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The concept of sexual addiction has gained increasing recognition in the academic and healthcare communities since the 1990s. It has also captured the attention of the media, where there has been much debate over whether it can truly be described as an addiction. What is certain is that many people struggle with out of control sexual behaviour, which takes over their lives and has harmful consequences for their relationships, careers and finances.


The Routledge International Handbook of Sexual Addiction
 brings together a comprehensive range of perspectives on sexual addiction from a worldwide selection of scholars and therapists. It sets out to define sexual addiction and to study its causes from a range of different psychological perspectives. A series of presentations of sexual addiction are outlined, including internet sexual addiction and the relationship between paraphilias and sex addiction. The handbook considers both individual and group treatment strategies, drawing on a wide range of approaches, including cognitive behavioural therapy, mindfulness and 12-step programmes. The book studies sex addiction in specific populations including women, adolescents and men who have sex with men. Finally, it considers some of the alternative discourses surrounding the concept of sexual addiction.

This is the first comprehensive reference book to bring together global viewpoints on advances in research, theory and practice in one volume. This handbook provides an essential guide for academics and students of psychotherapy, counselling, nursing, addiction, sexualities, social work and health and social care, as well as professionals in practice and in training working with sexual addiction and related issues.
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Foreword




Dr Stefanie Carnes and Dr Patrick Carnes






The Routledge International Handbook series prides itself on studying hundreds of different disciplines, and the books in this series are utilised as important reference guides worldwide. As such, having sexual addiction included as part of this series is a crucial element in advancing the field of study, and we are honoured to have our work, along with writings by so many of our esteemed colleagues, included.

Sex is fundamental in shaping culture. When men and women are equal and sex is viewed in positive, relationally connective ways, violence in the culture diminishes and creativity accelerates. Simply stated, sex is at the core of our identities – a natural and joyous part of being human. When sex becomes a compulsion or an addiction, however, it has the capacity to unravel our lives.

Addiction in general is at the root of the healthcare crisis in the US. The consumption of alcohol alone results in US$588 billion in healthcare costs each year. And remember, this number doesn’t take into consideration the impact of prescription drugs, illicit drugs or other potentially addictive substances.

For quite some time, of course, addiction was only recognised when substances were involved. As such, many addiction professionals steered clear of recognising, treating or even discussing behavioural addictions. However, thanks to a few brave therapists and a great deal of relatively recent research, that has all changed. For the most part, this started in the mid-1970s, when researchers began to document that addiction was a problem centred in the reward centres of the brain; they also found that you didn’t have to be addicted to (or even exposed to) drugs or alcohol to experience this neurobiological pleasure response. The reaction could also be triggered by pleasurable behaviours such as eating and being sexual. Based on this, in 2005 a landmark lecture to Britain’s Royal Academy’s annual spotlight on medical progress discussed how ‘natural’ addictions have escalated into a global problem, and this pushed behavioural addictions (including sexual addiction) into an international spotlight.

Another major advance in the field occurred when the American Society of Addiction Medicine (ASAM) released a public policy statement in 2011 that included this short definition:



Addiction is a primary, chronic disease of brain reward, motivation, memory and related circuitry. Dysfunction in these circuits leads to characteristic biological, psychological, social and spiritual manifestations. This is reflected in an individual pathologically pursuing reward and/or relief by substance use and other behaviors. … Addiction also affects neurotransmission and interactions between cortical and hippocampal circuits and brain reward structures, such that the memory of previous exposures to rewards (such as food, sex, alcohol and other drugs) leads to a biological and behavioral response to external cues, in turn triggering craving and/or engagement in addictive behaviors.



(American Society of Addiction Medicine, 2011)








By defining addiction as a ‘brain disease’ and using food and sex as examples of non-substance addictions, ASAM’s definition brought further validity to the diagnosis of sexual addiction. Despite this, the American Psychological Association (APA), in the most recent version of the Diagnostic and Statistical Manual of Mental Disorders – 5
 
th

 Edition
 (DSM-5; American Psychiatric Association, 2013), often referred to as the psychiatric ‘diagnostic bible’ in the US, refused to include this diagnosis, just as the World Health Organization’s International Statistical Classification of Diseases and Related Health Problems
 (ICD-10; World Health Organization, 1992) does not yet officially recognise sexual addiction. Of course, the fact that sex addiction is not included in the DSM-5 or the ICD-10 does not mean the disorder doesn’t exist. After all, alcoholism was not officially recognised in the DSM until the 1970s, but I don’t think anyone could rationally argue that there were no alcoholics prior to that event.

Today, fuelled by the accessibility, affordability and anonymity of the internet, we are seeing an upsurge in sexual addiction. In fact, the most common problems presented to family and marriage counsellors are issues related to sex, in particular infidelity that is sometimes, though not always, driven by sexual addiction.

Perhaps the most devastating aspect of sexual addiction in the 21st century is that the disorder is being inherited by our children. Basically, the internet has dramatically reshaped the ways in which young people today learn about and become sexual. And because of this, an increasing number of children are becoming addicted. The pattern appears to start with video games, which target the brain’s reward centres. Over time, as young people inevitably become sexual on the internet (usually via ubiquitous, easily accessible and constantly changing pornography), their brains re-map in ways that cause sexual arousal to become dependent on what is new and different (the same as they get with video games). This is a game-changer that can sometimes lead to addiction.

Since the 1990s we have seen an amazing proliferation of theories, assessments, treatment techniques and resources developed for addicts and their families. This handbook is a wonderful compilation of the most up-to-date information on all of these advancements in the field. What is especially valuable about this guide is that it includes alternative viewpoints. The contributors include a worldwide selection of scholars and therapists, many of whom are recognised as leaders in the field within a wide range of disciplines. Ultimately, of course, we have all chosen career paths in the sex addiction field. As such, we not only have an opportunity to help countless people in need and to be part of the ground-breaking research that provides tools for assessing and treating sex addicts, we also get to collaborate with others who want to find ways to conquer this devastating addiction.

In our clinical practices, we have all seen the devastation of sex addiction for the addict, the partner and other family members. As we continue to immerse ourselves in the training and educating of other therapists about sexual addiction, we witness the possibilities of recovery. The beautiful thing is that hope and recovery are possible once we recognise, accept, understand and adequately address the problem. This comprehensive handbook is a terrific step in that direction.
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Introduction






Joanna Benfield






Cultural developments and digital advances over the past half a century have had an enormous impact on our perceptions of sex. The so-called sexual revolution of the 1960s and 1970s challenged traditional attitudes towards sex in an unprecedented way. Many positive changes occurred in terms of attitudes towards women’s sexuality, homosexuality and different forms of sexual expression. The invention of the contraceptive pill gave women control over their own fertility, allowing them to have sex for pleasure without worrying about the reproductive implications. A fundamental shift in the relationship between men and women was also seen as more women entered the workforce and began to earn money.

Today, we have entered an era in which sex is visible and available to an extent that we have never before experienced. We need look no further than the advertisements on our televisions or on billboards to see sex being used to sell everything from cars to clothes and perfume; we are constantly bombarded with sexual imagery. The advent of the internet has made sex available in far more overt forms still, opening a whole new world of sexuality. The creation of ‘hook-up’ apps and websites offering the possibility of immediate sexual encounters has moved this new sexual world from the virtual to the real. There is a dazzling array of potential sexual partners offering many different forms of sex. The internet has created the opportunity for us to have sex with whom we want, when we want (Carnes et al., 2007).

As a result of cultural developments, we live in a far more sexually liberated society than before. A comprehensive study has shown that American adults have become far more accepting of premarital sex, adolescent sex and same-sex sexual activity since the 1970s (Twenge et al., 2015). The study also found the number of sexual partners people reported having has increased, as have rates of casual sex, showing how rising cultural individualism has produced an increasing rejection of traditional cultural rules regarding sex (Twenge et al., 2015).

The term ‘sex addiction’ has emerged in tandem with these cultural shifts. From the 1970s onwards, sexual self-help groups began to spring up, based on the 12-step model of Alcoholics Anonymous. These groups were aimed at helping individuals who felt they were no longer in control of their sexual behaviour. In addition, fears of out of control sexual behaviour intensified in the light of the AIDS epidemic in the 1980s (Irvine, 1985, in Reay et al., 2013). As awareness of sex addiction increased, counsellors and psychotherapists began to provide treatment for 
 individuals who reported difficulties with their sexual behaviour. Dr Patrick Carnes was the therapist at the forefront of this, developing protocols and treatment strategies for both group and individual therapy. Today, there is a community of sex addiction treatment professionals throughout much of the world, serving an ever-growing population.

As awareness of the concept has grown, sex addiction has become a juicy theme for popular culture and has been explored in a number of films, such as Shame
 (2011) and Thanks for Sharing
 (2012). As the concept becomes increasingly discussed in the media it is possible that more people begin to question their own or their partner’s sexual behaviour, further increasing awareness of the problem. The media, however, remains divided on the topic. While some argue that sex addiction is the new scourge on our society, others dismiss it entirely, often critiquing it on moral grounds, arguing that it is simply being used as an excuse for bad behaviour.

Criticism of the concept of sex addiction is not just confined to the media. There are many voices of dissent in both the academic and therapeutic communities. Some critics argue that the concept of sex addiction, and the accompanying treatment industry, is simply a reaction to cultural shifts of the last few decades. As Levine and Troiden write, ‘The concepts of sex addiction and compulsion constitute an attempt to repathologize forms of erotic behaviour that became acceptable in the 1960s and 1970s’ (Levine and Troiden 1998: 349, in Reay et al., 2013: 2–3). Certainly, it is true that some religious groups, who saw their values undermined by the new developments, were active participants in the sex addiction treatment movement. Critics might also assert that the sex addiction treatment industry has become lucrative, preying on the stigma attached to sexual liberation, with the emergence of expensive inpatient treatment centres.

Whether we agree with this analysis or not, there is surely a warning worth heeding in these viewpoints. As therapists, we need to be careful that, in diagnosing sexual addiction, we are not simply stigmatising a cultural shift. Sexual addiction cannot simply be diagnosed to reflect the prevailing moral standpoint. It is imperative that we are ethical in our treatment of sex addiction and that we do not stigmatise otherwise healthy sexual behaviour just because it does not conform to our own personal or cultural views of what is healthy. If we do so, we are also in danger of stigmatising certain groups for whom greater sexual freedom is considered a normal part of their lifestyle. As therapists, it is imperative that we strenuously guard against this. For example, a person who is distressed by homosexual thoughts and behaviour might seek out ‘conversion therapy’ but that in no way makes it ethical for us as therapists to try to ‘cure’ them. Equally, someone who is distressed by sexual thoughts that do not fall in line with their religious values might not need ‘curing’ per se, but may instead need an opportunity to discuss and eventually reconcile their conflicting needs and values. As Moser writes, ‘…some individuals seek help because they perceive their sexuality as out of control. It is not clear if this perception is accurate, the result of another mental disorder, a new mental disorder…, or a conflict between the individual and society (or the individual’s religious beliefs, self-imposed morality, personal expectations, or a misunderstanding of what constitutes normal sexuality)’ (Moser, 2013: 56). We must at all times remain aware of this and ensure that we are clear about what it is we are treating and why.

Most of us who work in the field of sex addiction have no wish to stigmatise sex. We see it as an enjoyable and necessary part of life, and we work from a sex-positive stance. After all, as human beings, we are biologically programmed to enjoy sex; it is a necessary design feature in the propagation of the species. It may be difficult to see how we can treat an ‘addiction’ to something we don’t necessarily want to banish from our lives. Generally, in treating alcohol or drug or gambling addiction, our aim will be to completely eradicate the use of the substance or the behaviour from the person’s life. This would not be a desirable outcome in most cases of sex addiction. The aim instead would be for sex to become an enjoyable and healthy part of the person’s life. In this respect, parallels could be drawn between the treatment goals of sex addiction 
 and those of eating disorders. We need to eat to live, and the aim of treating eating disorders is to help the patient re-establish a healthy relationship with food.

The criticisms of sex addiction have been highlighted by its exclusion from the latest version of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders – 5
 
th

 Edition
 (DSM-5; American Psychiatric Association, 2013). Dr Martin Kafka, of Harvard University Medical School, made a compelling, if ultimately unsuccessful, argument for the inclusion of ‘hypersexual disorder’ in DSM-5 and proposed diagnostic criteria (Kafka, 2010). He argued that sex addiction differed from healthy sexual behaviour in that, in the case of sex addiction, sex was used to relieve negative emotional states and resulted in significant distress for the individual. Even though this was not taken up by the American Psychiatric Association, it is a useful definition for us to keep in mind when working with patients.

One of the main reasons sex addiction was not included in the DSM-5 was a lack of empirical evidence. This is perhaps strange, given the growing number of academics working in the field and individuals presenting with out of control sexual behaviours. We must question why the topic has not attracted significant research funding or interest. Some may argue that the failure to recognise sex addiction is political; after all there are no great advantages for pharmaceutical companies in its inclusion in DSM-5 and, therefore, there is no powerful industry lobby acting as its advocates.

It is clear that for sex addiction to be considered for future versions of the DSM, there would need to be clear agreement about its definition, as well as a set of clear criteria for diagnosis. Equally, until we can establish how many people suffer from sex addiction, it is unlikely to be universally accepted as a clinical disorder. Without greater certainty about the prevalence of sex addiction, we cannot definitively argue that it is increasing, even if anecdotally this seems to be the case. As Moser writes, ‘The current state of our knowledge about individuals who are seeking help for purported “hypersexual behaviour” appears to be superficial and characterized by subjective interpretations and preconceptions of the nature of this disorder’ (Moser, 2013: 56). Such criticism, hard as it may be to hear, is surely valid at the current point in time. As therapists, researchers and scientists we need to take responsibility for addressing this lack of information and knowledge in order to make a definitive case for the disorder. As editors of this handbook, we hope that it can be a small step in the right direction of encouraging an increase in research into the causes, symptoms, affects and treatments for sex addiction.

Recent developments in neuroscience may soon help to resolve some of the arguments as to whether or not sex addiction should be recognised as a disorder. MRI scans are beginning to show how out of control sexual behaviour impacts the brain, and similarities in this regard are emerging with other addictive processes, such as drug addiction (Voon et al., 2014), internet addiction and gambling (Love et al., 2015). However, further neurobiological research is needed to strengthen the evidence-base for sex addiction.

For the moment, as therapists, we face a diagnostic challenge: can we definitively diagnose an individual as having a disorder that does not appear in the DSM? Without definitive diagnostic criteria, we perhaps run the risk of what Hall describes as ‘loitering in the shallows of unconscious incompetence’ (Hall, 2013: 2), lacking the appropriate map and compass for our work. Does this mean that, as a sex addiction treatment community, we should stop treating individuals presenting with out of control sexual behaviour until we have definitive criteria? Personally, I firmly believe this would be a dangerous path to take.

Most of us who work as therapists in this field are aware that, whatever name we give to sex addiction, time and again individuals walk through our consulting room doors who are experiencing marked distress as a result of their sexual behaviour. They tell us they no longer feel their sexual behaviour is within their control, relationships with their partners have broken down 
 and, in some cases, they have experienced severe financial consequences, such as losing jobs or homes. Whatever label we give it, therapists should be able to offer help and solace to an individual in distress. As Reid writes, ‘Clinically speaking, a patient’s subjective description of sexual fantasies, urges, and behaviors combined with their personal distress, feelings of diminished control, and negative consequences, is likely more meaningful for treatment purposes than the label given to these characteristics’ (Reid, 2013: 5). Each of us will have a different approach to working with these patients. We may not all choose to ‘diagnose’ a patient with sex addiction but we will do our best to alleviate difficulties and help them overcome distress. Often, it is the patient themselves that uses the term and, as therapists, we need to explore what the label means to them. In other cases, it may be the partner who has labelled the problem as sex addiction and sent the ‘errant’ spouse for treatment. In such cases, we will want to explore whether the patient sees their behaviour as problematic. Whichever approach we take, it is ethical to work with the patient to help them understand and alleviate their distress, even if we cannot offer them a DSM-approved diagnosis.

As a result of the exclusion of sex addiction in the DSM-5, it is perhaps even more important to have a comprehensive handbook on the issue. Therapists lack guidance on how to recognise and treat the disorder, and it is hoped this handbook might fill the gap somewhat. It is aimed at therapists, researchers and others interested in the field of sexual addiction. The book gathers together a comprehensive range of perspectives on sexual addiction from a worldwide selection of scholars and clinical practitioners. It sets out to try to define sex addiction, to study its causes and to propose effective treatment strategies. The handbook also considers sex addiction in specific populations and looks at some of the alternative discourses surrounding the concept.

The handbook is structured to make it easily accessible to the reader and is divided into seven sections. Section one provides an overview of the concept of sexual addiction. The authors in this section examine classic and contemporary approaches to aetiology and diagnosis. The topic of definitions is explored, even though sex addiction is by no means a universally accepted concept. A biopsychosocial lens is used to encourage practitioners to adopt a comprehensive approach for both diagnosis and treatment that addresses the complexities of individual cases. Section two explores some of the main forms in which sex addiction presents, including internet sex addiction, and the use of fantasy. It also covers paraphilic disorders, which are often present alongside sex addiction. Section three focuses specifically on aetiology, and the contributors consider the roles of trauma, shame and the individual’s attachment style. This section also considers sex addiction from a neuroscience perspective.

Section four provides a comprehensive look at treatment options. Chapters in this section cover assessment, diagnosis and a wide range of therapeutic treatment strategies, including group therapy. Many practitioners would agree that even when working with an individual, additional group therapy is invaluable. For this reason, particular emphasis is placed on group work and the role it plays in treatment and relapse prevention, looking at both cognitive behavioural therapy (CBT) groups and 12-step groups. In addition, this section considers a number of innovative approaches that can be used as adjunct forms of therapy to treat sex addiction. These include mindfulness, positive psychology and art therapy. The pharmacological treatment of sexual addiction is also considered, as are the topics of cross- and co-occurring addictions.

Section five examines sex addiction in specific population groups. It considers how sex addiction impacts men who have sex with men (MSM), as well as adolescents. Most sex addiction work tends to focus on men, and far less has been written about the disorder in women. The handbook considers women in the context of both sex addiction and love addiction, as well as how they are affected by having partners who are sex addicts. This section also looks at sex offenders, the clergy and sexual misconduct among other professionals.

Section six considers some of the alternative discourses about sexual compulsivity. This perhaps makes it unusual among reference books on this topic, which tend to be firmly divided into two camps, either championing the concept of sex addiction or lambasting it. In this book, we have tried to provide both sides of the argument, allowing the reader to form their own conclusions. This section explores the arguments against sex addiction, and the assertion that the concept pathologises certain sexual behaviour and certain groups. The authors in this section argue there are serious diagnostic and scientific challenges to the credibility and validity of the sex addiction concept.

Section seven reflects on the key points made and highlights the main lessons and challenges for therapists and academics working in this field.

We are living in a fast changing world. Since the 1990s, we could not begin to predict the profound way in which the internet, in particular, would alter many people’s relationship with sex. We can only begin to imagine what might happen in the next 20 years. As Carnes et al. predicted in 2007, ‘cybersex is only the beginning of what is coming in the way of increased and enhanced sexual activities and opportunities’ (Delmonico et al., 2007: 214). For many of us, these represent exciting and fulfilling sexual possibilities. But, as therapists, we will also need to develop new responses to some of the consequences this might provoke in some people. Carnes et al. write, ‘The problem is not cybersex per se. It is learning new ways to relate to one another and to our sexuality’ (Carnes et al., 2007: 217). As therapists, our role is surely to help people develop healthy models of sexuality, which are in line with their own value systems and allow them to enjoy fulfilling sex lives.

Our understanding of sexual addiction and knowledge of its aetiology and prevalence, as well as of the most effective ways to treat it, is still in its infancy (Reid, 2013). Some of our greatest advances in understanding sex addiction have come in the field of neuroscience and it is likely to continue to shed light on our comprehension of the concept, particularly as some important neurobiological questions still remain unanswered (Reid, 2013), such as the relationship between sexual addiction and drug addiction (Voon et al., 2014). As a consequence, future texts in this field may well reflect a completely different understanding of sexual addiction. We welcome these developments and encourage an active and lively debate about the concept. It is all too easy for us to become intractable in our positions and line up as either being an advocate or a critic of the concept of sex addiction. Perhaps it does not hurt any of us to keep an open mind so we can objectively assess new evidence and developments as they emerge. We can also engage in healthy and lively debates, which enrich our understanding, rather than showing an unwillingness to listen to the other side of the argument. It is this debate and discussion that this handbook hopes to encourage. As readers, we hope you may go away with a greater understanding of alternative perspectives and a willingness to contribute to the further research and gathering of empirical evidence, which is necessary to enhance our knowledge and treatment of out of control sexual behaviour, however we choose to define this.
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Whither sexual addiction?






An overview



Stephen Southern






Sexual addiction as a concept has enjoyed a robust journey over more than 30 years of theory, practice and research. The disorder has especially enjoyed support among adherents of an addiction model of intervention, while detractors challenge the diagnosis as reflecting biased conventional social construction. The field of sexual addiction treatment has many parallels with the journey of addiction treatment (Phillips et al., 2015). Advances in assessment and diagnosis, as well as awareness of various biopsychosocial risk factors (Samenow, 2010b), have contributed to an increasing acceptance of the concept in the scientific community (Phillips et al., 2015). There has been convergence among the paths to recovery from sexual addiction, particularly in the history of the Society for Advancement of Sexual Health (Samenow, 2010a, 2010b), as well as divergence in the field. Classic and contemporary models have been applied to the diagnosis and treatment of sexual addiction (Riemersma & Sytsma, 2013).

The acceptance of the sexual addiction concept parallels the evolution of the gambling disorder diagnosis, which is the only non-substance-related addictive disorder included in the Diagnostic and Statistical Manual of Mental Disorders – 5
 
th

 Edition
 (DSM-5; American Psychiatric Association, 2013: 585). The current status of sexual addiction treatment is informed by a comparison of the diagnostic criteria for gambling disorder and a diagnosis proposed, yet rejected, by a consensus committee for inclusion in the DSM-5, for ‘hypersexual disorder’ (Kafka, 2010, 2013). The present chapter addresses the multiple perspectives that have been applied to the field of sexual addiction, in order to better understand professional means and ends and to predict the future of professional treatment specialisation. Furthermore, a socio-historical perspective on sexual health – namely symbolic interactionism (Giugliano, 2004) – emphasises the importance of language applied to sexual addiction by therapists and patients in a meaning-making process. The chapter concludes with a sexual attachment model, which integrates three major perspectives in the field.


History




Early in the development of the field there were competing models for understanding sexual addiction. Patrick Carnes (1983) coined the term ‘sexual addiction’ in his landmark book, Out of the Shadows: Understanding Sexual Addiction
 . Carnes applied the 12 steps of Alcoholics Anonymous (AA) to out of control or problematic sexual behaviours that produced consequences 
 and unmanageability in a person’s life. Mark Schwartz and colleagues from the Masters and Johnson Institute treated sexual compulsivity as a form of intimacy dysfunction deriving from life trauma and negative experiences in sexual development (Schwartz, 1996; Schwartz et al., 1995). Eli Coleman and colleagues at the University of Minnesota Medical School explored the concept of sexual addiction from the perspective of sexual science, co-morbid mental disorders and health risk (Coleman, 1991; Miner & Coleman, 2013). The crossroads of sexual addiction converged in meetings hosted by Coleman at the Program in Human Sexuality at the University of Minnesota Medical School. In some respects, the development of the National Council on Sexual Addiction and Compulsivity (now the Society for Advancement of Sexual Health) reflected efforts to establish some common language for reconciling the initial competing models (Samenow, 2010a). Carnes (1996) provides a detailed account of the development of clinical language to describe the experience of sexual addiction and compulsivity.


New generations




Riemersma and Sytsma (2013) provide an excellent overview of the development of sexual addiction diagnosis and treatment, culminating in a ‘New Generation of Sexual Addiction’. They describe classic approaches to treatment, as well as contemporary sexual addiction, fuelled by the rapid growth of internet technology and social media. Classic approaches were manifested in the proliferation of publications in the 1980s and 1990s and the founding of a professional journal, Sexual Addiction & Compulsivity
 . Early work in the field explored the validity and utility of the concept as a disease, consistent with the addiction model, versus the view of sexual addiction as a social/experiential concept, which could result in incorrect diagnosis, stigma or unnecessary treatment (Riemersma & Sytsma, 2013). This debate has continued over the years with major complaints aimed at treatment facilities regarding over-diagnosis (Halpern, 2011). Nevertheless, the persistence of distressed individuals, couples and families in treatment and recovery testifies to a reality of compulsive, hypersexual, out of control sexual behaviour in the lived experiences of persons affected by sexual addiction.

The classic model of sexual addiction focused primarily on men, but the field has been increasingly informed by the experiences of women presenting with compulsive sexual behaviour (Ferree et al., 2012). The increase in access to pornography and unlimited sexual experiences via the internet and various forms of social media facilitated the involvement of women and adolescents in sexual addiction (Owens et al., 2012). Arguably, early exposure to pornography among children, who are engaged in forming templates or maps for organising intimate sexuality, has disrupted their development. This has favoured the emergence of a rapid-onset, contemporary version of sexual addiction. Contemporary approaches to treating sexual addiction tend to be holistic and integrative, having been informed by advances in feminist sexuality, improvements in assessment and refinements in diagnosis (Riemersma & Sytsma, 2013).

Chronicity, content and culture contribute to contemporary sexual addiction (Riemersma & Sytsma, 2013). The contemporary model asserts that chronic exposure to sexual content across modern media, particularly among young children, advances compulsive sexual behaviour. This viewpoint is consistent with an older view that children exposed to explicit materials or sexual abuse become sexually reactive, engaging in boundary-violation and out of control sexual behaviour (Dominguez et al., 2006). The contemporary model indicates that rapid development of sexual preoccupation and acting-out behaviour is under the influence of neurochemical, emotional, social and sexual development (Riemersma & Sytsma, 2013). Paradoxically, the contemporary view of sexual addiction shares terrain established by Freud in his original model of psychic disorder and disordered behaviour.



Back to the future




Freud (1896/1954; 1905/1962) originally asserted that psychic trauma resulted from premature or over-excitation of a vulnerable nervous system, through harmful experiences perpetrated by an adult or caretaker charged with the responsibility of protecting and representing the best interests of the child. Thus, Freud’s view of trauma indicated a disruption of normal neurological development and betrayal by a powerful other. Sexual addiction as intimacy dysfunction is closely related to distrust of others, avoidance of nutritious life experiences and preference for non-partner-oriented sexuality over time. Freud (1920/1954) also described the efforts of the person to resolve the developmental trauma through the repetition compulsion, by which the original scene of the crime is recreated actually or symbolically in an attempt to gain mastery over the experience of neglect, abuse or trauma. The contemporary culture of sexual addiction favours virtual and non-relational sex through ease of access, affordability and anonymity (Cooper et al., 1999; Young, 2008).

Although the professional field of sexual addiction recovery/treatment arose in the 1980s, the phenomenon of high sexual appetite or variant sexual preferences was acknowledged in the early history of sexology (Krafft-Ebbing, 1886). Robert Stoller (1975) in particular analysed cases of irresistible sexual behaviours that produced dysfunction in areas of daily life. His model of perversion as an eroticised form of hatred (Stoller, 1975) accounted for the development and maintenance of paraphilias or variant sexual preferences, which produced personal shame, social judgement, relational conflict and victimisation of oneself or others. Similar to the concept of accumulating consequences in sexually addictive behaviours, paraphilias were viewed as change-worthy by virtue of shame, impairment and loss of control. Paraphilias tended to reflect codes for distortions in psychosexual development and attempts at corrective solutions to childhood trauma (Birchard, 2011). Sexual fantasies and obsessions function as yearning for trauma resolution and substitutes for intimate relationships (Leedes, 2001). Similarly, John Money (1986) described ‘love maps’, formed in the course of development through omission, displacement and other errors that interfered with opportunities to choose partner-oriented sexual intimacy (Money & Lamacz, 1989). Aaron (2012) provided an integrative literature review describing factors by which childhood sexual abuse is translated into problematic adult sexual behaviours.

The concept of sexual addiction as mistaken sexual development that forms roadblocks to intimacy has been historically grounded in object relations theory (Gomez, 1997; Horner, 1984) and attachment research reported by Bowlby (1969), Ainsworth (1969) and others (see Main et al., 1985). The advantage of this model for understanding sexual addiction and compulsivity, including the paraphilias, rests in its meta-theoretical stance, in which neuroscience, childhood experiences, continuity/discontinuity in sexual development and capacity for intimacy could be integrated (Crocker, 2015; Zapf et al., 2008). In addition, an attachment model for understanding sexual addiction takes into account the addiction, trauma and co-morbid mental health perspectives. Finally, a sexual attachment model blends sexual science, several generations of sexuality therapy – including Leonore Tiefer’s (2004) New View of Female Sexuality
 – and recent developments in neuroscience and online sexual experiences.

Schwartz and Southern (1999) discuss problems of sexual attachment, especially sexual compulsion, as manifestations of damaged development of affectional systems. Surviving lack of bonding, neglect or abuse early in childhood contributes to problems of affect regulation and increasing dependence upon addictive disorders or processes in order to cope with overwhelming interpersonal experiences. Ongoing problems with attachment impair self-development and disrupt the capacity for intimacy, resulting in a lack of empathy for oneself or others and distorted ‘love maps’ (Money, 1986). Vandalised love maps are associated with disorders of proception, such as failure to be attracted to a committed, intimate partner, and problems with acceptance or 
 sexual functioning. Deficits in the development of the ability to be affectionate lead to difficulties with self-cohesion, fragmentation of parts of oneself and avoidance of potentially corrective experiences with safe intimacy. The antidote for splitting involves the maintenance of a safe container or ‘holding environment’ (Winnicott, 1965) for disowned parts of the self, tolerance of emotional upheaval without relying on disturbed sexual solutions, graduated exposure to feared intimacy, sustaining of loving kindness and respect in genuine relationships, and engagement of creative and spiritual resources (Southern, 2002).


Diagnostic considerations




The heart of the controversy surrounding acceptance of the sexual addiction concept concerns the reliability of identification or assessment of a disorder, the validity of diagnostic criteria and the utility of diagnosis for selecting treatment options. The classic recovery model for sexual addiction incorporates the 12 steps and 12 traditions of AA (Alcoholics Anonymous, 2001; Carnes, 1983). This model was based on self-reported powerlessness (loss of control or choice), unmanageability of mounting consequences (including physical, emotional, relational, financial, vocational and spiritual consequences), tolerance (more frequent or higher use to achieve past effect) and progression of the disease towards disability or premature death. In particular, opponents of the sexual addiction concept argued that the range of behaviours included in the label of sexual addiction did not fit the characteristics of a disease. Proponents of sexual addiction as a disease embarked upon three decades of research (quantitative, qualitative and anecdotal) to demonstrate that the diversity of problematic sexual behaviours did conform to the basic disease concept (Phillips et al., 2015).


Biopsychosocial model




Samenow (2010b) articulated a biopsychosocial model of hypersexual disorder, summarising various factors that contribute to the symptoms. While noting the lack of studies or scientific evidence for the aetiology of sexual addiction and hypersexual disorder, Samenow highlighted biological determinants, including dysfunction in impulse control associated with activation of the amygdala, behavioural reward through dopaminergic neurotransmission, and inadequacy of cognitive control in the prefrontal cortex, possibly from brain trauma (Stein, 2008). Kafka (2010) highlighted monoamine transmitters (serotonin, norepinephrine and dopamine) interacting with testosterone as contributing factors in increased sexual appetite and disinhibition of sexual behaviours. Positive Emission Tomography (PET) scanning indicated some connection between sexual arousal and internally produced opiates (Samenow, 2010b). These biological factors establish the foundations for additional study in laboratory settings and clinical populations. Biological factors support co-morbidity of hypersexual disorder with mood and addictive disorders, which share some of the underlying pathways.

Psychological determinants integrate neurobiological factors in sexual arousal with disinhibition of sexual behaviour in negative mood states, such as anxiety and depression (Samenow, 2010b). Emotional dysregulation may represent a major trigger for hypersexual behaviour and reflect the co-morbidity of sexual addiction and mood disorders. Attachment theory presents a model for understanding intimacy dysfunction and contributions of developmental problems, such as trauma, in paraphilias and nonparaphilic hypersexual behaviour (Kafka, 2010; Samenow, 2010b). The emerging neuroscience of attachment (Katehakis, 2009) may ultimately afford the necessary perspective for integrating biological and psychological contributing factors.


 Social determinants offer the context in which hypersexual urges and behaviours grow and flourish. In particular, fundamentalism presents a sociocultural risk factor (Samenow, 2010b). While spirituality, such as the recovery model of the 12 steps and 12 traditions (Alcoholics Anonymous, 2001), may serve as a protective factor to reduce the risk of relapse in problematic sexual behaviour, fundamentalism has been associated with hypersexual behaviour in clergy and lay populations (Davies, 2003; Grubbs & Hook, 2016). Social problems, such as sexism and homophobia could contribute to understanding sexual addiction among sexual minorities and women, groups that have only recently been addressed in the research and professional literature (Samenow, 2010b).

The rapid growth of the internet and social media has contributed significantly to the pathogenesis of sexual problems (Cooper et al., 1999; Cooper et al., 2001), especially in vulnerable, at-risk populations, including children and adolescents, women and sexual minorities (Ferree et al., 2012; Gerber, 2008). Cybersex exposure can fuel problematic sexual behaviours in women and gay men (Schwartz & Southern, 2000; Southern, 2008). Internet opportunities for sexual contacts and interactions could account for the rise of sexual addiction in women (Southern, 2008).

Early research on sexual addiction focused on the extent of the problem among men. In a sense, sexual addiction was considered a gender-related disorder. Internet anonymity, accessibility and affordability (Cooper et al., 1999) encouraged the participation of women in problematic sexual behaviour. It is interesting to note the similarities between sexual addiction and pathological gambling (gambling disorder), which are attributable to rapid technological and internet development (Southern & Hilton, 2015; Young, 2008). In addition, the example of pathological gambling could help in identifying gendered trajectories of sexual addiction and other behavioural or process addictions.

About 10–15 per cent of children are estimated to be at risk for pathological gambling (Hardoon & Derevensky, 2002), with the most severe symptoms developing in impulsive younger males who engage in frequent gambling with increasing consequences (Southern & Hilton, 2015). They typically engage in games involving some skill, until functional impairment and losses lead to anxiety and depression. Women typically become involved in pathological games of chance in midlife, although they can quickly progress to involvement in gambling to manage negative mood states, particularly when exposed to internet activities (Southern & Hilton, 2015). Older gamblers, women (especially trauma survivors) and later-stage-of-progression gamblers often have a gambling disorder to overcome anxiety, depression or loneliness, while younger men with a gambling disorder are impulsive and sensation-seeking. In addition, men often present with co-morbid substance use disorders and personality disorders, while women are most likely to have co-morbid conditions such as post-traumatic stress disorder. Young men who experience the symptoms and consequences of gambling disorder often lack executive function due to impulsivity, while women tend to engage in pathological gambling in attempts to regulate emotions (Southern & Hilton, 2015).

Herring (2004) described the convergence of professional and cultural factors in the future of the sexual addiction treatment field. Diverse viewpoints from the recovery community, sex therapy and addiction medicine informed the discussion of the relevance of the concept for public health intervention. Religious groups and sexual minorities also contributed their perspectives to a movement towards clarification and acceptance. In addition, compulsive sexual behaviour is often associated with HIV risk and other infections (Miner & Coleman, 2013). Herring emphasised the importance of self-diagnosis among people troubled by sexual addiction. He participated in discussions in 2001 about the inclusion of sexual addiction in the DSM (Herring, 2004). Subsequently, sexual addiction was added to the DSM-III-R, but it was later removed for lack of research and scientific consensus (Moser, 2011). Recently, Kafka (2010) and others proposed a robust diagnosis to unify the self-help groups and professional field.



Hypersexual disorder




Kafka (2010) proposed the diagnosis of hypersexual disorder as a unifying concept for the field. Kafka (2010) reviewed the historical accounts, professional literature and epidemiological accounts in an effort to establish a foundation for a theoretical, criterion-based diagnostic category for nonparaphilic excesses of sexual behaviour. However, despite fitting in to the Sexual Disorders section of the DSM-5 (American Psychiatric Association, 2013), it did not pass the consensus process to be included.

The proposed diagnosis stimulated ongoing development and subsequent revisions of the diagnostic criteria (Kafka, 2013). The central feature of the diagnosis (Criterion A) addressed the descriptive behavioural criteria or symptoms of the disorder. Kafka moved from the original formulation of intensive and excessive sexually arousing fantasies, sexual urges and nomophilic sexual behaviours (in other words, culturally sanctioned outlets) towards a polythetic diagnostic system combining multiple descriptive criteria:




A.1sexual preoccupation or excessive time invested in thought, planning, or engaging in the behaviour);




A.2using sex to cope with negative mood states;




A.3repetitively using fantasies, urges and behaviour in response to stressful life events;




A.4trying to reduce or control the sexual behaviours without success; and




A.5continuing to engage in the repetitive sexual behaviours in spite of significant physical or emotional harm to oneself or others.





(Kafka, 2013: 20)








The diagnosis of hypersexual disorder would be warranted if at least four of the five criteria manifested concurrently for at least six consecutive months. This combination of criteria, or symptoms, resulted in the proposed diagnosis resembling less a sexual disorder or paraphilia and more a substance-use disorder or addictive disorder, such as pathological gambling. Pathological gambling (gambling disorder) was the only addictive disorder or behavioural addiction accepted in the DSM-5, due to the volume of published research in such areas of neuroimaging and genetics. The work group and reviewers concluded there was not enough empirical evidence to include hypersexual disorder. Nevertheless, researchers continue with field trials and advocacy for the emerging diagnosis (Kafka, 2013).

Opponents of the proposed diagnosis observed that medicalising aberrant sexual activity, which could be better explained by existing psychiatric diagnoses or legal criteria, could result in overuse and unnecessary treatment. Halpern (2011) argued that hypersexual individuals do not constitute a distinct group of people needing clinical attention. Halpern rejected the proposed diagnosis based on DSM guidelines for making changes in classification. He identified deficits in the operational definition of the concept, theoretical hypotheses and research support, as well as a need for improved conceptualisation for assessment and treatment. During the process of development of the DSM-5, there were persistent criticisms that the diagnosis of hypersexual disorder would pathologise normal sexual behaviours (for example, Winters, 2010) or provide a putative medical excuse for immoral or unacceptable sexual conduct (Carpenter & Krueger, 2013; Moser, 2011). Kafka (2014) responded that ongoing epidemiological studies, using improvements in assessment and diagnosis, would be needed to establish support for hypersexual behaviour.

Samenow (2011) presented a balanced approach in addressing the controversy in the field. On the one hand, he appreciated the years of research, including a number of validated rating scales that formed the foundation for the proposed diagnosis. On the other, he recognised 
 the lack of acceptance of the diagnosis and the need for ongoing developments in essentially evidence-based practice. Samenow discussed the previous use of the term ‘sexual addiction’ in guiding the case conceptualisation and meaningful treatment of individuals seeking professional care. The criticism that hypersexual disorder is non-specific, possibly confounded by co-morbid conditions, and lacks clear causation and/or medical evidence reflects the current understanding of the disorder (Samenow, 2011).

Problematic hypersexual behaviour or hypersexual disorder could be subjected to differential diagnosis in order to explore and potentially rule out general medical conditions, substance use disorders, major clinical syndromes (such as bipolar disorder) and Axis II pathology (Finlayson et al., 2001). Through use of careful interviewing and data gathering, the decision tree could lead to a primary diagnosis of hypersexual disorder. This approach to differential diagnosis applies the biopsychosocial model and points to the importance of assessment and treatment within a multidisciplinary team, including medical and mental health professionals. Moser (2013), a major critic of the hypersexual disorder concept, reported that the proposed disorder lacked the clarity needed for effective differential diagnosis. Ultimately, attempts to clarify and consistently apply the diagnosis of hypersexual disorder will require not only specification of what it is and is not, but also consideration of the characteristics of sexual health.


Sexual health




Sexual health embodies more than the absence of symptoms of sexual addiction or sexual dysfunction. Implicit in the concept of sexual health is the recognition of an individual’s right to self-determination of sexual preferences and practices in the absence of harm to oneself or another person. Sexual health extends beyond functioning to include choices, values and cultural contexts. Several groups have articulated the basic features of sexual health.

The World Health Organization (WHO) defined the components of sexual health as follows:



Sexuality is a central aspect of being human throughout life and encompasses sex, gender identities and roles, sexual orientation, eroticism, pleasure, intimacy and reproduction. Sexuality is experienced and expressed in thoughts, fantasies, desires, beliefs, attitudes, values, behaviours, practices, roles, and relationships…Sexuality is influenced by the interaction of biological, psychological, social, economic, political, cultural, legal, historical, religious, and spiritual factors.



(World Health Organization, 2006: 5)








From the perspective of sexual health as a human right, one can conclude that individuals determine what is right in the context of their own life. Each couple would negotiate acceptable inclusive and exclusive boundaries for defining their shared sexuality.

The Sexuality Information and Education Council of the United States (SIECUS, n.d.) articulated some of the specific domains in which decisions could be made. These life behaviours of healthy adults include:



•Appreciate one’s own body;




•Affirm that sexual development may or may not include reproduction or genital sexual experience;




•Interact with both genders in respectful and appropriate ways;




•
 Affirm one’s own sexual orientation and respect the sexual orientation of others;




•Express love and intimacy in appropriate ways;




•Develop and maintain meaningful relationships;




•Avoid exploitative and manipulative relationships;




•Make informed choices about family options and lifestyles;




•Exhibit skills that enhance personal relationships;




•Discriminate between life enhancing sexual behaviours and those that are harmful to self and/or others;




•Express one’s sexuality while respecting the sexual rights of others;




•Express one’s sexuality in ways congruent with one’s values.







The SIECUS guidelines have been a part of sexuality education curricula for diverse groups including adolescents, sexual minorities, sexuality educators and therapists and have been incorporated in reproductive rights, gender/sexual identities and relationship enrichment.

Manley (1999) integrated the treatment of sexual addiction/co-addiction and sexual dysfunction in the quest to secure sexual health. She included five dimensions of positive sexuality:



•Spirituality: the core of sexuality – rejecting sexual shame and affirming that sex is good;




•Personhood: the development of autonomy – accepting one’s sexual self and respecting boundaries;




•Roles and relationships: the expression of trust, vulnerability and mutuality;




•Behaviours and activities: the initiation of safe and pleasurable sexual activities;




•Physical function: the opportunity to experience the full range of human sexual response.







Manley took care in moving from sexual functioning and behaviours towards selfhood and spirituality by way of healthy relationships. Sexual health, while solitary at times, should include the choice of sharing intimacy with a consenting adult partner. The various approaches to describing sexual health incorporate personal choices, capacity for intimacy, relational boundaries and values enhancement. Sexual functions and behaviours are means for achieving the ends of sexual health.


A new view: whither are we bound?




Tiefer (2001) advanced a feminist view of sexuality that corrects the implicitly masculine and heterosexist views and promises to help therapists, educators and researchers arrive at an important destination in the revisioning of sexual addiction. She collaborated with groups of women to afford a ‘new view’ of women’s sexuality. This perspective was a reaction to the ‘over-medicalisation’ of sexuality therapy, by focusing on medication for genital functioning (Kleinplatz, 2012; Southern & Cade, 2011). In addition, Tiefer and colleagues rejected the dominant ‘male model’ of sexuality (Zilbergeld, 1999) and the heterosexist bias of the Masters and Johnson (1970) paradigm and other first-generation therapies. If sexual addiction treatment professionals wish to reconcile the various controversies surrounding the concept and diagnosis, then it would be valuable to foster a new view.

The New View Manifesto
 
1

 included four lenses applied to sexual problems, which also explored sexual possibilities:





 I.Sexual Problems Due to Socio-Cultural, Political, or Economic Factors (20 per cent of problems):






A.Ignorance and anxiety due to inadequate sex education, lack of access to health services, or other social constraints;




B.
 Sexual avoidance or distress due to perceived inability to meet cultural norms regarding correct or ideal sexuality;




C.Inhibitions due to conflict between the sexual norms of one’s subculture or culture of origin and those of the dominant culture;




D. Lack of interest, fatigue, or lack of time due to family or work obligations.






II.Sexual Problems Relating to Partner or Relationship (65 per cent of problems):






A.Inhibition, avoidance, or distress arising from betrayal, dislike, or fear of partner, partner’s abuse or couple’s unequal power, or arising from partner’s negative patterns of communication;




B.Discrepancies in desire for sexual activity or in preferences for various sexual activities;




C.Ignorance or inhibition about communicating preferences or initiating, pacing, or shaping sexual activities;




D.Loss of sexual interest and reciprocity as a result of conflicts over commonplace issues such as money, schedules, or relatives, or resulting from traumatic experiences, e.g., infertility or the death of a child;




E.Inhibitions in arousal or spontaneity due to partner’s health status.






III.Sexual Problems Due to Psychological Factors (8 per cent of problems):






A.Sexual aversion, mistrust, or inhibition of sexual pleasure due to past…abuse, general personality problems with attachment, rejection, co-operation, or entitlement;




B.Sexual inhibition due to fear of sexual acts or of their possible consequences, e.g., pain during intercourse, pregnancy, sexually transmitted disease, loss of partner, loss of reputation.






IV.Sexual Problems Due to Medical Factors (7 per cent of problems):






A.Numerous local or systemic medical conditions affecting neurological, neurovascular, circulatory, endocrine, or other systems of the body;




B. Pregnancy, sexually transmitted diseases, or other sex-related conditions;




C. Side effects of many drugs, medications, or medical treatments;




D. Iatrogenic conditions.













(Tiefer, 2004)








According to the New View Manifesto, only a small percentage of sexual problems are attributable to medical conditions or psychological problems. The sexual problems of women are predominantly cultural and relational in origin. There is much to learn about sexual addiction from this perspective.


