210

straining for BM and, 60

treatments for, 200

Fisting (handballing), 92–95

anal intercourse following, 94, 193

drug use and, caution against blocking pain, 94

and fecal incontinence as rare, 204

gloves for, 93, 93n, 94

hand configuration for, 92–93

health and, 94, 193, 204

lubricants for, 93

resources on, 93, 93n

safer sex practices for, 94

trust and, 93–94

vaginal, 93

Fistula, 201

Flatulence, 62, 88, 203–204

Freud, Sigmund, 12, 18, 102–103

Fun, as goal, 84–85

G _____________________

Gas, intestinal, 62, 88, 203–204

Gay men and anal sex power dynamics, 166–167, 168

casual sex and, 171, 172, 173, 197

and female condom, use of, 140

and homophobia, internalized, 83, 105–106

inserter vs. receiver role and, 6, 7, 167

pap smears (HPV screening) for, 191

physicians who are gay or gay-friendly, 212

preferred activities among, 6–7

prevalence of anal sexuality among, 6–7, 8

sexual themes of violating prohibitions, 109n

See also Men-who-have-sex-with-men

Gay pride, 106

Gender-role (sex-role) stereotyping

anal sex and power dynamics and, 167–168

function of, 108, 108n

homophobia arising from, 106–107

and power dynamics in sexual encounters, 151–152, 160, 161, 167–168

self-worth of men based on sexual prowess, 158

virgin-whore dichotomy and, 108–109

See also Femininity and masculinity;

Power dynamics

Genitals

anatomy of, 38–39, 40, 42–43

massage of, 125

self-exploration of, 33

stimulation during anal intercourse, 144, 148

GHB, 115–116

Gloves

fisting and, 93, 93n, 94

latex, water-based lube used with, 124

nitrile, 93, 93n

polyurethane, 93

as rimming barriers, 131

using for cleanliness, 84, 124

See also Condoms; Lubrication; Safer sex

Gonorrhea, 137, 186–187

G-spot (female prostate)

anatomy of, 38, 43

ejaculation by female and, 77

stimulation of, 77, 96

Guilt as aphrodisiac, 13

masturbation and, 83

and responsibility, relinquishing of, 160–161

self-exploration and, 33–34

H_________________________

Hair in the anal area, 30

Handballing. See Fisting

Hardy, Janet, 120n

Headache in the Pelvis (Wise and Anderson), 207n

Heal Pelvic Pain (Stein), 207

Health

anal stimulation contributing to, 197, 204

and diet choices, 199 (see also Fiber in diet)

guidelines for anal sex with BDSM, 166

mental, of BDSM practitioners, 163–164

as motivation for self-exploration, 26

requirements for optimal, xiii resources about, 221–222

self-healing, guidelines for, 207–210

and water, optimal intake of, 209

See also Anal awareness; Exercise; Health

practitioners; Health problems; Pelvic

exercises; Safer sex; Vaccinations

Health Care Without Shame (Moser), 18n

Health practitioners

alternative, 210–211, 212

the anal taboo and, 16–22

approach best taken with, 211, 212

finding, 210–212

gay and gay-friendly, 212

Health problems overview, 177–178, 197

alternative treatments, 199, 200, 210–211, 212

anal-rectal abscess, 201

anal spasm, 21–22, 76–77, 200

Chronic Pelvic Pain Syndromes, 50, 99, 204–207, 207n

chronic rectal tension and, 88, 99

discovered during self-exploration, 26, 170

enjoyment of anal sex after healing of, 207

fecal incontinence, 203–204

fistula, 201

Irritable Bowel Syndrome, 50, 202–203, 204

massage of anus and, 132, 209–210

self-healing, guidelines for, xvii, 207–210, 209n

See also Chronic anal tension; Constipation;

Diarrhea; Fissures; Hemorrhoids; Hepatitis;