Sexual addiction: a new view




The New View Manifesto addressed the over-medicalisation of sex therapy with corresponding emphases on genital functioning, intercourse and pharmacotherapy. In a sense, Viagra threatened to kill sex therapy by splitting sexual functioning from relational intimacy. Tiefer (2001, 2004) and her feminist colleagues confronted the developments in male-oriented sex therapy focused on overcoming erectile dysfunction. They also rescued women from a preoccupation with developing a ‘little pink pill’ (to complement the ‘blue’ of Viagra) and expanded the horizons of contemporary sexuality therapy. Going ‘back to the future’, the new view of therapy emphasised social constructionism and primacy of intimacy in understanding sexuality. Sexual functioning and sexuality therapy are intrinsically biopsychosocial in perspective. Sexual attachment as an omnibus model accounts for personal meanings attached to sexuality, relationship development and personal growth through informed decision making.


 The time is right for re-conceptualising sexual addiction in the context of sexual health. Sexual health is more than the absence of symptoms. Understanding sexuality affords meaning-making opportunities precisely because many societies experience shame and misinformation relating to sexual matters. While sexuality is private, the slogan ‘we are only as sick as our secrets’ is true. A new view of sexual addiction confronts the recent emphases on neuroscience, aetiology and diagnosis and recommends a balanced approach. The core of a new view paradoxically adopts the oldest perspective on sexual addiction as a disease because it captures the lived experiences of individuals, couples and families troubled with problematic sexual behaviour. The disease perspective also integrates the power of the recovery and treatment communities. The focus on self-diagnosis and labelling are cornerstones of the recovery movement.

Sexual addiction as a disease is not only the presence of symptoms such as loss of control and unmanageability, it also signifies the absence of sexual health. Sexual addiction treatment professionals could be better equipped to foster sexual health as persons in recovery move from surviving to thriving. The capacity for intimacy is a beautiful promise of recovery. Sexual functioning can improve as sexual addicts let go of the problematic sexual behaviours that enable them to survive the pain and shame of the past. Our profession is obligated to explore each unique story of the individual in the cultural context, including language and limits supplied by family and community. Ultimately, the new view of sexual addiction integrates sociohistorical, systemic and developmental perspectives into a context that embraces and empowers individuals instead of pathologising them. Individuals have the right to tell their story and to receive the assistance necessary to regain an intimate, sexually healthy lifestyle.



Note







1
 The manifesto is available online at www.newviewcampaign.org/manifesto.asp
 .
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Sexual addiction






Terminology, definitions and conceptualisation



Gerard A. Schaefer and Christoph J. Ahlers







The phenomenon of concern




In 1986 the Sexuality Information and Education Council of the United States (SIECUS) devoted an issue of their bimonthly report (with contributions by Patrick J. Carnes and Eli Coleman) to the professional controversy and ongoing debate over what terminology might best describe the phenomenon that was, and still is, commonly referred to as sex addiction, compulsive sexual behaviour or hypersexuality (The SIECUS Report, 1986). By that time, the phenomenon had long entered pulp fiction (for example, The Sex Addicts
 by William Donner, 1964). Various therapeutic self-help groups such as Sex and Love Addicts Anonymous, Sex Addicts Anonymous, Sexaholics Anonymous and Sexual Compulsive Anonymous had already become operational between 1976 and 1982. Jim Orford’s critical account of both the concept of hypersexuality and the dependence model of sex had been published in the late 1970s (Orford, 1978). The phenomenon had actually already been addressed 100 years earlier within the new field of sexology by Krafft-Ebing (1886). As appropriately pointed out by others (Briken et al., 2005; Hartmann et al., 2014), the popularisation of the problem by labelling it sexual addiction (Carnes, 1983) clearly constitutes a rediscovery.

In another SIECUS Report almost 20 years later, Coleman noted that clinical sexologists ‘appear unable to reach consensus on what to call or how to treat such sexual behaviour. […]. The terminology often implies different values, attitudes, and theoretical orientations, and we remain in a quagmire about classification, causes, and treatment’ (Coleman, 2003: 12). The same report, however, also gave rise to hope that ‘the days of heated rhetoric appear to be coming to an end. We may finally give problematic sexual behaviour the serious attention it requires – unencumbered by politics, personalities, or dogma’ (Sugrue, 2003: 4). Sugrue’s optimism arguably is based on a meeting of 50 invited participants who ‘spent two intense days discussing how to develop terminology and diagnostic criteria for problematic hyper-sexuality. The group was able to move beyond the sticking point of whether we were talking about an addiction, a compulsion, or an impulse disorder’ (Sugrue, 2003: 4).

This optimism proved to be premature. As Rosenberg and colleagues (Rosenberg et al., 2014) point out, the critical reference Orford made in 1978 regarding the difficulties of separating normal and abnormal sexual behaviour, determining when loss of control occurs and assessing 
 the role of culture in all this is still relevant today. Very recently, others have confirmed the persistence of little consensus (Derbyshire & Grant, 2015; Kraus et al., 2016) and have even spoken of current research as being ‘in its infancy’ (Kor et al., 2013: 27), and that ‘the field should start dialogue’ (Reid, 2015: 224). Undoubtedly, none of the terms or conceptualisations that have been used and discussed over the past four decades is accepted by a notable majority of therapists and/or researchers.

The lack of consensus regarding terminology, definition and conceptualisation clearly affects operationalisation, measurement and, consequently, comparability of research results. Research conducted on sexuality is often complex and usually underfunded. Despite these circumstances, the apparent current status after almost 40 years of controversy calls for an unbiased analysis of the factors that have been contributing to the aforementioned quagmire. This applies all the more as the controversies are not limited to questions about what is the most appropriate terminology, diagnostic label or conceptualisation (for example, an addictive disorder, a psychosexual developmental disorder, an impulse control disorder, a mood disorder or an obsessive compulsive disorder). There is strong opposition in general to the conceptualisation of the respective sexual behaviour patterns as a mental disorder (for example, Braun-Harvey & Vigorito, 2015; Klein, 2003; Ley, 2012; Reay et al., 2015). Building on the critique by Ryan and Jethá (2010: 7) of what they call the ‘standard narrative of human sexual evolution’, it could even be argued that the phenomenon, to some extent at least, may represent natural human sexuality, once it is liberated from the moral restrictions that were put in place fairly recently, in evolutionary terms. Although the title of this book may suggest the existence of a consensus for the concept of sexual addiction, the book, to the credit of the editors and publisher, contains an entire sub-section devoted to alternative discourses.


Controversy and terminology




There is no dispute among therapists, researchers and society in general about the reality of the phenomenon, that is, there are individuals who are distressed because they perceive they have a lack of control over their sexual behaviour. There is also no dispute about the benefit, if not need, of finding a consensus regarding terminology, conceptualisation and theory with respect to this phenomenon. This, however, is unlikely to happen unless more research helps us to better understand it. How, though, can we make sure the same phenomenon is being researched and that the results are comparable if we do not speak the same language? Perhaps it might help to first agree on the nature of the phenomenon in principle, and then find a term that takes into account most of the critique. In a second step, criteria could be agreed on for conducting research and reporting results in order to improve comparability. These two steps need neither research funds nor a listing in the Diagnostic and Statistical Manual of Mental Disorders
 (DSM).

We, the authors of this chapter, would argue that the phenomenon of concern is essentially ‘people who continue to engage in sexual activity despite negative consequences’. We believe a term that is used to describe the heterogeneous group of sexual activities should be applicable to the vast majority of cases for pragmatic reasons alone. In considering both the lack of consensus and diverse critique, the medicalising terms ‘compulsive’, ‘impulsive’, ‘obsessive’ and ‘addictive’ might best be avoided. The DSM-5 defines hypersexuality imprecisely as a ‘stronger than usual urge to have sexual activity’ (American Psychiatric Association, 2013: 823). The prefix ‘hyper’ suggests there is consensus about what constitutes a ‘usual’ urge or a ‘normal’ frequency of behaviour. However, to the authors’ knowledge, such a consensus that is both transparent (as in published) and based on research is non-existent. The term ‘hypersexual’ might therefore also best be avoided. We would argue that none of the terms ‘problematic’, ‘high-frequency’, ‘out of control’ or ‘distressing’ are really suitable because too many cases might then not fit the category. For 
 example, the behaviours of concern per se – that is, the sexual activity or act itself (irrespective of frequency) – can be problematic, but need not be. Engaging in unprotected genital activities with strangers arguably constitutes problematic sexual behaviour; masturbation arguably does not; neither perhaps does watching pornography or having affairs with multiple partners, if you are single. The behaviour can be high-frequency, but need not be. Buying the services of a high-class escort does not constitute high-frequency behaviour if we are talking about two or three events per year, but such behaviour can cause problems if an individual cannot resist the temptation or urge, despite wanting to stop. Finally, to what extent must an individual fail to control an urge to meet the out of control criterion: is it 75 per cent of the time, or perhaps 90 per cent?

We suggest the descriptive term ‘problem-causing sexual behaviour’ (PCSB) because it captures the essential consequence of the phenomenon without disrespecting or offending individuals who are directly affected by it. We have in mind here the actual patients, and not their partners or others involved. The behaviour must cause distress to the person, otherwise treatment-seeking and change-motivation would not really be expected to be intrinsic. Furthermore, the term PCSB seems the least likely to provoke opposition among fellow therapists and researchers. There are, of course, other sexual behaviours and sexual behaviour patterns that also cause problems but would not fall into this category. However, we already have established terminology to describe these sexual behaviours and to differentiate them from PCSB, for example, ‘high-risk sexual behaviour’, ‘paraphilic (disorder) behaviours’, or ‘dissexual behaviours’.
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The suggested term, PCSB, also takes into account our notion that the literature on this topic seems to exclusively concern observable behaviour, begging the question why fantasies and urges are part of the various conceptualisations. We were not able to find articles that dealt exclusively with sexual fantasies or sexual urges in the sense that the proposed addiction was uniquely to an inner experience. Here, inner experience is not to be confused with the relief of a negative emotional state, which is often characterised as the ultimate goal of sexual activities for people with PCSB. Rather, inner experience refers to the internal mental process that constitutes a sexual fantasy. Even the so-called fantasy sex addict is not addicted to a fantasy per se; in the long version of the Sexual Dependency Inventory – Revised, SDI-R The Ten Types
 , by Carnes, it is stated that ‘although a wide variety of behaviours
 characterize the so called fantasy sex addict, the most common include chronic and compulsive masturbation which may or may not include pornography’ (IITAP, 2016: 1; italics added). Others have noted that internet pornography ‘was the most widely endorsed manifestation of hypersexual behaviour in a DSM-5 field trial’ (Kor et al., 2013: 30). There seem to be very few, if any, cases of individuals who do not engage in socio-sexual or solitary sexual physical activity but are distressed or impaired because they cannot distract themselves as often as they would like to from their focus on (non-deliberate or unintentional) sexual fantasies or urges. It is also against this background, that the label ‘hypersexual disorder’ seems ill-chosen, as it refers to a ‘stronger than usual’ urge
 .
 However, the apparent disorder is all about behaviour.

Several variables may help us to further differentiate the heterogeneous group of individuals who engage in PCSB. Briken and colleagues (Briken et al., 2013) point out that, while disagreements about what constitutes non-normative sexual behaviour may evolve due to cultural change, they lean towards qualitative and quantitative characteristics. Although the authors apply this to paraphilic disorders (qualitative characteristics) and hypersexual disorders (quantitative characteristics), the categories are useful for further investigating PCSB. Kafka’s proposed definition of hypersexual disorder includes six specifiers, namely masturbation, pornography, sexual behaviour with consenting adults, cybersex, telephone sex and strip clubs (Kafka, 2010), all of which can be seen as qualitative features of PCSB (again, fantasy does not appear as a separate specifier). Kafka proposes two criteria for diagnosing hypersexual disorder, both of which offer 
 some more qualitative features. These include the questions of whether we are dealing with fantasies, urges or behaviours, or any combination thereof (Criterion A), and which areas of functioning are impaired (Criterion B). Further qualitative features could be solitary and impersonal activities versus interpersonal activities (with varying degrees of intimacy). While intensity can also be seen as a qualitative characteristic, and clearly is a more subjective feature than frequency, it is a measurable feature. Thus, we suggest that agreement is needed on scales that allow for measuring and comparing characteristics of PCSB that are essentially quantifiable, such as frequency, recurrence, intensity, level of control and level of distress or extent of impairment. Some of these and other features have been grouped into concepts of severity (Reid, 2015) and respective rating scales have been developed (see Y-BOCS, Goodman et al., 1989). The extent to which these scales might be suitable is open to discussion.


Conclusion




It is surely too early to report a reliable prevalence of the sexual behaviour patterns referred to in this book as representing a sexual addiction. The demand for treatment, however, is indisputable. The amount of attention that both researchers and therapists have given the phenomenon, especially since the late 1970s, may serve as a clear indication of this. The rather prominent – and for that matter quite understandable – role that the described sexual behaviour patterns arguably play in coping with negative emotional states further seems to justify the expectation that the phenomenon will continue to become even more predominant, given the rising prevalence rates of the associated mood disorders.

In view of an increasing demand for treatment the important question to ask, in our opinion, is no longer about the model that might best explain these sexual behaviour patterns. Instead, in addition to improving the comparability of research results, the focus should change to how best to help individuals seeking treatment. In their comprehensive review, Garcia and colleagues conclude that ‘current evidence is insufficient to guide clinicians in terms of the best techniques and duration for a given patient with sexual addiction’ (Garcia et al., 2016: 68). ‘Currently, the best practice in psychotherapeutic treatment of sexual addiction is based on a few uncontrolled studies and case reports. The level of evidence is the lowest possible and is based mostly on expert opinion.’ (Garcia et al., 2016: 67).

The current status of PCSB may be described as a lack of consensus regarding conceptualisation and terminology on the one side, and scarcity of empirical data on efficacy and effectiveness of psychotherapeutic approaches on the other. Much of the portrayed controversy has been led by experts in their field, and it often takes many years of dedication and commitment to attain that expert status. To what extent, then, is the current status the result of ‘expertee-ism’? It is somewhat ironic that, from a bird’s eye view, the discussion since the 1970s could look as if (groups of) individuals have been trying to consolidate the concept to which they are each ‘addicted’. The effect of this subjectivity may be amplified by the nature of the topic being sexuality; our understanding of sexual experience and behaviour is socially constructed and culture dependent. Presumably there is nothing more personal and intimate than our sexuality and, thus, nothing more difficult to detach from. To what extent, then, is the current status the result of insufficient reflection on how our own (understanding of and view on) sexuality affects our clinical observations and the research we conduct?

According to Albert Einstein, the definition of insanity is doing the same thing over and over again and expecting different results. If our goal remains to make progress in understanding PCSB and how it is best treated, then we can only benefit from changing how we are trying to 
 achieve it. Continuing to discuss and argue about which explanatory model or concept is superior or more valid will clearly not do the job.



Note







1
 ‘In terms of identifying socially-dysfunctional forms of sexuality – regardless of the legal valuation – dissexuality is defined as an expression of social failure in sexual behavior’ (Beier, 1998: 133). Referring to such sexual behaviour as ‘dissexual behaviour’ offers the possibility to communicate without comparing different legal systems or using legal terminology.
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A biopsychosocial approach to sex addiction






Paula Hall







Introduction




The field of addiction, and in particular sex addiction, is rapidly changing and society and professionals continue to grapple with whether a medical, psychological or social model is most appropriate. By adopting a biopsychosocial approach, therapists can be encouraged to adopt an eclectic, comprehensive model for both assessment and treatment that addresses the complexities of individual cases. Furthermore, viewing sex addiction through a biopsychosocial lens allows the problem to be understood and viewed in an integrative and holistic way, with regard to how a person becomes involved in addictive behaviour, stays involved in addictive behaviour and stops the addictive behaviour. A biopsychosocial view can also be helpful when working with partners to enable them to understand the problem from a wider perspective and focus on their recovery.

Sex addiction is considered by some to be a myth, a by-product of culture, social influences or another mental health disorder (Klein, 2012; Ley, 2012; Moser; 2013). Some suggest that non-relational and excessive sexual desire has been pathologised by our dominant heterosexist, monogamous discourses (Ley, 2012). This view has perhaps been compounded by the number of religious communities involved in addiction recovery who often promote sex within an intimate relationship as the only form of healthy sexual expression. In order to allay these views and ensure accurate clinical diagnosis and appropriate treatment approaches, therapists can benefit from being aware of both the societal and cultural context within which a patient brings their concerns, and equally as important, we as therapists can become aware of the unconscious messages that may influence our response.

This chapter explores a variety of common addiction models and outlines the benefits to patients, practitioners and other professionals in adopting a biopsychosocial approach.


Models of addiction




Sex addiction is not only controversial, it is also complex. Arguments continue over whether or not ‘addiction’ is an accurate label and opponents often cite psychological and/or social factors 
 to support other names. Indeed, some critics of the addiction label assume that all sex addiction therapists follow a moral model of addiction (Klein, 2012; Ley, 2012) and therapists may be accused of using a value-based discourse in assessment and treatment. Traditional medical, psychological and social models of addiction are all limited, while a biopsychosocial view allows us to broaden our understanding of addiction as a whole, as well as addressing the concerns of critics.

Over recent years, addiction has become increasingly known as a brain disease (Hyman, 2005; Kor et al., 2013; Volkow & Morales, 2015) and subsequently many assume that a medical model of treatment will be prescribed. But most addiction therapists also explore psychological factors, especially those linked to early attachment wounds and trauma, while working within the medical model. However, this view has come increasingly under attack as researchers note that changes in brain architecture do not necessarily indicate pathology (Hammer et al., 2013; Satel & Lilienfeld, 2013). For some therapists, the emphasis on the biological components is construed as medicalising or biological reductionism, but highlighting the physiological aspects of a problem does not necessarily undermine other essential elements. Indeed, given the neuroplasticity of the brain, biology is inseparable from psychosocial aspects of life.

The psychological model of addiction focuses primarily on assessing and treating the underlying causes. While this is important, without an understanding of the physiological changes that take place, it may leave some patients prone to relapse regardless of the deeper work that has been done. Some therapists view compulsive sexual behaviours as simply a symptom of underlying psychological difficulties and may confuse cause and consequence. Many sexually addicted patients present with anxiety, depression, low self-esteem and a whole range of other psychological needs, but failure to understand the biological impact of addiction may result in a limited treatment approach.

The social model of addiction has perhaps been the least explored, but the principle that connection with others can both prevent addiction and significantly improve recovery is widely accepted by most therapists working in the field. As social norms change and evolve, the notions of society, community and intimacy are changing, as are normative sexual behaviours. Furthermore, the lack of emphasis on particular groups, especially people within the lesbian, gay, bisexual and transgender intersex (LGBTI) communities and people with diverse sexualities, has left the field open to criticism. Without a model that overtly takes into account the different socio-cultural environments of our patient groups, misunderstandings are likely to continue.

Using a biopsychosocial model not only ensures that every aspect of a patient’s life is assessed and included in treatment, it also provides a framework in which to counter many of the arguments against previous addiction models and, in particular, sex addiction.

The biopsychosocial model was first theorised by psychiatrist George L. Engel at the University of Rochester in 1977 and it has been a useful paradigm for exploring a variety of human difficulties. The main advantage is that it allows therapists to expand their thinking beyond traditional models and ensures an integrative approach. Another benefit is that it enables us to focus on the patient as an individual, rather than on our preferred theoretical model or personal understanding, and encourages a comprehensive treatment approach that addresses the complexities of individual cases. Biopsychosocial views have increased in popularity within the addiction field (DiClemente, 2003; Perkinson, 1997; Ray & Ksir, 2004) and these new views allow addiction to be understood and treated holistically. Sex addiction has also previously been viewed through this lens (Hall, 2011; Samenow, 2010).



The biopsychosocial BERSC model




The BERSC (Biological, Emotional, Relational, Social and Cultural) model (Hall, 2013) is an expansion of the traditional biopsychosocial model and was devised specifically for use with sex addiction. In addition to exploring biological, psychological and social influences, the model also explores relational components and the individual cultural context of each patient, in addition to the broader social environment. This includes the influence of gender identity, sexual orientation, family of origin, faith, race and work culture.


Figure 1.4.1
 , with its bi-directional arrows, illustrates how each of these five elements not only influence the addiction, but also how sex addiction influences them. A recognition of this two way process can help patients not only to consider how and why they struggle with their addiction, but also how their addiction impacts each element of their life and, indeed, the lives of those around them.
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Figure 1.4.1
 The BERSC Model. Hall, P. (2013) Understanding and Treating
 Sex Addiction
 , Routledge, p35






Biology




The biological and neurobiological aspects of sex addiction are more thoroughly explored in later chapters but in brief, we know that addiction affects both the reward system and the neocortex of the brain and that dopamine is the common denominator in all addictions (Berke & Hyman, 2000; Robbins & Everitt, 2010).

There is growing evidence that early brain development may also influence the development of addiction (Hudson-Allez, 2009). Childhood attachment issues may result in immature, physiologically undifferentiated orbitofrontal affect regulatory systems (Schore, 2003) and the altered prefrontal function is associated with high risk of drug and alcohol addiction (Bechara & Damasio, 2002; Franklin et al., 2002; Goldstein et al., 2001). It has also been found that trauma impacts brain development in the limbic system and brainstem, leaving some people relying on addictive behaviours as a strategy to regulate the nervous system (Fisher, 2007).


 Twin studies also suggest a hereditary link, though this has only been researched in substance and alcohol use disorders (Tsuang et al., 2001). While research on sex addiction is still in its infancy, questions about other current or historic addictions are essential for identifying potential underlying biological predispositions towards addiction.

It has been known for some years that addictive behaviours change the architecture of the brain and there is now a growing body of research demonstrating that compulsive sexual behaviours have a similar impact (Kuhn & Gallinat, 2014; Voon et al., 2014; Banca et al., 2015). Our biology not only influences the likely development of addiction, but addiction also changes our biology.


Emotion




Most therapists would agree that the key difference between compulsive and non-compulsive sexual behaviours is that they are used primarily for emotional regulation. Of course, there’s nothing wrong with using sex for mood regulation but when it becomes the primary method, then dependency may soon follow.

There are numerous psychological factors that feed into the addiction process and into the development and continuation of sexual addiction. Trauma and attachment have been widely written about when considering people with sex addiction (Crocker, 2015; Samenow, 2010; Schwartz et al., 1995) but there are other more subtle emotional influences that also need exploration.

The emotion of shame is explored in depth in a later chapter and indeed warrants a chapter of its own because it is such a key component of sex addiction. Within the dual directional BERSC model, shame can be understood to be not only a cause of the addiction but also a consequence. But there are many other emotions that compulsive sexual behaviours can help to moderate. Most often, in my experience, they are anger, anxiety, low self-esteem and feelings of relational isolation or suffocation. Sexual behaviours provide a powerful and effective way of numbing out difficult emotions. Feelings of anger and frustration may be pacified with pornography but often the inability to control pornography use creates further feelings of anger and frustration. Anxiety may be escaped with a variety of sexual behaviours but, similarly, fears of discovery or responsibilities avoided while engaged in the behaviours may lead to further anxiety. Temporary relief from feelings of isolation may be found in multiple relationships but the secrecy and shame that surrounds sex addiction is likely to leave individuals with addiction feeling further isolated from loved ones and their community. Similarly, while a secret sexual partner might alleviate the suffocation of another relationship or the burden of responsibility to family, the subsequent shame and guilt often results in a further loss of boundaries and ability to focus on self-care.


Relationship




Our relationships with others are a significant part of our lives and hence they inevitably feed into the addictive system. Similarly, an addiction will have an impact on relationships. In terms of primary relationships, healthy attachments are widely recognised as a source of positive mental health but it’s important for therapists not to assume that a monogamous couple relationship is the only route.

Early attachment wounds not only impact us biologically and emotionally, as seen before, but also continue into our adult relationships, with partners and others. Secure attachment is widely understood to be an important precursor for healthy adult relationships and healthy sexual expression. People with avoidant attachment styles are more likely to seek relationships 
 and sexual encounters in which there is little or no emotion or affection, such as sex workers and pornography. Individuals with disorganised attachment styles may find themselves drawn into an ever increasing number of sexual relationships or liaisons in order to receive validation and affection. People with ambivalent attachment styles may choose additional sexual relationships outside of their primary relationship as a way of warding off fears of rejection or suffocation (Samenow, 2010). A further hypothesis is that, once an attachment has been made to an addiction as a source of comfort, it is harder for an addict to create a secure attachment within a relationship and, hence, the addiction both causes and results in further insecure attachments (Samenow, 2010).

Within couple relationships, the addiction may be seen from a systemic perspective. Behaviours may be used for intimacy regulation or play a role in unhealthy conscious, or unconscious, collusions. Some therapists choose the term co-dependent or co-addict as a global term to describe these collusions but this is often seen as unhelpful or even damaging to partners (Hall, 2015; Steffens & Means, 2009). Using the BERSC model can help therapists, the person with the addiction and their partner to see that the couple relationship is just one element of the system. Indeed, the bi-directional arrows can also remind us that co-dependent thinking and behaviours may be the consequence, not the cause, and an otherwise healthy relationship may have been changed over time due to the addictive behaviour and secrecy that surrounds it.


Society




We now live in a society in which there is easier access to sexual stimuli and sexual experiences than ever before. The advent of the internet and smartphones has resulted in not only greater access to pornography, but new types of sexual activities, such as cybersex, being available at our fingertips 24/7. As technology continues to progress, undoubtedly so will sexual opportunities. It has often been debated if technology shapes society or society shapes technology. The same could be said for sex addiction.

In addition, many people living in Western societies now enjoy greater sexual freedom and gender equality than perhaps at any other time in history, which means we have more sexual choices than ever before. But that choice can be experienced not only as a joy, but also as a burden. With an ever-growing sexual menu to choose from, there are an ever-increasing number of choices to be made about what might satiate our appetite without damaging our chosen lifestyle and personal value system. For someone with a biological, emotional and relational predisposition to sex addiction, our sexually liberated society provides an environment in which the addiction can flourish. That is not to suggest that prohibition and censorship are solutions, but it seems clear that better sex education and information are desperately needed.


Culture




Human sexuality holds so many different value systems, depending on an individual’s cultural background, and hence it is not sufficient to look at an individual’s issues purely through a societal lens. Cultural influences may include gender identity, sexual orientation, race and faith, as well as peer influences from family, friends and the workplace. Individual perspectives of ‘normal’ or ‘healthy’ sexuality are largely defined by our cultural context and, hence, these influence not only the assessment of compulsive sexual behaviours but also the definition of sobriety, the treatment approach and relapse prevention strategies. An individual in one cultural context may perceive any pornography use or lust not only as inappropriate for recovery but also as a sin, 
 whereas an individual in another cultural context may perceive the same behaviours as healthy and non-problematic.

Professional awareness and understanding is especially important when working with people from diverse sexual and relational communities, such as kink or poly, who may have already experienced much societal misunderstanding and shame about their chosen lifestyle.


Using BERSC in assessment




The BERSC model can be a helpful aid to ensuring each element of a patient’s history is explored to enable assessment. At the time of writing, we are not in a position to measure a patient’s brain development, though I am sure that day will come. But we can hypothesise on biological factors based on the history of other addictions of the patient or within the family of origin, as well as exploration of trauma and attachment, and also evidence of escalation and impaired decision-making. Psycho-education on the neuroscience of addiction can be beneficial in the assessment stage to reduce a patient’s feelings of shame and enable them to begin to make sense of why their behaviours have escalated out of their control.

It is sometimes difficult to explore the role of emotional regulation with patients, especially if they are not yet in recovery, as they may have no conscious awareness of the emotions that are being controlled. Sex addiction is a particularly powerful and effective anaesthetic and the emotions being blocked may be beyond conscious awareness. A therapist may gather indications by exploring family history, as well as discussing current lifestyle, but patients may be resistant to accepting, for example, that they struggle with anxiety as a result of their job or a deep fear of rejection due to childhood trauma. One way to highlight discrepancies is to explore the positive emotions experienced when acting out. For example, an individual who says that visiting a sex worker provides them with feelings of validation and acceptance may then be more open to considering why they need it and why this need is not being met elsewhere. Similarly, an individual who identifies feelings of calm and relaxation when viewing pornography may then be available to consider the opposing emotions of anxiety and stress.

Some individuals with sex addiction are quick to blame their couple relationship, or lack of one, as the cause of their compulsive behaviours. The BERSC model can allow them to see that their addiction is most likely also creating the relational difficulties they speak of. Beyond couple and intimate relationships, it can be beneficial to help patients consider other relationships in their life and how their addictive behaviour may be either a consequence or cause of difficulties in friendships and other social groups. There is increasing anecdotal evidence that porn addiction, in particular, may be linked with social anxiety disorders, with some claiming that stopping the use of pornography is sufficient to reverse this often debilitating disorder (Wilson, 2014). More research is needed in this area to conclude if this is psychological or biological but, for some individuals, this may provide additional motivation to get into recovery.

The first session with a therapist for many patients is often filled with shame and confusion. A discussion of social context can help to address both of these concerns by providing an understanding of the wider framework in which their problem has developed. Shame can be reduced by addressing the current lack of education on the risks of sex and porn addiction, and the lack of services available for treatment and recovery. A patient can be helped to overcome their regrets at not recognising their problem as an addiction and getting help sooner, when it is highlighted that society has been ignorant of this problem for many years. For some, this awareness of the lack of social responsibility can cultivate additional motivation not only to fight the addiction, but also to defy the injustice of a problem that our modern times have created. While it is 
 important that individuals are able to take responsibility for the choices they have made that led to the addiction, shame can be reduced by demonstrating that society is at least in part to blame.

A willingness to discuss and engage in a patient’s cultural context not only helps to build the therapeutic alliance, it also enables the patient to consider both the positive and negative messages they have received about sex and sexuality. This awareness can help therapists to consider if a patient’s perception of the world and their situation is a cognitive distortion or a reflection of their personal experience.


Using BERSC in treatment




There are many different treatment models used to overcome sex addiction and incorporation of the BERSC model can ensure that whatever approach is chosen, every aspect of the patient’s situation and needs are addressed. Furthermore, each patient will have their own sense of priority for recovery, as well as their own distinct personality and learning style. While the BERSC model can provide clarity of all the areas needing to be addressed, it can also be helpful for considering which area a patient may be most open to exploring in early treatment. In my experience, starting with biological psycho-education can be particularly beneficial for building engagement in the treatment process with patients who consider themselves mostly cognitive and logical. People who find themselves in significant emotional distress may be more open to beginning work in this area. As therapists know, many people initially seek help for sex addiction when a partner has discovered their behaviour and, in these cases, work may focus on the relational side of the model. But, wherever treatment starts, BERSC can demonstrate that there are other equally important aspects to be explored.

As said earlier, psycho-education on the biology of addiction can help to reduce shame. This education may be used further to reduce shame around the development of particular behaviours or pornography tastes that the individual is troubled by. There is a growing body of evidence indicating that heavy pornography use has a conditioning effect on the brain (Banca, 2015) and can morph sexual tastes (Doidge, 2008; Wilson, 2014). This information can allow patients to see how their tastes have developed, as well as understanding how they can be changed back. Biological psycho-education can also help resistant patients to understand why developing regular relaxation and/or mindfulness techniques is necessary for recovery, whether to reduce physiological stress and anxiety caused by previous trauma or to help with withdrawal. Similarly, psycho-education can help patients to understand the role of mindfulness in urge control and the use of techniques such as Emotional Freedom Technique (EFT) for relapse prevention.

An understanding of the neural development of addiction can also encourage patients to fully appreciate the importance of developing other positive behaviours as an alternative to acting out. In particular, developing new flow experiences can provide psychological reward, as well as helping new mind maps to develop to replace the old addictive pathways. I often explain to patients how their addiction has developed through repeated practice, which results in neurogenesis. By stopping their addiction and practising new behaviours, they can begin to re-programme their brains.

Exploring and working on the emotional distress of a patient is a key element of recovery work but, as mentioned before, the emotions regulated by addiction may be too deeply repressed to focus on in the early stages. The bi-directional arrows of the model can be used in conjunction with any cycle of addiction theory to help patients see how their behaviour may inadvertently be creating the very emotions from which they wish to escape. A combination of therapeutic work to redress emotional states, whether psychodynamic or cognitive behavioural 
 therapy (CBT), along with developing strategies for healthy emotional regulation, can not only alleviate emotional pain, but also provide resilience for the inevitable emotional struggles that life will throw at them in the future.

The impact of relationships and attachment in sex addiction has been widely written about and some would say that the core of addiction recovery is establishing healthy relational attachment. While this is undoubtedly true for people with a history of ruptured attachment or who are not currently in rewarding intimate relationships, there is a new generation of people with addiction for whom this is not a primary concern. There are a growing number of young people who are developing pornography addiction, not because of attachment wounds, but simply because they had easy access and no education of risk (Hall, 2014; Negash et al., 2015; Riemersma & Sytsma, 2013; Wilson, 2014). Nonetheless, encouragement and support to break through the secrecy and shame that so often fuels sex and pornography addiction can help to strengthen family, community and couple relationships to provide support for recovery and beyond.

Each patient’s cultural experience needs to be considered during treatment. Not only is this essential for building the therapeutic alliance, it can also ensure that treatment approaches and relapse prevention strategies are tailored to the needs of the patient. For example, someone with a strong faith might include scripture reading and prayer as part of their personal growth and also relapse prevention. Patients from LGBTI or kink communities can be supported in exploring previous issues of sexual shame that may have contributed to the addiction, as well as encouraged to define positive sexual behaviours that complement their lifestyle. Some treatment programmes have been specifically developed for certain patient groups to build support from within their community, for example groups for gay men and Christians, providing a place where they can support each other within a shared frame of reference. Conversely, exploration of cultural context and encouragement to mix with others from different cultural perspectives can help to challenge cognitive distortions and assumptions that may not be true or may no longer work for someone in recovery. For example, someone who has worked in a particular environment in which ‘all men look at porn’, or a social system in which ‘all women must flirt sexually for attention’, may have the opportunity to experience other ways of being and behaving.


A case example




John is a 36-year-old commercial estate agent. He has come for therapy because his partner of two years believes he is a sex addict. John does not believe he is. His partner has recently found explicit text messages on his phone between him and four other women, one of whom she is convinced he has met with and had sex. John confesses that this is true, though he had initially denied it to his partner, and explains that he has always had a high sex drive and has never been faithful to any woman. He does not believe that monogamy is natural for men, saying none of his friends or his father has ever been faithful, and hence he has always enjoyed many multiple partners but attempted to do it with discretion. As the assessment proceeds, he is open about heavy pornography use, up to four times a day, sometimes for many hours in the evening, and about a previous addiction to alcohol and cocaine.

Using the BERSC model, I empathise with his cultural context of non-monogamy, as well as the current social climate of free sexual expression. I explain the neurobiology of addiction, making links to his previous alcohol and drug use, and explain the process of escalation and particularly how the internet can accelerate this. He begins to open up more and talks of how his pornography tastes have become increasingly hardcore and that he feels he is now also 
 addicted to Twitter and Snapchat. Initially he is unable to make any connection to emotional regulation but, as we explore his history, he discloses his anger at the pain his father’s infidelity caused his mother. In addition, he talks of the violent outbursts in his adolescence that resulted in him being expelled from school and getting into trouble with the police. He goes on to say that alcohol and cocaine became a way for him to calm down but he had given these up when he became a father to his now estranged, nine-year-old son. Although resistant at first, over the next two sessions he begins to recognise that he has never been able to handle anger in a healthy way and his sexual behaviours escalated when he gave up his chemical addictions as a way of managing simmering resentments and frustration. Further exploration of his relationship with his father uncovered not only anger but also a desperate desire to be the father to his children that his father had failed to be. He longed to ‘settle down’ and have a ‘proper’ family, but feared it was already too late.

John joined a treatment group where the company of other men challenged his cultural assumptions of what ‘all men are like’ and he began to see that he could choose to be the man that he wanted to be. He struggled initially to engage fully in work around relaxation, mindfulness and developing other hobbies, but was convinced enough by the brain science to give it a go and discovered the benefits. In individual therapy, John worked through a history of childhood trauma and ruptured attachments. He began to process the anger that he had tried to repress for so long and developed healthier anger management strategies.

John’s relationship continued to struggle, as he was terrified that a full disclosure would damage his partner beyond repair. As he saw that much of this was projected from his experience of his mother’s pain and that the continued secrecy was making true intimacy impossible, he agreed to a therapeutic disclosure with his partner and they began the long process of rebuilding trust.


BERSC and working with partners




I have found the BERSC model to be particularly useful when working with partners to break through the shame and self-blame that so many partners experience. Whether a partner chooses to stay in a relationship or leave, understanding the addiction and their role in it, if any, is often an essential part of their recovery. The BERSC model can be a helpful tool for allowing them to see the complex way that addiction can be developed and maintained in someone’s life. The psycho-education around the biological process can also help to allay fears that change is not possible or that certain sexual tastes are fixed. For people in which co-dependency is an issue, seeing that the relationship is only one component can help them gain perspective on the impact of the relationship and focus on their own recovery process.

From a systemic perspective, the BERSC model can also help partners to consider the wider societal and cultural influences and understand why their partner may need to make wide-reaching changes in order to establish recovery.


Conclusion




The BERSC model expands on the biopsychosocial view of sex addiction and provides a useful tool for ensuring a thorough assessment and treatment approach that is tailored to an individual’s needs. Furthermore, while medical research on addiction is often conducted by researchers who are not themselves therapists, it can ensure that professionals do not fall into the trap of scientific reductionism. The field of sex addiction is in desperate need of further research and it is my hope that the BERSC model will encourage not only neuroscientists, but also psychological 
 therapists and social researchers, to continue to explore this complex field. By doing so, we can continue to expand our views and widen our diagnostic and treatment perspectives and protocols.
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Introduction




In the human experience, sexual expression takes numerous forms, limited only by the bounds of imagination. As the field of human sexuality progresses, more and more sexual behaviours have been catalogued and acknowledged as normal variants. As myriad as the range of sexual behaviours are the various manifestations of sexual addiction. Addiction, with its obsession, compulsion, tolerance, cravings and withdrawal, may distort any form of human sexual and romantic expression, and turn what is potentially joyful and intimate into something compulsive and problematic.

Much work has been done to understand the various manifestations of sexual addiction. It is apparent that certain behaviours present in clusters that may accompany specific forms of psychopathology. In this chapter, we review the various common presentations of the disorder, considering first the medical and psychological disorders that present similarly and must be ruled out before making the diagnosis of sexual addiction. Certain presentations and subpopulations will be examined in more detail in subsequent chapters.


Differential diagnosis of sexual addiction




In the field of mental health, despite our reliance on the Diagnostic and Statistical Manual of Mental Disorders
 (DSM; American Psychiatric Association, 2013), not everything that quacks like a duck is truly a duck. We learn from our colleagues in medicine that a practitioner must always consider a differential diagnosis before making and acting upon a diagnosis. We have come to understand that when presented with depression, for instance, we must rule out hypothyroidism, syphilis, Lyme disease, post-concussion syndrome and drug effects, among many other disorders (Debien et al., 2001; Fallon & Nields, 1994; Friedrich et al., 2009; Iverson, 2006; Patten & Love, 1993; Ried et al., 2005). So it is, too, with patients presenting with problematic, compulsive sexual behaviour. Especially in light of the shame, discrimination and contempt often showered by our society on men and women with sexual addiction, we as therapists must be discerning in our application of the label.



Definition of sexual addiction




In keeping with the nomenclature applied to substance use disorders and gambling disorder (American Psychiatric Association, 2013), Carnes (2005; 2014) has proposed ten criteria for the diagnosis of sexual addiction, which include elements of obsession, compulsion, risk-taking, tolerance, withdrawal, cravings, unsuccessful efforts to stop, and social impairment. Other authors have proposed similar diagnostic criteria (Coleman et al., 2003; Goodman, 1998; Kafka, 2010; Orford, 1978; Stein et al., 2001). However, it is important to recognise there are conditions that present with only some of the diagnostic criteria that must be separated from the current understanding of sexual addiction, and other medical and psychological disorders that largely mimic sexual addiction and must be excluded before a diagnosis is made. We next explore these ‘rule out’ conditions.


Medical conditions that may mimic sexual addiction




Hypersexual behaviour has been associated with a range of neurological and psychiatric disorders. Before making a diagnosis of sexual addiction, consideration must be given to the following.


Traumatic brain injury




The impact of traumatic brain injury (TBI) on sexuality can be substantial. A sizeable minority of TBI patients will display sexually inappropriate or hypersexual behaviours. A review of the literature by Turner et al. (2015) found a range of sexual problems associated with TBI, including hypersexuality, inappropriate sexual behaviours, paraphilias and sexual offending. Between 6 per cent and 13 per cent of TBI patients reported inappropriate sexual behaviours. Others have described disinhibited sexual behaviours, including lewd talk, exhibitionism, compulsive masturbation, genital and non-genital touching and attempted rape (Eghwrudjakpor & Essien, 2008; Simpson et al., 2013). Individuals who are younger and who have sustained a more serious TBI may be more likely to display hypersexual behaviour (Simpson et al., 2013). Structures involved in the regulation of sexual behaviour, such as the hippocampus, septal complex, amygdala, hypothalamus, thalamus, cingulum, medial basal-frontal lobes, diencephalon and limbic system are vulnerable to TBI (Bezeau et al., 2004; Horn, 1990; Miller et al., 1986).


Stroke and neurosurgical injury




Sexual behaviour that is compulsive, inappropriate, uncharacteristic or excessive has been reported following cerebral infarction, haemorrhage, tumour and brain surgery and is thought to arise from damage to neurological structures involved in the regulation of sexual behaviour, especially the frontal and temporal lobes (Miller et al., 1986; Wallace & Safer, 2009). Increased sexual preoccupation, compulsive masturbation and sexual pursuit associated with secondary mania have been described in patients with lesions in the thalamic and periventricular regions of the right hemisphere (Miller et al., 1986; Mondon et al., 2007; Mutarelli et al., 2006). Most cases involve recognisable collateral neurological symptoms.

Kluver-Bucy syndrome, a rare neurological disorder characterised by excessive orality, hypersexuality, excessive appetite and distractibility, has been cited as a putative cause of compulsive masturbation, coprophilia, and viewing of child pornography in a 51-year-old man whose behaviours had begun immediately following right temporal lobectomy for 
 intractable seizures. He was convicted as a sex offender, despite expert neurological testimony (Devinsky, 2010).


Dementia




Approximately 1.8–25 per cent of patients with Alzheimer’s dementia exhibit excessive, inappropriate, compulsive sexual behaviour (Ward & Manchip, 2013) that could be misinterpreted as sexual addiction. As the cognitive deficits progress, patients with dementia may become sexually disinhibited and engage in excessive hugging and kissing, public masturbation, groping the genitals and/or breasts of others, sexual hallucinations, delusions of spousal infidelity, attempting to seduce others, chasing others for sexual purposes, exposing one’s genitals in public and disrobing in public. Behaviours may become criminal or dangerous (Bardell et al., 2011).

While most sexually aggressive and inappropriate sexual behaviours occur in the moderate to severe stages of Alzheimer’s dementia, they can also be seen in the early stages of fronto-temporal dementia (FTD), in association with alterations in sexual drive and disinhibition (Mendez & Shapira, 2011), as well as in vascular dementia (Alagiakrishnan et al., 2005; Bardell et al., 2011). Given the subtlety of mild cognitive impairment, such behaviours may be misdiagnosed as sexual compulsivity and attributed to addiction. Reporting on a 55-year-old man with new-onset compulsive masturbation to internet pornography associated with FTD, Mendez and Shapira (2011) warned that a new preoccupation with internet pornography resembling addiction may be a symptom of a frontally predominant disorder such as FTD.


Autism spectrum disorder




Hypersexual behaviours in adolescents and young adults with autism spectrum disorders are prevalent and may stem from the impairment in social awareness and in the learning of appropriate sexual behaviour (Deepmala & Agrawal, 2014). A survey of 100 parents of individuals with autism (aged 9 to 38) reported that 65 per cent touched their private parts in public, 28 per cent removed their clothing in public, 23 per cent masturbated in public and 18 per cent touched others inappropriately (Ruble & Dalrymple, 1993). Careful screening for autism spectrum disorders during the evaluation of individuals with suspected sexual addiction might help prevent further stigmatisation of this vulnerable population.


Parkinson’s disease




Excessive or compulsive sexual behaviour are not common characteristics of Parkinson’s disease (PD) itself, but can arise iatrogenically during dopaminergic therapy used to offset the characteristic motor disability of the disorder. Frequent spontaneous erections, hyperlibidinous behaviours and demands for frequent sexual intercourse or intimate contact have been reported (Kanovsky et al., 2002). Compulsive sexual behaviours, including zoophilia, transvestic fetishism, infidelity, and internet pornography have been described with use of anti-Parkinsonian medications such as L-Dopa, pergolide, and selegiline (Shapiro et al., 2006). In most cases, the aberrant sexual behaviour improves with removal of the dopaminergic agent. While uncommon, iatrogenic paraphilic sex offender behaviour has been reported (Cannas et al., 2006). Hypersexuality occurs primarily in males with early-onset PD and patients with a prior history of tobacco or alcohol addiction (Vilas et al., 2012). Recent functional MRI data suggests that dopaminergic drugs in PD patients may release inhibition in the 
 frontal cerebral cortex, leading to compulsive sexual behaviour (Politis et al., 2013). Ushe and Perlmutter (2013) have suggested that hypersexuality in PD patients having dopaminergic replacement may represent a good model for studying addiction and the role of dopamine in the brain’s reward pathways.


Bipolar disorder




Hypersexuality during manic and hypomanic episodes is one of the best-known symptoms of bipolar disorder (BD). Kopeykina et al. (2016) reviewed the literature and found an increase in sexual interest and behaviour during manic and hypomanic episodes. Risky sexual behaviours are more prevalent in BD patients than healthy controls, depressed, schizophrenic or schizoaffective patients. Observed behaviours included compulsive masturbation, seduction, rape, extramarital sex, prostitution, trading sex for drugs, sex with intravenous drug users and partners with AIDS, unwanted pregnancy and acquiring sexually transmitted infections. Men with BD are more likely to have sex with multiple partners and prostitutes, while women trade sex for goods and services.

Hypomanic episodes can be difficult to detect, leading to misdiagnosis as unipolar depression. Patients presenting with compulsive, undesired and consequential sexual behaviour may be labelled as depressed sexual addicts and denied the effective pharmacological and behavioural interventions available for BD. Careful history-taking is also essential (Fletcher et al., 2013).


Substance abuse




Methamphetamine may contribute to excessive, risky and compulsive sexual behaviour, especially in men who have sex with men (MSM). According to the Centers for Disease Control (Mansergh et al., 2006), methamphetamine use is consistently associated with unprotected anal sex among MSM, especially unprotected receptive anal sex that carries a high risk of HIV transmission. Similar trends are found with heterosexual couples and unprotected vaginal sex. Methamphetamine is used primarily as a sex enhancer and is associated with increased risk of early syphilis and other sexually transmitted infections.

Cheng et al. (2016) reported increased rates of unprotected sex among street youth using methamphetamine, cocaine, marijuana, ecstasy (MDMA, 3,4-methylenedioxy-methamphetamine) and alcohol. Similar findings were reported in relation to youth with non-medical use of prescription drugs (Clayton et al., 2016).


Paraphilias and paraphilic disorders




The paraphilias are non-normative sexual behaviours that become psychopathological (for example, paraphilic disorders) when they cause distress or impairment to the individual or involve harm to self or others. The DSM-5 identifies eight forensically important paraphilic disorders: voyeuristic disorder, exhibitionistic disorder, frotteuristic disorder, sexual masochism disorder, sexual sadism disorder, paedophilic disorder, fetishistic disorder and transvestic disorder (American Psychiatric Association, 2013). Not all individuals with paraphilia or paraphilic disorders are sexual addicts. The latter diagnosis requires that the behaviour involves obsession, compulsion, risk-taking, tolerance, withdrawal, cravings, unsuccessful efforts to stop and social impairment.



Non-pathological behaviours




In this discussion of conditions subject to misdiagnosis as sexual addiction, it is important to emphasise that the concept of healthy sexuality may include sexual behaviours that are frequent or variant from the norms of the prevailing culture. Consider the couple who have sexual intercourse multiple times a day, or a couple who practise bondage and domination. Consider the gay couple with an open relationship, or the polyamorous individual with multiple love relationships. The therapist would do a disservice by reflexively labelling such behaviour as addictive. Similarly, consider a married person who watches pornography and masturbates daily or a person with frequent extramarital affairs. These behaviours may be dysfunctional from a relationship and mental health perspective, but they do not qualify as addictions unless all the criteria of obsession, compulsion, risk-taking, tolerance, withdrawal, cravings, unsuccessful efforts to stop, and social impairment are present. Clearly, not everyone who watches pornography or has an affair is an addict. The competent therapist must be trained in both sexual addiction and healthy sexuality in order to ensure that one is not mistaken for the other.


The clinical presentations of sexual addiction




In recent years, multiple typologies have been proposed for sexual addiction. Some (Coleman, 1992; Fong, 2006) have categorised sexual compulsivity as paraphilic and nonparaphilic. Others have categorised it according to prevalence. Derbyshire and Grant (2015) reviewed the literature and found that the most commonly reported compulsive sexual behaviours are masturbation (17–75 per cent), compulsive use of pornography (48.7–54 per cent) and protracted promiscuity/compulsive cruising and multiple relationships (22–76 per cent). Black et al. (1997) found that 42 per cent of their sample had sexual fantasies that were distressing or out of control, 67 per cent reported difficulty with sexual urges and 67 per cent had repetitive sexual behaviours that they considered out of control.

While tabulation of symptomatology is helpful to understand the breadth of addictive behaviours, behaviours are rarely isolated and appear to cluster into a set of distinct presentations. The most extensive characterisation of the phenotypes of sexual addiction has been performed using latent profile analysis of a large database of patient self-reported data obtained through use of the Sexual Dependency Inventory (SDI-4.0; Green et al., 2015).

As described by Carnes (2010), close to 200 different sexual behaviours have been catalogued as part of the development of the SDI. Using the statistical technique of factor analysis, these behaviours are found to cluster in distinct types, each with characteristic acting out behavioural patterns. In the SDI-4.0, 20 behavioural clusters were identified (see Fig. 2.1.1
 ; Carnes & Carnes, 2015); it is common for sex addicts to endorse behaviours in multiple categories.



Figure 2.1.1
 Behavioural Scales of the SDI-R 4.0
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(Source:
 adapted from Carnes & Carnes, 2015)





The discussion of sexual addiction phenotypes below is derived from the SDI-4.0 behavioural scales. As has been emphasised previously in this chapter, the behaviours categorised herein are not inherently pathological, problematic, abnormal or unwanted. Here we speak of behaviours that have become addictive, with the associated obsession, compulsion, adverse consequences, failed attempts to stop, escalation and withdrawal, which are characteristics of addiction.


Fantasy sex




Sex addicts who present with the fantasy behavioural pattern tend to sexualise people, materials and situations that may or may not be sexually explicit. Fantasies may be focused on anonymous people observed in public places, advertisements or catalogues, with sexual content invented by 
 the imagination. Fantasies may involve the sexualisation of people in health clubs, locker rooms, bathrooms or showers. The fantasy addict may look for sexually suggestive content in the media, or may fantasise about past or future sexual experiences. Fantasies may involve exotic or forbidden behaviours or stereotyped role-playing, with arousal dependent on sexual possibility. Obsession and preoccupation prolong the arousal, which is often fuelled by masturbation, supercharged relationships and sexualised situations. Relief comes with orgasm, often with disappointment followed by shame, depression and hopelessness. The behaviour may be justified with cognitive distortions (such as, “I need to masturbate to fall asleep” or “I just need more sex than others”). Fantasy addicts may feel anxious between acting out episodes, and may respond by denying or suppressing their sexuality and sexual feelings. Among sexual addicts, fantasy addicts have been found to have the lowest amount of comorbid psychopathology (De Guzmán et al., 2015).


Pornography use




This behavioural pattern involves the viewing of sexually explicit material in various media such as the internet, magazines, adult books and videos. The pornography addict may spend many hours compulsively scanning images or videos and may maintain elaborate secret archives of collected material. The illicit viewing of pornography while at work is surprisingly commonplace. The advent of virtual reality pornography is likely to amplify the addictive character of the experience. This behavioural pattern is isolating and may be linked with collateral fantasy and masturbation. Pornography can lead to an ‘intimacy disability’ (Earle & Crow, 1998), which can negatively affect the emotional and sexual health of an individual or couple.


Phone sex




This behavioural category is narrowly defined as participation in sexual activity mediated through a telephone. Paying for sexually explicit messages or dialogue using a credit card, cruising for sex partners via phone sex lines and simultaneous sexual behaviour (such as masturbation) 
 while on audio or video calls are included in this category. Also included is collaborative video game sex, in which distant players enact sexual experiences with each other using avatars in the game environment. Phone sex appeals to sex addicts because, like pornography, it provides sexual stimulation without needing physical contact with another person. Frequently, emptiness or depression set in after orgasm.


Object sex




Object sex involves the use of inanimate objects to enhance the sexual experience. This includes the use of vibrators, masturbators and other mechanical or electrical devices during masturbation or partnered sex. Insertion of dildos, vegetables and other objects into the vagina or rectum (of the partner or oneself) to increase sexual pleasure fall into this category.


Anonymous sex




The anonymous sex phenotype involves high-risk sexual behaviour with partners not known to the addict. The behaviour is consensual, with complete objectification, needing no seduction, romance or cost. There are no obligations or entanglements, and sometimes no reciprocity. The interaction may also involve multiple sequential partners. Arousal may be accelerated by unsafe or high-risk locations such as public parks, bathrooms, showers, beaches, bars and bath houses, where the addict may spend hours cruising to find sexual partners, and may expose themselves to arrest, assault and sexually transmitted infections. The addict may also cruise online dating sites, personal columns, chat rooms or social media sites to find sexual partners, where sexually explicit information or photographs of the addict may be exchanged electronically. The addict may use smartphone applications with geo-locating functionalities to find sexual partners nearby, use webcams to communicate directly with potential partners, exposing themselves, and masturbating as a means of enticing engagement. The partner’s identity may be only his/her screen name. In addition, collateral drug use may be involved. In a recent study of sexual addicts undergoing residential treatment, anonymous sex was associated with low levels of comorbid psychopathology (De Guzmán et al., 2015).


Conquest and seduction





In the conquest pattern of addictive behaviour, the addict is obsessed with the chase. Arousal comes from the actual pursuit and conquest of the target, with interest diminishing after the initial victory. Arousal is enhanced by increasing the risk associated with the pursuit and by the simultaneous pursuit of multiple targets. The conquest addict may hustle online or in bars, health clubs or singles clubs. They use flirtatious and seductive behaviour to gain the attention and interest of another, and may make inappropriate comments or advances. Flirtation and seduction culminate in conquest with emotionally empty, brief sexual encounters. They may have multiple simultaneous relationships, a series of extramarital affairs or a series of unsuccessful relationships. Seductive sex behaviour has been shown to have strong positive correlation with severe psychopathology such as anxiety, depression, post-traumatic stress disorder (PTSD), suicidality, and somatization (De Guzmán et al., 2015).


Group sex




This category of behaviour is characterised by group sex activities and may involve the addict’s spouse or partner. Addicts may participate in parties or events organised around group sexual activity, or may join organisations (such as nudist clubs, sex clubs or swingers clubs) in which 
 the primary purpose or focus is communal sexual behaviour. This category includes swapping partners and cuckolding (watching another have sex with a partner), and may involve collateral payment or drug activities. While activities are usually in-person, this behaviour can be online, using webcams and virtual reality.


Relationship addiction




Relationship addiction manifests as a romantic preoccupation with sex, often used as the means to enter into and secure the relationship. Individuals with behaviour in this category primarily obsess romantically over one person at the exclusion of other interests. They ‘fall in love’ repeatedly, expecting the next time will be different and better. Sex serves as an enticement and a necessary culmination to the seductive behaviour. These individuals are compelled to be sexual in order to feel good about themselves and to feel secure in their obsessive relationship.


Humiliation and domination




The humiliation and domination category involves the pursuit of sexual experiences involving sexualised bondage, domination, humiliation, degradation and sadistic or masochistic behaviour. This category also includes the seeking and viewing of images, videos and websites depicting this material. Behaviours involving actual physical pain are not included in this presentation, but may be collateral. Hopkins et al. (2015a) showed an association of high-risk sadomasochistic addictive behaviours (for example, sexual asphyxiation) with antisocial behaviour, trait psychoticism and generalised fearfulness in men, and self-depreciation, dis-constraint, competitiveness, antisocial behaviour, anger and a history of sexual abuse in women.


Pain-exchange sex




The pain-exchange presentation is characterised by behaviour that seeks to enhance pleasure by inflicting pain on oneself or another. Arousal is fused with pain, with or without danger, violence, degradation, humiliation or shame. Arousal and orgasm may be elusive without masochism, sadism, fear or pain. The behaviours in this phenotype are the more dangerous sexual activities. Behaviours such as fisting, spanking, choking, binding with ropes or handcuffs, causing physical harm or pain in association with sexual activity are included. Autoerotic asphyxiation, involving belts, ropes or other items tied around the neck, or bags or pillows placed over the head for the purpose of intensifying sexual experience, is included in this category. In the factor analysis of the SDI-4.0, exposing oneself for hire or onstage and receiving money for sex with a friend, partner or spouse were also linked to the behaviours in this category. Nonetheless, pain-exchange sex is associated with low levels of comorbid psychopathology (De Guzmán et al., 2015).


Paying for sex




In this phenotype, sex becomes a business transaction; a purchase of sexual gratification. Such behaviours include paying for sex with prostitutes or escorts and at massage parlours or strip clubs. Paying for anonymous sexual favours, spending money on someone to have sex, and paying for peep shows and strip shows are included. Arousal is linked to the process of getting the money, pursuit of a provider and the actual exchange of money. Payment creates a sense of entitlement and empowerment. There is an illusion of intimacy that can become a substitute for healthy intimacy. Paying for sex becomes very costly to many sex addicts and can, at times, be 
 financially devastating to an individual or family. It is frequently shocking to the sex addict and partner to do a financial audit of the cost of sex.


Power exchange sex




The category of power exchange sex involves the abuse of power and authority in order to ‘buy’ sexual favours or entice another into a relationship. At work, this might involve providing jobs, promotions, bonuses, perks and excessive salaries in exchange for the promise of a sexual or romantic relationship. At home, this may involve nannies, housekeepers, mistresses and ongoing relationships with escorts. Providing financial support or extraordinary gifts to an affair partner and supporting multiple secret families are included. Power exchange sex characteristically involves denial of the power differential derived from the exchange of money and goods. There is often a distorted cognition that the ‘bought’ relationship is based upon intimacy rather than dependency.


Intrusive sex




In the phenotype of intrusive sex, arousal comes through overt and covert boundary violations without discovery or repercussions. Behaviours include inappropriate sexual conversations, comments and humour, as well as unwelcome sexual advances and gestures towards another. The addict may tell sexually explicit stories in inappropriate settings (such as the workplace or before children), disclose inappropriate sexual information about themselves or another person, or sexualise situations through humour. Sexual harassment would fall into this category. The goal is the production of discomfort, shock or embarrassment in the target audience. Orgasm is not the objective. Intrusive sex has been shown to have strong positive correlation with severe psychopathology such as anxiety, depression, PTSD, suicidality and somatisation (De Guzmán et al., 2015).


Voyeurism and covert intrusions




Individuals presenting with voyeurism and covert intrusion use clandestine visual, tactile or overtly sexual stimulation for arousal and development of an obsessive trance. This category includes deliberate, undetected behaviours involving overt boundary violation, such as window peeping, watching people through windows using binoculars or telescopes, hiding in secret places (such as under beds, in closets or under stairs) to watch or listen to people, drilling holes in walls or doors, peeping under stalls in bathrooms and looking up dresses using telescopic cameras. Also included in this category is the use of secret webcams and hacking into computer cameras to covertly watch another person. Frotteurism (touching or rubbing against another person and pretending it is accidental), stalking, sexual activity with people who are unconscious or semi-conscious due to drugs, covertly collecting personal information, and intruding into another’s computer for sexual arousal are also part of this spectrum of behaviours. There is a distorted belief that there is no victim, or that the victim provoked the intrusion. Arousal may be heightened with extended masturbation.

Recent evidence (Hopkins et al., 2015b) confirms voyeurism as primarily a male phenomenon and showed an association with fantasising, exploitation (of children and positions of trust), intrusive sexual interactions and pornography use. People with both voyeuristic and exhibitionistic behaviours were shown to have higher levels of sexual pathology. For men, this included object sex, creation of pornography and anonymous sex. Women with both voyeuristic and 
 exhibitionistic behaviours, by contrast, tended to obtain sexual favours through financial means, were exploitive, sought anonymous sex, were fantasy-driven and prone to produce pornography. Voyeurism alone is associated with low levels of other psychopathology (De Guzmán et al., 2015).


Exhibitionism




Individuals presenting with exhibitionist behaviour derive sexual arousal from witnessing the reaction of the viewer, which may range from shock to interest. These addicts expose their genitalia in public by wearing clothing intending to reveal, undressing or masturbating openly in the hope of someone noticing. This type of addict may expose themselves from their home or car or masturbate in dressing rooms, movie theatres or tanning booths. Orgasm is not the objective. There is a desperate want for a connection that is a ‘come here, go away’ experience. There is often the distorted belief that the victims wanted to watch, and that the behaviour is not so bad since there is no physical contact. In many jurisdictions, exhibitionist behaviours are illegal and bring serious legal consequences to the addict, especially if children are involved. Hopkins et al. (2015b) demonstrated an association of exhibitionism with anonymous and public sex and object sex in men, and seduction, swinging and multiple partners in women. As noted above, the authors found higher levels of sexual pathology in both men and women with combined exhibitionism and voyeurism.


Exploitation of trust




This presentation involves the exploitation of vulnerable people for sexual gratification. Examples include the clergy person who uses the position of power and authority to exploit a parishioner, the physician who does so with a patient, the attorney with a client, and the employer with an employee. Similarly, the seduction of customers, supervisees or students would be included. Arousal may occur with the grooming and building of trust in potential victims. These behaviours involve explicit ethical and legal boundary violations. Often the behaviour is justified with a distorted belief that the victim wanted it.


Sexual exploitation of children




Sexual behaviours in this category include inappropriate exposure to children and sexual contact with children. Addicts with this presentation may engage in potentially offending behaviours, such as sexual activity with a minor, whether it is forced or consensual, watching child pornography, and predatory behaviours involving the pursuit or grooming of vulnerable people, such as children. This category includes the sharing of inappropriate sexual information with children or exposure of children to sexual activities (for example, through exhibitionist activities or not closing doors). Therapists who encounter individuals with these behaviours must be familiar with local and national mandatory reporting laws and relevant ethical codes.


Production of pornography




Addicts presenting with home-produced pornography create personal pornography for repeated private use or electronic dissemination. Arousal stems from the individual being the protagonist in the story. Sexually explicit photos and videos are the most common form of pornography 
 produced. This category includes the professional production of pornography as an actor or producer.


Drug interaction




This pattern of behaviour involves the use of drugs to enhance or increase the intensity of sexual behaviours. The use of drugs may be a gateway to sexual acting out, occasional and incidental to sexual acting out, or fused with the acting out behaviour, such that one does not occur without the other. Marijuana, cocaine and tobacco may be used to enhance sexual experiences. Cocaine may be used to prolong masturbation. Ecstasy may be used to intensify sex. Methamphetamine may be used to create sustained sexual binges that last for days without interruption. Club drugs such as GHB (gamma hydroybutyric acid) and ketamine may be used to induce a dissociative state or intoxicate a date-rape victim. Individuals presenting with sexual behaviours involving the use of drugs should be evaluated for concurrent drug addiction and addiction interaction disorder.

Sexual addiction often accompanies drug and alcohol disorders. Deneke et al. (2015) investigated the prevalence of comorbid sexual addiction in an inpatient population of alcohol and substance use disorder patients (n=485) and found that 21 per cent were at risk for sexual addiction, based on scores on the Sexual Addiction Screening Test – Revised (SAST-R).


Sexual addiction in sexual minorities




The therapist must have multicultural and social sensitivity when addressing compulsive sexual behaviours in sexual minorities. The early recognition of being ‘different’ from other children, the shaming and ridiculing of gay, lesbian and bisexual people through widespread expression of heteronormative and homophobic cultural beliefs and values, the relentless battering of self-identity and self-esteem (identity trauma), the prevalent absence of parental support for the unique developmental needs of the sexual-minority child (attachment trauma), the entrenchment of secrets, shame and inauthenticity, and the overall lack of healthy role models all potentially contribute to the development of alcoholism, drug abuse, sexual addiction and other trauma-related disorders later in life (Kira, 2010; Newcomb & Mustanski, 2010; Ryan et al., 2010). Unsurprisingly then, gay men tend to show higher rates of both addiction (Cochran et al., 2004) and domestic violence than heterosexual men. These behavioural challenges mirror our understanding of what happens when any group of people experiences consistent and persistent devaluation and abuse, which often results in the individual engaging in forms of substance abuse and behavioural acting out (cultural/interpersonal trauma reactivity).

In the world of sexual minorities, as it is in the heteronormative world, not all behaviour that appears to be sexual addiction is truly (or only) sexual addiction. Sexual adolescence, with its exuberance and experimentation, is a normative developmental stage common to people of all sexual orientations (Coleman, 1982). For the sexual-minority individual who ‘comes out’ into sexual adolescence in middle age, this sexual behaviour may be mislabelled by an unfamiliar therapist as sexual addiction. As such, treatment efforts may be directed at extinguishing the emerging sexual behaviour rather than providing affirmation and support. This coming-out behaviour probably lacks the determined efforts to stop and the conflict in values that characterise addiction. While most commonly thought of in gay/lesbian/bisexual terms, this non-pathological sexual exuberance can be found at any age in individuals ‘coming out’ as BDSM (bondage and discipline, dominance and submission, sadism and masochism), pansexual, polyamorous or other sexual minorities. The therapist must evaluate the individual with exuberant, non-normative 
 sexual behaviour in a developmental context, with a culturally neutral eye and with careful attention paid to the presence or absence of the diagnostic criteria for sexual addiction.

For the individual with unwanted same-sex attraction, the differentiation between addictive and non-addictive behaviour is more challenging. Ego-dystonic (unwanted) same-sex attraction can lead to compulsivity, impulsivity, obsession, risk-taking, escalation, substantial personal consequences, substance use, mental health disorders and many unsuccessful efforts to stop the sexual behaviours (Dube, 2000; Gattis et al., 2012; Schindhelm & Hospers, 2004). For some of these individuals, treatment focused on self-acceptance of the core gay identity, shame reduction and social integration leads to better adjustment and satisfaction, and helps resolve the compulsive behaviours. Gay-affirmative therapy may be an important adjunct for such individuals.


Conclusion




Sexual addiction presents in a myriad of ways with recognisable clusters of behaviour. The therapist facing a patient with problematic, compulsive or excessive sexual behaviours must be mindful of the medical and psychological conditions which resemble sexual addiction and must be differentiated, with appropriate specific treatment provided. Multicultural and social sensitivity is necessary, especially when working with sexual minorities.
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Sexual addiction in the digital age
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Cybersex and sexual addiction




The worldwide internet population grew 7,415.6 per cent from 2000 to 2016. It is estimated that 49.2 per cent of the world and nearly 89 per cent of the entire North American continent has regular access to the internet (Internet World Stats, 2016). The internet is a microcosmic representation of the real world. Nearly everything found sexually in the real world translates in some way into the digital world. The adult entertainment industry has been a leader in the development, marketing and distribution of sex technologies so that every digital user can access sexuality online. In 2007, global pornography revenues were estimated at US$20 billion, and amounted to US$10 billion in the US alone (Barrett, 2012). Portable devices represent the newest frontier of digital sexuality. Devices such as smartphones, tablet-based computers, e-readers and personal gaming devices have increased ease of access to sex online. Pornhub, one of the largest online adult entertainment websites, reported that 53 per cent of all traffic to their sites originated from mobile devices (Pornhub, 2015).

The digital world is a double-edged sword when it comes to sexuality. It allows for sexual experimentation and exploration through innovative and safe methods, but it also presents challenges for many who engage in online sexual behaviour. For example, neurologists have found that overexposure to erotic stimuli can exhaust the normal healthy responses of young men, leading to erectile dysfunction (Reisman, 2007). Additionally, cybersex arousal has been found to interfere with working memory capacity, in similar ways to other substance dependencies (Laier et al., 2013). A college sample of regular pornography users found that 47 per cent spent between 30 minutes and 3 hours watching pornography every day, 20 per cent preferred pornography to partner intimacy, and 30 per cent reported negative impacts on work performance (Szittner, 2012). In 2005, more than half of the Fortune 500 companies had dealt with pornography use at work. Reports indicated that 41 per cent of people who used pornography at work received disciplinary action (for example, suspension or a written/verbal reprimand), while 44 per cent had their employment terminated (Leahy, 2009). Finally, pornography consumption has been associated with an increased risk of developing ‘sexually deviant tendencies’ (31 per cent increased risk), committing sexual offences (22 per cent) and accepting rape myths (31 per cent; Paolucci et al., 1997).


 In addition to affecting the individual, many studies have reported that pornography use negatively impacts marital quality (Döran & Price, 2014; Döring, 2009; Manning, 2006; Perry, 2016; Poulsen et al., 2013; Yucel & Gassanov, 2010). Pornography use in men has been negatively associated with both male and female sexual quality, frequency of sex, overall happiness and marital quality (Doran & Price, 2014; Perry, 2016; Poulsen et al., 2013). For partners of sex addicts, the discovery of sexual addiction and infidelity can be devastating. In fact, a recent study indicated that the majority of wives of sex addicts were traumatised by the discovery of sexual addiction and experienced post-traumatic stress disorder (PTSD)-like symptoms (Steffens and Rennie, 2006; Laaser et al., in press).

It is important to remember that not all individuals who engage in online sexual activity develop problems as a result. Cooper et al. (2000) estimated that nearly 80 per cent of people who engage in online sexual activity could be considered ‘recreational users’, and do not self-report any significant problems related to their online sexual behaviour. Furthermore, both young people and adults report using the internet to research sexual information on issues such as preventing the spread of sexually transmitted infections, purchasing and reviewing options for contraception, exploring healthy sexuality and so forth. However, for the other 20 per cent who are not just recreational users, the consequences of their online sexual behaviour can be devastating. Some individuals become compulsive with collecting and viewing pornography; increasing numbers of individuals cross legal boundaries and face significant consequences; while others find themselves spending more than 10 hours each day online in search of sex, intimacy and/or romance. It is these 20 per cent on which this chapter focuses. The purpose of this chapter is to discuss the current literature, theories, and assessment, management and treatment strategies for individuals who have developed, or are at risk of developing, a cybersex addiction.


Technology and sex online




The intersection between technology and sexuality is rapidly developing and shows no signs of slowing down. Therapists need to stay informed of these new developments to assess and treat problematic online sexual behaviour. There is every indication that digital sexuality will only become more complex, and the implications for intimate and romantic relationships (for better or worse) will be a consideration for therapists for many years to come.

It is important for therapists to understand the basic methods and venues for engaging in sex online, since such knowledge guides the assessment and treatment process. Discussing technology with patients is akin to other forms of cross-cultural counselling, since technology is considered a subculture in and of itself. Many therapists understand that pornography and sexualised chat is available in the digital world, but few understand the technologies used for sexual purposes. Although this chapter cannot address every digital technology, several of the more common methods and venues in which cybersex behaviour occurs are discussed below.


Social networking sites and apps




Social networking is a catch-all term that includes any type of technology that facilitates the connection of two people for a common purpose. Social networking often allows for interaction with others through messaging, chatting, sending photos and videos, sharing music and so on. Although these sites can be accessed on a computer, they may also be accessed through apps installed on an alternative device such as a mobile phone, tablet, game console or Smart TV.

Many of the most popular websites and apps could be considered as ‘social networking’, since users enjoy the flexibility of multiple uses for a single technology. For example, there is an app that allows 
 you to connect with friends who you already know in the real world and communicate with them via text messaging, to send and receive photos, to engage in audio and video chat, and to receive alerts when one of your friends is available to talk. It also has a worldwide chat area that facilitates meeting strangers from around the world. Given this anonymous/stranger chat feature, sexualised conversations are common. These venues make it easy to access sexual materials and interactions.

An extension of social media venues also includes online dating technologies. These sites/apps allow users to find others with common interests and desires and connect for either a long-term relationship or a one-night stand. Other venues allow individuals to place online personal advertisements to find a potential romantic or sex partner.


Geo-location apps




Geo-location apps increased in popularity by 150 per cent between 2010 and 2011 (Bleyer, 2014). The primary purpose of these apps is to ‘check-in’ to a location and find others who are geographically nearby. These other individuals may, for example, be friends who you had arranged to meet at a restaurant so you can see if they have arrived yet. The app may also be used to communicate with strangers about your common location and interests (such as the menu at the restaurant in which you are eating, the nearest restroom or tourist attractions).

There are a number of geo-location apps that have been developed specifically to find a nearby sex partner. These apps allow users to view photos and profiles of people nearby and decide if they would like to meet for sexual purposes. They are commonly referred to as ‘hook-up’ apps. The 24/7 nature of these apps can create a sense of constant cruising, especially among people who use them for sexual addiction purposes (Weiss, 2013). These ‘hook-up’ apps continue to grow in popularity. For example, Tinder has an estimated 50 million users in total, with an estimated 10 million regular daily users, and makes approximately 26 million matches every day (Smith, 2016).


Chatting and texting




Online chatting occurs when two or more participants communicate with one another in ‘real time’. Perhaps the most common form of chatting is text messaging on mobile phones or other portable devices. The chat conversations may just be typed text or may include audio or video. These applications are often used by families and businesses to stay in touch with others personally and/or professionally. However, some programs have areas specifically dedicated to engaging users in sexualised conversations and/or video exchange.

Some chatting applications are designed to connect strangers with one another using videoconferencing technology. Given the anonymity of this technology, these areas are highly sexualised and often include individuals exposing their genitalia, or engaged in sexual acts on themselves or with others. Similarly, ‘online strip clubs’ use video conferencing in which participants can request the ‘model’ to engage in certain sexual behaviours for ‘tips’ that can be converted into real money. Although these sites encourage people under the age of 18 to exit, there is no way to verify the age of participants, and it is not unusual for pre-adolescents and teenagers to explore them.


Online gaming




Personal computers can be used to access online games, but other devices may also be used in ‘live’ mode to communicate with others while playing the game. While this technology is most 
 often used for members of the same team to communicate with one another and create strategies to win various games, they can also be used to engage in sexualised discussions and comments, or to arrange for offline sexual or non-sexual meetings. In addition to the communications that may be sexualised, many of the games themselves have sexual overtones and innuendo. For example, in one popular game when a player’s health is low, they must find a prostitute and have sex with her in order to increase their health. The game also suggests players go into strip clubs and other sexualised venues while gangs and police aggressively try to kill one another.


Virtual/augmented reality




Some of the latest developments in which sex and technology intersect include sexual devices and toys that can be connected to a digital device. These devices include virtual vaginas that massage a man’s penis while he watches online pornography or participates in a live sex-based chat conversation. Other devices include a dildo that can be controlled wirelessly by a mobile phone. These types of inventions are known as ‘teledildonics’.

Other inventions that may be indicative of the future of teledildonics include 3D virtual headsets to enhance the viewing of pornography. Within the past year, the 3D virtual suit was introduced, which includes sensation-producing electrodes placed at various points around the entire body. The electrodes are synchronised to stimulate the user in specific places and at specific times, based on the pornography video being viewed through the 3D goggles. These technologies are sure to continue to be developed and enhanced in the years to come.


Digital disinhibition




John Suler first wrote about the online disinhibition effect in 2004 and has written extensively on ‘cyberpsychology’ and how it differs from the real world environment. Suler’s concepts are objective and place little value on whether cyberpsychology is good or bad; he simply describes how the digital world influences the way individuals think, feel and behave when online. Suler outlined six characteristics that are often present when online disinhibition occurs. These disinhibiting elements offer one explanation as to why individuals engage in online sexual behaviour, and why boundary-crossing and risky behaviour are commonplace. Suler’s characteristics can be combined with other concepts to create general categories as to why people say and do things online that they may not have said or done in a face-to-face situation. These other concepts include the ACE Model (Anonymity, Convenience, Escape; Young et al., 2000) and Cooper’s Triple A Engine (Affordability, Accessibility and Anonymity; 1998). These concepts are combined together in the following explanations.


Anonymity / you can’t see me




Social psychology theory suggests that anonymity plays a critical role in the way people think, feel and behave (Zimbardo, 1969). The feeling of anonymity online allows people to explore and experiment with their sexuality beyond what they often feel comfortable with in the real world. When people separate actions from identity, they feel less inhibited or accountable for their actions.


Escape / see you later




This concept is related to the false sense that online consequences can be easily avoided by shutting down the device or application when risky behaviour generates anxiety. Conversely, when 
 individuals feel it is easy to escape consequences, it also permits them to engage in higher risk behaviour than they may normally do in real life. For people exploring their sexuality online, this can turn into riskier online sexual activities.


Fantasy / it’s just a game




The line between reality and fantasy is difficult to distinguish in the digital world and, when sexual behaviours are involved, this line becomes even more blurred. The belief that our online behaviours are primarily fantasy-based leads to the conclusion that there are few rules that govern digital behaviour, and that real world consequences do not apply to our online behaviour.


Familiarity / we’re equals




In the real world, hierarchies exist to define clear boundaries and to help understand the rules and roles in relationships. However, the digital world often negates these hierarchies, leaving individuals unclear about the rules for online interactions. Everyone, regardless of status, wealth, race, gender or age, starts on a level playing field, which has both advantages and disadvantages.

Digital disinhibition can play a significant role in the way in which people act in the digital world. This is particularly true for people who may have existing vulnerabilities, such as sexual addiction or impulsive/compulsive behaviour. Research shows that the components of this digital disinhibition can facilitate sexual acting out while online. It is important for both therapists and patients to understand how the digital world affects their psyche so they know how to counteract such disinhibition.


Assessment of cybersex issues




It is assumed that helping professionals reading this chapter are competent in conducting a comprehensive non-digital assessment. In general, it is important that information be gathered from the following areas:



•family/childhood history;




•abuse/trauma history;




•comprehensive sexual history;




•education history;




•social/relational history;




•criminal history.







A comprehensive assessment can assist with determining the presence of non-digital psychological concerns. It is estimated that between 70 per cent and 100 per cent of individuals who report sexually addictive or compulsive behaviour also report a comorbid condition, the most common being anxiety disorders (96 per cent) and generalised mood disorders (71 per cent; Raymond et al., 2003). Carnes (1991) reported that of 1,000 self-identified sexual addicts, 65–80 per cent of subjects reported an additional disorder. Therefore, assessment of commonly associated disorders is a significant part of the evaluation process. The literature indicates that common co-occurring disorders include depression, anxiety, bipolar disorders, obsessive-compulsive disorders, addictive disorders and attentional issues (Attention Deficit Disorder [ADD] and Attention Deficit Hyperactivity Disorder [ADHD]; Kafka & Hennen, 2003; Raymond et al., 2003). In addition, screening for underlying personality disorders is critical in determining the path of treatment. 
 Detection of such disorders relies on a comprehensive clinical review and a standard format of psychological testing.

Therapists should be certain to gather this non-digital information, since it can illuminate problems that may contribute to online problematic sexual behaviour. Comorbid conditions that do not get identified can postpone or interfere with needed treatment protocols.


Global digital assessment




All patients, regardless of the presenting problem, should be screened for potential digital issues. The assessment of an individual’s sexual behaviour in the digital world is often overlooked even when they present with problematic online sexual behaviour. The focus of the global digital assessment is to determine the types of individuals’ online sexual behaviours, the frequency of the behaviours and the impact of the behaviours on their lives.

As stated previously, it is important to remember that not all cybersex behaviour is unhealthy or problematic (see Cooper et al., 2000). The fundamental question is whether an individual has moved from healthy use of cybersex behaviour into more problematic use. Schneider (1994) suggested three basic criteria that can be used to help distinguish these categories. They include: (1) an individual’s loss of freedom to choose whether to stop or continue a sexual behaviour, (2) continuation of a sexual behaviour despite its negative consequences, and (3) obsessive thinking associated with the sexual behaviour.


Internet Sex Screening Test




One instrument useful in considering not just frequency but also the level of impact that cybersex behaviour is having on an individual is the Internet Sex Screening Test (ISST). The ISST was developed as a self-administered tool to help assess cybersex behaviour (Delmonico & Miller, 2003). It is a short screening test to give the therapist basic data on whether the patient should be further assessed for problematic cybersex use.

The ISST consists of 25 core items and 9 general offline sexual compulsivity items. Delmonico and Miller (2003) reported that the ISST has eight distinct subscales shown to reliably measure concepts related to online sexual behaviour. These subscales include the following:



1.Online sexual compulsivity. This factor was developed to assess Schneider’s (1994) three previously mentioned criteria: (i) loss of freedom to choose, (ii) continuation despite significant consequences, and (iii) obsessive thinking.




2.Online sexual behaviour: social. This factor measures online sexual behaviour that occurs in the context of a social relationship or involves an interpersonal interaction with others while online (such as chat rooms or email).




3.Online sexual behaviour: isolated. This factor measures online sexual behaviour occurring with limited interpersonal interaction with others (such as surfing websites or downloading pornography).




4.Online sexual spending. This factor examines the extent to which subjects spend money to support their online sexual activities, and the consequences associated with such spending.




5.Interest in online sexual behaviour. This factor examines general interest in sexual behaviour online.




6.Non-home use of the computer. This factor measures the extent to which individuals use computers outside of their homes for sexual purposes (for example, use at work, at a friend’s home or a cybercafé).





 7.Illegal sexual use of the computer. This factor examines cybersex behaviours considered illegal, including downloading child pornography or exploiting a child online.




8.General sexual compulsivity. The final factor performs a brief screening for offline sexual compulsivity.







Delmonico and Miller (2003) reported a significant relationship between offline and online sexual activity. Questions on the offline factor were adapted from the Sexual Addiction Screening Test (SAST; Carnes, 1989). The ISST is included in Figure 2.2.1
 and is available in the public domain for use and reproduction.

Subject self-report is a major limitation of most screening instruments. This must be taken into consideration, and therapists should rely on their clinical judgement about variables such as honesty, denial and awareness when interpreting the results of the ISST.



Figure 2.2.1
 Internet Sex Screening Test

[image: ]


[image: ]





Internet Assessment Quickscreen




While the ISST provides relatively objective data about an individual’s cybersex behaviour and offline sexual compulsivity, such test data is only one data point of many that should be considered by the therapist. Another less objective, but highly meaningful, assessment technique is a semi-structured interview of the patient. A useful tool to assist therapists with the semi-structured interview specific to cybersex-related issues is the Internet Assessment Quickscreen (IA-Q; Delmonico & Griffin, 2005). This instrument is helpful since many therapists avoid structured interviews around topics on which they have limited understanding. Cybersex- and technology-related issues tend to rank high on this list.

The IA-Q (see Figure 2.2.2
 ) provides a basic overview of common issues that emerge for cybersex users. The interview is divided into two sections. The first measures the extent of an individual’s knowledge of the digital world and online sexual behaviours; the second addresses social, sexual and psychological aspects of cybersex behaviour. Questions are based on six thematic dimensions:



1.Arousal. This subscale addresses the arousal templates that individuals pursue when engaged in their online sexual behaviours.




2.Tech-savvy. Assessing how tech-savvy an individual is can be helpful in understanding their online capabilities, and help the therapist maintain vigilance for the possibility the individual is being dishonest in their self-reports.




3.Risk. There are many reasons why an individual engages in cybersex, including the rush associated with taking more risks than usual in the online environment.




4.Illegal. Questions around this theme help identify individuals who may have crossed the line into illegal behaviours; this is an important consideration for treatment planning.




5.Secrecy. Secrecy is often associated with compulsive behaviours, and as the behaviours increase in frequency and intensity, so does secrecy. This theme attempts to assess how secretive an individual’s online behaviour has become.




6.Compulsivity. Questions in this theme help identify individuals whose behaviours appear compulsive, need driven and ritualistic. High levels of compulsivity can often mean more difficult treatment cases.







Structured interviews are only as good as the interviewer; therefore, while the IA-Q is a self-report instrument, knowledgeable and skilled therapists will be able to use the IA-Q to help reveal the breadth and depth of the issues involved for a particular patient.



Figure 2.2.2
 Internet Assessment Quickscreen (IA-Q). A Structured Interview for Assessing Problematic Online Sexual Behaviour
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Assessment for sexual offence behaviour online




Some individuals who engage in cybersex activities also engage in illegal sexual behaviours online. Illegal behaviours online are typically limited to viewing, creating or distributing child pornography, or attempting to meet with a minor for offline sexual activity. If an individual presents with either of these issues, without exception a comprehensive sex offender evaluation should be completed by a therapist certified to treat offenders. Since not all individuals who engage in these types of behaviours are attracted to children, the evaluator can determine whether the individual has sexual interest or arousal with regard to children, has offline sexual-offence-related concerns or poses a risk for hands-on offence behaviour. Referral to a therapist certified in evaluating and treating sex offenders must be made if such an evaluation falls outside the therapist’s area of expertise.

Finally, it is important that therapists familiarise themselves with their state/country’s respective laws regarding the viewing of child pornography. There are a number of geographic locations that mandate therapists to report individuals who view child pornography to the proper legal authorities. This should be disclosed to individuals as a limit to confidentiality, if applicable.


Treatment




The first issue that needs to be addressed in the treatment process is helping individuals manage their online behaviours. This can be done in several ways, including – but not limited to – electronic management, acceptable use policies, digital health plans and medications.


Electronic management




Several electronic management solutions are available to help individuals manage their cybersex behaviour. These include programs that block or filter digital content and programs designed to monitor an individual’s digital behaviour and report it to a third party.



Filtering and blocking




There are a variety of software programs available to filter digital activity. Most are designed to protect children from inappropriate content; however, the programs can also be useful for individuals who are attempting to limit their digital behaviour. Although most programs can be easily thwarted, they can serve as a front line of protection to get individuals to think before they act.

In addition to software programs for filtering, some internet service providers (ISPs) screen out content before it reaches a personal computer (filtered ISP). While this is more difficult to disable, it offers far less opportunity to the individual to customise the content and activities that are filtered.


Device monitoring




Monitoring software tracks an individual’s computer use and generates a report that can be viewed by a third party, or accountability partner. Blocking software may be combined with monitoring software to allow for filtering of digital content, while also monitoring digital behaviours. The accountability partner may be a friend, group member, sponsor or other responsible individual, but should not be the spouse or partner; when the partner is involved as the accountability partner, negative dynamics often occur in the relationship.

As previously discussed, there are many ways to access the digital world, and when considering filtering and monitoring options, it is important to remember portable devices that allow access to the digital world (such as smartphones or games consoles). While it is difficult to manage these portable devices, filtering software is available for mobile phones (see www.mobicip.com
 ). Simply knowing that filtering and monitoring software exists, and discussing their appropriate use with the patient, is an important aspect of management.


Acceptable use policies




Most people are aware of acceptable use policies (AUPs) as they apply to managing employees’ digital use in the work environment. However, the AUP is an effective tool in clinical practice for the management of individuals struggling with their cybersex behaviours. It is no longer feasible to tell people not to use the internet, so therapists should help individuals establish clear boundaries through the use of an AUP. The AUP should be created with the co-operation of the individual, and should include a variety of areas, such as time of day, number of hours online, off-limit technologies and use of filtering and monitoring software. Delmonico et al. (2008) have written a comprehensive article on how helping professionals can work with families to develop AUPs for children, adolescents and adults. These concepts can be easily adapted for individuals who have difficulties with their online sexual behaviours. Therapists who wish to develop an AUP with an individual should refer to the Delmonico et al. article (2008).


Digital Health Plan




The Digital Health Plan (also called the Internet Health Plan) is an activity that a therapist can assist individuals in completing (Delmonico et al., 2001). It is a simple but useful exercise in thinking through boundaries and limits to an individual’s online sexual behaviours. The exercise involves drawing three concentric circles and labelling them red, yellow and green (see Figure 2.2.3
 ).
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Figure 2.2.3
 Digital Health Plan

(Source:
 Delmonico et al., 2001)








 In the inner circle, or the ‘red zone’, list all technology behaviours that are clearly problematic. This may include items such as going online after 10pm or looking at certain sexual images using technology.

The middle circle is the ‘yellow zone’. The yellow zone should list technology behaviours that the individual is uncertain about whether they are healthy or unhealthy. This circle may also include digital behaviours that are sometimes healthy, yet sometimes unhealthy. For example, an individual may be able to use technology as long as they are not lonely or angry; however, they might decide that when they are lonely or angry, they should not be in the digital world.

The outer circle is the ‘green zone’. In this circle, list technology behaviours that the individual knows are always okay. The green zone illustrates behaviours that indicate healthy use of technology. An example might be using technology when others are around or finding recovery resources and support while online.


Psychotropic medications




Psychotropic medications can be a critical component in managing and treating the comorbid conditions uncovered in the assessment process. The best management and treatment techniques will be ineffective if chemical imbalances associated with the cybersex behaviour are present.

Current research on the use of medications to treat sexual compulsivity suggests they can be helpful in treating comorbid conditions that often accompany problematic sexual behaviour (for example, depression, anxiety and obsessive-compulsive issues; Kafka, 2000). Although little research has been done to confirm that medications will be useful in cybersex compulsives, anecdotally, therapists report similar results in assisting cybersex compulsives with medications such as selective serotonin reuptake inhibitors (SSRIs; Kafka, 2000), serotonin norepinephrine reuptake inhibitors (SNRIs; Karim, 2009) and opiate blockers (naltrexone; Raymond et al., 
 2002). Although medications may not be useful in all cybersex cases, they are particularly useful in cases where an individual has developed severe cybersex compulsivity. Consultation with a psychiatrist knowledgeable in these issues is critical to the cybersex management process.

After assisting patients in managing their cybersex-related behaviours, it is important to begin to address the underlying issues that may be contributing to the continued problematic behaviour or the progression of the addictive behaviour. It is not uncommon for these issues to be conceptualised as an ‘intimacy’ or ‘attachment’ disorder and these underlying issues must be addressed. The following section suggests ideas for addressing cyber-related problems using creative and innovative approaches.


Multimedia approaches to cybersex problems




Therapists treating cybersex behaviour are competing with a very powerful force: multimedia sex. Instant gratification, sexual arousal and behavioural reinforcement combine together to create a tremendous force. As a therapist, it is critical to find interesting and engaging treatment methods that capture attention and assist individuals in changing their behaviour. The following section discusses some of the engaging methods for addressing the underlying treatment issues when working with individuals having difficulties with cybersex addiction/compulsivity.

Describing creative and engaging therapies is difficult, since writing can only be descriptive and not interactive. Since these methods rely on interaction with individuals, these pages cannot capture the full power of these techniques. Given that limitation, below is a description of some of the multimedia methods often found to be effective in addressing the underlying issues of cybersex behaviour. Each method will be explained and a short example provided.


Motion picture clips




Motion pictures (including television clips) can be a powerful medium to discuss difficult concepts. Movies allow individuals to step back and discuss themselves through the characters in the clips. Individuals can often understand concepts and even see the relevance of an important psychological issue in the movie. Once the concept is understood at the intellectual level, therapists may assist the individual in translating the concept to their own situation.