HIV/AIDS; Sexually transmitted diseases

Hemorrhoids, 197–200

aging and, 174

alternative therapies for, 199, 200

authors experience of, xi–xii, xiii

bleeding and, 198

causes of, 197–198

chronic anal tension, 50, 197–198, 199, 200

constipation and, 198, 199, 202

exercise and, 199

external/internal, 198

fiber and, 199

massage of anus and, 132

moistened pads for cleanup after BMs, 209

pregnancy and, 198

preparations for soothing, 209

rimming and, 131, 132

self-healing program and, 198–199, 200

straining for BM and, 60

treatments for, 199–200

Hepatitis

A (HAV), 131, 131n, 192–193

B (HBV), 131n, 193–194

C (HCV), 194–195

rimming and, 131

statistics on, 194

symptoms of, generally, 192

vaccination for, 131n, 193, 194

Herpes, 137, 188–190, 189n, 207

Herpes Resource Center, 190

Herrman, Bert, 93n

Heterosexuals

and anal intercourse, 165, 167, 168

casual sex and, 171, 173

gay sex fantasies and, 105

homophobia and fear of enjoyment, 105

studies of anal sexuality prevalence in, 4–8

HIV/AIDS

antibody detection, time required for, 180

and casual sex, reduction of, 171

diagnosis of, 180

effects of, 180

gonorrhea and transmission of, 187

health care practitioners for, 211

herpes and, 190

history of, xiv–xv, 178–179

HPV infections and, 191

Kaposi’s Sarcoma, 116

prevention of, as best hope, 180

rimming and risk of, 131

statistics, 179, 179n

transmission routes, 179–180

See also Health problems; Safer sex

Homophobia, 83

anal eroticism and, 83, 104–106

anal taboo and, xvi, 15

chronic anal tension and, 53

Homosexuality. See Gay men; Lesbians

Human Papillomavirus (HPV), 190–192

Hygiene. See Cleanliness

I__________________________

IBS, 50, 202–203, 204

Incest taboo, 13, 14

Incontinence, 41, 203–204

Inserter vs. receiver roles

fisting and, 94

gay men and, 6, 7, 167

gender-role stereotyping and, 135–136

power struggles and, 167

risks of unprotected intercourse and, 183

special concerns of inserters, 149

See also Power dynamics

Intercourse

penis-centered concept, moving beyond, 135

viewed as only “real” sex, 4, 6, 8–9, 133

See also Anal intercourse; Vaginal intercourse

Intestinal gas, 62, 88, 203–204

Intestinal parasites, 131–132, 195–197

Intravenous drug users, 179, 193, 194

Irritable Bowel Syndrome (IBS), 50, 202–203, 204, 207–210

J______________________

Journal keeping, 25

The Joy of Erotic Massage, 124n

Jung, Carl, 107n

K _____________________

Kaposi’s Sarcoma, 116

Kegel exercises, 40–41, 44–46

Ketamine (K), 114–115, 116

Kinsey, Alfred, 4–5, 6

Kissing, health risks and, 181, 193

Kramer, Joseph, 121, 122n, 124n

L _____________________

Latex condoms. See Condoms

Latex gloves. See Gloves

Laws, sodomy, 11–12

Laxatives, 63, 198, 202, 203

Lesbians and anal sex, power dynamics and, 167–168