There is an endless supply of relevant motion picture clips that are useful in treating the underlying issues of cybersex. One such example is the movie Hoodwinked: The True Story of Red Riding Hood
 (Edwards et al., 2005).
 There are various meanings to this movie; however, one salient therapeutic interpretation is that there are multiple perspectives to every story or situation. In the movie, all the characters believe their perception is the right one, while the viewer is led to make many assumptions about the role and responsibility of the characters. The frog enters the story and interviews each character to uncover their perceptions of the situation. During the frog’s interviewing process, the viewer becomes aware of their incorrect assumptions and realises the characters were all being honest based on their interpretation of their own experiences. The movie can help introduce the individual to the purpose of the therapeutic process (for example, through the role of the frog), introduce the importance of being able to see things from another’s perspective (for example, a partner who feels betrayed) and identify that assumptions about a situation are not always accurate.
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Books and other text-based materials




While some individuals are more visual in their learning style, others enjoy reading and text-based learning. The use of books, poems and other written text is an excellent way to engage a person 
 and teach concepts relevant to their particular underlying issues. Common wisdom would support the idea that individuals who enjoy chat rooms, emails or other types of reading-based use of the digital world may benefit from this method of intervention. After all, they already exhibit interest in the written word more than the visual; however, there is no data that supports this notion.

One example of a text-based intervention is the book Wicked: The Life and Times of the Wicked Witch of the West
 (Maguire, 1995). Most individuals know the story of the Wizard of Oz
 ; however, this book provides the reader with the life story of the Wicked Witch of the West. As the story develops, it becomes clear that the witch, although seemingly wicked in the movie, has a story to help us understand how she came to be so hated and wicked. The reader learns the importance of the ruby slippers and why the witch will stop at nothing to take them from Dorothy. At the conclusion of the book, the context of the witch’s ‘wickedness’ helps illustrate a key concept in sex addiction treatment: empathy. The text helps demonstrate that each individual has a story, including the sex addict, their partner and their families. One of the ultimate goals of treatment is to help the online sex addict understand and tell their story, while also understanding the impact their behaviour has had on others’ stories. In the end, the sexually inappropriate behaviour is not excused but rather put in context of a story, which, once understood, can be the foundation for preventing future relapse.


The telling of stories, legends and/or fairy tales




The question that often follows the reading of a story, legend and/or fairy tale is ‘What is the moral of this story?’ While this is not necessarily the question you would pose to an individual, the point is that fairy tales are often aimed at teaching information in a metaphorical manner. There has been much research on the use of narrative and metaphorical techniques in the treatment process. The premise of such techniques is that individuals can relate to characters in the story at a level that makes it safe to discuss the character’s assets and deficits. Appropriately chosen stories allow the therapist to guide the individual into relating the story to their own lives in a safe, non-defensive manner.

An example of one such story would be The Sleeping Beauty in the Wood
 (Sleeping Beauty
 ; Perrault, 1922). The non-Disney, early telling of this fairy tale described how all the fairies in the land were invited to the christening feast of the daughter of the King and Queen to provide their blessing, except one who was despised by all those in the kingdom. During the feast, the despised fairy appeared and cursed Sleeping Beauty to die. The remaining fairy who had not yet given her blessing, altered the curse so that Sleeping Beauty would only fall into a deep sleep and be awakened 100 years later by a prince. Although this is the condensed version of the fairy tale, the therapeutic point to be made is that there are many aspects to an individual’s personality, both good and bad. What the fairy tale teaches is that all aspects of the human personality are important to identify and acknowledge, even the darker aspects of our personality which are disliked (not unlike the despised fairy). When the despised fairy was not honoured, she arrived at the feast with a vengeance and wreaked havoc on the entire kingdom. Similarly, not honouring the darker aspects of our personality (including our sexuality) creates a dynamic that allows the disowned aspect of the self to show up and cause significant distress at the most inopportune times. While many sex addicts wish to ignore the negative aspects of their personality (the despised fairy), treatment should incorporate ways for patients to acknowledge all aspects of themselves and invite every character to the feast, including problematic online sexual behaviour. This acknowledgment of the darker aspects of one’s personality will help prevent those pieces from showing up uncontrollably and unexpectedly in the future.



The use of toys as tools in treatment




Although toys are often thought of in relation to play therapy with children, they can also be excellent tools for treating adults. The tactile and visual combination assists in teaching individuals various psychological concepts. In addition, therapists often learn a great deal as individuals relate their own stories to the toys. Toys can represent various aspects of one’s personality, which are often easier to discuss when separated out. Addiction professionals have done this for years with concepts like ‘King Baby’, an idea that helps explain the narcissistic, selfish and immature behaviours of active addicts. Discussing the concept is powerful; however, actually holding a representation of a ‘King Baby’ in your hands can give more meaning to the concept and allows the individual to explore the ways it fits into their own lives. In addition, the method of combining various multimedia forms can be useful. For example, when using fairy tales or stories, having the characters in hand adds a dimension to the story that can increase the power and effectiveness in communicating its meaning.

Examples of the use of toys in the treatment of cybersex addicts include the ‘attorney’ and ‘core whore’. The attorney is a well-dressed, business-like man-toy whose role is to appear any time an individual becomes defensive about their behaviours or character flaws. The attorney helps defend the ego at all costs and provides the arguments, cognitive distortions and thinking errors (such as minimisation) that assist the cybersex offender in not taking full responsibility for their behaviour. Once an individual understands the importance of the attorney and it is given a name (and actual toy), it is easier to discuss the concept of accountability and responsibility when an individual launches into a series of excuses for any negative behaviour or decision. The toy may also be used to help the individual understand the function of their attorney. Early recovery may need the use of the ego’s attorney to feel safe, but over time the goal is for the attorney to diminish and the individual to take ownership of their thoughts, feelings, attitudes and behaviours.

The other example of using a toy in treatment is the ‘core whore’. The core whore appears as a sexualised lady-warrior. The core whore is used to represent the sexual behaviour for which a person would sell their soul and would do anything to obtain. The critical moment in therapy is when the online sex offender recognises their core whore, owns it, communicates with it and, to use the words of the Sleeping Beauty fairy tale, invites it to the feast. The toy provides a physical representation of the dark aspect of one’s sexuality and encourages the exploration of its function and impact. Individuals who cannot (or will not) recognise and take responsibility for their core whore will continue to have difficulties with relapse and accountability issues. The core whore allows for the exploration of the hidden and forbidden in a safe, non-threatening manner.


Using the digital world in recovery




It is unlikely that individuals will completely abstain from using the digital world. Researchers and therapists working with cybersex behaviour problems believe the answer is not to forbid digital use, but rather to work towards healthy use of this multimedia rich environment. The same processes that draw individuals into problematic online behaviour can engage them in the recovery process. Not only can the digital world be used in healthy ways personally but, when timed correctly, the therapeutic environment may also benefit from the resources and influence of the digital world. As Ritterband et al. write, ‘It seems likely that while digital world interventions will not replace face to face care, there is little doubt that they will grow in importance as a powerful component of psychological treatment’ (Ritterband et al., 2003: 527). Obviously, the incorporation of the digital world into treatment for individuals who have sexually acted 
 out online should be done gradually, and should be carefully monitored for future offence behaviour. Nevertheless, the therapeutic use of the digital world should not be overlooked as a possible technique that can have a lasting impact on an individual’s thoughts, feelings and behaviours.

These various multimedia methods can be useful in working directly with problematic online sexual behaviours, as well as with the comorbid conditions that typically accompany such behaviour. These creative multimedia approaches allow individuals to be more open and less defensive when discussing personal issues such as their problematic sexual behaviours.


Couples and families




Finally, as therapists, it is important to remember that the majority of individuals are part of a larger family system. Therefore, not only the patient, but also families, are greatly impacted by the sexual acting out behaviour. When considering treatment options, therapists must keep in mind the need for couple and family therapy. If the patient begins to change during the treatment process, but family members and partners are not included in the therapy or are not getting their own support, much of the progress made in therapy by the patient will not be sustainable. Also, the out of control behaviours inherent in addiction create damage to close relationships. One of the most damaging impacts of cybersex behaviour is the loss of trust and the lying that often goes hand-in-hand with the problematic sexual behaviour. Close relationships, especially the couple relationship, will need professional help in order to thrive. Several new treatment models such as the Multidimensional Partner Trauma Model (APSATS, 2012) and the Sex Addiction Induced Trauma Model (Minwalla, 2014) have been proposed for working with partners and couples where sexual addiction is an issue.


Conclusion




This chapter has been set out as a primer for helping professionals who know little about assessing and treating individuals who present with cybersex-related behaviour problems. It has provided a brief overview and introduction to a complex issue that continues to evolve, as well as giving practical assessment and treatment ideas. It is unclear how the digital world will continue to impact sexual development and relationships in the future; however, it is clear that individuals will continue to present with issues related to problematic cybersex and therapists will need to have an understanding of the issues related to sex in the digital age.



Note







1
 Other movies applicable to the treatment of cybersex issues can be found on www.cinematherapy.com
 .
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The relationship between pornography and hypersexual behaviour






Philippe Bensimon







Introduction




The purpose of this chapter is to explore the cultural impact of the invasive proliferation of pornography on all sections of society, regardless of gender, age or sexual orientation. Spurred on by the progress of technology, pornographic imagery is now accessible at a level beyond our control. The availability of pornographic material has encouraged a variety of complex human behaviours, of which hypersexual behaviour is the most pronounced (Bensimon, 2007a).

Pornography has moved beyond graphic photos and movies, and some individuals have become so immersed in it that it has become their reality. These people are captive to their desires; the more pornography they see, the more they want to see. Perhaps this can shed some light on why, for some, virtual encounters now overshadow face-to-face meetings. How does the proliferation of pornography affect the individual? Surely graphic images affect each viewer personally, affecting their boundaries, subjective experiences and definitions of intimacy. Indeed, the daily encroachment of pornography on our lives affects all members of society. For young people, this is particularly significant as it happens at an early point in their mental and physical development.

Although the following question might seem trivial, it is worth taking a moment to address it: why does a picture of a giraffe or a sunset, or a documentary on insects, have the status of a simple image, while pornography does not? Why does a picture of a woman on her knees, in front of a man whose face is rarely seen (encouraging penile auto-identification) have such a power of attraction for its viewers? What is so powerfully attractive about the image of a penis over the body of a forced and bound woman? Why, for a number of individuals around the world, is sexual imagery so powerful when it just depicts the process of animal intercourse? Why does pornography and hypersexual behaviour have such an impact on hundreds of millions of people? Why does it leave few of them indifferent, regardless of their occupation, education, age or ethnic background? Have some people now come to prefer a virtual, solitary false reality, instead of interacting with other people, to the point where the body has become a simple receptacle of sexual pleasures in its strictest animalistic sense? This can even lead to the disintegration of 
 relationships with other people. Before going any further, let us briefly review the development of pornography over time, in order to gain a greater understanding of the relationship between pornographic culture and hypersexual behaviour.


A history of pornography




Unlike literature, which encourages the imagination of each reader, modern pornographic imagery is relatively recent, emerging in 1839 with the invention of photography. Some people may argue that it emerged well before the development of film. Earlier representations, which are seen by some as pornography and by others as eroticism, are as old as humankind. Consider the reliefs of the Khajuraho Temple in India (Daniélou, 2001), the sites of Pompeii (Varone, 2010) or the rock paintings in the prehistoric Sahara desert (Soleilhavoup, 2013). These are just three examples taken from hundreds of others. It is clear they originated from religious divinities, fertility-related symbols and humankind’s awareness of their own mortality. It is important to realise that pictorial arts, particularly in the Western world, reflected religious themes up until the 18th century (Burgwinkle & Howie, 2010; Hughes, 2015; Stahuljak, 2013). They need to be understood in this context, rather than through any biased, modern interpretation. When we consider literature from past centuries, it is important to remember that it was available only to a minority who were able to purchase and read it (Évrard, 2001).

The evolution of so-called mass pornographic imagery – and its influences since the late 1990s on surgical operations such as breast and buttock implants, genital region hair removal, collagen injections, penile enlargement and erectile stimulants – can be traced back to the late 1950s when young female models were first displayed in bathing suits. More accurately, it can be traced back to 1953 and the very first issue of Playboy
 magazine (Mitchell, 2011).

Pornography, as represented today on tens of thousands of websites worldwide, covering all types of paraphilic activities, defies imagination. It no longer has anything to do with the types of pictures that were posted not so long ago in fire stations or garages. The differences between eroticism, obscenity, tolerated pornography and illegal pornography were left to the discretion of judgement, only being delineated much later according to the media on which the pornographic offerings were anchored. These offerings have been expanding ever since the introduction and marketing of the first video cassettes in 1977, followed by DVDs in the mid-1990s. This has been a very fast-evolving social phenomenon, escalating from the so-called erotic imagery of centrefold pictures – the playmate pin-up images forbidden to teens – to the current fixation with genitalia, reflecting a development in which complete nudity alone has become outdated.

In the mid-1950s and in the beginning of the 1960s, naked breasts began to be exhibited in photographs. This material was age-restricted by legislation in the various countries in which it was distributed. The photographs showed seductive poses that were similar to models posing for an artist, rather than sexual displays.

By the end of the 1960s, complete nudity was shown, but the images were not graphic. In the mid-1970s, opposite sex couples appeared in publications on newsstands and in sex shops. Sexual intercourse was simulated and genitals were blackened out. Magazines designed for a more targeted audience (such as those showing sadomasochist photography or cartoons, scenes of torture and bondage) were readily available, but only in specialist stores intended for this purpose. The movie industry quickly followed in these footsteps.

At the beginning of the 1980s, the pornographic film industry was quickly overtaken by the development of video cassettes. Due to competition, many X-rated cinemas were forced to close their doors. An individual no longer had to go out, as the images were now available in the full privacy of an individual’s own home. Body parts were pictured in close-up formats 
 without any censorship. Once again, specialty magazines available from the local newsagents were challenged by new forms of media, and publications such as Playboy
 , Penthouse
 , Club
 , International
 and Hustler
 had limited sales. To avoid bankruptcy, they had to develop new niches, such as sexually explicit, pay-per-view programming, which was made available in locations such as hotels.

In the 1990s we witnessed the beginning of an escalation in pornography. Vaginal and anal penetration scenes with one, two, three or more partners were readily available in publications in many shops around the world. By the end of the 1990s, DVDs had replaced video cassettes. In the US alone, more than 800 million adult movies were rented out every year and annual production was in excess of 11,000 films (Hagelin, 2004).

By the beginning of the year 2000, pornographic websites received over 33 million hits a day in the US alone (Cyrus Yoder et al., 2005). All these sites had their niches and specificities, and interactive DVDs were also developed, through which a formerly passive user could now become part of the action. Worldwide sales for 2005–2006 were US$97.06 billion, equal to the combined sales of Microsoft, Google, Amazon, eBay, Yahoo, Apple and Netflix (Ropelato, 2006). Access to these sites was generally unrestricted by law, except for child pornography which was regulated on a country-by-country basis.
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From 2010 onwards, pornography and its many invasive by-products have been available in all areas of daily life, including advertising, media and fashion (Bensimon, 2007a; Garlick, 2012; McKee, 2012; Ropelato, 2006; Scheller, 2015; Short et al., 2012). Average annual sales generated by paid pornography in the US alone exceeded US$13 billion (Covenant Eyes, 2015). According to Covenant Eyes (2015), one in five mobile phone searches are for pornography and 24 per cent of smartphone users have pornography on their phones. Nine out of ten internet pornography users only access free pornography, while 69 per cent of paid internet views are for pornographic material. Covenant Eyes report (2015) that 88 per cent of pornographic films show physical aggression, with 49 per cent of scenes containing verbal aggression. It was estimated that by 2017 over 250 million individuals would be accessing pornography from their phones or tablets, with video chats growing by 25 per cent – an increase of 30 per cent since 2013 (Covenant Eyes, 2015).

Before going any further, it is worth considering that prohibiting something, if not done properly, can encourage its use. This should be considered in the context of legal and illegal pornography. As far as we are concerned as therapists, pleasure is experienced when undertaking an action that challenges standards, no matter what that action is and what the consequences are for others (Cetin, 2015; Gonsalves et al., 2015; Kühn & Gallinat, 2014; Wright, 2015). Pornography exists because demand is very high (Voss, 2015), its consumption generates pleasure and its cost is relatively minimal, no matter the risks and the consequences (Barker, 2014; D’Orlando, 2011; Seidman, 2010; Twenge et al., 2015).

Pornographic imagery has reached a point of no return. It reaches into the heart of every home through the internet, mainly without any censorship or limitations. It is easily accessible by all. So-called ‘extreme’ images are purchased worldwide by millions of people. These extreme images have become trivialised, as censorship is often considered to prejudice free speech. While the pornographic image is just a picture in the eyes of many individuals, there is something else unspoken which underlies it, something which has nothing to do with any discourses about what ‘good’ sexuality is. This is about the insidious power of imagery, whether it represents opposite sex couples or same sex couples. The fundamental question remains as to how we can digest such images and continue with business as usual (Bensimon, 2007b; Fisher et al., 2013; Hall, 2014; Kraus & Russel, 2008; Peter & Valkenburg, 2014; Tancer, 2008).



A history of pornography and hypersexual behaviour




Since the 1950s, there has been a whole host of sociological, legal, psychological, political, medical and philosophical studies into the phenomenon of pornography. It would be beneficial to remember that there is little consistency in the definition of pornography itself, let alone in defining the relationship between pornography and hypersexual behaviour. While the accurate or fantastical representation of sexual intercourse is far from a new phenomenon, much more recently it has been subject to large-scale merchandising and reduced to a fixation with genitalia. Derived from the Greek terms porno
 (prostitute) and graphos
 (writing), the word suggests a graphic representation of a paid-for sexual act. Pornography has always been positioned right at the limit of what is considered as obscene and what exceeds social tolerance. In other words, it has been censored based on the pre-established norms of the day, with anything which was deemed illegal having to be concealed. This is as true today as it was previously (consider snuff movies, teen pornography, scatology, torture or bestiality scenes). However, this does not prevent the existence of thousands of websites which cater for these extremes in a completely legal way.


Pornographic culture




Our exposure to the accumulation of various images in the media contributes to the construction of our mental representations. These representations influence the way in which we perceive events. How can we believe that pornography does not influence our behaviour and attitudes when we know that a simple advertisement for any product has the power to influence an individual’s choice? Therefore, it is logical to believe that, if an environment is transformed by the quality of incoming information, the same will happen to individuals, no matter their age, affecting their emotional and cognitive blueprints (Braithwaite et al., 2015; Braun-Courville & Rojas, 2009; Luder et al., 2011; Spurr et al., 2013; Vandenbosch & Eggermont, 2013). Knowing that both the format and content of images can have such an influence on us, their producers generally have very specific objectives in mind: to inform, illustrate, steer emotions, shock, convince and sell. This is the case with both advertising and movie-making and, in a more malign way, with propaganda. Although they are different in their approaches, these three types of images need some explanation in order to be understood. However, we would be wrong to believe that the same is true of imagery throughout the centuries. Actually, many images make an impression without necessarily needing any commentary for their description or understanding.

From the religious icons of the Middle Ages to airport advertising, the universal character of many images allows them to be understood beyond linguistic boundaries. Some, through the ugliness, pain or fright that they portray, stir us beyond any cultural references: for example, a mass open grave, a child from the Sahel dying in front of a camera or the images of desolation that depict a natural disaster. Some other images elicit devotion, recollection or enchantment, using iconographic and iconological symbolism, such as sacred images. We might also consider here the outpouring of admiration in front of a work of art, or the fascination felt when seeing a New York high-rise and the people who built it floor-by-floor. Consider, as well, images of ecstatic crowds at football games, or of hysterical audiences hypnotised in front of stages where singers, groups or dictators wield words in the same way that conductors direct their orchestras.

Then finally, some imagery will decondition people by eradicating the fundamental social constructs, rules or basic principles which govern all human communities. Pornographic imagery, 
 through the sheer force of its attraction, manages to break down all taboos and social prohibitions by imitating intimacy, in the form of unbridled sexual intercourse with or without foreplay. This imagery will lend itself to optical illusions and power games, appealing to the most vivid and least controlled of human emotions. Through pornographic images, individuals have the opportunity to create a much more appealing, captivating and exciting environment than their real surroundings. This is happening to such a degree that anything beyond their TV screens seems to be boring. This is often seen in young people through the development of addictions to interactive video games (Barnes & Pressey, 2014; Turel & Serenko, 2012).


The relationship between the body, pornography and hypersexual behaviour




Until 2004, child pornography in Japan was not subject to any restrictions (Mullen & Wakatsuki, 2014), provided that pubic hair was not represented – a detail even more surprising, as it concerned children. However, in the Western world, scarcity of pubic hair in women has become more attractive; a girl acts like a woman and a woman strives to act like a girl (Bouchard et al., 2005; Durham, 2008; Gunter, 2014; Starr & Ferguson, 2012).

A large majority of young people will shave or wax their pubic area. This reflects a phenomenon closely related to a return to childhood. This also includes young people who resort to plastic surgery well before the age of 19,
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 or people who have collagen injections to generate a lusher, more appealing smile, mirroring many famous singers or movie stars. Whether they are aware of it or not, by doing this, adults and teenagers are contributing to an imaginary, paedophilic world, idealising a universe which has become somewhat unrealistic (Blum, 2008; Cokal, 2007; Julien, 2010; Ramsey et al., 2009).

Pornographic imagery and the merchandising of physical appearance have also become entrenched in the music world. Ubiquitous and inescapable, they are anchored in hypersexual behaviours on the internet, social networks, webcams, mobile phones (taking ‘selfies’), fashion magazines and video clips, with all the possibilities for mimicking (in terms of postures, expressions, dress codes) that can be generated worldwide. This takes place within a consumer society in which social structures are increasingly being compromised and much progress is still needed in terms of gender equality (Appelrouth & Crystal, 2013; Cougar et al., 2012; Hunter, 2011; Koutamanis et al., 2015; Mitarcă, 2015; Van Oosten et al., 2015; Van Ouytsel et al., 2014; Vries & Kühne, 2015; Weitzer & Kubrin, 2009).

Plastic surgery is a phenomenon that is directly related to hypersexual behaviour and the mimicking of pornography. According to the American Society for Aesthetic Plastic Surgery (2015), more than ten million surgical operations were formally recorded in the US in 2014 for purely cosmetic purposes (a 273 per cent increase since 1997). Sales income was over US$12 billion. Surgical procedures included buttock and breast augmentation surgeries, labiaplasty, liposuction and vaginal rejuvenation (Barbara et al., 2015; Jones & Nurka, 2015; Sanchez Taylor, 2012; Sharp et al., 2015). In the same year, 3,588,218 procedures were recorded mostly for lip collagen injections. In 2013, 63,623 plastic surgery operations were completed under anaesthetic on teenagers, to correct breast asymmetry and for breast augmentation. In the same year, 155,941 alleged minimally invasive procedures were also carried out under local anaesthetic (American Society for Aesthetic Plastic Surgery, 2015). Inspired by pornographic actors and actresses, this trend has also included men. As boys look for a role model, we see remodelling of tissues, penis enlargement, artificial muscles and steroid intake (Cook, 2006; Koutamanis et al., 2015).

Teenagers want to look like stars but the many resulting distortions, such as large lips, inflated breasts and other emblems of pornographic culture, have their downsides. These 
 often include dramatic and irreversible psychological and physical consequences, resulting from a refusal to accept the body as it is. So-called ‘top model’ syndrome and the sexualisation of body image can result in diet issues, the reinforcement of stereotypes related to thinness and loss of self-esteem. Mass culture can also lead teenagers to believe that an encounter with someone else will invariably involve contact of a sexual nature soon after meeting (Owens et al., 2012; Voss et al., 2015). In addition, hypersexual behaviour can also result in problems with contraception, sexually transmitted diseases, pregnancy termination, violent intimate relationships likely to result in victimisation through sexual abuse, paedophilia and prostitution (Anschutz et al., 2011; Berer, 2010; Essig, 2010; Flowers et al., 2013; Griffith et al., 2013; Tsaliki, 2015; Zurbriggen & Roberts, 2012).

The evolution of pornography has resulted in images now showing explicit imagery of oral sex and ejaculation. This is the very archetype of the images shown on almost all pornographic sites. It should be remembered that the false reality of the pornographic universe is based on the idea of making visible a bodily response which is normally concealed in the act of copulation (for example, ejaculation is omnipresent in pornography, while sexual intercourse with a condom is extremely rare and often unsellable; Edelman, 2015). Women and children are often objectified for the purpose of momentary stimulation. Marzano (2006) wrote that pornography does not prevent consumers from having sexual intercourse: it prevents them from experiencing intercourse.


Hypersexual behaviour




Many links can be made between pornographic imagery and its effects on behaviour at any age. But does pornography actually have an impact on behaviour and attitudes? This has been an open debate since the 1990s. Even if the results of research are contradictory, the ramifications of these images are in evidence (Downing et al., 2014; Griffiths, 2012; Levine, 2010; Ley, 2012; Ley et al., 2014; Riemersma & Systma, 2013). Pornographic imagery generates a brief pleasure, a pleasant sensation in the face of a deficiency of some kind, or stress, or the need for a sense of power over someone else. However, pornography is never neutral. It operates by gradual escalation, providing an individual with the possibility to go ever further in full privacy. This escalation could lead an individual to develop some hypersexual behaviour and, consequently, an addiction. In other words there could be a progressive addiction, a stimulus reinforcement, an increasingly greater tolerance to the imagery and a psychological and physical dependency when facing deprivation. This addiction can be defined as follows: people who exhibit daily sexual compulsivity (compulsive masturbation, pornography, cybersex, video chat room, club attendance, swinging, compulsive seduction, seeing prostitutes, etc.) for at least six months with some loss of control, waste of time, repeated behaviours in response to an anxious and stressful condition, with physical and emotional risks and consequences for themselves and others, including some inability to establish a deep and stable emotional relationship (Carvalho et al., 2015; Karila & Wery, 2014).

We will conclude this chapter with five questions:



1.What impact does the consumption of pornographic images have on the way in which a person behaves towards the world around them?




2.How can someone maintain a balance between looking at these images and continuing their usual daily routine?




3.
 Why does a specific type of image appeal to someone, even when their behaviour began not so long ago with simple, ‘
 harmless’
 , so-called soft porn imagery?




4.Is an individual able to be satisfied with a single type of image, or will the type of imagery have to escalate in order to maintain the same level of satisfaction over time, as is the case with psychotropic substances?




5.If this is the case, and an individual eventually does not manage to get satisfaction from pornographic imagery, how far will they go to fill the gap and will they become a real danger to others? (Bensimon, 2007b; Eberstadt & Layden, 2010; Hayez, 2009)










Notes







1
 In April 2002, the Supreme Court of the United States ruled as unconstitutional the child pornography legislation which prevents models from being portrayed as younger than they actually are (adding credibility to the physical appearance sought by paedophilic consumers) and when specific actions feature computer-generated children (Levy, 2002; Bird, 2011).






2
 In the United States, the age of majority is 21.
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Sexual addiction and paraphilias






Gerard A. Schaefer and Christoph J. Ahlers







Introduction




How we understand the role that paraphilias play in the context of so-called sexual addiction depends on our understanding of both paraphilias and the concept of sexual addiction. It is important to note that when the term ‘sexual addiction’ is used, it almost always refers to a physical – that is an observable – behaviour. The same can be said for all the other terms that have been used to describe the phenomenon, such as ‘hypersexual behaviour’ or ‘compulsive sexual behaviour’. In contrast, the term ‘paraphilia’ does not tell us anything about an individual’s sexual behaviour per se. In fact, every specified diagnosis of a ‘paraphilic disorder’ can be assigned to an individual without knowing or stating anything about that individual’s sexual behaviour. The notion that we may differentiate paraphilic from nonparaphilic sexual addictions implies a distinct category of behaviours, with the main issue being the addiction to sexual behaviour, and the presence of a paraphilia merely influencing the descriptive characteristics of the sexual behaviour. While applying the concept of addiction to sexual behaviour raises its own questions, which are addressed in other chapters of this book in more detail, the focus in this chapter is on understanding paraphilias within a broader concept of sexuality.

In this chapter we demonstrate that, while paraphilic behaviour can resemble so-called paraphilic sexual addiction, it is clearly about something fundamentally different. We take a close look at paraphilias and paraphilic disorders, and we explore the difference between a sexual interest and a sexual preference. Finally, we introduce a model of sexual preference that enhances our understanding of how paraphilic behaviour differs from so-called addictive sexual behaviour.


The evolution of the term ‘paraphilia’




The term paraphilia was coined in 1903 by the Austrian sexologist Friedrich Salomon Krauss (Krauss, 1903), who suggested to fellow sexologist Iwan Bloch that the term was a ‘non-judgemental alternative to the twin phrases psychopathia sexualis and sexual perversion’ (Janssen, 2014: 1245). The term is pieced together from the Greek words para
 and philia
 . The prefix ‘para’ means ‘along side of, aside from, subsidiary to’ (Birchard, 2011: 161, quoting Coleman, 1995: 335) but is also used to designate ‘activities auxiliary to or derivative of that 
 denoted by the base word […], and hence abnormal or defective’ (Dictionary.com, 2016a). ‘Philia’ comes from philos, meaning dear, beloved or ‘loving’ (Dictionary.com, 2016b). The term paraphilia, therefore, ‘correctly emphasizes that the deviation (para) is in that to which the individual is attracted (philia)’ (American Psychiatric Association, 1980: 267), and ‘may be most accurately rendered as meaning love for other/marginal objects
 ’ (Downing, 2015: 1139). As Janssen notes:



It pays to meditate for a moment on the seeming intrigue that the word, deploying Greek against Greco-Latin, should have been coined in a medical context, but only by an ethnographer addressing his anthropologically inclined sexologist colleague to watch his medical language – furthermore in an admonition to medical men to adopt a more anthropological, and less medicalizing, perspective on the vita sexualis.



(Janssen, 2014: 1245)








The American Psychiatric Association introduced the term ‘paraphilia’ in 1980 in its third edition of the Diagnostic and Statistical Manual of Mental Disorders
 (DSM). The term was intended to replace the expression ‘sexual deviation’, which had been used in DSM-II (American Psychiatric Association, 1968), with a less stigmatising term, while still describing a psychopathology, that is, a mental disorder. De Block and Adriaens (2013) describe in detail how earlier and subsequent editions of the DSM differed in terms of terminology and diagnostic criteria in this category. They provide an excellent ‘historical perspective on how both American and European psychiatrists have conceptualized and categorized sexual deviance throughout the past 150 years’ (De Block & Adriaens, 2013: 276).

Since DSM-III (American Psychiatric Association, 1980), and up until very recently, the term paraphilia was used internationally as a label for an allegedly diagnosable psychiatric disorder involving sexual experience and behaviour of a certain kind. In DSM-III, the understanding of the essential feature of these disorders was that the ‘unusual or bizarre imagery or acts are necessary for sexual excitement’ and that they ‘tend to be insistently and involuntarily repetitive’ (American Psychiatric Association, 1980: 266). Paraphilias were described as ‘a repeatedly preferred or exclusive method of achieving sexual excitement’ (American Psychiatric Association, 1980: 268). This understanding of paraphilias, namely as something involuntarily repetitive and as a ‘preference’, is much closer to the clinical reality and in sharp contrast to the modern way of referring to paraphilias as simply being ‘interests’.

Since DSM-IV-TR (American Psychiatric Association, 2000), the term paraphilia has essentially referred to an ongoing period of at least six months of recurrent, intense and problem-causing sexual fantasies, urges or behaviours, which are considered to be atypical. Among those specified were fantasies, urges or behaviours involving prepubescent children (paedophilia), those involving non-consenting victims (voyeurism, exhibitionism, frotteurism and sexual sadism) and those not involving non-consenting victims (sexual masochism, fetishism and transvestic fetishism; First, 2014).

Defining the above: voyeurism refers to observing an unsuspecting person who is naked, in the process of disrobing or engaging in sexual activity; exhibitionism involves exposure of an individual’s genitals to an unsuspecting person; frotteurism refers to touching and rubbing against an unsuspecting person; sexual sadism involves enacting real (not simulated) acts in which psychological or physical suffering, including humiliation, is inflicted on a person; sexual masochism refers to engaging in real (not simulated) acts of being humiliated, beaten, bound or otherwise made to suffer; fetishism involves the use of non-living objects, for example shoes and female undergarments; transvestic fetishism refers to cross-dressing.


 In order to fulfil the criteria for diagnosis under DSM-IV-TR, these recurrent and intense non-normative sexual experiences and/or behaviours (referred to as Criterion A) had to cause distress or impairment in an important area of functioning (referred to as Criterion B). In cases when there was potential harm to self or others (children or non-consenting adults), acting out the sexual behaviour was sufficient by itself to meet Criterion B.

From a purely sexological (that is, non-medical) perspective this definition posed a problem. It left no room to describe (in a non-pathologising way) the sexuality of people who had these sexual fantasies and/or engaged in respective sexual activities in the specified manner (Criterion A) but neither experienced distress, nor impairment, nor caused harm to themselves or others (Criterion B). This group has been referred to as being comprised of individuals with a ‘sexual attraction pattern’ (SAP) involving, for example, watching, showing, touching, fetish or children (Ahlers et al., 2004b). More recently, these non-normative fantasies and behaviours have been referred to as ‘paraphilia associated sexual arousal patterns’ (PASAPs; Ahlers et al., 2011), making it possible to refer to a person as showing, for example, a masochistic PASAP. The usefulness of being able to differentiate the two groups by assigning different terms is apparent when considering the different levels of prevalence that have been reported on the two phenomena (Ahlers et al., 2011; Dombert et al., 2016). In one community sample (Ahlers et al., 2011), 9.5 per cent of the 367 male participants reported a paedophilic PASAP but only 3.8 per cent reported having acted upon their respective sexual urges, arguably presenting a paraphilia as defined in DSM-IV-TR, in this case paedophilia. In a representative internet-based study (Dombert et al., 2016), 4.1 per cent of the 8,718 male participants reported sexual fantasies involving children but the estimated prevalence of paedophilia as defined in DSM-IV-TR was less than 0.1 per cent for the exclusive type and less than 0.6 per cent for the non-exclusive type (‘exclusive type’ being defined as a sexual preference exclusively for prepubescent children and ‘non-exclusive type’ being defined as a sexual preference for prepubescent children as well as for adults and/or pubescent children). There are some limitations to the comparability of the two studies. However, the results confirm that, while some people have recurrent, intense sexually arousing fantasies involving children, they are neither distressed nor impaired by these fantasies, nor do they act upon the respective urges. Referring to these individuals by using labels such as the DSM-IV-TR diagnostic term paedophilia does not merely constitute a misdiagnosis or diagnostic error, it is diagnostic malpractice.

With the publication of DSM-5 (American Psychiatric Association, 2013), the term ‘paraphilia’ has been replaced with the term ‘paraphilic disorder’, as a label for a mental disorder. Paraphilias are now to be understood as nothing more than ‘intense and persistent atypical sexual interests’ (Pullman et al., 2016: 483), in other words, non-disorders. In this chapter we use the term paraphilia in accordance with this description, namely to refer to what was described above as a PASAP, that is a non-pathological, so-called atypical sexual preference. Thus, paraphilia now merely refers to having sexual fantasies and/or engaging in sexual behaviours of a certain kind. The term ‘denotes any intense and persistent sexual interest other than sexual interest in genital stimulation or preparatory fondling with phenotypically normal, physically mature, consenting human partners’ (American Psychiatric Association, 2013: 685). The manual further specifies that, in some circumstances, ‘the term paraphilia
 may be defined as any sexual interest greater than or equal to normophilic sexual interests’ (American Psychiatric Association, 2013: 685). In addition, it states that ‘there are also specific paraphilias that are generally better described as preferential
 sexual interests than as intense sexual interests’ (American Psychiatric Association, 2013: 685).

It should be noted that using the term ‘sexual interest’ in this context obscures the fact that we are dealing with an integral and essential component of personality. We do not speak of an ‘intellectual interest’ when referring to an individual’s intellectual capability; instead, we speak of 
 intelligence and rightly understand it as an integral and essential component of personality that is rather stable by the age 20. A person’s intellectual interest might include collecting stamps or coins, and the interest can change several times during his or her lifetime. That person’s intelligence, however, will not change in any relevant way. A person’s sexual interest might include watching erotic movies, and it also can vary over time. That person’s sexual preference as a part of their personality will persist in general over the lifetime. In the context of sexuality, the meaning of the term ‘preference’ exceeds that of everyday language, such as in preferring Thai over Italian cuisine, or rugby over tennis. It describes a rather stable part of an individual’s personality comparable to intelligence.

The current DSM clearly states that ‘a paraphilia is a necessary but not a sufficient condition for having a paraphilic disorder, and a paraphilia by itself does not automatically justify or require clinical intervention’ (American Psychiatric Association, 2013: 686). It is important to note that the basic structure of the diagnostic criteria has not been changed. Criterion A and Criterion B have remained the same and both still have to be met to justify a diagnosis of a mental disorder. This has been the case since DSM-III-R (American Psychiatric Association, 1987), with the exception of DSM-IV (American Psychiatric Association, 1994) in which distress or impairment was a prerequisite for a diagnosis of all specified disorders – including those with forensic relevance – and could not be substituted with having acted on the respective urges. It is certainly a step in the right direction to reduce the stigma towards people who have so-called non-normative sexual fantasies and neither experience distress nor cause harm.

Various authors have questioned the usefulness of using the term paraphilia in this new way as it has served as a diagnostic label for a mental disorder for more than the past three decades (Briken, 2015; Fedoroff, 2011; First, 2014; Moser, 2010). The rationale for describing a non-pathological human experience, such as being sexually aroused by cross-dressing, with exactly the same term that has been used as a diagnosis for psychopathology for more than 30 years seems rather elusive. More generally speaking, as Briken (2015) noted, what justifies the listing of something non-pathological such as the DSM-5 paraphilias in a diagnostic manual for mental disorders in the first place?

When therapists assign the DSM-diagnosis of a paraphilic disorder to a person, they are essentially diagnosing that individual as being mentally ill. Such a diagnosis might have serious implications in a forensic context. It is, therefore, important to thoroughly re-evaluate the DSM-5 recommendations for cases involving non-disclosing individuals. Here, the variable ‘victim count’ becomes crucial as, according to the DSM-5, it may determine if Criterion A is met; for instance, in the case of voyeuristic disorder, the manual states that recurrence ‘may, as a general rule, be interpreted as three or more victims on separate occasions. Fewer victims can be interpreted as satisfying this criterion if there were multiple occasions of watching the same victim […]’ (American Psychiatric Association, 2013: 687). The DSM-5 suggests similar conditions for exhibitionistic disorder, frotteuristic disorder and sexual sadism disorder (but not for paedophilic disorder). The victim count variable’s credibility is even emphasised in the DSM-5: ‘Note that multiple victims […] are a sufficient […] condition for diagnosis’ (American Psychiatric Association, 2013: 687). The possibility that a person can be diagnosed as being mentally ill based solely on their behaviour affecting three victims, or fewer in some cases, is problematic.

The future will show if and how the American Psychiatric Association will meet this de-pathologising challenge, as well as address other justified criticism (Briken, 2015; First, 2014). In this context, therapists especially ought to keep in mind the various factors that may influence the American Psychiatric Association’s decision to use or drop a label, or to include or no longer include a diagnostic category in the DSM. The chair of the DSM-III task force, Robert L. Spitzer, stated in 1974 (immediately after homosexuality was deleted from the DSM) that one reason why he had not given much thought to deleting other ‘sexual deviations’ (as they were then called) from the DSM was perhaps that ‘the voyeurs and the fetishists have not yet 
 organised themselves and forced us to do that’ (quoted in De Block & Adriaens, 2013: 289). Spitzer stood by this hint to lobbyism more than 30 years later (‘you have to have a lobby, […] you have to have troops’ [quoted in De Block & Adriaens, 2013: 289]) and ‘argued that, among other reasons, the paraphilias cannot be removed from the DSM “because it would be a public relations disaster for psychiatry”’ (quoted in De Block & Adriaens, 2013: 289). Or, in Money’s words, the paraphilias are listed ‘because of their forensic history, rather than their pathology and therapeutic need’ (Money, 1984: 164).

The terms ‘sexual addiction’ and ‘paraphilia’ carry with them a negative pathologising connotation and, in continuing to use them, we might be doing more of a disservice than we would like to believe. The assertion that particular sexual fantasies are atypical, unusual or non-normative is also questionable (Ahlers et al., 2011; Joyal, 2015; Joyal et al., 2015; Joyal & Carpentier, 2016; Långström & Seto, 2006), as is the assertion that engaging in specific sexual behaviours indicates psychopathology (Wismeijer & van Assen, 2013). In an internet survey, Joyal and his colleagues (Joyal et al., 2015) asked 717 female and 799 male adults to rank 55 sexual fantasies using an extended version of the Wilson’s Sex Fantasy Questionnaire. They found that only two fantasies were statistically rare (2.3 per cent or less) for women or men, nine were unusual (15.9 per cent or less), thirty were common (more than 50 per cent) for one or both genders, and five were typical (more than 84.1 per cent of the sample). Wismeijer and van Assen (2013) concluded that ‘BDSM (bondage and discipline, dominance and submission, sadism and masochism) may be thought of as a recreational leisure, rather than the expression of psychopathological processes’ (Wismeijer & van Assen, 2013: 1943). In another online survey (Spenhoff et al., 2013), personal distress and functional impairment in self-identified ‘sex addicts’ were investigated using a questionnaire that included 20 items of the German version of the Sexual Addiction Screening Test-Revised (SAST-R). Of the 349 male participants, approximately one quarter (N=83) claimed not to be distressed by their sexual behaviour. However, of these 83 individuals 49 scored above the SAST-R core scale cut-off, indicating they were ‘sex addicts’. We may rest assured that a questionnaire score is understood by most researchers and therapists to be no more than a score, and by all means not a substitute for a diagnosis following a clinical interview. Still, if 14 per cent of a sample are potentially pathologised, presumably for no reason other than engaging in a particular behaviour, then caution must be exercised with respect to the instruments we choose to administer.


Sexual preference




In the World Health Organization’s (WHO) current edition of the International Statistical Classification of Diseases and Related Health Problems
 (ICD-10), the corresponding term for the DSM term ‘paraphilic disorder’ is ‘sexual preference disorder’ (WHO, 1992). The respective category, ‘F65: Disorders of sexual preference’, is a sub-category of F60–F69, ‘Disorders of adult personality and behaviour’. F65 only lists fetishism, fetishistic transvestism, exhibitionism, voyeurism, paedophilia and sadomasochism as specified disorders. Frotteurism falls into a residual category of ‘Other disorders of sexual preference’. In contrast to DSM, the ICD-10 mentions neither distress nor impairment as necessary criteria for diagnosis, and does not differentiate between fantasies, urges and behaviour.

With respect to connotation, the ICD-10 terminology seems more suitable for differentiating between the two groups (people with a paraphilia and people with a paraphilic disorder), in that it offers the neutral, unbelted term of ‘sexual preference’ as a base expression.

The notion of sexual preference could prove helpful in overcoming the judgemental and potentially stigmatising way of referring to people engaging in problem-causing sexual 
 behaviour (PCSB). PCSB is defined as continuing to engage in sexual activity despite negative consequences and resulting in personal distress due to a perceived lack of control over the sexual behaviour. The term PCSB has been suggested by the authors of this chapter as an alternative to the controversial terms used so far, such as ‘sexual addiction’, when referring to this phenomenon. The term PCSB captures the essential consequence of the phenomenon without disrespecting or offending people who are directly affected by it. It is a purely descriptive and, thus, in our opinion, the more rational term (see Section 3.1
 in this book for further details).

The following description of the documentation guide SEXPSYCH-5x3
 (Ahlers et al., 2004a, 2008) demonstrates how sexual preference fits into a broader concept of sexuality. The SEXPSYCH-5x3
 is an instrument that was developed to optimise the academic and professional training of physicians and psychologists in sex therapy. It provides an overview and explains the overarching, non-clinical aspects, or fundamentals, of sexual experience and behaviour in a compact and structured manner. As such, this overview serves as a guide. Its focus on clinically non-relevant aspects of sexuality helps the therapist or researcher to maintain a wider focus when collecting information. The instrument’s name refers to its five specified components, each of which has three categories:



1.Three pillars of sexual experience and behaviour
 : if we understand human sexuality as a biopsychosocial phenomenon, sexual experience and behaviour are based on three intertwining pillars: a biological (physicality), a psychological (personality) and a sociological (societal dependence) or social (partner relatedness) pillar.




2.Three dimensions of sexual experience and behaviour
 : reproduction, lust and relationship were identified as three central dimensions of sexual experience and behaviour. The term ‘dimension’ reflects the importance of their meaning for a person, similar to other dimensions of personality. The three dimensions refer to the significance of sexuality for procreation, for attaining pleasurable sensations and sexual arousal, and for fulfilling basic psychosocial needs, such as the need for relationship, acceptance, appreciation, emotional security, closeness or sense of belonging. In other words, the dimensions refer to different functions of sexuality (reproduction, arousal and communication). Thus, sexual experience and behaviour is fundamentally determined by respective motives. The relevance of these dimensions may differ between individuals, as well as within an individual over the course of time.




3.Three axes of sexual preference
 : sexual preference is composed of (a) our sexual orientation
 towards the preferred sex of the desired sexual partner (on a continuum from 100 per cent heterosexual to 100 per cent homosexual), (b) our sexual alignment
 towards the preferred stage of physical development of the sexual partner’s body (child, adolescent or adult), and (c) our sexual inclination
 towards (i) a preferred specific type
 of sexual partner and (ii) a preferred specific mode
 of sexual activity (see Figure 2.4.1
 ).




4.Three realms of sexual experience and behaviour
 : our sexual preference can manifest itself in (a) the realm of experiencing specific sexual thoughts, fantasies and dreams, in (b) the realm of sexual behaviour in terms of physically realised specific sexual activities, and in (c) the realm of our sexual self-concept, that is how we define ourselves as a sexual being or in a sexual respect. Note that a specific sexual activity is not automatically indicative of that person’s sexual preference. For example, same-sex sexual activity in a prison setting is not necessarily an indication of a sexual orientation towards same-sex, and having sexually abused a child is not necessarily an indication of paedophilia.




5.Three forms of sexual behaviour
 : the realm of sexual behaviour can consist of three different forms of sexual activity. The first is auto-erotic activities, consisting of sexual self-stimulation and masturbation. The second is a socio-sexual form of extra-genital interaction, such as 
 cuddling, caressing and kissing, and the third is a socio-sexual form of manual, oral or other genital stimulation, such as petting or penetrative sex.





(Ahlers et al., 2004a/2008)









[image: ]




Figure 2.4.1
 The Three-Axes-Model of Sexual Preference





When assessing the role that an individual’s sexuality plays in their PCSB, the most relevant component to consider is sexual preference. To be more precise, the focus should be on their sexual inclination towards a preferred specific type
 of sexual partner and a preferred specific mode
 of sexual activity (3c-i and 3c-ii). The most reliable source of information about an individual’s sexual preference is found in the realm of fantasy (4a). If we regard our sexual fantasies as mental movies that are written and directed only by our preference and basically spared from censorship, for assessment purposes we would fast forward to the scene that plays immediately before orgasm.

The so-called third axis of sexual preference, the sexual inclination towards a preferred specific type
 of sexual partner and a preferred specific mode
 of sexual activity, resembles the current definition of paraphilias in the DSM-5 (if ‘activities’ are understood as fantasised activities, and ‘interests’ are understood as being preferences, and not as a synonym for behaviour):



Some paraphilias primarily concern the individual’s erotic activities, and others primarily concern the individual’s erotic targets. Examples of the former would include intense and persistent interests in spanking, whipping, cutting, binding, or strangulating another person, or an interest in these activities that equals or exceeds the individual’s interest in copulation or equivalent interaction with another person. Examples of the latter would include intense or preferential sexual interest in children, corpses or amputees (as a class), as well as intense or preferential interest in non-human animals, such as horses or dogs, or in inanimate objects, such as shoes or articles made of rubber.



(American Psychiatric Association, 2013: 685)








The key feature of paraphilias is that the specified imagery or acts tend to be insistently and involuntarily repetitive and repeatedly preferred for sexual excitement (American Psychiatric Association, 1980). They can be so crucial that they become the exclusive method of achieving 
 sexual excitement. Paraphilic behaviour, then, is about acting according to a sexual preference in order to achieve or intensify sexual arousal. Acting against a sexual preference is not likely to result in achieving sexual arousal. The important distinction, then, is the question that guides a person engaging in paraphilic behaviour is ‘what must I do to achieve sexual excitement?’, whereas the question that guides a person engaging in PCSB is ‘what could I do to feel better quickly?’

In this conceptualisation (‘The Three-Axes-Model of Sexual Preference’, Ahlers, 2010), sexual preference (i) is understood as fate, in the sense that it is not the result of free choice but reveals itself in the course of adolescence, and (ii) does not change in any relevant way, nor can it really be changed with lasting effect. Again, other factors or traits of personality may serve as an analogy. It is important to note that this only applies to the inner sexual experience (insistent and involuntary thoughts, dreams and fantasies) and not to sexual interests and expressed sexual behaviour. This distinction is crucial in discussions about a possible change of sexual preference, especially with respect to offending behaviour (Fedoroff, 2016). Sexual behaviour, of course, can change, and so can sexual interests. At around the age of 20, we are generally very well aware of our sexual preference, just as we are aware of our personality in general. At this age, most individuals will be able to describe their sexual preference in a statement such as, ‘Actually, I’m only into adult, slim women with long hair and big breasts, and I prefer oral sex, latex and dominant role-play’. The ‘actually’ indicates that the sexual behaviours the individual engages in can be quite different from the person’s sexual preference.

There are other viewpoints on sexual preference not being changeable and it seems as if the debate could gain some momentum (Grundmann et al., 2016; Seto, 2012; von Franqué & Briken, 2016). From a scientific perspective we cannot exclude the possibility that sexual preference in general might be modifiable. In this context we agree to some extent with von Franqué and Briken (2016), who advocate that researchers formulate their statements in this regard as hypotheses and not as an empirical fact. However, not being in the position to call the stability of sexual preference a scientific fact does not mean that the available scientific evidence and clinical experience have no value. It is interesting that the issue of stability or variability seems only to be discussed controversially with respect to a paedophilic preference (Grundmann et al., 2016). Likewise, there is no discussion, let alone controversial discussion, about whether and how, for example, intelligence levels might be changed significantly. Any alleged (or hypothesised) variability of sexual preference would have to be valid for each of the three axes, in the case that one accepts the Three-Axes-Model of Sexual Preference introduced in this chapter. Likewise, changes would have to be possible in any desired direction, irrespective of cultural or legal peculiarities. We invite you to imagine what it would have to take and how probable it seems for your sexual preference to be changed permanently, for example that it is aligned towards prepubescent children of the same sex. As therapists we have to take a position in order to be authentic when offering a certain treatment. In our experience, the vast majority of men with paedophilia were relieved when told they most certainly would have to live with their sexual preference, despite having wanted to get rid of it for many years. For the time being, and especially as therapists, the authors of this chapter share the view of Schopenhauer, to whom the famous saying ‘a man can do as he will but not will as he will’ is commonly ascribed (Einstein, 2007: 2).


Problem-causing sexual behaviour




Any discussion of sexual experience and behaviour should respect the fact that an evaluation of human sexuality will naturally always be non-objective and non-permanent. The simple reason 
 being that such an evaluation is reached by individuals, that is, by social beings socially constructing an evaluation. It is dependent on the culture in which it takes place and it is under the influence of constant cultural change.

Given the prevalence of people seeking professional help for PCSB, and in recognition of the current empirical knowledge, we believe that it is useful to adopt a concept of PCSB that focuses on the function that the behaviour is serving. The more someone engages in the PCSB in order to realise a specific sexual preference, and the more pronounced this sexual preference is, the more likely it is that the sexual experience will be highly arousing. The behaviour can appear as ‘nonparaphilic’ or ‘paraphilic’, depending on the make-up of the sexual preference. In other words, if the lust dimension of sexuality were in the foreground, the most useful approach to dealing with the behaviour would be to focus on sexual preference issues. The best basis for taking responsibility for a sexual behaviour and, ultimately, controlling it successfully, is full awareness, acceptance and integration of the sexual preference into the personality.

In contrast, the less the PCSB mirrors the sexual preference of the person, or the less the sexual activity is experienced as arousing, the more likely it is that the sexual activity will represent an inadequate attempt to cope with other issues. Accordingly, the most useful approach to dealing with the behaviour here would be to focus on the underlying issues, for example low self-esteem, loneliness, anxiety or depression. It is possible, of course, that an individual with a ‘paraphilic’ preference uses PCSB as an inadequate coping strategy, painting the sexual activities with the colour of the preference. In this case it would be important not to overemphasise the preference at the cost of ignoring other underlying psychological issues.

Irrespective of sexual preference, some people attempt to compensate for negative emotional states through anti-depressive or anxiety-reducing sexual activity. In neurotic compensation, however, enough is never enough and more is always more. Compensation inevitably implies that the actual needs are not met, so the compensatory behaviour (reinforced by sexual arousal) tends to increase, eventually leading to (addiction-like) excess. As is our understanding, here lies the core of the psychoregulatory role of PCSB, independently of a possible (pathologically) accentuated sexual preference.


Conclusion




We believe that reporting findings or referring to reported findings of alleged relationships between ‘sex addiction’ and ‘paraphilias’ (for example, ‘among sex addicts, x per cent also present a certain paraphilia’) could confuse our understanding of both concepts more than it would inform us.

More importantly, we are concerned that addictive, hypersexual, impulsive, compulsive or obsessive behaviour is referred to as sexual behaviour solely on the basis that it visibly manifests itself in the sexuality arena. The extent to which the behaviour actually is an expression of the individual’s sexuality, in terms of a manifestation of sexual preference, often remains unclear. By definition, this is clear in regard to paraphilic behaviour.

If we were to continue trying to compare paraphilic with nonparaphilic ‘sexual addictions’, we would need to look at the reasons for engaging in the behaviours. We would need to confirm that a person engages in nonparaphilic behaviours because of the activities’ nature or phenomenology (as is the case for paraphilic behaviours), rather than engaging in them because the sexual activities are rewarding for the experience of sexual arousal and its positive short-term effects (for example, reducing feelings of loneliness).

However, we believe the differentiation of paraphilic and nonparaphilic ‘sexual addictions’ is not very helpful because we assume that so-called sex addicts have more non-sexual motives for 
 engaging in the respective behaviour. Thus, the use of the terms ‘paraphilic’ and ‘nonparaphilic’ seems unjustified. As Goodman concluded, ‘[sexual addiction] is simply […] the compulsive dependence on some form of sexual behaviour as a means of regulating one’s feelings and sense of self’ (Goodman, 1992: 312). The high rates of co-morbidity with other addictive disorders, mood and anxiety disorders and personality disorders found in so-called sex addicts also seem to support this view (Coleman et al., 2003; Goodman, 1993; Kafka & Hennen, 2002; McElroy et al., 1999; Raymond et al., 2003; Schneider & Schneider, 1990).

For the time being, in dealing with so-called sexual addiction, the focus should not be on what a person imagines or fantasises when engaging in sexual (self-) stimulation. Instead it should be on the role that the sexual (self-) stimulation plays in the person’s psycho-regulation.
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The role of sexual fantasies in sexual addiction






Richard Newbury







Introduction




In the 2003 documentary film Touching the Void
 , a climber had to cut the rope to save himself, leaving his companion to fall to almost certain death. However, death was not the outcome. Severely injured, the climber who had been left to fall began a very painful journey back to base camp to re-join the partner who now thought him dead. Close to death, a song he strongly disliked, Brown Girl in the Ring
 by Boney M, played for hours in his head, maddening him but also rousing him. Later he recalled saying to himself, “Bloody hell, I am going to die to Boney M!” Researchers call intrusive songs ‘earworms’ (Beaman & Williams, 2010), although they seem to have reached few conclusions about them. I am not surprised, however, at the role this song played in his survival. It is what I would expect from the psyche, which in my view both attempts to help us live and, I suspect, die, although data regarding the latter is harder to collect. For some Jungians, this episode might be regarded as a manifestation of the operations of the Self, or as Jung put it, ‘…what it is that supports him when he can no longer support himself’ (Jung, 1944: para 32). Jung’s Self extends beyond subjectivity, embracing both conscious and unconscious, including our evolutionary inheritance and spiritual possibilities. As the source of a tendency towards order and integration, the Self can be part of a self-regulatory dynamic that establishes balance between ego-consciousness and the unconscious, perhaps, as here, keeping us alive when the ego has nothing left.

Throughout this chapter, which looks at the role of fantasies in sexually compulsive behaviours, I take the view that the psyche, determined by the ‘wholeness’ of the Self, is trying, sometimes unsuccessfully when there is little co-operation from consciousness, to adapt consciousness to developmental failures or traumas. Such an idea emphasises the deficit models, in which an inherently healthy teleology of potential or individuation is understood to have miscarried, but with redemption as a possibility. In contrast, classical psychoanalytic ‘conflict’ models emphasise ‘Conflict…as embedded in normal development’, with more modest prospects for eventual happiness (Fonagy, 2001: 82).

This point bears also upon the question of unconscious
 fantasies, or ‘phantasies’, and the alleged innate ideas and inevitable conflicts that belong to some drive theories. Jacoby refers to this theoretical domain as deriving from ‘the clinically reconstructed infant’, characterised 
 in the case of Kleinian object-relations by, among other things, greed, sadism, hatred, aggression, destructiveness and so on (Jacoby, 1999). Quite apart from the question of empirical support for such conjecture, another danger attends, which Colman (2009) highlights in a discussion on sexual fantasies. Colman notices that Kleinian theorising around unconscious phantasies has appropriated the body as ‘a metaphor for supposed psychic processes that are then taken to be rooted in biological reality, because the biological body is used to represent them’ (Colman, 2009: 30). He continues, ‘…the bodily metaphor is used to give a spurious materialist legitimacy to psychological speculation. In effect, unconscious phantasy has become the “bedrock” of psychic life, rather than the instincts that supposedly generate it’ (Colman, 2009: 30). We are then misled into thinking that we are really referring to sex when we are, in my view, actually engaging in the circularity of ‘finding’ confirmation of a cherished theory in predicted images. Colman notes that the symbolic meaning of a fantasy might be unconscious, while the fantasy itself is conscious:



So, rather than suggesting that the conscious fantasy is simply the equivalent of a pre-existing unconscious one, I would suggest that…the conscious fantasy is “dreamed up” as a kind of “image” that brings together and finds expression for a range of complex implicit meanings.



(Colman, 2009: 37)








This is the way I think about sexual fantasies, as expressing ‘a range of complex implicit meanings’. Of course, as Maltz writes, ‘The circumstances under which our sexuality unfolds in childhood can have a lot to do with the types of fantasies we are drawn to or create’ (Maltz, 2008: 53), but this does not axiomatically lead to specific imagery according to a certain developmental theory. In line with his Jungian orientation, Colman urges us to adopt a flexible approach to finding meaning in fantasies, in which meaning is ‘emergent’ rather than ‘fixed’.

My particular emphasis is partly sustained by the progress of attachment theory and its power to illuminate psychological problems, as well as my own Jungian orientation. While this chapter is not the place for an exposition of my views, I should own that my perspective is of a Self not only shaped through familial and social development, but also ‘given’ as the product of evolution. This ‘transpersonal’ self seeks to guide and influence (Stevens, 2013). Unlike the Freudian, or ‘personal’ unconscious, it may itself be ‘intelligent’ (Kalsched, 2013), albeit that its adaptations, without the co-operation of consciousness, can become rigid and therefore maladaptive. Conflict in this model exists in the many ‘deaths and rebirths’ of the ego that come from the struggle to integrate the deliverances of this unconscious into consciousness. Hence Bishop calls the Jungian self ‘Dionysian’ (Bishop, 2009: 168).

A Jungian conception of the psyche will therefore inform a theme I intend to develop concerning sexual fantasies and psychological dissociability. This will focus on the tension between the dissociative psyche’s defensive ‘self-care’ tendencies, aimed at eliminating the knowledge of relational needs or trauma, and the ‘counter-movement to the dissociability of the psyche’ (Jacoby, 1999: 168) – the urge towards individuation or a conscious awareness of wholeness. This counter-movement often needs therapeutic assistance when there has been developmental or traumatic damage.

However, no matter what processes I address – be they implicit self-states, internal working models or Jungian complexes – we will need to keep in mind these words from Stevens:



The most crucial of our evolved capacities is consciousness, with its associated capacities to perceive meaning, to make ethical judgements and to override the basic programs that evolution 
 has equipped us with
 . It is consciousness that provides us with our most precious asset – the freedom to choose.



(Stevens, 2013: 94, italics added)








It is a loss of this freedom to choose that is noted by Birchard at the beginning of his book on sexual addiction, leading him to the statement, ‘Addiction has overtones of slavery’ (Birchard, 2015: 3).

I should conclude these opening statements with a reminder from contemporary research that in a sample of the general population ‘there are very few statistically unusual sexual fantasies’, and that the DSM definitions of paraphilia ‘should better define terms such as atypical and unusual and concentrate more on pathological aspects such as rigidity and necessity of certain sexual fantasies
 ’ (Joyal et al., 2015: 338, italics added). Other commentators have also noted that so-called ‘deviant’ fantasy themes are common to sexual offenders, nonsexual offenders and community samples (Gee et al., 2004). Thus we will find sexual fantasies fulfilling a broad spectrum of psychological objectives without necessary pathology. While I do not intend to focus on offending, I will highlight an important psychological process that may be common to addiction and offending at the conclusion of the section on dissociation.


Dissociation and sexual addiction




Bancroft (2008) notes that researchers have shown a connection between self-monitoring and successful self-regulation. Baumeister and Heatherton, the researchers he cites, refer to this capacity as ‘transcendence’ or, as Bancroft puts it, ‘focussing one’s awareness beyond the immediate situation’ (Baumeister & Heatherton, 1996, cited Bancroft, 2008: 598). Bancroft goes on to say that in his 2004 study, ‘we unexpectedly found indications of a dissociative tendency [in 45 per cent of the sample] that could contribute to out of control behaviour by undermining, if not eliminating this “transcendence”’ (Bancroft, 2008: 598). Drawing upon the work of Jean Knox, but perhaps extending her insights more widely, I want to explore the proposition that dissociation may have a part to play in the function and intensity of sexual fantasies in sexual addiction.

The relational school has done much to bring dissociation into the foreground, showing it as arising from developmental or relational trauma. As one of that school’s distinguished proponents puts it, when ‘self-other experience [becomes] too stressful to mental functioning to be held as a state of internal conflict…the mind is geared to ease such stress by the defensive use of a normal brain process – dissociation’ (Bromberg, 2008: 331). Indeed, the deficit schools (particularly the relational school), or what Mitchell called the ‘arrested-development’ schools (Mitchell & Black, 1995: 217), often suggest dissociation rather than classical ‘repression’ as a key defence. However, Bromberg continues, ‘…regardless of degree or range, its evolutionary function assures survival of self-continuity by limiting reflective function to a minor role, if any’ (Bromberg, 2008: 331).As we will see, such a limiting of reflective functioning is also Knox’s thesis concerning sexual fantasies, albeit that she expresses this through a different framework.

More needs to be said here about dissociation, as it is an area of considerable controversy, with some commentators protesting that the concept has been muddied through loose application. For example, Steele et al. (2009) assert that there may be pathological ‘alternations’ of consciousness that may be related to, but in the final analysis are distinct from, the structural division of the personality that is dissociation proper (for example, dissociative identity disorder [DID]). Others suggest a continuum of non-pathological, everyday dissociation, extending to pathological processes (Butler, 2006). Butler, discussing ‘absorption’, notes that this may involve a loss of personal and environmental contexts, including, in relation to our theme, ‘higher 
 order intrapsychic cognitive structures and processes, such as self-reflection and feelings of volition’ (Butler, 2006: 47). She notes that this may sometimes be non-pathological, whereas an instrumental use of dissociation to ‘dispel dysphoria’ or ‘escape unpleasant or intolerable experiences’ may be pathological (Butler, 2006: 55). The noted trauma therapist and author, Constance Dalenberg, along with Paulson (Dalenberg & Paulson, 2009), argues that normal dissociation, or absorption, is a form of dissociation, and that classifying it separately may lead us to ignore how it may be a precursor or ‘vulnerability factor’ for more serious conditions such as DID. Some relationalists seem content with a spectrum for dissociation, not keeping the front room only for Sundays, so to speak. Indeed, Bromberg boldly declares:



What makes it so difficult to link the unsymbolized affective experience from the past with a mental representation of the self as the agent or experiencer of the event? In my view, the answer to this question is dissociation
 …the more intense the unsymbolized affect, the more powerful the dissociative forces that prevent isolated islands of selfhood from becoming linked within working memory.



(Bromberg, 2009: 641)








According to Bromberg (2009), for all of us there are dissociated structures engendered by traumas or deficits (perhaps relational) that are ‘too disjunctive with on-going selfhood to be held and processed as internal conflict’ (see below in relation to Jung’s ‘transcendent function’). For Bromberg, however, there is no superordinate Self, only the illusion of ultimate unity (Bromberg, 2009: 642). This may be a question of postmodern fashion, or as Bishop puts it, ‘…the Lacanian hegemony at work in the humanities: the belief that human beings are fragmented, forever fissured and split, and that wholeness is a delusion’ (Bishop, 2011: xvi). Since I am talking about trauma and suffering, and speaking as a Jungian, my experience of clinical phenomenology (and my own) is that real and important images of order, of the Self (perhaps dream images), often present after or during a period of severe conscious disorientation and disorder, as emissaries of unconscious compensation. Edinger writes, ‘Every now and then someone will say, “Oh, I wish I could have such nice mandala dreams as such-and-such in that book.” That person doesn’t know what he or she is asking for! Such dreams come at a heavy price’ (Edinger, 1996: 43). A commitment to ‘illusion’ may forestall recognition of such precious images.

Of course, Jungians have no problem with non-pathological dissociation, as Jung’s ‘complex’ psychology is built upon it. Acknowledgement of this fact is strangely absent from the relational literature. Nevertheless, complexes operate autonomously, as fragmentary personalities with their own emotional charge and volition. For Jung, the Oedipus complex was just one possibility among many and not the origin of all difficulties. He wrote, ‘Everyone knows nowadays that people “have complexes”; what is not so well known is that complexes can have us
 ’ (Jung, 1934: para. 200). The ego is itself another complex, which, optimally, can supervise and constructively use other complexes in the system to move towards a healthy homeostasis. However, for this the ego needs the strength associated with reflective functioning. Without this, dissociated parts, or complexes, take control and run the show without metacognitive perspective. So, what can begin as the defensive exclusion of ‘unsymbolised affect’ may petrify into a compulsive dissociative structure.

I want to propose an aetiological pathway for dissociative processes in relation to sexual addiction. Given the controversies around the correct application of the term ‘dissociation’ this proposal may not be favoured in every quarter. However, research by Dutra et al. (2009a) supports an interesting, empirically substantiated view. Dutra et al. begin by observing that non-traumatised individuals can dissociate, and that trauma survivors often do not, suggesting that trauma (for 
 example, childhood physical or sexual abuse) may not of itself account for all dissociation (Dutra et al., 2009a). They acknowledge the work of Liotti, who connects infant disorganised attachment (DA) and later life dissociation, as well as the research of Ogawa et al., (1997) that strongly predicts adult dissociation as a consequence of DA and the unavailability of the caregiver in the first two years of life. However, the longitudinal study from Dutra et al. (2009b) found that abuse and DA did not consistently predict dissociation when scored using the Dissociative Experiences Scale (DES), suggesting there may be more to the aetiology of dissociation than ‘big-T’ trauma alone. Elsewhere the researchers write that ‘there may be factors above and beyond DA that serve to predispose children to the development of dissociation’ (Dutra et al., 2009b: 86). In Dutra et al.’s findings (2009a), maternal hostility and intrusiveness were not
 the strongest predictors of dissociation in young adulthood. Instead a lack of positive maternal emotional involvement, maternal flatness of affect and poor communication were predictive. Attachment needs are not met, but without the hostility and traumatisation associated with DA. This would be relational trauma. The researchers have two propositions about the processes involved.

The first is what they call a ‘socially constructed’ defence against ‘not knowing’, whereby, ‘in the intense affective field of the early attachment relationship’, the caregiver’s non-responsiveness to the child’s discomfort, distress, fear or pleasure implicitly shapes what the child believes can be inter-subjectively included (Dutra et al., 2009a: 388). This is not an intrapsychic response to trauma so much as ‘a way of mentally accommodating to intense social pressures not to acknowledge pain and distress within a set of caregiving relationships that are vital for survival’ (Dutra et al., 2009a: 388). The consequence is that one part of the child’s mind cannot be aware of another as what lies there is literally unthinkable. Their second proposal is ‘psychobiological’, revolving around the child’s emotional dysregulation arising from parental unresponsiveness. The researchers postulate vulnerability across time to hyperactivation, a thesis supported by data on cortisol responses to stressors in infancy in relation to security of parental attachment. This, combined with implicit injunctions acquired in early life not
 to bring fear and distress forward for soothing, could make dissociation the ‘choice’ of relief from ‘fearful arousal’ (Dutra et al., 2009a). It might be of interest that, as early as 1934, Jung asserted that complexes derive from trauma or ‘conflict which ultimately derives from the apparent impossibility of affirming the whole of one’s nature’ (Jung, 1934: para. 204). However, note that Jung’s view, referring to what is already within that needs to be actualised, is not compatible with the socially constructed hypothesis of Dutra et al. (2009a). Even within the sexual addiction literature, there is research supporting a link between dissociation and sexual addiction (Griffin-Shelley et al., 1995). Katehakis (2009) also cites Schore to the effect that a stressed child experiencing dysregulation will dissociate. The forms of auto-regulation that follow include fantasy and solitary play, which, taken up in adulthood lead to ‘sexual fantasy and masturbation’ (Katehakis, 2009: 9). Indeed, Katehakis comments that neuro-chemically, ‘Habituation of the brain to the opioid-releasing state of dissociation as its “default mode” of affect regulation predisposes the individual to addictive behaviours, including sexual addiction’ (Katehakis, 2009: 7).

An overlap between avoidant attachment strategies of emotional deactivation in relation to unresponsive or intrusive caregiving, and the dissociative processes illuminated by Dutra et al. (2009a), certainly seems possible. Describing the caregivers’ dismissing state of mind that enabled their own emotional survival, Wallin writes ‘…dismissing parents had to ignore or suppress their infant’s attachment needs. In response, avoidant infants – their needs blocked – learned to live as if they had none’ (Wallin, 2007: 90). But awareness of the need for connection cannot really be avoided, only managed. Two contradictory working models arise, suggests Wallin, one conscious and one unconscious. The conscious model defines the self as competent and robust, and other people as needy and weak. The unconscious model, feared and distanced, senses the self as wrong, 
 weak and dependent, and others as ‘rejecting, controlling and punitive’. Citing Mikulincer & Shaver (2003), Wallin writes, ‘Deactivating strategies support the first model as a defence against the second’ (Wallin, 2007: 91). Here it should be remembered that the fearful-avoidant attached are more represented in sexual addiction samples and treatment programmes than other forms of insecure attachment; in the study by Zapf et al. (2008), 44 per cent were avoidant, with preoccupied next at 28 per cent. Coming back to Bancroft, 45 per cent of his sample ‘gave descriptions suggestive of some degree of dissociation’, such as “…numb, completely zoning out, not present, not conscious of reality”, and “…trancelike state…kills time and pain…numb like a dream” (Bancroft, 2008: 598).

Other researchers have speculated about an overlap between insecure attachment (apart from DA) and dissociative phenomena. Coe et al. (1995) also investigate this correspondence, writing that, ‘Fearful attachment in adults may…represent an extreme type of personal insecurity, in which one is unable to take refuge in either preoccupation with powerful others (Preoccupied attachment) or compulsive self-reliance (Dismissing attachment). Such lack of confidence in both the self and important relationships may result in over-use of dissociative defences and a vulnerability to dissociative psychopathology’ (Coe et al., 1995: 144).

With dissociative processes in mind, Kalsched proposes this:



…perhaps there is a spectrum of environmental failure leaving everyone
 more or less divided, more or less defended (dissociated), and more or less whole. In the healthy person, it is the ego’s job to regulate affect and to mediate its expression. In the less healthy (because traumatized [and Kalsched is talking relational trauma]) person, a second ‘world’ is brought into play (recruited for defensive purposes), and it is up to the deeper ‘intelligence’ in this defensive system to regulate affect and its expression. As we have seen, this self-cure is only a partial solution.



(Kalsched, 2013: 279, italics added)









Sexual fantasies and dissociation




It is this partial solution that Jean Knox addresses in her important work on sexual fantasies as defensive phenomena. For Knox, conflict and deficit models are not at odds, for they should both be understood in a framework of different levels of self-agency, a developmental model proposed by Fonagy et al. (2002, cited Knox, 2005: 620). Each level has a different developmental objective and there can be conflicts between the levels of self-agency owing to deficits at some of the levels. In an abridged version, the hierarchy begins with ‘physical agency’, where there is awareness that one’s actions can change the physical environment; ‘social agency’ shows that one can produce behavioural and emotional responses in others; ‘teleological agency’ reveals that actions can bring about desired outcomes; ‘intentional agency’ brings recognition that actions are caused by prior intentions or desires; ‘representational agency’ shows the mind represented to itself, with intentions contingent upon mental processes; finally, ‘autobiographical agency’ links self-representations to one’s memories and personal story (Knox, 2005). Knox (2005) broadly relates Kleinian unconscious phantasies, in which bodily needs and frustrations are salient, and the infant cannot see the other as a whole object with their own mind, with the social and teleological levels of agency.

Following this, Knox reaches the classical Jungian perspective on fantasies seeing them ‘as new possibilities for the psyche to consider, for mind to reflect on its own intentions’ (Knox, 2005: 621), accordingly we have reached the representational level of self-agency. Briefly, Knox 
 asserts there is equivalence between levels of self-agency, patterns of object relations and the content and functions of sexual fantasies. She makes clear the relational desiderata for the establishment of self-agency at all levels (Knox, 2005).

Knox writes that, under pressure, many people’s sense of an autobiographical self fails, leading to a takeover by a more primitive, less integrated level of self-agency. I would call this an instance of a complex ‘having us’, but Knox is using a different framework here. Then, fantasies, desires and intentions are no longer communications offered to a reflecting sense of agency, aware of mental processes and choices, mindful of memory and personal experience. Instead, these more primitive states are experienced ‘as behaviours, bringing about actions because they reflect the level of the teleological sense of self’ (Knox, 2005: 623). This is a physical state of self-agency in which actions can bring pleasure. Perhaps this equates to ‘acting-out’. It would certainly seem to be a dissociative retreat from the challenges of what cannot be experienced, thought about or held as a conflict – what cannot be mentalised – to a self-state or complex that can auto-regulate using the solitary methods honed in childhood. In my view, sexual fantasies and their a-relational narratives are powerfully related to this level of physical gratification.

Among other possibilities, Knox proposes there may be narcissistic wounding in childhood and consequent states of shame, which are also described in the sexual addiction literature by Birchard (2015). Perhaps the child’s excitement is met with parental admonition or rejection, or perhaps there is only conditional love and acceptance, or the child’s love is experienced as only conditionally acceptable, or even irrelevant. Or perhaps there are the misattunements and deficits outlined above in connection with dissociation by Dutra et al. (2009a). These experiences are shaming per se, in which shame is an experience of one’s self-concept as not adequate. McWilliams writes that, ‘the concept of schizoid personality overlaps considerably with the paradigm of avoidant attachment’ (McWilliams, 2011: 202). Schizoid processes are also accompanied by ‘a great facility with mind and image’ (Dougherty & West, 2007: 24), perhaps as a result of the pathway discussed.

So, to continue, the dissociative services of the psyche’s self-care system sequester the vulnerable and relationally wounded – shamed – conscious self. A takeover by primitive, unreflective, bodily-oriented levels of self-agency takes place, in which sexual fantasies may be used to defend against awareness of dependency or relationship needs. With the autobiographical and perhaps representational levels of self-agency failing, sexual fantasies are no longer presented to the mind to be explored for what they might tell us about yet-to-be integrated material or other necessary developments. Instead, they are defensively co-opted ‘to eliminate reflective function, mind’s awareness of its own capacity for making sense of experience’ (Knox, 2005: 627). Indeed, Knox writes that they become ‘defensive attempts to become mindless and so to eliminate a separate identity and sense of self, with the accompanying need for a loving relationship’ (Knox, 2005: 627). I would call this manoeuvre ‘dissociation as a defence’.

What is the alternative to this defensive retreat into ‘mindlessness’? Knox invokes Jung’s idea of the ‘transcendent function’ (nothing to do with the ‘transcendence’ cited above of Baumeister & Heatherton). Jung’s transcendent function bridges the gap between conscious and unconscious, rational and irrational, a dialectical principle that leads to a new psychological attitude when these opposites are held in conscious tension. The higher levels of self-agency would be involved in this effort of integration and subsequent transformation, where thinking and acting are held as distinct. The intrusive recurrence of sexual fantasies helps maintain the inhibition
 of this meaning-making function, according to Knox.

It is time to redeem the commitment I made in the introduction regarding offending. In a paper recognising that sexual fantasies alone are unlikely to lead to offending, but that an interaction of fantasies, contextual events and dispositional traits should be considered together, 
 Bartels and Gannon (2011) refer to work on deviant fantasy used as an escape from negative affect. Some earlier concepts elaborated by Baumeister (1991; see above in relation to Bancroft and dissociation) are used to explain a dissociative move away from ‘abstract-levels of self-awareness to concrete-levels, resulting in basic sensations and movements becoming focused upon’ (Bartels & Gannon, 2011: 556). This seems very comparable to Knox’s defensive retreat to lower levels of self-agency when one’s grip on higher levels slips under pressure. The authors cite Ward et al. (1995) as the first to apply this concept to offenders, noting also that ‘sex is the most efficient behaviour for reducing self-awareness’, which suggests that mental representations of sex (fantasies) may also suffice (Bartels & Gannon, 2011: 556).


Attachment and sexual fantasies




Leedes (2001) addresses the role of fantasies in sexual addiction, seeing them as ‘metaphoric surrogates’ for attachment relationships. If early attachments miscarry, the child uses sexual fantasy as compensation; indeed, fantasies become attachment objects. This is reminiscent of Sarnoff’s comment that autoerotic activities are ‘comforters and a means for drawing a kind of mothering from one’s own body’ (Sarnoff, 1975: 281, cited Person, 1995: 81). Leedes compares sexual fantasies with Cassidy and Shaver’s (1999) picture of attachment objects, noting that the phenomenology of a ‘secure base’ is common to both. Briefly, he feels that: (1) ‘attachment objects and fantasies are not interchangeable with either other persons or other fantasies’, (2) ‘…there is a high degree of affectional bonding within an attachment relationship or when one is engaged in fantasy’, (3) maintaining proximity to both is characteristic, (4) separation from either results in ‘loss, deprivation, and grieving’, and (5) there is security and comfort in both (Leedes, 2001: 220). One might have reservations about points (2) and (4) in the light of Renaud & Byers’ research showing that sexual fantasies may not all be experienced as simply enjoyable, but may be differentiated into positive and negative ‘sexual cognitions’ (Renaud & Byers, 2001), as well as Maltz’s work (2008) describing patients who are distressed by their sexual fantasies. However, Leedes (2001) wishes us to see that sexual desire might be relational, or
 based on fantasies, with increased tolerance gained in treatment for the former leading to a diminution of the latter.

In some ways this notion is analogous to the Winnicottian idea of the ‘mind object’, in which ‘The mind will be used not to continue mother’s care, but to displace it altogether’ (Corrigan & Gordon, 1995: 7), namely a false-self constellation. In agreement with Leedes’ comments about sexual fantasies turning ‘tragedy into mastery’ and generating the perception of ‘responsiveness and affirmation’, Corrigan and Gordon (1995) assert that the ‘mind object’ ‘is an omnipotently created object always available for mastery and control of internal objects so that dependence and the feelings it generates – anxiety, frustration, anger and envy – can be obliterated’.

Again, this is a dissociative manoeuvre; however, I should mention here what Kalsched explains in Inner World of Trauma
 , that Winnicott saw the inner world of the false self as ‘
 only an artefact of a defensive process emerging from early trauma in object relations’ (Kalsched, 2013: 268). For Winnicott, the unconscious is a repository for ‘internalisations of the primary object relationship with the mother’ (Morey, 2005: 342). Conversely, for Kalsched the inner world is potentiated
 by trauma, meaning it is there already, and he wonders if its mytho-poetic dimension may be ‘just as primary, just as foundational, as the infant-mother relational world through which it is (usually) transformed’; he asks: ‘What if there were two avenues through which we might develop into healthy, creative individuals in this life, not just one?’ (Kalsched, 2013: 269). This concept of a transpersonal realm reaches much further than a ‘false self’ constructed from introjections. Of course this is not Kalsched’s idea alone but classical Jung.


 Birnbaum’s work associating attachment and sexual fantasies shows that the content of fantasies corresponds to the relational objectives of the different attachment orientations (Birnbaum, 2007). Some of her findings are particularly interesting from a sexual addiction point of view. For example, she found that more avoidantly attached people not
 romantically involved were particularly likely to see the objects of their fantasies as aggressive and alienated and to appear themselves as humiliated. I feel this may be interpreted as an aversive expression of the shame of dependency, an unconscious maintenance of deactivation via the phenomenology of fantasy. Still among the more avoidant, those romantically involved were especially unlikely to seek intimacy in fantasy or feel affectionate themselves. The more anxiously attached (28 per cent of the sample of sex addicts of Zappf et al. [2008]) also tended to co-opt sex to the objectives of attachment, ‘sexualizing their romantic relationships and…romanticizing their sexual interactions’, (Birnbaum, 2007: 337), lending an impression of erotophilia. From the point of view of the content of their fantasies, this group frequently reported submission themes, which Birnbaum suggests may affirm irresistibility ‘because the fantasizer perceives himself or herself to be so desirable that others cannot resist desiring him or her’ (Birnbaum, 2007: 338). Birnbaum’s findings in relation to the anxiously attached might explain what is unexplained in Joyal et al. (2015: 338), that a ‘higher intensity of sexual fantasies was significantly predicted by the presence of the fantasy of being sexually dominated’. It is doubtful that this supports their assertion that ‘women with submissive sexual fantasies may in fact be more satisfied sexually than women without such fantasies’ (Joyal et al., 2015: 338). My own clinical experience is that sex which is motivated by the goals of anxious attachment can be relatively unsatisfying for both parties.


Conclusion




I have emphasised the defensive role of sexual fantasies through dissociative processes, in which the psyche seeks distance from the affect it cannot manage, be this hyperarousal or the shame of not feeling adequate to interpersonal connection. Then, complexes that hold auto-regulative remedies honed in early life take charge, or the more profound self-care mechanisms discussed by Kalsched (2013) in relation to trauma. However, since the ego itself is a complex, we might agree with Jacoby that ‘without the dissociability of our psyche, the specifically human capacity for developing self-reflective consciousness would not be possible’ (Jacoby, 1999: 167). I am aware that other models, such as Control Mastery Theory (Bader, 2003), and the concept of the eroticisation of trauma, also offer important insights into fantasies. The former may not entirely explain compulsivity; the latter fits within the theory I have outlined above, that sex and sexual fantasies can be recruited to maintain psychological cohesion (ego continuity) but without deeper integration.
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Introduction




The 2011 medical definition of addiction put forward by the American Society of Addiction Medicine (ASAM) articulates how chronic exposure to any activity activating the reward centre of the brain can lead to the establishment of addiction neuropathways. This medical definition of the disease of addiction explicitly lists sex as a potentially addictive behaviour. Hilton et al. (2016) discuss the details of the neurobiology of addiction, and how it overlaps with the neurobiology of sex addiction. They review key models of drug abuse and alcoholism, including the three-phase model of addiction (Volkow et al., 2011), anti-reward (Koob, 2013), pathological learning (Everitt & Robbins, 2005; Hyman et al., 2006) and incentive salience (Robinson & Berridge, 1993, 2008), and illustrate the existing research overlap with addictive behaviours, particularly those involving sexuality. This detailed research extends to the genetic (Blum et al., 2012) and molecular levels (Hedges et al., 2009; Nestler, 2005). The common denominator of all of these models and findings is that chronic engagement in highly rewarding behaviour (such as sexual activity) can trigger the development of the disease of addiction.

Just as there are multiple paths to recovery, there are multiple paths to addiction. The predominant model of sex addiction was suggested by Patrick Carnes in 1983 (Carnes, 1983). This model includes a combination of multiple aetiological factors, namely attachment failure, trauma and ‘traditional’ addiction. There are not always clear lines of distinction between these models. However, this chapter will separate them to offer an understanding for the reader of these potential causative factors when working with patients.

First we must provide a caveat: it is important to note there are many conceptualisations of the phenomenon referred to herein as ‘sex addiction’. People sometimes use different labels to describe the same symptoms. It is not our place to engage and critique the various models; rather, our place is to assume for the purposes of this chapter that ‘addiction’ is a relevant descriptor. This is not a debate of its presence or lack of presence – its inclusion in this book assumes it is present. As such, this chapter investigates the aetiology of individuals who identify as addicts or meet the criteria of an addictive disorder.

It is entirely possible, however, that an individual could present with many causative factors (for example, childhood trauma, attachment rupture and a pattern of compulsive sexual 
 behaviour) and not yet be a ‘sex addict’. Based on the potential for iatrogenic harm resulting from the application of the wrong treatment plan, a proper differential diagnosis is critical when working in this field. As such, the final section of this chapter is dedicated to conducting a differential diagnosis with someone presenting for ‘sex addiction’.


Attachment failure




Sex addiction as an attachment and intimacy disorder (or deficit) is based on the core principle that early dysregulated and disrupted attachment experiences (including abuse, abandonment, neglect and enmeshment), combined with temperamental qualities and disrupted biology, can lead to individuals searching for other attachment objects (Adams & Robinson, 2001; Schwartz, 2008) for the purposes of self-soothing. Thus, as will be seen below, these individuals turn towards sexuality as a compensatory mechanism for their own internal self-regulation.

Modern attachment theory began with John Bowlby’s work (1944, 1969), in which he theorised that children internalise early experiences of their primary caregivers’ consistency/inconsistency or attunement to their needs (or lack thereof). Bowlby posited that young children created ‘working models’ of the self, based on their beliefs about the supportiveness and reliability of others. These could lead to potential negative internal affective and cognitive models as unlovable, unreliable and untrustworthy. Ainsworth et al. (1978) later suggested three specific models of attachment based on responses to separation and reconnection with a primary caregiver. These were the categories of secure, anxious-avoidant and anxious-ambivalent attachment. Main and Solomon (1986) added a fourth attachment style (third insecure style): disorganised attachment.

Hazan and Shaver (1987) applied the concept of attachment style to adult romantic love, drawing logical linkages between childhood attachment styles and adult romantic attachment tendencies (which they termed secure, avoidant and anxious/ambivalent). They found that 56 per cent of adults reported a secure attachment style, 19 per cent reported an anxious/ambivalent attachment style and 25 per cent reported an avoidant attachment. Collins and Read (1990) used and furthered Hazan and Shaver’s (1987) work to look at adult dating relationships, (terming the categories ‘close’, ‘depend’ and ‘anxiety’). Bartholomew and Horowitz (1991) created a four-category model that has largely remained the standard in adult attachment: Secure, Dismissing-Avoidant (of intimacy, counter-dependent), Preoccupied (with relationships) and Fearful-Avoidant (of intimacy, socially avoidant). These categories are based on two key dimensions of adult attachment: anxiety (fear of abandonment and rejection) and avoidance (fear of dependency and intimacy; Mikulincer et al., 2003).

Multiple psychometric instruments have been developed to measure these adult attachment characteristics. For example, Brennan et al. (1998) developed the Experiences in Close Relationships (ECR) questionnaire, which was later revised by Fraley et al. (2000; ECR-R). Most recently, Wei et al. (2007) created a short form version of the instrument (ECR-S). The ECR-S is currently integrated into the Sexual Dependency Inventory (SDI), a key instrument used by sex addiction therapists (Jore et al., 2016).

This leads us to an exploration of the intersection of attachment disorders and sexual addiction. Carnes (1983) found that 78 per cent of individuals engaged in inpatient treatment for sexual addiction reported coming from a ‘rigid’ family structure, and 87 per cent came from a ‘disengaged’ family structure. Leedes (1999) found that 95 per cent of sex addicts in his small study (N=22) had insecure attachment styles. Using the ECR-R, Zapf et al. (2008) replicated Leedes and found 44 per cent to be fearful-avoidant, 28 per cent preoccupied, 20 per cent dismissing-avoidant and only 8 per cent to be securely attached. Numerous other studies have 
 found similar results. For example, studies found that early stress can lead to disrupted attachment and an increase in number of sexual partners (Del Giudice, 2009); Anxious and Avoidant styles desire more sexual partners compared to Secure styles, over a 30-year period (Miller & Fishkin, 1997); Avoidant women have a higher level of love obsession and Avoidant men have the highest sexual fantasy levels compared to other styles (Stephan & Bachman, 1999); Anxiously attached men and women had very high levels of love obsession compared to those with other styles of attachment (Stephan & Bachman,1999); Dismissive males had the highest number of sexual partners, with Preoccupied females coming in second, and both groups had significantly more sexual partners than Securely attached counterparts (Allen & Baucom, 2004). Most recently, using the ECR-S, Crocker (2015) also found a positive association between attachment avoidance and sexual addiction (which they referred to as out of control sexual behaviour).

Ainsworth originally commented that, ‘In effect what Bowlby has attempted is to update psychoanalytic theory in the light of recent advances in biology’ (Ainsworth, 1967: 998). Decades of progress in the field of neuroscience and the understanding of the neurobiology of the brain have now led to a deeper understanding of attachment issues. As such, Schore (1994; 2000; 2001; Schore & Schore, 2008) suggests attachment theory as a regulation theory. This theory is rooted in the importance of right brain systems involved in the modulation of stress, self-regulation and the processing of emotion. Originally studied by Ainsworth et al. (1978) in the form of the engagement, disengagement and re-engagement process in the Strange Situation Test, there is now a known neurobiological process of attunement, misattunement and re-attunement that facilitates the neurophysiological development of the infant’s brain. Tarullo & Gunnar (2006) review the details of how newborn babies and infants are highly responsive to stressors, resulting in elevated levels of cortisol and adrenocorticotropic hormone (ACTH). With properly attentive caregiving, this hyper-responsiveness begins to continually decrease after the first year. Insufficient caregiving, however, prevents this progression, leaving the child’s developing mind hyper-responsive to stress. In other words, the infant essentially learns to self-regulate through the process of attunement, misattunement and re-attunement with the primary caregiver. First, an infant regulates by mirroring the caregiver, leading to the development of self-regulation abilities. As such, a failure or lack of parental attunement to the child’s needs inhibits the development of the child’s ability to affectively self-regulate.

The neurobiological component of attachment theory has led sex addiction experts to posit sex addiction as a neurobiological affective attachment disorder (Creeden, 2004; Katehakis, 2009). For example, let us take the child with an inattentive or aggressive mother, who gets punished at the dinner table for not eating their food and is sent to their bedroom feeling confused and unable to trust their parent. This child is anxious and hypervigilant, and eventually learns to fondle themselves for soothing purposes. Later they discover pornography in the house, and regularly leave the dinner table to use pornography to regulate themselves because they cannot rely on their mother to model self-regulation. This eventually becomes first a compulsion, and then an addiction.