BDSM and, 168

butch-femme continuum, 168

casual sex and, 171, 173

gender-role stereotyping and, 167–168

homophobia and, 105

lack of sex research on, 7, 8

prevalence of anal sexuality among, 7

sexual themes of violating prohibitions, 109n

strap-on dildos and, 167

Love, viewed as opposite of power, 152

Loving Someone Gay (Clark), 106n

Lubrication

anal canal producing, 65, 76

desired characteristics of, 65–66

for female condom, 139

for fisting, 93

for latex barriers, silicone, 96

for latex barriers, water-soluble, 65, 96, 138

for nitrile barriers, 93

oil-based, 66, 93, 138, 139

pelvic exercises increasing vaginal, 44

for polyurethane, oil-based, 93, 138, 139

silicone, 96

silicone butt-plugs and, 96

vaginal production of, 44, 78, 126

vagina, water-soluble for, 66

water-soluble, 65, 66

M_____________________

Male sexuality

dominance and anal sex and, 165, 166–167

the feminine, fear of being, 15, 45–46, 106–108, 167

pre-come (Cowper’s glands), 39, 78, 182

refractory period, 80

sexual response, stages of, 74–81

and youthful partner, desire for, 154

See also Ejaculation; Erection; Gender-role

stereotyping; Penis; Prostate; Receptivity

Managing Herpes (Ebel), 190n

Marijuana, 112–113, 112n, 117

Masculinity. See Femininity and masculinity

Massage and bodywork

anal, medical problems and, 132, 209–210

deep tissue vs. gentle, 210

of genitals, 125

for hemorrhoids, 200

partner exploration and, 124–125

prior to anal intercourse, 141

resources about, 124n, 221

safer sex and, 181

as self-healing practice, 209–210

sexological, 121–122

Masters and Johnson, 19, 74–81, 148

Masturbation

during anal intercourse, 144, 148

fantasies and, 82, 85

guided self-exploration, 81–85

guilt and, 83

male, and anal exploration, 33

mutual, 6–7

orgasm as optional in, 82, 84–85

paraphernalia for, 81

prohibitions against, 33

safer sex and, 181

May, Rollo, 152

MDMA (ecstasy), 113–114

Medicine. See Health

Memories/the past

chronic anal tension and, 49, 52, 55

finger insertion and triggering of, 69

re-experiencing with fresh perspective, 54–57

suppression of, 55

See also Emotions and the anus

Men-who-have-sex-with-men, 8, 113

See also Gay men

Metamucil, 63, 170, 199

Methamphetamines, 113–114

Mind-body relationship. See Emotions and the

anus; Voluntary muscle control

Money, as power dynamic, 156–157

Monogamous couples

anal sex risks for, 131–132, 136

hepatitis C risk and, 195

partner exploration and, 120

safer-sex considerations for, 180, 183

Moore, Thomas, 163n

Moral values, 12, 13

Moser, Charles, 18n

Muscles

aging and, 174

anatomy of, 37–42, 38–39

exercise and tone of, 40–41, 44–46

myotonia, 75, 78, 79

PC, 38–39, 40–41, 44

pubo-rectal sling, 88–90, 89, 98

See also Pelvic exercises; Tension;