We have seen how sex addiction can begin with early attachment difficulties (Schwartz, 1996, 2008), leading to subsequent overwhelming experiences and feelings that the child is unable to assimilate. This can lead to emotional dysregulation, poor social skills, lack of perceived efficacy in negotiating relationships, limited empathy and compassion, and difficulty with accurate attunement regarding cues from others. These children turn inwardly to regulate, accessing internal sources of biological soothing, most frequently via sexual behaviour and food (Schwartz, 1996, 2008). In adulthood, these individuals may wind up with an experiential and psychological gap between love and lust (Money, 1986). In some cases, arousal is intertwined with control, 
 power and ritual (Adams, 1999). In other cases, erotic feelings may merge with other feelings (Carnes, 1997).


Case study




Peter entered treatment following his third affair in five years and was in distress that his wife was going to divorce him if he couldn’t stop “straying”. His first marriage ended as a result of his multiple affairs. He reported that when not involved with other women, he would be scanning and searching for another relationship, always flirting and seeking attention. He couldn’t stop and was troubled that he wasn’t able to live up to his love for his wife. As a teen and college student, he had many relationships, describing himself as “promiscuous”, though thinking at the time it was what “all guys” did.

He reported his family life as perfect, eating dinner together every night and attending church weekly. He was an altar boy and his sister sang in the choir. Peter excelled at sports and academics and was praised by his parents when he did well. His parents insisted upon the values of perfection, responsibility, hard work and maintaining a good image. His parents were hard workers and involved in many community activities, often spending much of their time being the ‘best’ family possible. Peter described his mother as the “task master”, who was not afraid to show her disappointment in him when he didn’t live up to her expectations. He maintained that this was the reason for his success in business.

Even though his parents were not “huggers”, he knew they loved him. When asked to give examples of being loved, however, Peter’s only memories were of when he was praised for achievements. He was unable to recount any incidents when he was told that he was loved. As treatment progressed, Peter was able to have a more inclusive view of his family, particularly his mother, acknowledging both her positive and negative traits. One seminal event that contributed to his understanding was when he noticed his mother’s treatment of his own children lacked affection and included frequent criticisms disguised as guidance. In one incident involving his eight-year-old son being ‘pushed’ by his mother, Peter reported feeling an intense anger that took him back.

In time, Peter began to see there was little affection and love given to him by his parents. One painful memory he recalled during his therapy was the time he missed a free throw that lost the basketball game for his team in middle school. Feeling shame and humiliation, he desperately needed affection and understanding from his parents after the game. Instead, he got stony silence on the drive home and was then given a critical “for your own good” lecture from his mother, in order to avoid embarrassment and to ensure that he did not let the team down next time. Angry, he went up to his room and felt a deep loneliness, the recollection of which brought tears as he told the story.

Peter began to de-idealise his parents over time and see that his mother was not so much concerned for his feelings of embarrassment, but rather for her own. She needed him to be perfect for her own status in the community, to make up for an inadequacy that was hers, not his. He also began to see that his compulsive womanising was based on his anxious need to be loved and attended to. In fact, his testing during treatment revealed an anxious preoccupied attachment style as measured by the ECR-R. This reflected the driver to his compulsive and, ultimately, addicted search to capture enough attention from women, in order to calm his anxious feelings that he was never able to soothe on his own. In fact, the attachment model informs us that attunement from the primary caretaker is critical so that the developing brain learns self-regulation (Katehakis, 2009). By the time Peter entered puberty, his ability to 
 regulate his anxiety was minimal and he began to compulsively turn to multiple relationships with women to find the soothing that he desperately craved and needed. Unable to honour commitments of love and sincere devotion, his childhood attachment failure continued to reveal its destructive impact on his attempt to be secure in his adult relationships. The fact was that no one woman or relationship was ever going to fill his “emptiness” and his search became addictive. Here, Peter’s story is best described by the merging of attachment and sex addiction models.

Even though there was no history of family dysfunction or abuse, Peter’s upbringing lacked the requisite attachment needed to feel secure and learn to regulate impulses that would undermine his commitments of love. Treatment therefore included affective processing to allow feelings to emerge, strategies for self-regulation and sex addiction approaches that allowed for integration of the self.


Trauma re-enactment




We have seen above how early negative life experiences can impact attachment. van der Kolk (1989/1994/2014) discusses how the resulting attachment failures can further lead to psychological trauma, which can lead to both physiological and psychological damage. van der Kolk originally postulated:



People who have been exposed to highly stressful stimuli develop long-term potentiation of memory tracts that are reactivated at times of subsequent arousal. This activation explains how current stress is experienced as a return of the trauma; it causes a return to earlier behavior patterns. Ordinarily, people will choose the most pleasant of two alternatives. High arousal causes people to engage in familiar behavior, regardless of the rewards. As novel stimuli are anxiety provoking, under stress, previously traumatized people tend return to familiar patterns, even if they cause pain…Childhood abuse and neglect enhance long-term hyperarousal and decreased modulation of strong affect states. Abused children may require much higher external stimulation to affect the endogenous opioid system for soothing than when the biologic concomitants of comfort are easily activated by conditioned responses based on good early caregiving experiences. Victimized people may neutralize their hyperarousal by a variety of addictive behaviors, including compulsive re-exposure to victimization of self and others.



(van der Kolk, 1989: 15)








Gartner (2001) and Schwartz (2008) also focus on the individual’s tendency towards re-enactment of traumatic events, particularly in regards to sexual behaviours. According to Schwartz, ‘… The result of disorganized attachment is that it leads to the development of segregated, dissociated internal working models of self and the attachment figure’ (Schwartz, 2008: 571). Schwartz emphasises the importance of validating caretakers in the development of the individual’s sense of self and self-care. According to Schwartz, ‘Invariant aspects of the self and others in relationship are abstracted into what Bowlby called “internal representational models”…Deficits in the first year of life typically lead to self-cohesion difficulties, leaving the individual vulnerable to fragmentation’ (Schwartz, 2008: 573). Schwartz goes on to say that:



Without basic integration, the individual experiences one’s identity as many “selves,”… Each of these “selves” has the capacity to produce behavior, and has impulses for action. One system can be cut off from another, leading to unconscious motives for behavior… 
 Disorganized attachment results in individuals who turn to paraphilia as an active survival strategy to cope with the inability to articulate internal states and turn to other people for comfort. Clients unconsciously deploy their attention to sex in order to shore up and justify preexisting expectations of unresponsive and unpredictable caring.



(Schwartz, 2008: 573)








Regarding addiction, Schwartz takes the position that, ‘The reenactment of trauma can also produce addictive highs, further perpetuating the sexually compulsive habit…thus, the factors that maintain destructive behavior may…become independent of the factors that originally caused them’ (Schwartz, 1996: 205). Gartner (2001) takes a similar, but somewhat different approach, suggesting that personality is considered as multiple self-states, not a unified system, and that normal levels of dissociation are okay (for example, daydreaming). However, Gartner further states:



Dissociated experience, unsymbolized in thought and language, exists as a separate entity outside self-expression, cut off from human relatedness, deadened to full participation in the psychic life of the rest of the personality…Compulsive sexual activity can be a compelling way to soothe the unregulated affect that emerges when dissociation breaks down…Engaging in compulsive sex thus allows a man to re-experience directly the biochemical means his body used to calm his anxiety when the abuse first occurred…A traumatized individual may, however, through dissociative processes, lose the capacity to make interconnections among the selves that live in his various unique relationship configurations.



(Gartner, 2001: 165–82)








Schwartz reports dissociative re-enactment as an attempt to gain mastery over traumatic experience (Schwartz, 1996). van der Kolk agrees, stating, ‘Compulsive repetition of the trauma usually is an unconscious process that, although it may provide a temporary sense of mastery or even pleasure, ultimately perpetuates chronic feelings of helplessness and a subjective sense of being bad and out of control’ (van der Kolk, 1989: 13). Regardless, the resulting behaviours reported by trauma specialists mirror what sex addiction specialists observe, namely that their patients report compartmentalising and often not realising what they are doing while acting out in their addiction. For example, a sex addict who responded to childhood sexual abuse by detaching and “going to the ceiling” reports, while in a trance state, hiring an escort for sex, only to end up “on the ceiling” again in the same trance state.

Adams articulates how the sexual harassment dynamic can sometimes fit into this model, stating:



A relationship with a power differential at its core is fertile ground for individuals to reenact attachment and personality disorders, addictions, and unresolved incest issues. These reenactments are attempts to resolve the past, modulate anxiety and anger, and create a secure base of attachment, as perverse as it may appear. This may be true for both defendant and plaintiff in a harassment claim. Sexual harassment represents patterns of behavior that are identifiable with addictive criteria. Tolerance, escalation of risk, and sexual addiction cycles explain the apparent absurd risks and behavior involved in sexual harassment claims. Families of the plaintiff and defendant, as well as communities in general, become secondary victims in these claims.



(Adams, 1999: 190–91)











Carnes (1983) reported that a majority of patients treated for sex addiction have a history of childhood trauma. While some people look at a sex addict’s behaviour as a case study in trauma re-enactment (the prototypical sex addict may report an inability to tolerate being alone and a need to constantly re-enact in order to bring about both security and shame), it is important to note that dissociated self-states and traumatic re-enactment of sexual behaviours by themselves are not addiction. A proper differential diagnosis is always critical (discussed further below in this chapter), and key variables of the addiction model must be present (including chronic engagement and the inability to control the behaviour).


Case study




Susan had a long history of drug addiction and multiple relationships, with frequent infidelity during her only marriage and the occasional trading of sex for drugs, money and gifts. Her husband left after she insisted he begin to have sex with other women while she watched as the primary focus of their sexual life. Deciding she was incapable of being faithful, she began to seek out and attend polyamorous “weekend retreats”, where she found herself excited by the “freedom” and particularly by being able to watch others being sexual. A particular ritual that excited her was watching one woman service multiple men. She vowed she would not do this as she realised that it was essentially a rape ritual disguised under the banner of “free love”. In time, she was prodded into doing it by one of the men and then began a regular ritual of participation in servicing multiple men. She would find herself feeling tremendous self-loathing and shame afterwards and would then binge-drink and overeat during the night. Despite vowing not to participate again in the ritualistic rapes, she fell victim to her overwhelming urges and did so. At one point during a particularly rough encounter with one of the men, Susan found herself “looking outside of her body at herself” and recalling being sexually abused by her grandfather over many years as a young girl and adolescent.

Susan entered therapy feeling depressed that her sexual life was “out of control” and she reported that she had begun to have “flashbacks” to childhood that bothered her. At the age of 35, she reported feeling hopeless that she would never be able to have the family she always longed for. During therapy, Susan began to recollect being drunk and high on drugs at high school parties and having sex with multiple men on more than one occasion. Though she reported feeling embarrassed that she developed a reputation for being “promiscuous” she acknowledged enjoying the attention and the feeling of being wanted. She also reported that, at some point, she learned to use the power of her seduction to manipulate men to get money, favours and drugs from them. She would use drugs and alcohol to hide the shame that frequently followed her sexual “promiscuity”.

Susan’s case documents the role of her sexual abuse in igniting a template of arousal that was filled with victimisation, shame and abuse. It also indicates how the abuse was split-off into another aspect of self that emerged when she watched others have sex and then later being “raped” by groups of men. “Being outside her body” demonstrates the disassociation of her victimised girl re-emerging into consciousness during adult scenes that repeated the past abuse. Being out of control represents the compulsive and addictive nature that her sexual life had become.

Susan was able to benefit from both trauma and addiction treatment interventions that encouraged her split-off parts to integrate. This gave her a sense of freedom and, for the first time, the control to choose how she would conduct her sexual life. She realised that her flight 
 into the polyamorous lifestyle was actually a re-enactment of her past and not the entry into the “free love” that the group had promised. While she realised that she may always struggle to return to the intense arousal that involved her re-victimisation, she in time embraced the realisation that she could “approach normal” in her love making (Schwartz, 2008).


Exposure




Somewhat different from the neurobiology of attachment, the neurobiology of addiction provides a framework for how chronic engagement in sexual behaviours can fall into the realm of addiction. While the attachment and trauma models create behaviour patterns that, when repeated, can lead to addiction, the ASAM medical model of addiction clearly demonstrates how chronic engagement in sexual behaviour can activate the addiction mechanisms in the brain. In his 2007 New York Times
 bestselling book, The Brain that Changes Itself
 , psychiatrist Norman Doidge discusses the neuroplasticity of the human brain and includes a full chapter (focused heavily on pornography) on how the brain can rewire itself as a result of chronic excessive sexual behaviour.

The phenomenon of chronic exposure leading to addiction may be most apparent in the world of internet pornography. Early publishers on the topic, Delmonico and Carnes (1999) suggested that online sexual behaviours could have addictive properties, which are powerful enough to serve as an addict’s drug of choice. Similarly, Cooper (2002) attributed the explosion of problematic internet pornography use to what he called the ‘Triple A Engine’ powering cybersex: anonymity, accessibility, affordability (Cooper, 1998: 187).

Perhaps the best understanding of this phenomenon comes from the concept of supernormal stimuli, suggested by Nobel laureate, Nicolas Tinbergen (1951). This concept refers to a creature’s tendency to migrate towards sexually noticeable features that are greater than those normally found in nature. For example, in the study from Tinbergen (1951), male butterflies attempted to mate with cardboard female butterflies (created by Tinbergen) that had bigger and brighter wings than normal female butterflies. Similarly, shorebirds attempted to incubate plaster eggs (also created by Tinbergen) that were larger and more spotted than their own eggs. Tinbergen suggested that this tendency was an instinctual evolutionary feature. Barrett (2010) modernised this concept, referring to internet pornography as one of several current supernormal stimuli (along with highly salted/sweetened foods). In his 2013 article Pornography addiction – a supranormal stimulus considered in the context of neuroplasticity
 , neurosurgeon Don Hilton provides a highly detailed explanation of the neuronal impact of the chronic consumption of internet pornography on the brain. In their 2015 article, Neuroscience of internet pornography addiction: a review and update
 , Love et al. also discuss the neurobiology of addiction, including addiction to internet pornography, and document more than 100 neuroscientific studies from around the world illustrating how chronic consumption of internet pornography hyperactivates the reward centre, leading to the development of addiction.

Based on this science, new clinical models are emerging to challenge the traditional assumption of sex addiction as primarily/exclusively a trauma/attachment/intimacy disorder. For example, Riemersma and Sytsma (2013) suggest two distinct categories of ‘classic’ versus ‘contemporary’ sex addiction. These authors argue that classic sex addicts often have backgrounds that correspond to the above-mentioned aetiological factors, namely a history of abuse (sexual, physical and/or emotional) and/or foundational attachment issues. In contrast, ‘contemporary’ sex addicts do not
 necessarily have these historical characteristics. Rather, the authors consider contemporary sex addiction to be a rapid-onset disorder resulting from what they call the 
 ‘3C’s’: chronicity, content and culture. In their model, chronicity refers to repeat exposure that activates the neuroplasticity model, content refers to the graphic intensity of today’s pornography (a supernormal stimulus, as described above), and culture refers to the fact that ‘Highly sexualized images and themes are commonly used in advertising, television, movies, and music, such that it is impossible to avoid repeated exposure on a daily basis’ (Riemersma & Sytsma, 2013: 313). Riemersma and Sytsma suggest that, taken together, these factors create a ‘perfect storm’ for the development of addiction.

Similarly, Hall (2013) put forth the ‘OAT’ model, suggesting sex addiction can be opportunity-induced, attachment-induced, trauma-induced or attachment/trauma-induced. She provides a Venn diagram illustrating a partial, but not complete, overlap of these aetiological factors. It is particularly relevant that this model acknowledges sex addiction as a potential opportunistic problem, recognising that people without either trauma or attachment issues can develop and suffer from the addiction. Hall cites Barrett’s (2010) inclusion of internet pornography as a supernormal stimulus in partial support of her proposition.

In recent years, over 75,000 young adults have congregated on dozens of internet forums to discuss their problems with chronic masturbation to internet pornography. A running theme for many of the members is a self-reported addiction to internet pornography; based on the common denominator of growing up with compulsive/chronic viewing of high-speed streamed internet pornography. These young people are from the generation of ‘digital natives’, born after the advent of affordable, in-home high-speed internet access. These individuals grew up with easy access to internet pornography and became addicted through extended exposure. Many reported a common theme of growing up in nurturing, loving households with no history of trauma, abuse or neglect.

In his TedX talk, ‘The Great Porn Experiment’, viewed over 5 million times at the time of writing this chapter, Gary Wilson (2012) provides an extended supportive response to noted psychologist Philip Zimbardo’s Ted Talk ‘The Demise of Guys’, in which Zimbardo (2011) discusses the decreasing productivity of today’s young adults due to extended internet exposure. Using the tagline, ‘Evolution has not prepared your brain for today’s internet pornography’, Wilson discusses the science of how high-speed internet streaming is indeed a supernormal stimulus. Since 2010, Wilson has hosted the website YourBrainOnPorn.com (YBOP; Wilson, 2016) where he posts more than 100 studies supporting this notion. Utilised by thousands of people from around the world (with traffic of 15,000–20,000 unique visitors per day), YBOP is a unique public resource because it gathers relevant science and explains it accurately for the lay public. Empowered by knowledge of what is happening in their brains, multitudes of young adults report working their way out of their internet pornography addiction without the need for psychotherapy for non-existent attachment issues or trauma resolution.


Case study




Dan was a 22-year-old college male who presented for treatment because he could not stop looking at porn. He reported that it was common for guys of his age to spend hours at a time looking at internet pornography on a very regular basis. He further reported, however, that, “they could stop and study for tests and exams, but I couldn’t”. As a result, he has failed a class and is now on academic probation. Additionally, he lost his girlfriend because he was no longer able to perform sexually with her. Dan presented as an otherwise well-adjusted young man, with no history of trauma, abuse or attachment related concerns. Starting out as curiosity and occasional use in adolescence, Dan’s pornography use is now obsessive and compulsive, and he is unable to control it. Dan complained of feeling tired, anxious and “in a fog”.


 Dan initially thought of himself as “a freak” but reacted very positively to learning that this was a relatively common problem for his age and gender. Dan joined an internet forum of young men who were all dealing with the same problem and decided to engage in the “reboot” process, wherein the individual gives up both pornography and masturbation for a set amount of time. After 90 days, Dan reported feeling clear-headed and motivated. His grades were rebounding and he had rekindled the friendship with his ex-girlfriend. Through the encouragement of his forum peers, Dan re-engaged in a sexual relationship with her and was thrilled to discover a return to the delights of a healthy sexual relationship.


Differential diagnosis




It is important to be aware that these models are not mutually exclusive. Attachment failure and traumatic repetition can become a single problem. In fact, almost every sexually addicted patient with trauma re-enactment as an aetiological factor is also going to have impaired attachment issues as part of their traumatic past. Individuals with either aetiological factor are vulnerable to chronic exposure to the sexual behaviour. Indeed, they all have in common the neurobiological changes found in the medical disease of addiction. Speaking from a strictly scientific perspective, while psychodynamic factors can be relevant, critical even, by definition of the diagnosis it is not sex addiction
 without the accompanying brain changes needed for the disease of addiction. In other words, all roads can lead to the same problem.

That being said, a proper differential diagnosis is critical as it guides treatment and can lead to treatment success. In contrast, an inaccurate label and poor differential diagnosis leads to treatment failure, as well as the potential for iatrogenic harm. Schneider and Irons (1996) emphasised the need for a proper differential diagnosis for sex addiction, suggesting other potential diagnostic theories, including adjustment disorder, bipolar/cyclothymia, impulse control disorder, paraphilias, post-traumatic stress disorder and sexual disorder not otherwise specified (NOS). Garcia and Thibaut (2010) also highlighted studies illustrating psychiatric comorbidity with sex addiction including anxiety disorders (38 per cent), mood disorders (72 per cent) and substance abuse (40 per cent).

Implicit in both the Hall (2013) and Riemersma and Sytsma (2013) models is the position that the attachment model is no longer a universal aetiological factor for sex addiction. While the symptom package may be similar, a good therapist must be very discerning. As Hall writes, ‘Understanding the physical function of the addiction is important for finding alternative strategies’ (Hall, 2013: 288). Thus, even when attachment failure is present, it is not necessarily the aetiology of the disorder. For example, although Zapf et al. (2008) positively replicated Leedes’ (1999) findings regarding a positive correlation between insecure attachment and sex addiction, the authors noted an important consideration: they were unable to differentiate if attachment problems led to sex addiction or if sex addiction led to attachment problems. Similarly, Riemersma and Sytsma (2013) noted that an attachment and/or trauma history may not be causal for contemporary sex addiction, but rather may result from sex addiction. Gilliland et al. (2015) performed a similar study to Leedes (1999) and Zapf et al. (2008), and reported:



However, about one-fourth of the sample rated their primary style as securely attached, with nearly half of the total sample rating secure attachment as at least “somewhat like me”. Thus, insecure attachment as a necessary etiological condition is unlikely, although it may play an etiological role for some persons. It is interesting that although insecure attachment was commonplace in the sample, within-sample differences in type and amount of attachment 
 were not particularly predictive of hypersexual behavior severity, again suggesting a more limited etiological role for attachment difficulties than proposed by Leedes (1999, 2001) or Zapf and colleagues (2008).



(Gilliland et al. 2015)








As such, one cannot adhere to a single aetiological model (that is, exclusive statements such as “sex addiction is
 an intimacy disorder”, “sex addiction is
 an attachment disorder”). Rather, sex addiction can be
 an intimacy or attachment disorder, however those are not the only underpinnings or causative factors. This is particularly true in the growing internet era, as instant access to a wealth of pornography has the potential to create an addiction without a trauma history. Additionally, it is entirely possible for symptoms to present in an individual without an actual addiction. Thus, a proper differential diagnosis is critical, and the therapist must be able to discern if the patient is presenting with addiction or pure trauma, sex addiction or internet pornography addiction.

Although many conceptualisations consider pornography use to be a subtype of sex addiction (Carnes, 2001; Reid et al., 2012), Love et al. (2015) suggest internet pornography addiction is a subset of internet addiction instead. They illustrate the extensive neuroscientific research paralleling the affected and impaired brain mechanisms of internet addicts with those of internet pornography addicts. While some therapists mistakenly consider internet pornography to be a gateway drug to sex addiction, an extensive body of work focused on internet addiction (Love et al., 2015) indicates otherwise. Again, proper differential diagnosis and a non-exclusive mindset are critical, as some individuals may indeed be using internet pornography as just one of many sexually addictive behaviours. For example, we could consider the sex addict who masturbates chronically to internet pornography for the first few weeks after being caught using prostitutes, but eventually returns to prostitutes as their main acting out behaviour. Contrast that with one of the thousands of younger adults found in internet porn addiction recovery forums who have never engaged in any problematic sexual behaviour outside of chronic masturbation to internet pornography. In the case of the latter, those who perpetuate the belief that ‘pornography is the gateway drug to sex addiction’ have the potential to cause more harm than good, as the model assumes the addict to be guilty of behaviours not necessarily present.


Conclusion




As with any addiction, sex addiction is a disorder of aetiological heterogeneity. There are different pathways into the problem. Sexual addiction can be a compensatory response to an attachment disorder. This can occur both from a psychological perspective (the need to attach to something in order to fulfil unmet attachment needs) and/or from a physiological perspective (the use of sexual compulsivity to tolerate or regulate impaired affective neurobiology created due to early life attachment failures). Similarly, sexually addictive behaviours can serve as a form of re-enactment of childhood traumas and abuse. In other cases, an addiction to more modern behaviours, such as the compulsive viewing of internet pornography, may result without any attachment or trauma aetiology, instead arising simply from the neurobiological changes stemming from chronic exposure to and engagement in the behaviour.

As such, a discerning therapist must approach a differential diagnosis from multiple angles. The first of these is external to the disorder: is this sex addiction or a manifestation of a different disorder? The second is within the disorder: is this sex addiction or porn addiction, and where did it come from? The latter analysis is vital because when there is a trauma background, the application of attachment and trauma therapy are critical. In such cases, an integrative model of 
 treatment including trauma-based, cognitive-behavioural, psychodynamic, systemic and addiction approaches is critical (Schwartz & Masters, 1994). On the other hand, the therapist must recognise the instances when addiction is present and due purely to chronic exposure resulting in neoplastic changes that have led to the disease of addiction. In such cases, the application of an integrative model for sex addiction may not be necessary. Instead, approaches that may involve shorter-term cognitive behavioural techniques along with select features and parts of addiction approaches (such as a set of boundaries) may disrupt the compulsive pattern of individuals addicted due to exposure.
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The neuroscience of sexual addiction






Frederick Toates







Introduction




Sexual addiction is usually discussed in psychological terms. However, such discourse should at least be compatible with understanding the bases of sexual motivation and addiction in the brain. The goal of this chapter is to map the connection between (i) behaviour and subjective experience and (ii) identifiable brain processes. Several arguments will be made:



•Studying the brain can yield insights into how sexual addiction arises and is maintained;




•Addiction occurs when processes that underlie conventional sexual behaviour become out of kilter. So, there is no need to propose any totally new processes underlying sexual addiction;




•A study of the brain points to similarities between chemical and non-chemical addictions, which provides a valuable data resource and makes a general theory of addiction possible;




•Understanding the brain is relevant to arguments about whether sex can become addictive (Ley, 2012).







Most research on addiction concerns drugs. This discussion first sets sexual addiction in this broader context to identify common principles.


Sexual and drug addictions: general principles





Historical background




Although the term ‘addiction’ was originally used to describe excessive behaviour in any domain, such as drug-taking or prayer (Alexander & Schweighofer, 1988), in much of the 20th century its use became limited to drug intake. When applied to non-drug activities taken to excess, it was seen as simply a convenient metaphor.

In recent decades, there has been recognition that a range of activities, such as exercise, junk food, gambling and sex, can have similar effects to addictive drugs (Goodman, 2001; Olsen, 2011). These effects include high cue-reactivity, craving, ambivalence about whether 
 to engage in the activity, neural sensitisation, developmental course, tolerance/escalation, relapse and withdrawal effects. So, although drug use remains the defining paradigm, other activities are now often included under ‘addiction’, based on their similarities to drug addiction (Love et al., 2015).

Further evidence to justify including various activities under the label ‘addiction’ is provided by the similarities in, and physical overlap between, the neural mechanisms of motivation involved (described shortly). From the perspective of evolutionary function, addictions to things like drugs, foods of high sugar content and pornographic images constitute ‘supernormal stimuli’, to adapt a concept proposed by Tinbergen (1951). A supernormal stimulus is one of greater strength than stimuli that were encountered throughout the species’ evolution.

Contemporary thinking on the relationship between brain and mind views mental states as embedded within brain states. By this criterion, it makes no sense to label addictions as either psychological or
 physical/physiological, since any addiction will have both psychological and physical/physiological aspects. Of course, it does make sense to distinguish between actions that are based on taking in an external substance and actions that are not. Another valid distinction is if there are objective indices of addiction in the body, outside the brain.

In comparing drugs and sex, it is important to keep a caveat in mind, namely, ‘…one of the major challenges in assessing brain responses to cues in Internet pornography addicts is that viewing sexual stimuli is the addictive behavior’ (Love et al., 2015: 412). By contrast, pictures of cocaine could hardly acquire addictive potential without earlier exposure to the drug.


Seeking hedonism and correcting aversive states




Of course, drugs and sex have the capacity to trigger psychological states of intense subjective pleasure. In behaviourist language, they are positive reinforcers. In addition to motivation to obtain a high from drugs, another process in addiction is that of alleviation from aversive states, sometimes termed ‘negative reinforcement’. Drugs are taken to alleviate unpleasant sensations arising within the brain and other parts of the body. When these are the consequences of prior drug use, they are termed ‘withdrawal symptoms’.

As Love et al. (2015) note, some authors argue against the notion of sexual addiction on the grounds that there are no obvious bodily signs of withdrawal, comparable to those for alcohol or heroin withdrawal. However, whether or not there are signs outside the brain/mind, the common experience is negative affect, such as anxiety and depression. Some addictive drugs do not trigger bodily signs of withdrawal (Goodman, 2001). Alleviation of mental distress, rather than the presence of bodily signs, provides this aspect of the motivation to engage in addictive activities.

There is no conflict between theories based on seeking hedonism and correcting negative affect, since they can describe two co-existing processes. These processes appear to be interactive, in that stress can increase the lure of hedonic stimuli. In sexual addiction, behaviour can be motivated in part, at least, by the relief of aversive states such as anxiety and stress (Goodman, 2001).


Excitation and inhibition




When drug addiction involves a conflict, this represents competition between excitatory controls (pulling towards the drug) and inhibition (acting towards long-term goals; Hester et al., 2010). It seems reasonable to speculate that sexual addiction follows a similar pattern. Whatever the cause, the rationale for therapeutic intervention for drugs or sex could be viewed as having, as its basis, either weakening excitation or strengthening inhibition.


 The discussion now turns to an examination of the neural processes underlying ‘conventional’ sexual motivation and behaviour. The subsequent section will consider how these operate in a state of addiction.


Brain processes





A hierarchy of organisation




The control of behaviour is organised as a hierarchy (MacLean, 1990). Brain processes that are relatively recent in evolution have been grafted onto evolutionarily older processes, resulting in a hybrid brain. This is exemplified by the prefrontal cortex, a structure seen at its most elaborated in humans. Evidence suggests this structure is closely involved in the human capacity for restraint, extrapolation beyond sensory input, projection to the future and recall from the distant past.

A discussion of all the brain regions involved in sexual behaviour exceeds the scope of this chapter (Cheng et al. [2015] give a more detailed account). However, we can identify some of the principal brain regions underlying sexual desire, its translation into behaviour and restraint on this. They can be divided according to function roughly along the lines described next. In principle, any of these might become out of kilter in ‘addiction’.


Mechanisms underlying wanting/desire





Principles of incentive motivation




In recent years, the model that has attracted most support is incentive motivation (Bindra, 1978; Toates, 1986), which has been applied to sexual motivation (Singer & Toates, 1987). However, subsequent research and theoretical speculation suggest this model needs refinement to account better for a wider range of phenomena (Toates, 2009, 2014). Specifically, it needs to fit to two processes introduced earlier: hierarchical structure and inhibition.


The basic incentive motivation model




The foundation of incentive motivation theory is the assumption that specific motivations arise from particular incentives in the environment, such as food, drugs or a sexual partner, and the cues associated with them (Bindra, 1978; Toates, 1986). Previously neutral cues acquire incentive value by, among other processes, classical conditioning. The role of internal states is to modulate the power of such incentives to arouse motivation; for instance, testosterone increases the capacity of sexual incentives to trigger approach. The model was largely a reaction to older drive models and it incorporates the feature that motivation can be specific to particular types of incentives. Examples include (i) fetish features, (ii) pornographic images as opposed to real people, or (iii) sexual variety rather than an established partner.

Sexual incentives are most relevant here. However, novelty also has motivational potential, even when no sexual incentive is involved (Olsen, 2011). Animals tend to be attracted to novel stimuli. A novel sexual partner or image combines both sexual and novel stimuli, described as the ‘Coolidge effect’ (Toates, 2014). Clearly, most sexual addictions involve a considerable dimension of novelty and possibly a personality trait of sensation-seeking could predispose a person to addiction.

A collection of interacting brain regions responds to cues predictive of a sexual incentive (Pfaus et al., 2012). A dopaminergic pathway projects from the ventral tegmental area to several 
 brain regions, including the nucleus accumbens, amygdala, hippocampus, anterior cingulate cortex and regions of the prefrontal cortex (Berridge, 2001, 2004; Voon et al., 2014). This pathway is triggered by incentives and the cues associated with them. It is also sensitive to novel incentives, relative to familiar ones. A subset of neurons in this pathway is excited when incentives are better than expected and inhibited when worse than expected.

Cues associated with taking a drug, such as the sight of a syringe, can assume incentive properties on their own, acting as ‘motivational magnets’. It would seem reasonable to suggest that conditional cues to sexual reward, such as the red lights of a district in a town or the keyboard on a computer, can equally serve as motivational magnets.

The salience attached to cues predictive of incentives is reflected in dopaminergic activation, and this varies as a function of the uncertainty of the prediction (Robinson et al., 2016). This phenomenon is clearly established in gambling. The lights and sounds of a casino owe their pull to the uncertainty of the reward they predict, in terms of time and size. Who knows when the jackpot will be hit? Sexual adventure would seem to be something like this; the perfect pick-up or pornographic image arrives with some uncertainty, as opposed to the near 100% predictability of a regular partner.

The cortical and subcortical brain regions just introduced form interactive networks that promote the seeking of goals such as sex or drugs. The subcortical regions appear to provide a kind of automatic, magnet-like pull towards incentives, often acting at an unconscious level. The orbitofrontal division of the evolutionarily newer prefrontal cortex appears to add a conscious and more reflective layer of control, expressed as ‘conscious wanting’. This region encodes the attraction value of such things as faces (Cheng et al., 2015), thereby presumably embodying a component of the attribution of incentive value to sexual stimuli.

The hippocampus is involved in the temporary storage and consolidation of memory. The existence of dopaminergic input to this structure suggests that excitement of the pathway is associated with a durable encoding of triggers to sexual desire in memory.

Excitation of opioidergic transmission within the amygdala plays a role in attributing incentive salience to the sensory events present at the time (Mahler & Berridge, 2012). This represents a feedback system; when the consequences of sexual behaviour are a release of opioids at orgasm, increased salience is attributed to the sexual incentive that is present.


The imagination




The wanting of incentives does not of course arise only in their physical presence. Rather, affectively-charged internal representations of incentives held in unconscious memory are brought into conscious awareness and can be associated with craving (Andrade et al., 2015). Andrade et al. suggest these conscious desires trigger goal-directed behaviour and keep the goal active in awareness until it is reached. Evidence to support a role of conscious imagination in the causation of behaviour was presented by Toates (2014). Conscious desires can be unpleasant unless there is a perceived opportunity to act on them.

Similar to inhibition on behaviour, a wish to undermine such goals involves an emphasis on long-term goals incompatible with the short-term incentive pursuit. Therapeutic interventions can help to achieve this.

Evidence from various sources suggests an overlap between some of the neural processing involved in the pursuit of physically-present incentives and fantasy, or ‘hot’ conscious imagery (Toates, 2014). Sex hormones have a similar effect on sexual fantasy as on sexual behaviour.



Mechanisms underlying pleasure




Clearly pleasure is central to sexual desire in (i) anticipating future pleasure, and (ii) as a feedback process tending to strengthen behaviour based on pleasurable consequences of behaviour. The neural basis to pleasure appears to be organised in a hierarchy. There are so-called ‘pleasure hot spots’ in regions of the nucleus accumbens, distinct from those underlying desire (Berridge & Kringelbach, 2008). These appear to be common across various mammalian species and employ opioids (Pfaus et al., 2012). They might not invariably be associated with the conscious
 sensation of pleasure, so the term ‘reward hot spot’ could be more broadly applicable. Whatever the terminology, these regions assess the consequences of action.

In addition, more refined conscious pleasures appear to be based in the orbitofrontal cortex in humans (Berridge & Kringelbach, 2008).


Inhibitory brain regions




As with excitation and pleasure, evidence suggests that inhibition operates within a hierarchical structure. Inhibitory restraints, such as fear arising from physically-present stimuli, for example a sudden load noise, appear to act largely at a subcortical (‘low’) level, mediated via the amygdala (LeDoux, 1998).

In humans, restraint can also arise from consciously-mediated long-term goals, such as to maintain body weight or to respect a vow of fidelity, described as an aspect of ‘executive function’. Regions of the prefrontal cortex (particularly the dorsolateral region) appear to be closely associated with this capacity, together with other cortical and subcortical regions (Hester et al., 2010).


The brain in addiction





Incentive motivation processes





Basic principles




The most influential model of addiction is incentive sensitisation (Robinson & Berridge, 1993). This was proposed in the context of drug addiction. Repeated use of addictive drugs, such as heroin, cocaine or nicotine, has the effect of sensitising incentive pathways. Following this, a drug in the environment or imagination or drug-related conditional cues cause increased wanting. Incentive sensitisation appears to occur as a result of a combination of the chemical properties of the drug acting on the brain and the environmental cues present at the time of drug taking, such as the sight of a syringe or white powder.

According to this model, dopamine underlies the wanting phase of drug-seeking but not the liking phase associated with taking the drug into the body. Liking (pleasure) is mediated by other neurochemicals, with opioids playing a major role here. This dissociation between wanting and liking gives rise to the expression that has become very influential in recent years, ‘wanting versus liking’.

Voon et al. (2014) found that the target brain regions of the dopaminergic incentive pathway were excited when males were shown erotic video clips. This was particularly the case in males who expressed problems with their sexuality, described as ‘compulsive’. Sexual wanting correlated with neural excitation in the compulsive group of men. However, the elevated wanting 
 shown by the compulsive group was not matched to an elevated liking. This fits the incentive salience model. Using still erotic images, Seok and Sohn (2015) found some overlap in regions excited but there was not a perfect correspondence. In a preliminary study, males described as sexually ‘compulsive’ were found to condition to erotic images more strongly than control males (Hoffman et al., 2014), which suggests a possible trigger to increased sensitisation.

Evidence suggests neural plasticity, which has been most studied in the context of drugs, generalises to non-drug activities. The term ‘plasticity’ refers to the capacity of the connections in the brain to change with experience. Thus, engagement in a range of activities appears to be associated with plasticity in the form of sensitisation of the dopaminergic pathway that runs from the ventral tegmental area to the nucleus accumbens (Olsen, 2011). In male rats, sexual experience, including ejaculation, is associated with branching of dendritic spines in the nucleus accumbens (Pfaus et al., 2012). Pfaus suggest that opioidergic activity associated with ejaculation strengthens this dopaminergic pathway.

An important addition to incentive sensitisation theory was made by Leyton and Vezina (2013). The sensitisation that occurs with drug taking is not a uniform enhanced responsivity to all incentives. Rather, it is to some extent specific to the particular drug-based addictive activity. For example, someone addicted to drugs will not necessarily show enhanced responsivity to sexual incentives, unless drugs have been taken in combination with sex (see later). Indeed, the responsivity to non-sensitised incentives is typically lower than normal (Thomsen et al., 2014).

What is evident between
 activities (for instance, drug versus sex) might also be true within
 activities (for example, watching pornography versus partnered sex). It could prove significant that 11 of the 19 participants with problematic pornography viewing studied by Voon et al. (2014) had erectile difficulties in partnered sex but not in viewing pornography.

A distinction can be drawn between ‘wanting’ and ‘wanting to want’, for example someone might want to smoke or watch pornography but want not
 to want this. This suggests low-level subcortically-mediated wanting but a high-level consciously-mediated wanting not to want.


A comparison of reinforcing properties




Addictive drugs owe their incentive property to their arrival in the brain and their ability to excite neurotransmission in pathways that employ dopamine and opioids (Robinson & Berridge, 1993). In the brain, the drug sensitises the processes underlying wanting, short-circuiting (or hijacking) processes of natural motivation and reward (Nesse & Berridge, 1997).

Clearly, sexual stimuli do not bring exogenous chemicals into the brain but nonetheless similarities can be drawn with drugs. Natural forms of reinforcement such as sexual incentives and novelty owe their efficacy in large part to their capacity to recruit endogenous dopamine release (Stuber et al., 2008). Since sexual stimuli and novel stimuli appear to activate the same dopaminergic pathway (Olsen, 2011), a novel sexual stimulus would be expected to have a particularly potent effect.

The presence of an addictive drug in the brain is not the only factor involved in sensitisation. Drugs given passively are less effective than the same drugs earned actively, for example, by pressing a lever in a Skinner box (Chen et al., 2008). In other words, when the animal is actively obtaining drugs, events with reference to the external world, such as the mechanical act of lever-pressing and such accompanying cues as tone and light, form part of the complex that is involved in sensitisation.

Changes in the external world are the crucial instigating events in sexual reward. These might include, for example, the appearance of a new pornographic image obtained after a response. Any changes in the brain underlying sexual reinforcement and sensitisation follow detection of such 
 events. In several animal models, it has been shown that sexual behaviour sensitises the processes underlying sexual motivation (Olsen, 2011), though this sensitisation tends to be less than that caused by addictive drugs.

The addictive potential of a drug is proportional to the speed with which it arrives in the brain (Allain et al., 2015). Addictive potential is assumed to be mediated via the drug’s transient, or phasic, effects on a particular subset of neurotransmission. Thus, smoking or injecting a substance is much more effective than taking it orally. Similarly, the effects of sexual or gambling stimuli on the brain are sometimes instantaneous following a response (a sharp rise-time). Examples of this could include a pornographic image obtained after a key press, or a come-on sign from a sexual partner after a suggestive statement.


A move from purposive action to habit




When behaviour is repeated in a given context, the control becomes more automatic, termed ‘habitual’. What starts out as being closely controlled by a conscious goal (for example, to obtain pleasure) becomes more heavily stimulus-driven, even determined by processes that are non-conscious. Addictive drug-taking follows this pattern (Tiffany, 1990). The biological basis of this is a move of control from the ventral striatum (where the nucleus accumbens is located) to the dorsal striatum (Pierce & Vanderschuren, 2010). Addictive behaviour becomes not only habitual but, unlike say, habitual tooth-brushing, hard to resist.

Some treatments for addiction involve trying to boost high-level control, which is assumed to be able to override automatic tendencies (Gladwin et al., 2011). This subject has been little studied in the area of sexual behaviour. However, it is reasonable to suppose that, say, the keyboard of a computer that displays pornographic images might come to assume automatic control over behaviour unless conscious processes are recruited to resist the lure. A move to automaticity might explain at least some of the loss of desire in stable relationships.


Inhibitory processes




In addiction, it is often assumed that a high-level conscious goal, sometimes expressed as ‘willpower’, is chronically insufficient to inhibit the excitatory process. Evidence points to a compromised executive function among drug addicts. This could be because such compromised function gives a predisposition to addiction or it is the consequence of addiction, or both. Some of the compromise in function in drug addiction could be due to the toxic effect of the addictive substance on the brain.

Kühn and Gallinat (2014) reported a negative relationship between hours of watching pornography and the strength of functional connectivity between the left dorsolateral prefrontal cortex (a region associated with the exertion of top-down inhibition) and a region of subcortical control. As these authors noted, we cannot extract cause and effect from such a correlational study.

Men reporting problematic hypersexuality were tested on the Iowa gambling task, which assesses risk-taking in a task rewarded with money (Mulhauser et al., 2014). Compared to controls, over half of these men failed to avoid choices associated with losses. The authors interpreted this as a general weakness of executive control in this part of the sample population, somewhat similar to people with damage to the ventromedial prefrontal cortex. For the remainder, it was suggested that inhibitory weakness might appear only in a sexual context.



The influence of drugs on sexual desire and addiction





Side-effects of treatments




A significant number of patients, particularly men, who are receiving treatment for Parkinson’s disease show heightened and problematic sexual expression, including novel paraphilias and inappropriate conventional sexual behaviours (Cannas et al., 2007). The treatments boost dopaminergic neurotransmission, the target being the dopaminergic systems underlying movement control, which are malfunctioning in Parkinson’s disease. The relatively intact motivational processes get a boost as a side-effect. In one study, the medication increased the wanting of erotic images but it did not increase the liking of them (Politis et al., 2013).


Recreational drugs




There is a positive association between the use of recreational drugs and sexual addiction (Kingston, 2015; McPherson et al., 2013). This suggests a possible role for common dopaminergic and/or opioidergic processes. Giving rats a drug such as amphetamine can cause a general sensitisation of incentive salience, such that the subsequent reaction to natural incentives is increased (Vanderschuren & Pierce, 2010). If such experiments with rats can be extrapolated to humans, this suggests a history of drug-taking could sensitise the brain to sexual incentives.

In general, methamphetamine appears to be a drug that increases both sexual desire and risk-taking, without increasing pleasure. Somewhat surprisingly, cocaine has little overall effect, despite both drugs targeting dopaminergic neurotransmission (Brown et al., 2005).


Therapeutic drugs that target sexual addiction




Principally, two types of drug have been tried for treating addictive sexual behaviour: selective serotonin reuptake inhibitors (SSRIs) and antagonists to opioids, or a combination of both. Evidence to support the use of such drugs is largely anecdotal or relies on extrapolation from treating paraphilias that do not necessarily meet the criteria of addiction. For example, Yalcin et al. (2014) report successful treatment of voyeurism with sertraline. In other patients, a combination of an SSRI and naltrexone was successful in reducing problematic sexuality (Bostwick & Bucci, 2008; Raymond et al., 2002).

The biological basis of the effect of SSRIs on sexual behaviour appears to be, in part, inhibition upon those dopaminergic projections that arise in the ventral tegmental area (Bijlsma et al., 2014). Other sites of inhibitory action are on the process underlying the genital arousal reaction and orgasm (Balmuth, 2012). Hence, the normal feedback of genital arousal and orgasm on desire is blocked. In other words, SSRIs are a blunt anti-aphrodisiac that is in no way specific to the addictive aspect of sexuality. Similarly antagonising opioidergic neurotransmission is a blunt intervention, which would be expected to lower pleasure and inhibit the boosting of incentive salience.


Development




When in a ‘hot’ situation, adolescents, relative to young children and adults, are particularly prone to engage in risky behaviour (Blakemore & Mills, 2014). Examples include activities that have the potential to become addictive, such as risky sex and drug-taking (Gladwin et al., 2011). Indeed, most addictions start in adolescence (Goodman, 2001).


 The biological basis of this phenomenon appears to be a relatively slow development of the executive regions that underlie conscious restraint, relative to the excitatory brain regions. Adolescents show relatively high activity in the ventral striatum in response to reward (Van Leijenhorst et al., 2010). Owens et al. suggested these different rates of development of brain regions might ‘…place adolescents at a higher risk for developing problematic pornography use if exposed to sexually explicit content during teenage developmental years’ (Owens et al., 2012: 15).

Ethical and legal reasons prevent controlled experiments on adolescent pornography use. However, correlational evidence suggests that adolescent males who watch internet pornography tend to form their role models of sexual expression by assimilating the visual scenarios (Owens et al., 2012). This is a form of sexual imprinting. Pursuit of such images could be a trigger to sexual addiction, as there is insufficient executive control to contextualise the imagery.

In the study by Voon et al. (2014), the average age at which participants with what was termed ‘compulsive sexual behaviour’ started viewing pornography was 14, as compared to controls of 17. Although the data are necessarily correlational rather than causal, there is some suggestion that high sexual activity prior to age 18 is associated with a heightened risk of adult sexual addiction (Griffee et al., 2014). The data do not prove an imprinting process during a critical period but are compatible with it.

There is some evidence that childhood emotional abuse and exposure to pornography leads to an increased risk of adult sexual addiction (McPherson et al., 2013). In a rat model, social deprivation during adolescence was found to increase the sensitivity of glutamate-mediated input to the ventral tegmental area and correspondingly the strength of learning about drug-related cues (Whitaker et al., 2013).


Conclusion




An incentive motivation framework rooted in biological and evolutionary factors is relevant to the argument on whether sex addiction really exists. A critic of the notion, Ley, argues that dopamine ‘only explains a single piece of the puzzle’ (Ley, 2012: 101). This is true but, in incentive motivation terms, there is no social versus biological divide; the role of dopamine and its sensitivity to environmental events, as well as other internal events, can be defined.

Ley (2012) notes that altered brain states accompanying so-called sexual addiction are hardly definitional, as the brain changes with any new activity such as learning to ride a bicycle. This is true but the location and nature of the change and its similarity to that induced by hard drugs are definitional.

Ley also suggests:



But there are significant problems that arise when we try to apply our understanding of addiction, based upon drug and alcohol research, to sexuality, where no outside substance or chemical is introduced into the body. Sexuality is a natural process that our bodies, brains, and behaviors were actually designed to pursue and enjoy […] The neurochemical and biological processes are working the way they are supposed to during sexual activity.



(Ley, 2012: 29)








Leaving aside philosophical issues of design, the logic here can be challenged. There is a mismatch between our environment of early evolutionary adaptation and our present environment of supernormal food and sexual incentives. We were ‘designed’ to pursue food but that same design can go seriously wrong, as evidenced by the epidemic of obesity and the appropriateness 
 of the term ‘addiction’ in relation to junk food. We were equally ‘designed’ to move around energetically and to take risks in the face of uncertainty in the pursuit of goods. However, the addicted jogger’s damaged joints or the addicted gambler’s bankruptcy, rather like the addicted masturbator’s damaged genitals, are examples of designs that can become out of kilter.

Ley (2012) suggests that cultural relativity argues against sex addiction, stating ‘We don’t see these descriptions and behaviors arising in sex-positive cultures such as Polynesia’. Drug addiction is also highly culturally relative, dependent on such things as alienation and drug availability (Alexander, 2008), but that does not deny the appropriateness of the term. Cultures in which sex addiction is not evident might well have a lower availability of supernormal stimuli.

Ley argues the lack of bodily disturbances associated with sexual withdrawal is a fundamental difference from withdrawal from drugs. Yet for some addictive drugs the manifestations of withdrawal are entirely within the brain.

Evidence also supports the appropriateness of the term ‘addiction’, rather than ‘compulsion’ (Goodman, 2001). Compulsions are not based on incentive motivation processes, although there might be some secondary pleasure in finally perceiving hands to be clean or getting a picture to hang straight. The hedonism implicit in the development of addictions is indicated by the fact that some individuals are highly reluctant to give them up. I would suggest that few if any obsessive compulsive disorder (OCD) sufferers, even though fearing treatment, would wish to continue their activities.
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Written in the scars






Sex addiction as an attachment disorder



John Beveridge







Introduction




James cried inconsolably every night for the first year of his life. His mother told him, conversationally and without guilt, that when she was nursing him in her bed, for what seemed like hours, just as he sank into sleep and she could begin to relax, he would start crying again. She would throw him from her arms, screaming: “Take him away before I batter him!” For James, the warmth and security of his mother’s arms was a very precarious place to be.

Sue Gerhardt writes:



This time of our lives is what neuroscientist Doug Watt (2001) has referred to as ‘unmemorable and unforgettable’. We cannot consciously recall any of it, yet it is not forgotten because it is built into our organism and informs our expectations and behaviour.



(Gerhardt, 2004: 15)








In middle age, James had started to experience night terrors. On the edge of sleep he would awaken, seeing a hostile intruder standing above him and, each time in that moment of heart-stopping fear, he was convinced that it was not a dream. Already in recovery from alcoholism, he entered therapy with me after having difficulties for years with sex addiction. There is still considerable ignorance about addiction in general, despite its ubiquity, and about sex addiction in particular.

What is in doubt, because sex is so related to excitement and pleasure, is if the term sex addiction is just an excuse for inexcusable behaviour or if it has its origins in trauma and disordered attachment. Sex addicts are often propelled into therapy by angry and betrayed partners who, like the addict, believe the person just needs to use more of the will-power that has always failed them in the past. This confusion is also true in the therapeutic community of psychoanalysis, psychotherapy, counselling and even, perhaps surprisingly, within the recovery movement, which should know better.

Historically, psychoanalysis located the aetiology of most expressions of human misery in theories that were based on Freud’s perception of childhood and emotional development in which, he thought, according to Stephen Mitchell and Margaret Black, that:




The project of childhood is socialization, the transformation of the infant, with his or her bestial impulses, into the adult, with his or her complex psychic apparatus and its intricate and elaborate system of checks and barriers channeling (sic) those impulses and aims into socially acceptable forms of civilized living.



(Mitchell & Black, 1995: 112)








The theories which had underpinned much prevailing psychoanalytic thought were based on fantasies of the primal scene, penis envy, castration fears and sexual and aggressive drives, as well as perceived failures to negotiate the Oedipal challenge. This resulted in people becoming arrested at successive stages of development, which were linked to body parts and phases: the ‘oral’, ‘anal’ and ‘phallic’, succeeding each other in linear fashion. These theories were extrapolated from the memories of grown adults on the analytic couch and this perspective prevailed until it was challenged by ideas that were based on the direct observations of developing children, which could be proven by research.


The role of the environment




A paradigm shift in the perception and understanding of infancy came from the work of British psychoanalysts such as Donald Winnicott, Ronald Fairbairn and John Bowlby, who were part of the ‘Independent’ group within the British Psychoanalytic Society. Developing what came to be known as ‘object relations theory’, they recognised the effects that families and their relational environment had on infants and children, even preceding their birth. The ‘talking cure’ of psychoanalysis and its derivatives, the ‘talking therapies’, such as group analysis, couples therapy, psychotherapy and counselling, all came along later. The ‘Independents’ began to consider how a child’s ‘sense of self’ was formed, which had always been assumed to be there. Influenced by Charles Darwin and ethologists such as Konrad Lorenz, who made studies of animal behaviour, Bowlby resisted traditional psychoanalytic teachings that were only concerned with the child’s imagination. Bowlby shifted the emphasis from unconscious conflicts between drives to the importance of the establishment and maintenance of relational bonds with others, from which he developed Attachment Theory.

Jeremy Holmes writes that, ‘Attachment Theory is in essence a spatial theory: when I am close to my loved one I feel good, when I am away I am anxious sad or lonely’ (Holmes, 1993: 67). Mitchell and Black (1995) write that Bowlby recognised babies come pre-programmed with attachment behaviours, including: sucking, smiling, clinging, crying, and following, which are designed to elicit an emotional response, so that caregivers form relationships with us, upon which our survival depends. This immediately raises the question, what happens when the child’s attachment-seeking behaviour meets with a less than optimal response from caregivers? Holmes writes that:



Bowlby’s own research and the accumulating evidence that parents do indeed abandon, neglect and physically and sexually abuse their children, and often deny that they do so and prohibit protest about the distress they have caused, seems to support his position that trauma and loss are central to the genesis of neurosis.



(Holmes, 1993: 161)








The attachment theorist, Mary Ainsworth, developed an instrument of observation and classification, the ‘Strange Situation’, which was designed to determine the attachment patterns of young children. The separations and reunions of one-year-old children and their caregivers were 
 observed and videotaped under controlled conditions, ‘to elicit individual differences in coping with stress and separation’ (Holmes, 1993: 105). Four distinct patterns of attachment were identified: ‘secure’, in which mothers were attuned to their children’s needs; ‘insecure avoidant’, associated with mothers who were rejecting or ignored their children; ‘insecure ambivalent’ (insecure resistant), in which mothers were intrusive or inconsistent; and ‘insecure disorganised’, in which mothers might be abusive and the relationship traumatic and severely unpredictable for the infant. Today we might take attachment theory and its beneficial effects for granted because it has entered the public consciousness, not in a revolutionary way, but gradually and reluctantly, through social reform in healthcare, nursing, child guidance, social work, teaching and through people who work directly with children.

James, aged 12 months, was hospitalised because of a penis infection. The first encounter he had there was with a nurse who pulled the dummy from his mouth saying, “And we won’t be needing that!” He was circumcised on a men’s surgical ward in an era when it was not recognised that children might grieve or miss their parents and in which visiting times were rigidly enforced. His mother said that he was sitting up in the big hospital bed, smiling, when she came to visit. His mother’s account seems at variance with what Mitchell and Black (1995) describe as Bowlby’s belief that, ‘[d]‌ifferent kinds of anxiety are all rooted in a basic anxiety concerning separation from the object of attachment; anger is, most fundamentally, a response to and protest against separation’. James, perhaps already adapting to what his mother needed, quickly discovered the most beguiling of the five attachment-seeking behaviours, namely smiling, was the most effective tool in his relational repertoire.

There is a biological imperative for animals to stay attached to the herd, and so it is for humans. If parents do not attach, unattended children are naturally at risk of accident or predation, and, since this knowledge is wired into us, fear of abandonment persists across the lifespan. We do not like to think of the emotional damage that might result from different kinds of abuse and parental neglect, ranging from the abandonments of emotional absence, to the gross impingements of physical and sexual abuse. Ronald Fairbairn, a contemporary of Bowlby, recognised that children who are abused need to cling to the belief that their parents are good people and, in order to preserve this illusion, they must develop a ‘moral defence’, which Greenberg and Mitchell, describe as: ‘The child separates and internalises the bad aspects of the parents – it is not they who are bad, it is he. The badness is inside him; if he were different, their love would be forthcoming’ (Greenberg & Mitchell, 1983: 170).

Mitchell and Black explain Fairbairn’s contribution to our understanding of children’s disordered attachment, saying:



He was struck by the intensity of their attachment and loyalty to abusive parents; the lack of pleasure and gratification did not at all weaken the bonds. Rather these children came to seek pain as a form of connection, the preferred form of connection, to others.



(Mitchell & Black, 1995: 115)








According to Freud’s drive theory, people are hedonistic, seeking to maximise pleasure and minimise pain, but Mitchell and Black say that Fairbairn reasoned, ‘If people are meant to seek pleasure and avoid pain, why are most of us so extraordinarily competent at keeping ourselves unhappy?’ (Mitchell & Black, 1995: 114). This raises an important question for our work, namely why are unpleasant experiences, early conflicts, not dropped and forgotten, but instead become restructured systematically throughout life? Mitchell and Black write that: ‘The child bonds to the parents through whatever forms of contact the parents provide, and those forms become lifelong patterns of attachment and connection to others’ (Mitchell & Black, 1995: 115).



Relational trauma




There is pain and risk inherent in not being attuned to by parents. As a child, James worked hard to believe that he was more important to his glamorous and seductive mother than his siblings, or his alcoholic father. He witnessed his mother controlling the family through the withdrawal of love and through sulking and silence that lasted for days. She was the only person in the household allowed to be angry. She had terrifying rages and her language was peppered with statements such as, “I’ll kill you”, or “I’ll murder you”. He once saw her throw a poker at his sister, missing her head and making a hole in a door. James was just as likely to be attacked and thrashed with anything that came to his mother’s hand.

When I assess sex addicts coming into therapy, I look for experiences of early relational trauma, abuse, and abandonment. Holmes writes that Bowlby’s attachment theory suggests difficult relationships affect psychiatric disorder in three interrelated ways.



First, the breaking and disruption of relational bonds…Second, the internalisation of disturbed early attachment patterns may influence subsequent relationships in a way that makes a person both more exposed and more vulnerable to stress. Third, a person’s current perception of their relationships and the use they make of them, may make them more or less vulnerable to breakdown in the face of adversity.



(Holmes, 1993: 179)








Relational bonds can be broken through disaster, accident or misfortune, such as; parental death, adoption, separations through hospitalisation, operations and illness or children being born prematurely. When these events occur at a pre-verbal age, it can make later historical description of distress in therapy impossible because it is inconceivable in language and may only be retained as body memories. Disruption through war, migration, poverty and continually moving home – if there is a home to begin with – can also all lead to disordered patterns of attachment. Parents can neglect and abandon their children through preoccupation with their own, or other’s addictions, ‘workaholism’ or by sending them away to boarding schools. The more abuse there is, the more stress that results, leading to complicated relational patterns and to multiple addictions.

The most sacred bonds of trust are always broken when children are sexually abused. In families where there are powerful sexual secrets caused by incest, or illegitimacy, or the raising of a sibling’s child by the parents as their own, or adults having affairs and secret addictions to pornography, then atmospheres are created in which nothing is really as it seems. There can be addiction to religion, in which sexuality is repressed, and great importance is placed on rigidity, righteousness and judgement of the expression of sexual preferences, or independent thought or feelings. James grew up habituated to out-standing levels of intensity and stress, which produce the hormones cortisol and adrenalin, changing the brain’s chemistry. Peter Fonagy writes that, ‘Cortisol is a stress hormone that in excess is toxic and can cause damage to the hypothalamus’ (Fonagy, 2001: 36). This can affect or impair how brains grow, how children learn and how they function, a gradual process in which high levels of anxiety begin to feel normal. Finding it hard to trust and not knowing how to respond when he had negative experiences, James came to rely on his own internal world, which made reality testing difficult.

When James was eight and visiting his grandparents’ house, his uncle sat close beside him in tense silence, before exposing himself and sexually molesting him. James escaped his clutches but did not tell his parents. He became what he describes as “needless and wantless”, not making demands, especially when he was distressed. Winnicott, a psychoanalyst and paediatrician, 
 saw thousands of mothers and babies and witnessed their interactions. He evolved the concepts of the ‘good’ and ‘not good-enough’ mother, and the ‘false self’. He writes, ‘The mother who is not good enough…repeatedly fails to meet the infant gesture; instead she substitutes her own gesture which is to be given sense by the compliance of the infant’ (Winnicott, 1990: 145). These concepts are helpful in understanding the term ‘codependency’. This condition arises when a child takes responsibility for, and feels compulsively driven to take care of parents’ needs. By treating him as a surrogate spouse, James’ mother made use of him to make up for the deficiencies in her marriage, a form of emotional incest, which made him feel he was special and different.

Codependency is the rich and fertile ground in which addiction thrives, and there are often unconscious bargains made between the child and their parents in the present, in the hope that their unspoken sacrifices will be rewarded in the future. To mend his mother’s unhappiness, he tried to matter, not for who he was, but for what he did. Because he had inadequate resources to heal her, his best efforts were, of course, destined to fail. Addicts often grow up fast to escape from the sense of being a failure. In his early teenage years, seeking comfort in the arms of strangers, James was used, exploited and passed around by men in exchange for alcohol. In a sex addict’s early life, engaging in sexual activities, which bring escape, intensity, numbing and distraction, might seem like a creative solution to emotional problems, but the relief it provides only approximates to the advantages of being held in a secure attachment. James felt powerful excitement, trying to hold the sexual tension of being desired without consummating, but often he failed to control the behaviour of predatory men and was raped. The intense rage and shame he felt around his sexuality had to be buried because he had concluded that anger was dangerous. He did not express or reveal it: so James was never truly intimate with people.

Describing Fairbairn’s theory that old patterns are projected onto new relationships, Mitchell and Black write, ‘It is because of this cyclical projection of old patterns and the re-internalisation of self-fulfilling prophesies that character and disturbances in interpersonal relations are so difficult to change’ (Mitchell & Black, 1995: 122). James grew up feeling empty and impotent in the face of life’s later stresses and took refuge in the fantasy that if someone would love him, then he would be happy. The men he chose were alcoholics and addicts, so he tried and failed to control their chemical intake, while his own alcoholism progressed. Morris Chafetz, describing alcoholism writes, ‘The loss of an object relationship early in life may be responsible for the depression, which is the main affect present in the addictive alcoholic’ (Chafetz, 1997: 319). I have heard habitual sex, drug and alcohol users describe this feeling as “a hole in the soul”. So what is it that happens in the potential addict when the drug or activity of choice meets that hole in the soul, which arises out of disordered attachment?



It’s monstrous labour, when I wash my brain,


And it grows fouler.





(Shakespeare, 1951a: Antony and Cleopatra, Act 2 Scene 7)








People who became addicts report that when they had that first intoxicating experience, with drink, drugs or sex, every cell in their body said, “Thank you – this is what has been missing all my life!” Drugs, and some behaviours, release a spike of the neurotransmitter dopamine to the brain, which lifts the spirit and trumps the everyday concerns and anxieties of being alive. Dopamine helps us as a species by associating pleasurable feelings with behaviours we have to learn to survive, and neural pathways are created by repetition. The limbic system, the part of the brain responsible for three key functions – emotions, memories and arousal (or stimulation) – is also  
 tasked with the imperative of survival. This part of the brain gets the first response to all incoming information and it is unfortunately catastrophic that it is also the place addictions affect most strongly. So, the search for attachment, which is necessary for survival, becomes ‘inextricably linked with addiction’ (Beveridge, 2015: 41).

To avoid feeling vulnerable, which is inevitable in relationships, many sex addicts retreat from intimate involvement with family or friends who they see as impediments to their secret lives; which can become ‘emotional or sexual anorexia’, sometimes hidden beneath promiscuous behaviour. For addicts, the knowledge of their separation anxiety and the risk of losing their original caregivers has to remain out of awareness, so distractions have had to be intense and dramatic.

People who identified themselves as sex addicts in recovery in Sex and Love Addicts Anonymous (SLAA) have described the many and varied behaviours of being sexually addicted. Often, as children they became sexualised at an early age, growing up in families with loose attitudes to nudity or sex, witnessing adults speaking about, or engaging in sexual behaviour, or by finding and using parents’ pornography. They might have experienced sexual activity between siblings, or sexual abuse by adults, which can obliterate explorative joy around a child’s emerging sexuality. Sex addicts have an under-developed sense of appropriate boundaries, making it easy to engage in anonymous sex with strangers. Sex and love addicts can compulsively pursue multiple relationships with people who seem attractive because of their emotional unavailability. They often obsessively endow people with magical qualities, then become depressed or enraged when their expectations are not fulfilled. Desperately fearing abandonment and loneliness, people can stay in painful and abusive relationships, often using sex to control and manipulate their partners. Sometimes people turn travel for work into opportunities for sexual adventures with drugs, prostitutes and with masturbation to online pornography.

People enter cycles of these and other behaviours for years, changing patterns of acting out and creating the illusion that addiction is lessening, the way an alcoholic might switch from spirits to beer. When James became sober from chemicals, his sex addiction accelerated into having anonymous sex with strangers and later with the use of internet pornography. It is understandable that sex and the seeking of it can become addictive. Mitchell says:



Sex is a powerful organiser of experience. Bodily sensations and sensual pleasures define one’s skin, one’s outline, one’s boundaries; and the dialectics of bodily and sexual intimacies position one in relation to the other: over, under, inside, against, surrounding, controlling, yielding, adored, enraptured, and so on.



(Mitchell, 1988: 103)








James compulsively sought anonymous sex for years and, in his relationships with lovers, friends and family, he recognised that he was ‘avoidantly attached’. He had forged a reasonably successful life with his robust personality; but, beneath his facade, he was depressed and withdrawn. In his sex addiction, it was often contact rather than intimacy that was the primary goal. Avoidant people retain a sense of power by compulsively withholding themselves from intimate relationships. Mitchell and Black write, ‘At the root of all defences, Bowlby suggested, is detachment, a deactivation of the fundamental and central need for attachment, around which emotional experience is organised’ (Mitchell & Black, 1995: 137). James said that choosing to remain stuck in his life seemed less painful than trying to change his compulsions, but life keeps bringing inevitable change and loss. This resistance is an avoidance of ‘coming to grief’, a phrase in our culture that has become synonymous with danger.


 Sexually addicted people are attracted to all-or-nothing thinking and the excitement of high-risk behaviour. I keep telling my patients, “Exciting does not always mean pleasant”. Sexual acting out is often used by people who feel shame around having emotional needs. Like the compulsive gambler who is unconsciously gambling to lose rather than to win, addicts gain a false sense of mastery by repeatedly and unconsciously dramatising real afflictions and losses that occurred in early life. As Stoller writes:



The original trauma and the struggle that went on, out of sight for the years of childhood, till surfacing in the overt, genitally discharged perversion, are memorialised in the act’s details. And so is the rage that trauma produced in the child and that had to be subdued if life was to go on.



(Stoller, 1986: 120)








Addicts survive in the present by ‘making a drama out of a crisis’. They can then be in a state of powerlessness over their addictive behaviour, believing they have only themselves to blame, particularly when damaging and self-defeating consequences become apparent. This seems baffling, masochistic and perverse, even to the individual engaged in it. Stoller defines ‘perversion’ as sexual behaviour which is harmful to the self and others, and says that it provides a way of ‘turning trauma into triumph’ (Stoller, 1986: 126). He claims that when we can decode the secret fantasies behind the sexual behaviour in which our patients engage, it often reveals the story of their lives.

Steve, a patient who had been adopted in infancy, kept being caught masturbating to pornography by his wife. She was often on the verge of ending the relationship and throwing him out of the house. He would then try, with all his might, to retrieve his position, to be taken back and forgiven, while feeling he was living on the edge of disaster. Stoller says:



We can expect therefore, to find fantasies of revenge against the traumatizer, primarily mother, sometimes father. (When perverse, we are less of a threat to others to the extent we differentiate the immediate object of today’s desire from the original object who frustrated the great impulses of infancy and childhood…)



(Stoller, 1986: 119)








In his fantasy, Steve sexualised the rage he felt towards his mother who gave him away. Turning the tables on his wife/women, his loneliness and primal fear of abandonment was translated into horniness and, when watching pornography, he could pretend that he did not need her. But his deepest fear was that this wife, like his mother, really did not care for, or need him; this was confirmed when she made him leave the family home.

Children absorb knowledge about which emotions and behaviours are allowed to be expressed in the domestic atmosphere. Sex addicts often have long histories of suppressing anger, which becomes rage, and this can be expressed by masochistically suffering through self-sabotaging behaviours. People endure sexless marriages, staying up masturbating with pornography after their partners have gone to bed, rather than protesting about being lonely when left alone, as this might appear to be weak. They often have a highly evolved capacity to sense and dissociate from any threatening feelings. Because sexual craving keeps coming up fresh every day, the addict, in their compulsive re-enactments, exists rather like an animal in an eternal, non-reflective present. On entering therapy, people often have no vocabulary to describe, identify or even understand the emotions they have ‘acted out’ for years.



Recovery






Sorrow concealed, like an oven stopp’d,

Doth burn the heart to cinders where it is.



(William Shakespeare, 1951b: Titus Andronicus, Act 2 Scene 4)








It can take time in psychotherapy and 12-step groups to reduce shame, to form a sense of narrative and to change the focus from exciting, ‘bad behaviour’, to the feelings that drive it. I outlined the recovery process to a patient, telling him that he needed to establish abstinence, then he could grieve and mourn past losses and early trauma, and begin the difficult practice of healthy relating. He replied: “Who in their right minds would want to do all that?” And he had a point. Bowlby described a person’s impaired capacity to make and maintain loving relationships, writing of emotional responses to loss being, ‘[u]‌nusually intense and prolonged, in many cases with anger or self-reproach dominant and persistent, and sorrow notably absent’ (Bowlby, 1980: 138). In recovery we are dealing with the depressive effects of low self-esteem, which has deepened in the addictive vortex of trying to recover alone and failing to make progress. The wells of self-hatred, fear and self-loathing run deep.

Psychodynamic support is needed to find the dysfunctional relational dynamics that continue to trigger anxiety when the addictive payoffs no longer work. There has to be a desire to relinquish intensity and excitement, which is a big ask in an instant culture where waiting, being still and holding on to feelings which offer no ‘quick return’ is actively discouraged. As animals, we are conditioned to react to threat by fighting, fleeing or pretending to be dead. It has to be recognised that, under threat, just thinking about sex produces dopamine which has an immediate sensory payoff. Because acting out to regulate unwanted feelings has become a ‘default setting’, recovering addicts will experience stress when they are expected to be intimate, open and honest. The individual may have an experience with loss or they encounter an external crisis, which provides an emotional ‘live link’ to the place in their relational history where they felt most helpless and vulnerable. This can be caused by the threat of separation or divorce, illegal activity, public disgrace and, in some cases, all of the above.

For James it took the form of a prestigious and financially rewarding job abroad, which he thought was an affirmation of his recovery achievements. Despite being warned that he would be away from his partner, friends, his therapy and 12-step support in a fundamentalist Islamic country, doing very demanding work, he was cavalier and said he would “chew his way through it”. The work went disastrously wrong and he was unable to return home until the contract had been completed, five months later. He began to have anxiety attacks, which caused his throat to close when he tried to eat. He was required to work 15-hour days filled with increasing stress, and he said he envied the immigrant labourers who simply lay down and slept on the dusty ground at lunchtime. As he dropped off to sleep in his five-star, hotel bedroom, anxiety would seize him and keep him awake all night. He said: “I felt utterly helpless and alone in an uncaring universe, praying to an unhearing God for relief that did not come”. On his return to England, traumatised and shaken to his core, anxiety had become a constant physical response, preparing him for fight or flight, whether or not there was danger.

He was keen to talk about how victimised he had felt and although he had been some years in therapy he did not understand that he had had to travel to Saudi Arabia to experience his breakdown. It took time to see he had unconsciously recreated the early trauma of being thrown away by his mother when he was most in need of her, and also recreated his later isolation of being put into hospital and left at the mercy of hostile strangers. This is an example of 
 the ‘repetition compulsion’, in which the psyche seeks to convey to the unsuspecting recipient their original pain. Jan Abram described Winnicott’s idea of the patient’s ‘fear of breakdown’ in therapy, writing: ‘Winnicott’s thesis in this paper, is that the patient’s fear of breakdown in the future is based on a breakdown that occurred in the past’ (Abram, 1996: 165). For James, it had happened years before when he had been beaten, humiliated, abused and abandoned, when he had no ability to process or think about what was happening and no-one had come to his rescue.

James spent a long time feeling depressed and unable to return wholeheartedly to work. One night he awoke from a dream, crying and in deep distress, saying over and over: “There’s a baby crying, there’s a baby crying!” Whenever he told this to anyone he would weep. Faced with this experience, most addicts will ask: “How can I stop feeling like this?” The field of addiction therapy is largely populated by therapists who are recovering addicts themselves and I believe we cannot take people to, or be with them in, places we have not been willing to visit ourselves. If a therapist has not encountered this experience then, triggered by the patient’s emotional vulnerability, they might behave in the same way the original caregivers did, who abandoned or abused the child. Therapists can be drawn into present day problem-solving, feeling under pressure to help the patient escape their terrifying feelings and they might try to hurry them through this process.


Self-regulation




People feel at the mercy of their emotions if their feelings were not explained to them when growing up. Now in therapy, the addict might revisit their traumatic relational past which they had to survive alone as an infant. This time though there is someone by their side who can let them have their difficult emotions, the way that ‘good enough’ parents do. Thaddeus Birchard said: “When a child is lying in the arms of a serene and contented parent, they are downloading self-regulation and absorbing a sense that, ‘everything is alright in the world’” (2014, personal communication). Sometimes the therapist, just by being with an individual and sitting in silence, like a watcher beside a sickbed, can both model and provide a sense of containment. The calm assurance this approach can offer promises relief from feeling driven by addictive thoughts and acting out on them, which, in early therapy, might seem impossible to achieve. Although I seldom meet securely attached sex addicts, it is rare in a person’s life that there has not been someone – a sibling, aunt, grandparent or teacher – who provided some care, attention and attachment on which therapists can build a relationship.

‘Thinking about thinking’, and being able to regulate emotions are products of secure attachment. I encourage recovering sex addicts to practise mindfulness meditation as a way of learning to regard their thoughts and feelings as transitory, instead of feeling overwhelmed by them. People will say that they do not have the time to meditate but the worry and negative projection they hold in their minds all day, while expecting life to get worse (because it always has), is a form of negative meditation. James found a meditative space which he said was like, “having a Rothko painting behind his eyelids”, in which there is, “nothing to do, nowhere to go and no one to be”. He found an internal experience of stillness, awareness and presence, which he said, “resembled the quiet after a first falling of snow”. Meditation is not about escaping; it brings a calm and confident acceptance of the present in which we exist. I encourage people to create a visualisation of serenely holding a child version of themselves, like a nursing parent would, so they can create a sense of themselves as being both ‘the holder and the held’, an experience they might never have had.


 Psychotherapy can help a person to observe the story of their lives with compassion and empathy, where once there had only been shame and emotional chaos. Grief is regarded in attachment theory as being part of ‘nature’s repair cycle’. It is not a series of stages that people go through and then get over. Ogden, writes that:



Mourning rather than depression is the psychological process by which previous object ties are relinquished. Historical memory is itself a form of mourning in that it acknowledges the fact that the past (and the object ties that constitute one’s past) no longer exist in their earlier form.



(Ogden, 1992: 82)








In the early part of his therapy, James, like many people, liked to persist in the belief his childhood had been a happy one, his addictions had nothing to do with his early family life and they were probably no more than bad luck, or the result of his own greed and selfishness. In the media, celebrity addicts are often described as ‘battling their demons’. I see people who still use terms like temptation, lust and sin, who talk about angels and devils on their shoulders, whispering thoughts to them that often make relapse inevitable. These thoughts are derivatives of religious and cultural beliefs, particularly around sexual preference and behaviour, which cause and perpetuate shame.

By the time James left therapy, he recognised that there were childlike, wounded parts of himself which had been longing to be expressed and he had stopped fighting them as if they were monstrous. James realised he had developed a capacity to feel deeply and mourn the losses which had occurred in his own life and which will continue to affect everyone across the life cycle. He was able to support his parents in the time leading up to their deaths, grieving deeply at their passing. He is in a committed, long-term relationship and continues to work in 12-step programmes, in which he helps other sex addicts recover and where he keeps learning to surrender all his ‘exciting’ addictive behaviour, on a daily basis.

At the corner of the street on which I have my home practice, there was a market stall selling household goods, which was run for years by Jane and Tracy, a mother and daughter. Each morning they would fetch their wares, blankets and bedspreads from a nearby lock-up and build their stall from scratch. They then stood there every day, in all seasons and weathers, fair and foul. I once asked, “Tracy, wouldn’t you like a nice shop, where everything was in its place, and you could just go in and switch on the lights?” She said, “John, we’re street traders, I wouldn’t know how to, or want to do it any other way”. I sometimes tell my patients that securely attached people are like the people who have the shop. Insecurely attached people have never had that same sense of ‘object constancy’. Recovering addicts are like street traders; they have to re-build their sense of security from scratch, again and again, every day for the rest of their lives, one day at a time.
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The role of shame in sexual addiction






A review of empirical research
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Introduction




According to Fossum and Mason (1986: 8), ‘addiction and shame are inseparable’. Shame has been understood as an emotion intrinsic to hypersexuality and sex addiction, as noted by a number of researchers and therapists (for example, Carnes, 1983; Gilliland et al., 2011). Similarly, Kaufman (1989: 5) argued that ‘shame disrupts the natural functioning of the self’. Wilson (2000) asserted that shame is a hindrance, which prevents addicts from breaking the cycle of compulsive sexual behaviours and establishing successful recovery. More specifically, Fossum and Mason operationally defined shame and claimed that:



Shame is an inner sense of being completely diminished or insufficient as a person. It is self-judging the self. A moment of shame may be humiliation so painful or an indignity so profound that one feels one has been robbed of her or his dignity or exposed as basically inadequate, bad, or, worthy of rejection. A pervasive sense of shame is the ongoing premise that one is fundamentally bad, inadequate, defective, unworthy, or not fully valid as a human being.



(Fossum & Mason, 1986: 5)








For the purpose of this review, the authors acknowledge that the concepts of sex addiction and/or hypersexual disorder can be understood and defined from a number of viewpoints, and are also mindful that hypersexual disorder is a recent phenomenon, reintroduced by Kafka in 2010 (see Dhuffar & Griffiths, 2015a). Despite how the disorder is defined, shame is a key characteristic of problematic excessive sexual behaviour. Although the role of shame has evolved simultaneously with the use of online technologies (with anonymity leading to a reduction in shame), the concept of sexually problematic behaviour remains, despite what it is called (Schneider, 2000). Therefore, the terms sex addiction and hypersexual disorder will be used interchangeably throughout this chapter.

Given that sex addiction has been viewed as one of the most shame-based of disorders (see Birchard, 2004; Carnes, 1991; Wilson, 2000), it is not surprising that shame is used to manage and anaesthetise hypersexuality. If addiction is about the maintenance of internal emotions, then 
 shame is considered an idiopathic emotional state that is medicated by addiction (Dhuffar & Griffiths, 2014). Birchard (2004) has referred to this process as the oscillating cycle of control and release. More specifically, sex addiction creates a temporary relief and/or fix of pleasure and self-soothing (Carnes, 1991) that is accompanied by an increased level of shame. Carnes stated, ‘shame emerges from addiction. Shame causes addiction. Whichever way the shame is flowing, whether consequences or cause, it rests on one key personal assumption: somehow I am not measuring up’ (Carnes, 1991: 91). In support, Ryan (1995) asserted that sex addiction is a ‘bottom-line behaviour’ and is ‘behaviour driven by shame and producing shame’.

Other scholars (for example, Elison et al., 2006a and b; Nathanson, 1992; Parker, 1998) have described shame as a multifaceted emotion that is experienced as an agonising, internalised affect. Shame has been outlined as a negative feeling about oneself as a person, associated with feelings of unworthiness, wrongness, being unwanted, powerlessness and inferiority (Dearing et al., 2005). Where guilt offers the possibility of reparation and personal growth that can be a part of motivation towards optimistic change, shame is inhibiting and offers no positive effects (Fossum & Mason, 1986; Nathanson, 1994). Potter-Efron (1987) argued that the onset of shame is the incongruity between the ‘ideal’ self and the ‘actual’ real self, leading to feelings of incompetency and disgust.

Many researchers (for example, Baldwin et al., 2006; Brown, 2004; Garcia & Thibaut, 2010; Gilbert, 2000; Harder, 1995; Lewis, 1971, 1987; Nathanson, 1992, 1994; Reid et al., 2009; Tangney & Dearing, 2002) have argued that shame (alongside sex addiction) is associated with a plethora of psychopathologic difficulties (including anxiety, depression, aggression and violence, personal distress and diminished self-esteem). Shame as a subtype of hypersexual behaviours has also been studied in Axis II disorders, such as borderline personality disorder, in patients who present with sex addiction (Rizvi & Linehan, 2005). Some authors (for example, Dhuffar & Griffiths, 2014; Reid et al., 2009) have noted that consequences of sexual behaviours are a strong predictor of internalised shame and this relationship has been recognised as interlinked. Additionally, individuals who present for treatment exhibit intense guilt and shame (Reid, 2010). However, Garcia and Thibaut (2010) have argued that such feelings (during treatment) are predominantly linked with the consequences of hypersexual behaviours.

From a critical standpoint, Reay et al. (2013: 8) claimed that ‘sex and shame have such an enduring relationship that it was easy to popularise the concept of sex addiction’. Despite the viewpoint, it is plausible to surmise that the role of shame in hypersexuality is ever-present. Key factors often neglected in the shame literature are age and gender (Dhuffar & Griffiths, 2014). Weiss (2013) suggested that age plays a major role in how individuals in society engage in sexual exploration. Technological shifts in contemporary society, and the generation gaps between ‘digital natives’ (people under 30 years) and ‘digital migrants’ (people over 30 years), have the capacity to alter levels of shame (as anonymity assists in the elimination and/or suppression of shame).

While much literature has noted the role of shame in hypersexual behaviours, very little is known empirically about how shame has transitioned in an online and technologically literate society. Shame in female sex addiction has often been described theoretically (see Dhuffar, 2015). Therefore, the purpose of this chapter is to briefly present and critically evaluate the empirical evidence concerning the role of shame in sex addiction and/or hypersexual disorder in adults.


Method




A systematic literature search strategy was utilised in order to identify studies to be included in the form of best evidence synthesis. The Web of Science
 and Google Scholar
 databases were used. 
 The most frequent search terms and their derivatives were entered including: ‘sex addiction’, ‘hypersexuality’, ‘hypersexual disorder’, ‘sexual impulsivity’, ‘sexual compulsivity’ and ‘shame’. Other search terms included ‘cybersex’, ‘excess’ and ‘adults’. The inclusion criteria were that the study (i) was published in peer-reviewed journals, (ii) reported assessment and/or the role of shame in sex addiction and/or hypersexual disorder, (iii) was based on empirical data, and (iv) was published between 2005–2015, as few empirical studies (specifically measuring the role of shame in hypersexuality) were undertaken prior to 2005.

Following a systematic review of the current empirical literature (see below for details), a total of seven empirical studies were identified that have specifically examined the role of shame in sex addiction and/or hypersexual disorder (Reid et al., 2009; Gilliland et al., 2011; Reid et al., 2011b; Reid et al., 2014; Petrican et al., 2014; Dhuffar & Griffiths, 2014; Giordano et al., 2015). All seven studies were quantitative in nature (there were no qualitative studies) and are presented chronologically below.


Shame and sex addiction: empirical studies





Study 1




Reid et al. (2009) investigated the relationship between shame and hypersexual disorder in a sample of 71 male hypersexual patients currently in outpatient treatment (with an average age of 30.9 years), comparing them with a control sample comprising 73 participants with an average age of 25.6 years. More specifically, the authors examined which coping strategies associated with defence against shame were most noticeable among these participants. The control sample comprised university students (the authors noted that some data for the control sample were collected from non-traditional students – those who held full-time jobs, took evening classes and were older than the average students – to provide data that were representative of a community sample). Participants completed a number of measures that included the Hypersexual Behavior Inventory (HBI; Reid & Garos, 2007) and the Compass of Shame Scale (CoSS; Elison et al., 2006a). The HBI comprises 19 items that assess the degree to which individuals feel their sexual thoughts, feelings and behaviours are out of control. A score of 53 and above (out of 95) indicates greater hypersexual behaviours. Additionally, the CoSS encapsulates coping strategies used to defend against shame and, as with the HBI, an increased score denotes greater use of maladaptive coping with experiences of shame. There are four subscales of the CoSS: (i) Attack Self, (ii) Withdrawal, (iii) Attack Others, and (iv) Avoidance. Each subscale is associated with different motivations, mood states, cognitions and behaviours. The patient sample was also provided with additional measures (namely, a clinical interview that explored their hypersexual behaviours) combined with the HBI (scores of 53 and above indicated hypersexuality) to classify hypersexuality.

A majority of the hypersexual disorder sample (96 per cent) indicated increased scores on the HBI. Results indicated that there were significant differences on the HBI and CoSS among the hypersexual and control group, with hypersexual participants displaying higher levels of Withdrawal (minimal exposure to shame through the means of withdrawing), Attack Self (anger of shame directed to self, including self-criticism and contempt, consequently intensifying the feelings of shame) and Attack Other (transfer of negative shame to others to lessen an individual’s own intensity of shame). Results of the study suggest the hypersexual group have awareness of their shaming experiences but may not identify their feelings as shame. Furthermore, there were no significant differences among hypersexuals and controls in the Avoidance variable (for example, denial and disassociation from shaming event) of the CoSS. This study adds to the 
 hypersexual disorder literature by offering one of the first empirically-driven investigations on the multifaceted role of shame, despite the small sizes of both samples. However, it has several shortcomings. First, it is a correlational design and cannot be taken to imply causation. Second, the control group did not undertake exactly the same measures as those in the treatment sample (who undertook a clinical interview prior to the completion of self-report measures). Finally, self-report measures have a number of known biases (including social desirability and memory recall).


Study 2




Gilliland et al. (2011) investigated the associations between shame, guilt and hypersexuality in a treatment-seeking sample. The sample comprised 177 participants (including 2 females), aged 18–73 years (average age 34.46), all of whom were undergoing treatment for pornography addiction. Data were collected via an online survey and consisted of demographic measures, Test of Self Conscious Affect–Short Version (TOSCA-S; Tangney & Dearing, 2002), HBI (Reid & Garos, 2007), Sexual Concerns Outcome Questionnaire (developed by therapists at the Brigham Young University counselling centre) and University of Rhode Island Change Assessment (URICA; McConnaughy et al., 1983). Results demonstrated the shame component had a significant positive predictive relationship with hypersexual behaviours. While these findings do not establish a causal link between shame and hypersexual behaviours, they are consistent with theories that hypersexual behaviours may be engaged in as a maladaptive substitute for existing shame, rather than viewing shame only as the result of such behaviour (Gilliland et al., 2011). The study was limited in a number of ways. For example, the sample only included two females, was self-report only and there was no report of the potential influence of gender on the role of shame. Furthermore, the sample was limited to treatment-seeking individuals and therefore the findings cannot be generalised.


Study 3




Reid et al. (2011b) investigated whether maladaptive patterns of shame have direct effect on hypersexuality or if they are indirectly linked through the mediation of other variables (such as, facets of neuroticism). According to the authors, the conceptualisation of hypersexual behaviour is ‘reflected in the criteria proposed for the classification of hypersexual disorder’ (Reid et al., 2011a: 264). Data were collected from a clinical sample in an outpatient clinic that provided treatment for hypersexual behaviours. In terms of general characteristics, the sample comprised 95 adult men aged 29–54 years (average age 31.8 years). All participants reported a sexual preoccupation that had impeded various aspects of their lives (such as relationships, work and education), alongside a number of other consequences of hypersexual behaviours, including financial loss and legal consequences. Measures used in the study consisted of the CoSS (Elison et al., 2006a), Neuroticism, Extraversion, Openness Personality Inventory-Revised (NEO-PI-R; Costa & McCrae, 1992) and HBI (Reid et al., 2011a).

The results showed that shame had a significant bivariate association with hypersexuality (in other words, shame predicted hypersexuality and hypersexuality predicted shame). However, in a test of association (the examination of a relationship between the different categorical variables) shame was not a predictor of hypersexuality. Further analyses indicated the effect of shame on hypersexuality was mediated by neuroticism. The authors suggested that although shame had a significant relationship with hypersexual behaviours, when assessed as an additional contributor, 
 shame failed to improve the prediction of hypersexuality (Reid et al., 2011a). Another important finding to mention is the inability to guard against the painful effects of shame activated facets of neuroticism (such as anxiety, angry hostility, impulsivity, depression, vulnerability and self-consciousness) that contribute to hypersexual behaviours. This study further highlighted that neuroticism potentially has a significant role in mediating hypersexuality. The main limitations of the study were that the findings were limited to a small male-only, treatment-seeking sample among individuals that self-reported on hypersexual measures.


Study 4




Reid et al. (2014) reported the potential negative impact shame and rumination have on hypersexuality. The study comprised 172 male participants (mean age 43.4 years) recruited during a Diagnostic and Statistical Manual of Mental Disorders – 5th Edition
 DSM-5 field trial, which examined the proposed diagnosis of hypersexual disorder. Most of the sample (83 per cent) identified as heterosexual. The aim of the study was to investigate if self-compassion could potentially mediate the association between shame, rumination and behavioural dysregulation (that is, sexual appetite) in a sample of hypersexual men. Measures of assessment included the HBI (Reid et al., 2011a), Shame Inventory (Rizvi, 2010), Self-Rumination Scale (Elliot & Coker, 2008) and the Self-Compassion Scale-Short Form (Raes et al., 2011). Results showed that self-compassion mediated the effects of both shame and rumination on hypersexual behaviours, supporting predictions made by the authors. The main strengths of this study were that the role of self-compassion (as a variable in shame and hypersexuality) is particularly useful when implementing a treatment intervention. More specifically, self-compassion can be introduced during the early stages of treatment with individuals who exhibit hypersexual behaviours presenting with increased feelings of shame. Similar to the limitations reported in the previous study, results should be interpreted with caution, given data were collected among a small male-only, treatment-seeking sample using the proposed criteria for hypersexual disorder, which is not listed as diagnostic criteria in the DSM-5 (American Psychiatric Association, 2013).


Study 5




Dhuffar and Griffiths (2014) undertook one of the first studies that assessed the role of shame in hypersexual behaviours among a non-clinical sample of British females. Data were collected from 102 adult females in the UK, who completed an online survey on hypersexual behaviours, consequences of sexual behaviours, shame and online sexual activities. The aim of this study was to extend the previous findings of Gilliland et al. (2011) and Reid et al. (2009) by attempting to understand both hypersexual behaviours and consequences of hypersexual behaviours as distinct entities and their respective contributions to shame. The authors hypothesised there would be a strong association between the negative affect of shame and hypersexual behaviours and the consequences of hypersexual behaviours. Measures administered included demographic information (which included history of sexual activities over the last 12 months), Hypersexual Behavior Consequences Scale (Reid et al., 2012), Hypersexual Disorder Questionnaire (Reid, 2010), HBI (Reid et al., 2011a), Shame Inventory (Rizvi, 2010) and Internet Related Activities (Daneback et al., 2006). The mean age was not assessed, as data were categorised into young adults (41.7 per cent, aged 18–29 years) and older adults (53.9 per cent, aged 30–42+ years). Demographically, 41.7 per cent of the sample participants were students, 32.4 per cent were employed full-time, sexual preference was primarily heterosexual (87.3 per cent) and two-thirds (65.7 per cent) of the sample had viewed pornography at least once over the past 12 months.