Voluntary muscle control

Myotonia, 75, 78, 79

N _____________________

Naughtiness, feelings of

anal self-exploration and, 34

and the anal taboo, 109–110

as motivation for anal sex, 14

Negative experiences

anal awareness as missing link in, 55–56

anal intercourse and, 134, 149–150

BDSM and healing vs. perpetuation of, 164

enemas and, 64, 65

finger exploration triggering memories of, 69

partner communication to overcome, 122–123

protective action as missing link in, 56

suppression of memories, 55

See also Emotions and the anus

New School of Erotic Touch, 124n

Nice Person Syndrome, 128–130, 150

Nitrile gloves, 93, 93n

Nonoxynol-9, 138, 138n

O _____________________

Opening Up (Taormino), 120n

Oral-anal sex. See Rimming

Oral sex

adolescents and, 6

with anal stimulation, 125

and feces, exposure to, 196, 197

hepatitis B risk and, 193

HIV risk and, 181–182, 188

prevalence of, 6

rimming before, health risks of, 132

safer sex risk levels and, 181–182

See also Rimming; Safer sex

Orgasm, 79

anal intercourse and, 81, 148–149

anal stimulation producing, 5, 77–78

anus involvement in, 1, 4, 80, 82

full-body, 80

of male inserters, 7

multiple, 80

as optional in masturbation, 82, 84–85

refractory period, 80

separation of ejaculation from, 79–80

as stage of sexual response, 74, 79–80

urine release during, women and, 80

women’s vs. men’s, compared, 77–78

See also Pleasure

Orgasmic Women (Dodson), 83n

Out in the open (Schultz), 40n

P _____________________

Pain

in BDSM, 162–163, 166

chronic anal tension and, 53

Chronic Pelvic Pain Syndromes, 50, 99, 204–207, 207n

following rectal stimulation, 99

gentle exploration in face of, 82

ignoring, and anal problems, 197, 200

no-pain-ever commitment, 26, 56, 134, 166

orgasm as curing, 81

Pap smears, for women and men, 191

Paraurethral glands, 43

Parent-child roles, 154–155, 162

Partners

overview of working with, 24, 119–120

anal sex, avoided early on, 120, 123, 126–127

anxiety, coping with, 126

breaks, taking, 126

casual sex, 134, 171–173, 197

choosing, 120–122, 134

dating, 121, 173

guided exploration, 123–126

nice Person Syndrome and, 128–130, 150

one-way vs. reciprocal touching, 123

proposal for exploration, 122

requests, learning to make, 125–126, 129–130

See also Communication; Inserter vs. receiver

roles; Monogamous couples; Pleasure vs.

performance; Power dynamics; Receptivity

PC muscle, 38–39, 40–41, 44

Pelvic area

anatomy of, 38–39, 40

Chronic Pelvic Pain Syndromes, 50, 99, 204–207, 207n

involved in arousal, 1, 41

locating muscles of, 38–39, 44

and rectal penetration, pleasure of, 92

spasms of, following rectal penetration, 99

See also Pelvic exercises

Pelvic exercises, 44

anus awareness and, 51

bathing and, 45

consistency of practicing, 44–45

and fecal incontinence, prevention of, 204

finding the PC muscle, 38–39, 44

as ongoing practice, 170

for stress (urinary) incontinence, 41

vaginal lubrication increased by, 44

See also Tension; Voluntary muscle control

Pelvic floor, 38–39, 40, 41, 44

Penis

bulb (base) of, 39, 40, 42, 77, 79, 90

bulbocavernosus muscle and, 39, 40

cancer of, HPV and, 191

glans (head), 39, 78

“milking” during anal intercourse, 148

Perfectionism, 52–53, 127, 129

Perineal muscles and perineum

anatomy of, 38–39, 40

bulb of penis and, 39, 42

clitoral body and, 38, 43

locating the PC muscle and, 38–39, 44

Perineal sponge, 43, 92

Personification of the anus, 35–36

Physical therapy, 209–210

Piercing, 183, 193

Pleasure

of bowel movements, 70–71

evolution of anal area for, 1–2, 14

and pain, BDSM boundary of, 162–163, 166

as private experience, 3

of rectal penetration, sources of, 90, 92

reliving experiences of, 56–57

requirements for optimal experience of, xiii

See also Pleasure vs. performance

Pleasure vs. performance, as motivation, 25–26

aging and, 174

anal intercourse and, 147–148, 149

erection inhibition and, 75

as power dynamic, 157–158

Polyurethane condoms (male), 137–138

See also Female condom

Poppers (volatile nitrites), 116–117

Positions

anal intercourse, 141, 142–143, 144, 145, 146

for anal self-examination, 32

object insertion. See Angle of entry into rectum

Power dynamics, 151–153

age differences, 154–155, 156

anal enjoyment prevented by, 166

anal intercourse and, 136, 150, 152, 165–168

appearance and “looksism,” 153–154, 154n

chasers vs. chasees, 159–160

denial of, 151, 153–154, 160

eroticized, 160–165

gay men and, 166–167, 168

and gender-role stereotypes, 151–152, 160, 161, 167–168

heterosexuals and, 165, 167, 168

lesbians and, 167–168

money differences, 156–157

negative manifestations of, 152

race differences, 156

rigid roles and, 151–152, 160, 161

self-esteem, disparities in, 157, 158–159

sexual confidence, disparities in, 157–158

social skills, disparities in, 157

See also BDSM; Dominance/submission;

Inserter vs. receiver roles; Receptivity

Pre-come (Cowper’s glands), 39, 78, 182

Pregnancy, 50, 140, 179, 189, 193, 198

Pressure (physical sensation)

anal canal and, 60

anal intercourse and, 149

finger self-exploration and, 69–70

fisting and, 93

pubo-rectal sling tensing in response to, 88, 90

rectal nerves and, 90, 149

rectal reflex triggered by, 62, 88, 90, 92, 98

Pressure or coercion

and anal intercourse, expectation to receive, 84, 126–127, 141, 147, 167

and chaser/chasee power dynamic, 159–160

chronic anal tension and, 52, 56

maintaining one’s preferences in face of, 85

nice Person Syndrome and, 129–130, 150

partner exploration and, 122–123, 126–127

and performance anxiety, 147–148, 149

for unsafe sex, 183

See also Emotions and the anus

Proprioceptors, 41, 92

Prostate (male G-spot)

anatomy of, 39, 43

butt plugs for stimulating, 96

chronic anal tension and, 50, 205, 206

fingering by partner, 124

location of, 39, 77

masturbation and stimulation of, 82

orgasm and, 79

plateau phase and ability to feel, 79

rectal penetration and, 90

stimulation of, preferences for, 77

Prostatitis, anal tension and, 50, 205, 206

Psyllium, 63, 170, 199, 209

Pubococcygeus muscle, 38–39, 40–41, 44

Pubo-rectal sling muscle, 88–90, 89, 98

R _____________________

Race, as power dynamic, 156

Rape, anal, 16, 114, 115, 165

Reality brand condom. See Female condom

Receptivity

fear of, and female lasciviousness, 108–109

fear of, and male femininity, 15, 106–108, 167

fear of, and unenjoyment of anal sex, 105–106

fear of being demeaned by, 136

fisting and, 93–94

of heterosexual men, women rejecting, 167

psychological enjoyment of, 90

Recreational drugs. See Drugs

Rectum

anatomy of, 38–39, 87–90, 89

burning sensation after stimulation of, 99

curves of, understanding, 88–90, 89, 97, 98

expansion capacity of, 87–88

factors in learning to enjoy penetration, 98–99

and feces, presence of, 63–64

insertion of objects into, method for, 97–98

medical problems and, 88

pleasure of penetration, sources of, 90, 92

as pressure sensitive, 90, 149

pubo-rectal sling muscle and, 88–90, 89, 98

spasms of pelvic muscles in penetration of, 99

urges of. See Bowel movement, urge for

See also Angle of entry into rectum

References and resources, xvii, 213–223

Relationships. See Partners

Relaxation techniques, 53, 53n, 203, 206, 209, 209n. See also Anal mindfulness; Breath awareness; Massage and bodywork

Religion, 15, 109n

Rimming, 130

anal taboo and, 130, 132

cleanliness and, 130, 132, 192

dominance-submission role playing, 130–131

health risks, 131–132, 192, 195, 196, 197

safer sex and, 131–132, 181, 192, 197

surveys on prevalence of, 6, 7, 8

S_________________________

Safer sex

basic and simple practice of, 184

challenges to success of, 183–184

commitment to, 180–181, 182, 183–184

condom always used, commitment to, 184

dental dams, 131, 197

drugs and lack of, 115

inserter vs. receiver and, 183

resources for, 182n

risk as aphrodisiac and, 184

risk levels of sexual activities, 181–183

self-esteem and, 183

spermicide and irritation of tissue, 138n

STD (non-HIV) prevention, 137, 187, 188, 190, 192, 195, 197

truth in prevention campaigns, 183–184

See also Condoms; Gloves; specific activities

Safe words, 164

Saliva, health risks and, 181, 193

San Francisco Stop AIDS Project, 140, 140n

Schultz, Louis, 40n

Self-consciousness, overcoming, 36, 126

Self-esteem, 158

anal intercourse and, 145

anger and lack of, 145

BDSM and, 164

gay pride, 106

power dynamics and, 157, 158–159

and safer sex, struggle with, 183

sex and, 20–21

sexual prowess as basis of, 158

See also Emotions and the anus

Self-exploration

anal taboo and, 2–3, 33–35, 36

fisting and need for, 95

goals and expectations, 25–26

journal keeping, 25

no-pain-ever commitment, 26, 56, 134, 166

ongoing, devotion to, 170

personifying the anus, 35–36

as prerequisite to anal intercourse, 134, 150

self-examination of the anus, 31, 32

timing and rhythm of, 27

See also Anal awareness; Cultural attitudes;

Emotions and the anus; Health

Self-healing program, xvii, 207–210, 209n

Semen

hepatitis B transmission and, 193

production of, 43

safer sex and, 182

sperm, 78

Seminal vesicles, 39, 79

Sex for One (Dodson), 83n

Sexological bodywork, 121–122

Sex-roles. See Gender-role stereotyping

Sex therapy

anal spasm treatment, 21–22

anal taboo and, xii, 21–22

goals of, 19–21

self-acceptance as goal in, 20

“sex addiction” and, 19

and sexual change, possibility of, 19–20

Sex toys

butt plugs, 95–97, 95, 140

cleaning, 96–97

dildos, 95, 135–136, 140, 167

insertion method for, 97–98

Sexually transmitted diseases (STDs), 184–186

cancer (HPV infection), 190–192, 192n

chlamydia, 137, 186, 201

clinics for, public health, 211

fissures complicated by, 201

forgiving one’s imperfections, 185

genital warts (HPV), 190–192

gonorrhea, 137, 186–187

herpes, 137, 188–190, 189n, 207

human imperfection and, 185

intestinal infections, 195–197

lack of diagnosis of, 186

notifiable to public health authorities, 185–186

parasites, 131–132, 195–197

partner notification, 186, 187, 188

prevention of, generally, 185

resources on, 184n

safer-sex guidelines and prevention of, 185, 186, 187, 188, 190, 192, 194, 195, 197

statistics, 184, 186, 187, 188, 190–191, 194

syphilis, 137, 187–188

See also Hepatitis; HIV/AIDS; Safer sex

Sexual response, stages of, 74–81

Sexual revolution, xii, xiv, xv, 110, 188

Shame

anal eroticism and, 83

as aphrodisiac, 13

homophobia and, 106

STDs and, 185

Sigmoid (s-shaped) colon. See Colon

Silent duck, 92–93

SM (sadomasochism). See BDSM

Sodomy laws, 11–12. See also Anal intercourse Spermacides, 138, 138n

Sphincters

anatomy of, 37, 38–39, 40, 60–61, 61

distinguishing by touch, 67

external, 38–39, 40, 41, 60–62, 61

forced penetration of, 60, 200

internal, 38–39, 40, 61, 62, 198

internal, voluntary control of, 63, 67

See also Anus; Chronic anal tension; Rectum

STDs. See Sexually transmitted diseases

Stein, Amy, 207n

Stern, Howard, xvi

Strap-on dildos, 135–136, 167

Stress

herpes and, 189, 207

IBS attacks and, 203

reduction programs, 53

stress response, 48–49

See also Emotions and the anus

Stretching (Anderson), 209n

Submission. See BDSM

Suppression of memories or negative emotions, 49, 52, 55, 83

Surveys and studies

on anal intercourse, orgasm during, 148

on BDSM, 163

on casual sex, 171, 172

on condoms, 8, 137

on constipation, 201, 201n

on female condom, preference for, 140

on fisting, 94

on HIV/AIDS, as focus of sex research, 8–9

and intercourse-centered view of sex, 4, 8–9

of lesbians, need for, 7

on preferred activities, 7

on prevalence of anal sexuality, 4–7

on teen sex, 6

Syphilis, 137, 187–188

T _____________________

Taboos, 12–14.

See also Anal taboo

Taormino, Tristan, 120n

Tattooing needles, 193

T-cells, 180

Tension

anal intercourse and, 165, 166

chronic rectal tension, 88, 99

denial of power dynamics, 151, 153–154, 160

homophobia and, 105–106

memories and accumulation of, 49, 52

nice Person Syndrome and, 129

self-examination of anus and detection of, 170

and specific worries or dangers, 49, 53

stress response and, 48–49

as survival response, 51

and urge to defecate, 62

zones of, 49

See also Chronic anal tension; Emotions and the anus

Toilet training, 70

Top. See BDSM; Inserter vs. receiver roles

Tossing the salad. See Rimming

Tranquilizers, 111

Transverse perineum, 40

Tripp, C. A., 108, 154n

Trust, fisting and, 93–94

Trust, the Hand Book (Herrman), 93n

U _____________________

Uncomfortable feelings

anal intercourse and, 150, 165–168

and finger insertion with self, 68–70, 81–82

first attempts not working out, 145

looking and touching and, 31, 33–35

and masturbation exploration, 83

and object insertion, self-exploration of, 97–99

receptivity of male, female rejection of, 167

resistance to communication about, 128

speaking up about, 125–126, 127

See also Emotions and the anus

Urethra, 38–39, 43, 78, 79

Urethral sponge, 38, 43, 43n

Urination

Chronic Pelvic Pain Syndromes and, 205

during orgasm, women and, 80

water sports, safer sex and, 181

See also Bladder

Uterus, 38, 76, 80

V _____________________

Vaccinations, 131n, 191

Vagina avoid exposure to feces, 30, 77, 81–82, 196

cancer and (HPV), 191, 192n

chronic anal tension and pain in, 50, 205

engorgement and “tenting” of, 76, 78

fisting, 93

fluids of, 44, 78, 126

fluids of, risks of exposure to, 182, 193

hygiene, 30

indirect infection of, 132, 196

lubricants to use with (water-based), 66

orgasm and, 80

spasms of (vaginismus), 21

spermicides as irritant to, 138n

Vaginal intercourse condoms always used for, as commitment, 184

dyspareunia (pain during), 205

female condom and, 140

following anal intercourse, 145

positions for, 146

power dynamics and, 136, 160

safer-sex and, 182–183, 184

Vaginismus, 21

Valium, 111–112

Vas deferens, 39, 43, 79

Vasocongestion, 75, 76

See also Sexual response Virgin/whore dichotomy, 108–109

Volatile nitrites (poppers), 116–117

Voluntary muscle control, 59

anal awareness/mindfulness and, 59, 63, 67–68

anal intercourse and, 148

biofeedback and, 63, 200

chronic anal tension, healing of, 200

for giving pleasure, 76, 80, 148

of internal anal sphincter, 63, 67

of rectal muscles, 90, 98

W_____________________

Warts, 188, 190–192

Water sports, safer sex and, 181

Websites and contact information

Centers for Disease Control and Prevention (CDC), 179n

condom comparisons, 140n

fisting videos, 93n

Hepatitis vaccine information, 131n

herpes information and support, 190

HIV/AIDS statistics, 179n

intestinal infection information, 197

massage resources, 124

reference list of, 220–223

safer sex updates, 182n

San Francisco AIDS Foundation, 131

sex education, 8n

sexological bodywork, 122n

STD information, 184n

World Health organization, 179n See also References and resources

Weightlifting, 53, 199, 209

Willingness, 74. See also Desire

Wise, D., 207n

World Health organization (WHo), 179n

X _____________________

Xanax, 111–112



 

 

 

Jack Morin, Ph.D., has been studying the erotic adventure as a clinician and researcher for more than three decades, often delving into uncharted territory. He is the author of The Erotic Mind, an in-depth guide to what turns us on— and why. He’s a professor at the California Institute of Integral Studies and a faculty member at the Institute for the Advanced Study of Human Sexuality. He practices psychotherapy and sex therapy in the San Francisco Bay Area (www.jackmorin.com) . He also has a passion for photography (www.jackmorinphotography.com) 
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