 Additionally, the results indicated that consequences of sexual behaviour was the strongest variable that predicted shame. However, results also showed significant association between shame and hypersexual behaviours. Further tests revealed at least six participants met the criteria for hypersexual disorder, and there were significant differences in experienced levels of shame among young and older adults. Despite the main limitations (namely, a small sample size, and missing data that resulted in the exclusion of the Internet Related Activities instrument), the study offered important insights into the presence of shame in women who are digital natives compared to digital migrants, residing in a Western society, specifically the UK. Furthermore, digital natives (age 30 and under) reported lower levels of shame compared to digital migrants (age over 30), thus supporting the viewpoint of Weiss (2013) that technology plays a significant role in the way shame is conceptualised.


Study 6




Petrican et al. (2014) undertook an innovative experimental study that tested if the induction of shame leads to an increased interest in erotically suggestive targets in a non-clinical sample of heterosexual participants. The study comprised 74 university students (26 males and 48 females) with a mean age of 21.7 years. The experiment comprised a non-predictive gaze-cueing task in which participants were asked to look at ‘flirtatious’ or ‘emotionally neutral’ faces of the same or opposite gender after they had recalled a shameful or emotionally-neutral experience. Participants were also asked to rate the attractiveness of the faces they had viewed and asked to complete three psychometric instruments relating to sexual compulsivity, executive control and socio-sexuality. The authors reported that higher sexual compulsivity predicted weaker gaze-triggered attentional orienting in response to the flirtatious opposite-sex face in the shame condition, and that the finding was accounted for by higher attractiveness ratings of the flirtatious opposite-sex face. The study indicated that shame appears to increase the sexualisation of erotically-suggestive targets in individuals who were sexually compulsive. The authors asserted that the effect appeared to be specific to sexual compulsivity because the interactions remained significant when controlling for individual differences in executive control and sexual orientation. Although the findings were both significant and interesting, it should be noted that the study was experimental, only used university students and had a relatively small sample size. In addition, the number of individuals that were sexually compulsive is likely to have been very small. Consequently, the findings should be treated with some caution until they have been replicated in larger numbers in a more representative sample and with larger numbers of sexually compulsive individuals.


Study 7




Giordano et al. (2015) sought to extend the research of Gilliland et al. (2011), Reid (2010) and Reid et al. (2009) by examining the contribution of four self-conscious emotions (shame-proneness, guilt-proneness, externalisation and detachment). Giordano et al. referred to compulsive sexual behaviours as hypersexuality, in line with the diagnostic criteria of hypersexual disorder proposed by Kakfa (2010). They also acknowledged previous studies had focused (almost) entirely on a male sample and therefore designed the study to include female participants. The sampled comprised 136 males (57.9 per cent) and 99 females (42.1 per cent) with an average age of 20.9 years. Measures administered included a demographic questionnaire, the HBI (Reid et al., 2011a) and TOSCA-3 (Tangney et al., 2000). The results obtained from the male participants indicated that increased shame-proneness and externalisation predicted hypersexuality. In 
 contrast, while females scored higher on shame-proneness than men (mean 45.63 and 43.12 per cent respectively), only detachment was a significant predictor of hypersexual behaviours.

The authors also noted that neither shame-proneness nor guilt functioned as significant predictors of hypersexuality with female participants (Giordano et al., 2015). In summary, as with Dhuffar and Griffiths (2014), this study aimed to extend previous research by including females in their analyses. In support of the study by Gilliland et al. (2011), the authors found there was a positive correlation between shame-proneness and hypersexual behaviour, indicating sexual conquests are used as a means to cope with negative emotional states. One of the main limitations of the study was the correlational design and a majority of the sample (94.5 per cent) identified as heterosexual (given hypersexuality is potentially more prevalent in homosexuals [Reid & Garos, 2014]). Furthermore, data were self-reported, collected from a relatively small number of college students, and previous literature (see Dhuffar, 2015) has reported that hypersexuality in university students is controversial, as many students typically engage in sexual exploration; therefore, findings may not be applicable to the general population. Nevertheless, the study was useful for a number of reasons: (i) it highlighted significant differences in the ways in which shame was experienced by males and females and its associations with attachment theory (Bowlby, 1969); more specifically, the authors addressed the clear differences in the feelings of detachment and/or emotional connection among female participants; (ii) it added to the limited findings on the relationship between shame and self-conscious emotions (shame-proneness); (iii) it provided a number of suggestions for practitioners that could be of potential benefit when working with shame as a precursor and a consequence of hypersexual behaviours; for example, the recommendations encourage therapists working with male patients to explore self-conscious emotions, as well as assist in adopting a healthy sense of guilt relating to behaviours that potentially contradict the beliefs and values of the individual.


Conclusion




The empirical studies presented in the current review highlight that shame appears to be one of the contributory factors in the acquisition, development and maintenance of hypersexuality and vice versa. Whether the problematic sexual behaviour is termed sex addiction or hypersexual disorder, the scientific literature agrees with theoretical speculations that shame leads to hypersexuality (Birchard, 2004; Carnes, 1991; Ferree, 2001), and that hypersexual behaviours lead to shame. The studies discussed in this chapter are the few that have sought (empirically) to explain the role of shame in individuals who show hypersexual behaviours. The majority reported shame as a clear feature of hypersexuality, even within an increasingly technological society in which a lot of sexual behaviour is carried out via internet-enabled applications. Despite the considerable theoretical debate since the late 1980s, it is evident from the above that research that empirically assesses shame as a predictor of hypersexuality has only begun to emerge since 2009. Although each study (except for Petrican et al., 2014) consistently used three psychometrically-validated measures of shame (CoSS [Elison et al., 2006b]; Shame Inventory [Rizvi, 2010]; TOSCA-3 [Tangney & Dearing, 2002]), it must be noted the way in which shame is assessed across all three instruments differs significantly. For example, Part I of the Shame Inventory comprises only three questions, whereas the TOSCA-3 is a more comprehensive measure of maladaptive shame and allows for shame and guilt to be assessed independently.

The studies identified in the systematic review have many of the same methodological shortcomings. All seven studies had small sample sizes, six used self-report measures (subject to many well-known biases, including social desirability and recall), three used male-only samples, four 
 used treatment-seeking individuals only, two used a university sample and all the studies were cross-sectional. To ensure rigour and transparency in measurements of shame, qualitative studies, in addition to further quantitative studies, could potentially provide deeper insight into the roles of shame in individuals who show hypersexual behaviours (see Dhuffar & Griffiths, 2015b).

The limited number of studies comprising a female sample lends support to the theoretical speculations provided by Ferree (2001), who critiqued mainstream definitions of sex addiction as being set up to exclude females. This gender difference remains universally understudied in the sex addiction and hypersexual disorder literature (Dhuffar, 2015; Ferree et al., 2012). Given the significant gender differences in the presentations of shame (see Dhuffar & Griffiths, 2014), it becomes imperative that theoretical speculations are investigated by empirical studies. A number of researchers in the female sex addiction field (for example, Dhuffar, 2015; Dhuffar & Griffiths, 2014; Ferree et al., 2012) have suggested hypersexuality has far greater consequences in females than males (such as, unwanted pregnancies, abortion and/or adoption). It is hoped that chapters such as this stimulate more shame-based research on hypersexual females to help inform gender-specific psychotherapeutic interventions.


Clinical implications and future research




While sex addiction and hypersexual disorder have recently become areas for empirical investigation, there is still much empirical research to be undertaken to look at the role of shame in the acquisition, development and maintenance of hypersexual behaviours. This chapter has highlighted that the function of shame is fluid, so treatment for hypersexual behaviours should incorporate shame-minimising interventions (such as Acceptance and Commitment Therapy and Transactional Analysis) to increase an individual’s understanding of the relationship between deep internalised shame and hypersexuality. The fact that sex addiction and hypersexual disorder are yet to be officially clinically defined as a behavioural addiction can pose a barrier to the assessment of shame. Additionally, shame conceptualised in such behaviours could also present difficulties for future research in this area, given that the validity of sex addiction and hypersexual disorder remains unclear.
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Introduction




Appearing first in the 16th century, the word ‘addiction’ meant originally either (1) the binding or attachment of a person or persons by another person to someone or something, or (2) the binding, attachment or devotion of oneself to someone or something (The Compact Edition of the Oxford English Dictionary
 , 1979; Schaler, 2000). The Latin root of the word is the verb addicere
 which means ‘to assign’ (The
 Oxford Dictionary of English,
 2010). For most of its history, ‘being addicted’ therefore meant to be assigned actively through the decision of another or oneself to being bound, attached or devoted to someone or something. It was not until the 20th century that ‘being addicted’ to something increasingly came to mean being ‘physically and mentally dependent on a particular substance’, such as alcohol or pills (The
 Oxford Dictionary of English
 , 2010). Informally, it maintained much of its traditional meaning – that of being ‘enthusiastically devoted to a particular thing’, such as computers (The
 Oxford Dictionary of English
 , 2010), with its clear implication that an active choice of preference had been made by the addict for the object of devotion. However, the formal meaning of addiction changed so that the addict was understood to no longer choose what he was addicted to, but rather to fall victim to the addictive substance that had now become the causal agent of the addiction. The addict, meanwhile, had become a passive dependent with little or no ability to control whether or not he continued his addictions. As the 20th century wore on, this new definition and understanding of addiction was refined and widened by psychotherapists, psychologists and psychiatrists so that addictive behaviours were also claimed to be symptoms indicative of disease, and activities such as gambling, exercise and sex, as well as substances, were now understood to be causal agents as well as objects of addiction. The disease model for behaviours arising out of addiction, such as excessive drinking, drug-taking and indeed sexual behaviours, was of course nothing new. In 1774, Benjamin Rush claimed that excessive drinking was a disease in which the causal agent was alcohol and the drinker had lost control over his drinking behaviour to such an extent that the only remedy was to abstain from alcohol completely. By 1812, he and Samuel Merritt had extended the argument to the ‘morbid state of the sexual appetite’ (Birchard, 2015: 3–4). What was new in the 20th century was the attachment of the word ‘addiction’ – a term that already accurately described the nature of the subject phenomenon – to a fundamentally different 
 understanding of what that phenomenon was. From an existential point of view, this medicalisation and pathologising of addiction was most unfortunate and inaccurate.


Sex addiction is not a disease




From an existential perspective, that which is described commonly as sexual addiction is not understood as a pathological condition with attendant predictable causes, symptoms and involuntary behaviours that afflict the individual and over which he has no control. Since sex addiction (or indeed any other addiction or compulsivity) is assumed to not be a disease, it is also assumed that it cannot have an aetiology, such as cancer or malaria might. Instead, the behaviours associated with sexual compulsivity are understood as a manifestation of a person’s free will, a personal way of relating and responding to one’s lived experience that is chosen by an individual and for which he is responsible.

Existential psychotherapy is a philosophically based therapy that draws its understanding of what it is to be human (and all that goes with it) from the works of great philosophers of existence such as Jean-Paul Sartre (1905–1980), Martin Heidegger (1889–1976), Martin Buber (1878–1965), Friedrich Nietzsche (1844–1900) and Søren Kierkegaard (1813–1855). On the basis of this philosophical understanding (more of which will follow in due course), existential therapists challenge the medical model of mental illness in general. In Emmy van Deurzen’s words:



The existential approach does not set out to cure people in the tradition of the medical model. Clients are not considered to be ill but rather to be sick of life or clumsy at living. When people are confused and lost, the last thing they need is to be treated as ill or incompetent. What they need is some assistance in surveying the terrain and on deciding on the right route so that they can again find their way. They need a map and a compass.



(van Deurzen, 2012: 30)








Increasingly, there are moves being made to define sexual addiction as a mental disorder. Existential therapists are suspicious of the labelling of people with diagnoses of ‘objective’ mental illnesses or disorders for fear that the autonomy of the person will be denied and compromised. R.D. Laing (1927–1989) was a psychiatrist heavily influenced by existential thought who, in turn, was highly influential in the development of existential psychotherapy in Britain. Laing sought to show that the puzzling, disturbing, ‘mad’ behaviours of people diagnosed with schizophrenia could be seen as comprehensible, if bizarre, responses to the familial, social and political context in which such individuals found themselves. Working with Aaron Esterson, Laing described the danger of a psychiatrist approaching a person pre-diagnosed with schizophrenia as if the existence of the illness was an established fact. In such a case, the psychiatrist ‘then has to discover its “cause” or multiple “aetiological factors”, to assess its “prognosis”, and to treat its course. The heart of the “illness”…then resides outside the agency of the person’ (Laing & Esterson, 1990: 18).

In other words, if a psychiatrist (and potentially his patient, too) submits to a diagnosis of schizophrenia, an assumption is made that an organic illness has control over the person, that a professional is best placed to assess and treat it, and that the patient is and has been powerless in the whole process. The same might be said if a therapist and his client submit to a diagnosis of sexual addiction as a particular mental disorder with an accepted aetiology, prognosis and treatment.

Thomas S. Szasz, another psychiatrist – who practised as a psychoanalyst in the existential tradition – was perhaps the practitioner who most vehemently and persistently denied that mental illness was a disease. In Szasz’s view, diseases or illnesses could only affect the body, not 
 the mind as that was a non-physical entity. Mental illness was therefore a metaphor. A mind (rather than brain) could be sick only in the way that jokes are ‘sick’ or economies are ‘sick’ (Szasz, 1972: 275). The finding of a tumour in the brain would not verify the existence of a mental illness that had been diagnosed previously on the basis of irrational and disturbing behavioural symptoms. Instead it would clarify that the patient had a physical disease that caused the patient to behave strangely (Szasz, 2010: xiii). Right up to his death, Szasz remained to be convinced that the majority of the people psychiatrists treated had medical conditions. Instead he argued: ‘Psychiatrists are not concerned with mental illnesses and their treatments. In actual practice they deal with personal, social, and ethical problems in living’ (Szasz, 1972: 269).

The responses and behaviours of people with purported mental health issues were to be understood in terms of personal freedom and responsibility, as manifestations of the problems in living that they experienced in the particular personal, social and ethical context of their lives. Simply put, ‘“mental illness” is not something a person has
 , but is something he does
 or is
 ’ (Szasz, 1972: 275).

Szasz also railed against the idea that addiction was a disease or some kind of mental illness. He compared the attitude of society and the medical profession towards drug addiction to that formerly held towards sex, and in particular masturbation. Where masturbation previously had been ‘professionally declared and popularly accepted as both the cause and the symptom of a variety of illnesses’, medical opinion had altered to such an extent by the time he was writing in 1977 that ‘whether or not a person masturbates is medically irrelevant, and that engaging in the practice or refraining from it is a matter of personal morals or life-style’ (Szasz, 1977: 31). Szasz believed similarly that drug addiction was a matter of moral judgement, rather than medical concern and treatment (Szasz, 1977). It is ironic, therefore, that the current attitudes of society and the proponents of the medical model of sex addiction are circling back in some respects towards ideas about sex that have long been considered outdated and inaccurate in Western society.

Szasz saw “getting hooked” on an object of addiction as ‘simply an aspect of the universal biological propensity for learning, which is especially well-developed in man’ (Szasz, 1977: 33). He described it as a fundamental characteristic of all of us that we become habituated (which for Szasz was the same process as becoming addicted) to all manner of things, which might range from narcotics to orange juice to sex. As our habituation (addiction) develops, we acquire an increasing tolerance to that to which we are habituated and our craving for it grows. The habit can be broken if we want to break it but it may well be that, for whatever reason, we do not want to break it (Szasz, 1977). Since addiction is a completely natural process of learning and one that we can choose to unlearn, there can be no question of it being a disease leaving the addict powerless.


Neuroscience supports the existential view




But is there any truth in what Szasz asserted? Proponents of the disease model of addiction will and do insist that recent advances in neuroscience have proved that addiction – including sex addiction – is a disease of the brain. They will claim this is evidenced by identifiable changes in the brain that become apparent as the addiction takes hold, and that these changes lead to the patient losing the ability to control their behaviour (for example, American Society of Addiction Medicine, 2011; NIDA, 2010; Ray, 2012; SAA, 2012). This argument clearly needs to be addressed but there is a danger that the basis for many of the counterarguments that an existential practitioner might produce will not be considered valid by those who are convinced by the disease argument. One of the criticisms of existential psychotherapy over the years has been that it is not ‘evidence-based’. For the therapy to be ‘evidence-based’ its critics require its practitioners to produce empirical scientific proof in support of any understanding of the 
 human being and for ways of working that stem from this understanding. The basis of existential assumptions about the person is, however, primarily philosophical and thus thought to be unconvincing. From an existential practitioner’s point of view, this dismissal of centuries of wisdom may be frustrating, limiting and highly questionable but, in the present case, need not act as an impediment. The value of scientific data as one source of evidence is as obvious to an existentialist as anyone else and the findings of neuroscience itself can be used on their own to support a Szaszian conception of addiction as a habit developed in response to a problem in living. Once this has been established, the further exposition of an existential understanding of the phenomenon of sex addiction can be developed without the need to continue to contend with the disease/mental illness model of it.

Dr Marc Lewis, a neuroscientist and professor of developmental psychology, has shown that the changes in the brain that take place as addiction grows are the same as changes that take place as any habit develops. Indeed, far from being indicative of anything pathological, the changes in the brain are precisely those that occur when a person learns something. When learning occurs, the synapses that form connections between neurons in the brain change, creating new neural pathways. This happens when a person has an emotional response to a particular experience. The more experiences of a similar nature that are repeated, the more new neural pathways are developed and the more an emerging behavioural habit – good or bad – is likely to become established. This is exactly what happens in all types of addiction. This includes the purely behavioural addictions, such as sex addiction, which do not involve the taking in of external substances. Repeated motivating emotional experiences (experiences that alleviate boredom or anxiety, feel good and are engaging because they are found to be meaningful) produce changes in the brain that start to define future experiences. That which is experienced as desirable becomes increasingly desirable and the behavioural pattern of attaining it is consolidated. In other words, the same thoughts and behaviours are repeated until they become learnt habit (Lewis, 2015).

This all reflects the ‘neuroplasticity’ of the brain. The term describes the brain’s fundamental changeability, a changeability that is central to all human development. Lewis asserts that this uncontroversial first principle of neuroplasticity can become forgotten:



Yet neuroscientists that study addiction seem to have missed the point. They put people through a number of brain scans, and when they notice changes after someone has taken a lot of cocaine or drunk a lot of booze, they say, “Look! The brain has changed!” If neuroplasticity is the rule, not the exception, then they’re not actually saying that much at all. The brain is supposed to change with new experiences. In fact, the newer, more attractive, and more engaging something is, the more likely the brain is to change, and the more likely those changes are to condense into habits.



(Lewis, 2015: 32–3)








If an addiction is in neural terms a (bad) habit that has developed, there is nothing to prevent the neuroplasticity that has provided the biological starting point for the development of that addiction to also provide the potential springboard for developing beyond it (Lewis, 2015: 194). There is, though, a distinct hurdle to overcome. As a person becomes seriously addicted, his neuroplasticity diminishes. The desire for wellbeing becomes ‘wired together’ with the desire for the object of addiction to the extent that feeling good without the latter seems unimaginable. However, contrary to the saying ‘once an addict, always an addict’, it is possible for the synaptic pathways that bind these two desires together into one neural network to decay and new pathways and networks to form with the effect that motivation for wellbeing is no longer so closely associated with desire for the object of addiction (Lewis, 2015: 208–9). Put another way, 
 new learning can replace the old. This is not to say, though, such learning will come easily. For instance, Lewis refers to the detrimental focus in addiction on the present, without regard for the past or future. Living his life ‘in the tomb of the present’ (Lewis, 2015: 205), the addict struggles to connect with his past and to project into his future because the motivational, desiring part of his brain (the striatum) is not connecting to the dorsolateral prefrontal cortex, which is the part of the brain that plans, reasons and self-regulates. Due to this disconnection, ‘desire drives behaviour in small redundant circles, independent of insight, perspective, and higher order goals’ (Lewis, 2015: 205). To break these vicious circles and start to form new neural networks, the addict will need to begin to look at his experience in a wider context, to think about how he got to be where he is are now and to consider where he might be going in the long term (Lewis, 2015). Finding the motivation to do this will be hard, but it is not impossible. There have been, after all, numerous examples of addicts developing lives beyond their addiction. Therapy (particularly perhaps existential therapy) can help with this.

The frequent repetition of the claim neuroscience proves addiction is a disease rendering the addict powerless is highly questionable. In fact, the empirical evidence suggests it is not a disease but rather, as Szasz suggested, a habit (one that does not arise from any deterioration in brain tissue or function). Neuroscience does show, however, that it becomes increasingly difficult for the addict to be able to think of other responses to the desire to feel better, other than turning to the object of addiction, as his tolerance and craving for it increases. This may be so, but what it does not show is that to be addicted means that an individual has lost either the freedom to choose how he responds in a given situation or the responsibility for the choices he makes.


Sex addiction as bad faith





To explain what I mean, I would like to develop an understanding of addiction, including sex addiction, which is based on the philosophy of the most famous of the existentialists, Jean-Paul Sartre (1905–1980). In particular, I will focus on Sartre’s description of the human tendency to be in ‘bad faith’. It seems to me that living a life of addiction is a paradigm case of being in bad faith.

Sartre describes the human being as being condemned to be free (Sartre, 1997). Each of us is responsible for everything we do. We define who we are by what we do, through the choices we make on the basis of what we assume, believe, understand and value. Otherwise, we are nothing. Our existence precedes our essence:



What do we mean by saying existence precedes essence? We mean that man first of all exists, encounters himself, surges up in the world – and defines himself afterwards. If man as the existentialist sees him is not definable, it is because to begin with he is nothing. He will not be anything until later, and then he will be what he makes of himself.



(Sartre, 1997: 28)








This is not to say that what a person makes of himself at one time will then continue to define him. Sartre tells us that ‘human conduct cannot be finally defined by patterns of conduct’ (Sartre, 1958: 64). Any ‘self’ a person might have is the ongoing creation of his own freedom in relation to the context of his lived experience and environment at any particular time. Who and what a person is can therefore be more easily understood ‘as a process rather than an essence’ (van Deurzen-Smith, 1996: 59). There is nothing that influences how
 a person feels and behaves – that is, his values, beliefs, understandings and assumptions – that is fixed. Familiar responses ‘consistent with one’s personality’ must be chosen again and again in relation to each new situation in which an individual finds himself. Being human therefore involves a constant choosing of oneself
 out of nothingness. This is burdensome. It is a heavy responsibility that every person would like to avoid. Sartre says each of us longs to become massif
 , to possess the solidity of things. For if we were to possess the solidity of things, we would then be complete and there would be no more choosing to do. We would be defined once and for all and this would remove the anguish of the responsibility that our never-ending, ineliminable freedom brings. Despite it being an ontological impossibility, we therefore frequently pretend
 we are massif
 . In the state of being that Sartre describes as ‘bad faith’, we pretend we have no choice but to be the way we are or to do the things we do, or we imagine the choices we do have are much more limited than they actually are. And there is always a choice, however grim it might be.

Some of us fall into bad faith more often, more deeply and more profoundly than others but it always remains a permanent risk to which none of us can avoid succumbing completely. ‘For a very great number of people’ it becomes the ‘normal aspect of life’ (Sartre, 1958: 50). Three famous examples of being in bad faith that Sartre describes are:



1.The Waiter, who carries out his duties like an automaton so that all his movements, gestures and vocal expressions seem to the observer to be mechanisms:





He gives himself the quickness and pitiless rapidity of things. He is playing, he is amusing himself. But what is he playing? We need not watch long before we can explain it: he is playing at being
 a waiter in a café.



(Sartre, 1958: 59)









The waiter is acting as if he has the fixed essence ‘waiter’, as if that is all he is (that thing
 ), and as if that is all he can possibly be. This is clearly not the case but he avoids the anxiety of considering what else he might be and whether it would be better to be other than he is by becoming so deeply absorbed into his role that alternative possibilities do not occur to him.









2.The Woman in the Café, who is enjoying herself in conversation with a man who has invited her there for a drink. She does not know yet what she wants from the relationship. She knows that the man desires her sexually but for the time being ignores this, attaching to the man’s behaviour only its ‘immediate meanings’ (Sartre, 1958: 55) of sincerity and respect. Suddenly though the man’s hand takes hold of hers and it would seem the time for a decision has come. Will she leave her hand there acknowledging that the relationship has become sexualized or will she withdraw it and lose the ‘unstable harmony which gives the hour its charm’ (Sartre, 1958: 55)? She does leave her hand there but in such a way that she does not notice
 she has done so. This is because she has become ‘all intellect’ (Sartre, 1958: 56). While her companion is feeling encouraged sexually, she has divorced her body from her soul so that her hand rests inert in his hand ‘neither consenting nor resisting – a thing’ (Sartre, 1958: 56). In this way, the woman (temporarily at least) feels there is no choice she needs to make by pretending to herself that she is not an embodied, sexual being.









3.The Anti-Semite, who is ruled by passion and disregards reason in his absurd arguments against the Jew. He knows his arguments do not hold up rationally, but he is seized by fear and anxiety in the face of his nothingness and the uncertainty of existence. To be rational would be to grope for the truth, to be tentative, to accept that new considerations cast doubt on what one thought was the case, to not know where one is going and even to appear hesitant. The Anti-Semite cannot tolerate this. He must have ‘the durability of a stone’ (Sartre, 1995: 18). 
 He wishes not to change and to avoid the indefinite nature of truth by only being open to his passions. The strength of his emotions give him a ‘lightning-like certainty’ (Sartre, 1995: 19), hold his rationality in leash and ensure he is impervious to experience. He becomes one who ‘seeks only what he has already found, wherein one becomes only what he already was’.





(Sartre, 1995: 19)








Unlike psychoanalysis, Sartre’s is a ‘surface’ rather than a ‘depth’ psychology. There is no unconscious part of the mind that is inaccessible to a conscious part of the mind, in the way that Freud describes it. The totality of mental states are conscious. This ‘translucency’ of consciousness means that the ‘lie to oneself’ that Sartre argues occurs in bad faith – for example, the Waiter’s conviction that he is nothing but a waiter – is not equivalent to a lie to somebody else. Sartre’s argument might be expressed in the following way: when I lie to somebody else, I rely on the fact that my consciousness is hidden from that person. However, when I lie to myself in bad faith about the scope of the possibilities open to me, all those possibilities are there in plain view for me to see. This means that, at one and the same moment
 , ‘I must know in my capacity as deceiver the truth which is hidden from me in my capacity as the one deceived’ (Sartre, 1958: 49). Yet if I try to lie deliberately to myself, ‘the lie falls back and collapses under my look’ (Sartre, 1958: 49). Therefore, bad faith cannot be understood strictly as self-deception, but rather as self-distraction (Cox, 2008), or an evasion of the truth
 . This might be through identifying too greatly with certain aspects that are competing with other aspects of oneself (Cooper, 1999). For instance, the Waiter identifies with his work identity at the expense of his personal identity, the Woman in the Café identifies with her cognitive being rather than her bodily being, and the Anti-Semite identifies with his emotional responses rather than his thoughtfulness. But in each case, the alternatives are all in plain view, conscious but not truly reflected on or engaged with.

Is such non-reflection, non-engagement and evasion of the truth not also the case with the sex addict? For instance, how many times will he say ‘I know what I’m doing is harmful to me’ or ‘What I’m doing contravenes all my values’ and yet how many times will his brave attempts to desist because of the consequences fall away as his desire gets the better of him and he feels like he has no choice other than to ‘act out’? Ultimately, he chooses to go down this dangerous path because its attractions in the moment hold something that is more desirable than anything else he can think of. In that moment, he is completely focused, there is no uncertainty, he is what he is. The anxiety of the never-ending need to choose how to deal with his problems in living temporarily disappears as – in non-reflective fantasy – he fixes himself absolutely.

Furthermore, does not the self-adoption of the medical model meaning of ‘addict’ frequently lead to an attitude towards living where the individual ‘seeks only what he has already found, wherein one becomes only what he already was’, like the Anti-Semite but in a very different context? If a person believes he is ill and cannot control himself, is it not likely that will turn out to be the case? Many a sex addict in ‘recovery’, having adopted the label ‘addict’, begins to approach his life through the prism of that fixed definition of himself. His response to situations are analysed in terms of what they reveal about, and how they reflect, his addict identity. The choices he might make in different situations, therefore, are understood as the choices an addict might make. Accordingly some choices that might well be viable options in a particular situation for someone who is not an addict are believed to be unsuitable for the addict because he is an addict
 . In this way, he closes himself to the fullness of his freedom. His bad faith can be promoted and exacerbated by those trying to help him ‘recover’ too, whether the latter are professionals providing treatment or therapy or other addicts following an addiction programme such as the 12-step programme. From a Sartrean perspective, such helpers also are in bad 
 faith for they seek to deny the freedom of others to define themselves. Sartre exemplifies this phenomenon when he identifies the demand the public makes on the Waiter, as it does on all tradesmen, to realise himself as
 a waiter. The Waiter’s conformity to this expectation is a non-reflective response to the power of this demand (Sartre, 1958). For Sartre, there is a perpetual conflict between people in which each person is involved in a struggle to objectify the Other and not to be objectified by them (Sartre, 1958). The therapist or 12-step member who insists to another person that he/she is
 a powerless addict demands from that individual that he sacrifices his freedom to be other than that. He also demands from the person that he denies the responsibility which goes with his freedom to choose. In the trough of despair, which is usually where the addict is when he first seeks help, it can be very hard to resist such demands.


Working existentially with sex addiction




Reading the above section may prompt concern in the reader that an existential practitioner might seek to impose on the client another kind of orthodoxy than that promoted by the proponents of the disease model. This would not be the case as the aim of existential therapy is not to define the meaning of the client’s experience for them on the basis of a body of theoretical knowledge but rather to help him clarify his experience in his own terms. To do this, the existential therapist approaches his client with a number of assumptions about what it is to be human. These assumptions mould the therapist’s attitude towards his client and how he might relate to him.

Primary in these assumptions is the belief that each person relates to his experience in his own particular way. Any meaning that experience may have for an individual can only be formed through the unique perspective afforded him through the interaction with his particular life context. In his magnum opus
 , ‘Being and Time’, philosopher Martin Heidegger (1889–1976) seeks to develop a fundamental ontology of the human being (Heidegger, 1962). He does not describe people as such. Instead he refers to the human being as Dasein
 , which translates as ‘being-there’. Heidegger describes Dasein
 ’s existence as one of ‘being-in-the-world’. For Heidegger, the existence of the human being can never be separated from its context of unremitting involvement with the world (‘being-
 th
 ere
 ’), the world of which it is a part. In practical terms, this means that each of us cannot be understood other than in terms of relationship with the world. There is no discrete self or pure consciousness that is ‘capable of objective inspection’ (van Deurzen & Kenward, 2005: 47). Neither subject nor object, an individual can more accurately be understood as the relationship itself.

It is inevitable that the relationship that is one Dasein
 will be different from that which is any other Dasein
 . From birth, our place in the world, our form of enmeshment with it and the possibilities it holds vary from person to person. Each encounter with other people, with the particular environment in which we find ourselves, with our bodies and those of other people, and fundamentally with the time left to us to live, is filled with a meaning that builds on the pre-existing meanings we have formed through earlier experiences and carry with us in our being. The varying, changing and interlacing meanings we bestow on our lived experiences mean we build up a distinct and unique worldview that will be reflected in any of our cognitive, emotional and behavioural responses to new experiences. In our present, we always incorporate our past as we project into our future, even if we are not reflectively aware we are doing it.

The therapeutic implications of this are plain. There is no objective truth about the origin and meaning of sex addiction, or indeed any other addiction or non-instinctive behaviour. There is no reason to believe the behaviour of the sex addict is identifiable as predictably symptomatic of an illness or mental disorder in the absence of any abnormal physical lesion. Instead the behaviour can be assumed to be a specific and personal response to the addict’s 
 current situation, chosen by him on the basis of his worldview. Accordingly, as with any specific presenting issue, an existential therapist will not tend to utilise particular techniques or strategies tailored to working with sex addiction when working with sex addicts. Instead, he will seek to engage spontaneously and thoughtfully with his client as a unique individual, hoping to remain open to this uniqueness to help the person clarify in detail what his worldview is and how it relates to his particular motivation to behave as he does sexually.

To do this, a thorough exploration of the person’s lived experience needs to take place. The therapist will attempt, as far as possible, to imagine the client’s understanding of his experience within the horizons of reference of the client. The therapist will seek, therefore, to see the world of the client through the eyes of the client. He will work within the limits of meaning of this worldview and help the client to identify, clarify, expand and develop his existing understanding of his experience without providing a new meaning for that experience based on specialist knowledge. The aim of the therapist is not to decide what is acceptable, sensible or might be changed in how the client approaches life. Instead it is to assist the client in carrying out what Ernesto Spinelli calls ‘descriptively focused enquiry’ (Spinelli, 2015: 148) of his experience through phenomenological exploration. Phenomenology is a form of enquiry consistent with the existential assumptions Heidegger describes in terms of ‘being-in-the-world’. The founder of the Phenomenological Movement of the early 20th century was Edmund Husserl (1859–1938). The rules of his method of phenomenological enquiry foster an open, careful and non-judgemental attitude towards the client:



1.The Rule of Epoché encourages the therapist to set aside, suspend or bracket his own assumptions, values and interpretations in relation to the client and what the client brings so that he can more easily focus on the client’s meaning.




2.The Rule of Description encourages the therapist to foster and employ description rather than explanation or objective analysis based on pre-existing theory.




3.The Rule of Horizontalization encourages the therapist to avoid initially giving greater emphasis or significance to certain aspects of what the client experiences compared to other aspects of that experience.











(Spinelli, 2005, 2015)








Gradually, as the therapy continues, and its process of description proceeds without any rush to find answers or definitive interpretations, the richness and fullness of the client’s lived experience emerges in a wider context. The significance of past learning on present behaviour and future aspiration becomes clearer. The internal inconsistencies in what a client tells himself about himself become increasingly apparent. He is likely to find it harder to ignore the truth he is evading in bad faith. For instance, a sex addict might admit that he continues with his addiction because it is the only thing in his experience that soothes the pain of his lifelong experience of being unlovable to, and not good enough for, others, starting with his parents. He finds he is disgusted by himself and has long assumed his current life is all he could ever deserve. But then, as he looks further, he begins to identify things he cannot deny are of value and perhaps (or perhaps not) a corner is turned. The therapist will draw out explicitly what is communicated implicitly, and actively promote further description, but will not direct a client to a particular meaning for his experience.



Transcending sex addiction: reclaiming freedom




I have found in nearly 15 years of working with sex addicts that, in practice, working existentially tends to complement rather than confuse any other work a sex addict may be doing in other types of therapy or 12-step programmes. This might sound surprising. What happens, for instance, when a client is told he is ill and consequently sees himself that way, as having a disease called sex addiction and being powerless over his behaviour? Clearly these assumptions are contradictory to the existential understanding of addiction described in this chapter. But since the aim of existential therapy is for the client to clarify his own understanding of his experience rather than be provided by the therapist with theoretical interpretations of what his experience means, this does not prove problematic. My job is to help the person in front of me to make sense of what he is going through and not to discover the ‘truth’ revealed in existential philosophy. This making sense might well be through a pathologised understanding of himself, at least to begin with. In my experience, though, clients that tend to do best (to transcend their addiction) start to question the disease model of sex addiction and the modes of behaviour prescribed for them that arise from it. The language and framework provided by the 12-step approach can provide a desperately sought grounding of certainty and support when someone first seeks help, but continued unquestioned acceptance of its tenets can leave that person caught in a loop of repetitious understandings and directions that allows for no development beyond a bestowed identity with limited expectations and possibilities. However, when a client gradually begins to consider this language and framework critically, he often discovers his freedom to develop and own an identity beyond that of ‘sex addict in recovery’. For instance, he might begin to play with the language he has learnt in order to describe his experience. Where before it had provided an effective (though definitive) means of expressing himself that was all but lacking prior to seeking help, now it becomes the starting point of a new language that can be used more accurately to express his current and changing experience. Tentatively, he might start to question the assumptions he has received about himself and reassess them, taking back his freedom and responsibility to define himself. He can then make his path out of addiction more fully his own and feel more in control of the process. My attitude to my clients, whatever they decide is the truth, remains consistent with the assumptions I have described. I do not disagree with a client if he states he is powerless, for instance, but I do not relate to him as if he is. If he expresses a doubt that he is powerless, I do not see this as an opportunity to adopt the role of arbiter of truth by confirming he is correct, but instead I invite him to say what he means.

I do believe the sex addict always has a choice. However, the choices he has made, is making and may have to make are not straightforward. It is not, as Marc Lewis points out, a case of ‘simple volition’ (Lewis, 2015: 22). It can often be extremely difficult for a person to recognise he has freedom and that, for whatever reason, he has long struggled to embrace it. The starting point for my attitude towards a client, therefore, must be compassion. He may be living in bad faith, but then so am I and so is everyone else. Being in bad faith is an existential. It is an aspect of being human that we all share in one way or another.

In ‘I and Thou’, his most celebrated work, Martin Buber identifies two basic modes of human relating: I-It relating and I-Thou relating (Buber, 1958). I am reminded of how he distinguishes between these two modes. In an I-It relationship, the Other is related to as an object. Particular aspects of him are focused on. It might be, for instance, that he is related to as
 a sex addict. In an I-Thou relationship, the Other is met directly: ‘not as a nature able to be experienced and described, a loose bundle of named qualities. But with no neighbour, and whole in himself, he is 
 Thou
 , and fills the heavens’ (Buber, 1958: 21). Buber tells us that there is nothing we can do
 to bring about an I-Thou relationship. We can only be open to the possibility of this rare, transitory and precious state. Although it might rarely come into being, I hope that knowing about it as a possibility means that it is not a sex addict I am talking to in my consulting room, but rather a unique person
 .
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The treatment of sex addiction








 4.1





Clinical assessment and diagnosis of sexual addiction






Joshua B. Grubbs, Joshua N. Hook, Brandon J. Griffin, J. Kim Penberthy and Shane W. Kraus







Introduction




The concept of sex addiction is a controversial subject among both academics and therapists (Kingston, 2015; Ley et al., 2014; Prause & Pfaus, 2015). Despite falling short of inclusion in the Diagnostic and Statistical Manual of Mental Disorders – 5
 
th

 Edition
 (DSM-5) and the International Statistical Classification of Disease and Related Health Problems
 (ICD-10), sexual addiction – also known as compulsive sexual behaviour, hypersexuality, sexual compulsivity, hypersexual behaviour and hypersexual disorder
 
1

 – is a commonly encountered problem in clinical practice (see Mitchell et al., 2005; Mitchell & Wells, 2007; Reid et al., 2012a). The lack of official diagnostic criteria has obscured the process of assessing for sexual addiction. Indeed, one of the most noted benefits of the proposed criteria for hypersexual disorder in the DSM-5 was the utility of having formalised standards that included the concept of sexual addiction (Reid et al., 2012a). To that end, the present chapter reviews the relevant literature related to the clinical assessment and diagnosis of sexual addiction. Recommendations for clinical practice will also be discussed.


Assessing sexual addiction




In the current chapter, sexual addiction is defined as a pattern of dysregulated behaviours, characterised by excessive engagement in nonparaphilic sexual activities, perceived inability to control obsessive thoughts about sex, emotional distress associated with sexual activities and continued engagement in sexual activities after experiencing negative social, psychological and interpersonal consequences (Kafka, 2010). In the following sections, we describe a foundation for understanding accurate psycho-diagnostic assessment of sexual addiction, review the problems associated with clinical assessment and diagnosis, and provide recommendations for diagnostic and treatment planning purposes.

As has been argued elsewhere (see Grubbs et al., 2015b; Kaplan & Krueger, 2010; Womack et al., 2013), there is a continuing need for a systematic and rigorous approach to the assessment of sexual addiction. There is a lack of rigour in prior research related to the diagnosis and treatment of sexual addiction (for reviews, see Hook et al., 2010; Hook et al., 2014; Womack et al., 2013). From a survey of the available literature, it appears some treatment studies have relied 
 heavily on participants’ subjective reports that they are addicted to sex, whereas other studies have used different diagnostic criteria and assessment inventories to assess sexual addiction (Hook et al., 2014). In short, despite a number of studies purporting to address issues of sexual addiction, there is no consistent diagnostic standard employed by researchers and therapists working in the field. This lack of consistency and rigour has hampered both research (see Short et al., 2012) and recommendations related to the clinical treatment of sexual addiction (see Grubbs et al., 2015b). Given these inconsistencies, we believe it is necessary to evaluate the process of assessing and diagnosing sexual addiction at a theoretical and applied level.


Understanding proper psycho-diagnostic assessment




Prior to examining the specific process by which sexual addiction may be assessed and diagnosed, it is necessary to consider the nature of psychological assessment in general. The foundation of accurate and efficient diagnosis is proper assessment (see Cicchetti, 1994; Haynes et al., 1995; Hunsley & Meyer, 2003). Poor assessment has been an issue in mental health fields for decades. Statistically dubious techniques for developing assessment measures, minimal therapist reliance on validated inventories, excessive therapist reliance on clinical intuition or self-perceived clinical expertise and poorly constructed inventories have all been cited as problems with mental health diagnoses (Meyer et al., 2001). Simply put, psychologists, counsellors and therapists of various levels of expertise have historically been unreliable and imprecise in their approach to diagnosing psychological disorders. Much of this imprecision is the direct result of either the improper understanding or inadequate use of rigorous assessment practices (Meyer et al., 2001).

Helping professions, such as psychology and counselling, tend to focus on things such as ‘clinical intuition’ or ‘clinical judgement’. Unfortunately, the inherent shortcomings of relying on clinical intuition or judgement alone are well known (see Meehl, 1973; Meyer et al., 2001). Although good clinical intuition is certainly an important aspect of good therapy, the process of diagnosis – at its best – is more a scientific process than a subjective art form (Dawes et al., 1989). As such, reliance on intuition, without objective standards and assessment techniques, is an intrinsically flawed process that has been shown to be less accurate than well-validated assessments (Dawes et al., 1989; Grove et al., 2000). Fortunately, the field of psychological assessment, in general, has produced clear and concrete recommendations for the proper assessment of various disorders, which illuminate several recommendations for evaluating instruments that assess sexual addiction. Ultimately, the usefulness of any assessment instrument is largely reliant on: (i) the clarity and content validity of the measure, (ii) the statistical rigour with which it was developed, (iii) the groups on which it was normed and validated, and (iv) the extent to which it accurately reflects the diagnostic criteria of the disorder it is meant to assess.


The diagnostic criteria for sexual addiction




Building on the previously reviewed recommendations for proper assessment and diagnosis in general, the next step for understanding the proper assessment and diagnosis of sexual addiction is the establishment of clear diagnostic criteria. Unfortunately, as has been extensively documented and discussed (Kafka, 2010, 2013, 2014; Reid & Kafka, 2014), there are no codified diagnostic criteria for sexual addiction in any diagnostic manual. Even so, the extensive field-testing of the proposed ‘hypersexual disorder’ diagnosis for the DSM-5 (see Reid et al., 2012a) does provide some insight for the proper diagnosis of sexual addiction. Although the proposed criteria fell short of inclusion in the DSM-5 and in Section 3 of the DSM-5, field tests revealed them to be easy to use, reliably applied and generally useful to practising therapists (Reid et al., 2012a). Therefore, some evidence supports the notion that the diagnostic criteria for hypersexual disorder are the best current option for diagnosing sexual addiction.

As summarised in Figure 4.1.1
 , the proposed diagnostic criteria for hypersexual disorder required the presence of three of five primary symptoms, such as excessive time involved with sexual urges, behaviours or fantasies that interfere with activities of daily life; repeated engagement with sexual behaviour as a means of coping with negative emotion or unpleasant experiences; the use of sexual behaviour to cope with stress; failed attempts to regulate or restrict sexual behaviour; engagement in sexual behaviours, despite risk to self or others. Beyond these symptoms, there must be evidence that sexual behaviour is causing severe negative consequences or functional impairment in at least one area of functioning. Finally, as is the case with many psychiatric diagnoses, these symptoms must not be secondary to a medical, pharmaceutical or biological condition (for example, hypomania, substance abuse, medication).





Figure 4.1.1
 Proposed Diagnostic Criteria for Hypersexual Disorder




A.Over a period of at least 6 months, recurrent or intense sexual fantasies, sexual urges, or sexual behaviours in association with 3 or more of the following 5 criteria:






1.Time consumed by sexual fantasies, urges, or behaviours repetitively interferes with other important (non-sexual) goals, activities, and obligations.




2.Repetitively engaging in sexual fantasies, urges, or behaviours in response to dysphoric mood states (e.g. anxiety, depression, boredom, irritability).




3.Repetitively engaging in sexual fantasies, urges, or behaviours in response to stressful life events.




4.Repetitive but unsuccessful efforts to control or significantly reduce these sexual fantasies, urges, or behaviours.




5.Repetitively engaging in sexual behaviours while disregarding the risk for physical or emotional harm to self or others.








B.There is clinically significant personal distress or impairment in social, occupational, or other important areas of functioning associated with the frequency and intensity of these sexual fantasies, urges, or behaviours.




C.These sexual fantasies, urges, or behaviours are not due to the direct physiological effect of an exogenous substance (e.g. a drug of abuse or a medication).




Specify if:






•Masturbation




•Pornography




•Sexual Behaviour with Consenting Adults




•Cybersex




•Telephone Sex




•Strip Clubs




•Other: (e.g. prostitutes, adult massage parlours, strip clubs/adult bookstores)







(Source:
 Kafka, 2010, 2013; Reid et al., 2012a)







Using the proposed criteria as a guide, the appropriate diagnosis of sexual addiction must address four areas of concern: cognitive symptoms of sexual addiction, emotional aspects of sexual addiction, behavioural indicators of sexual addiction and external consequences associated with sexual addiction (for example, social, interpersonal and vocational). Indeed, cognitive obsession or preoccupation with sexual behaviour or gratification (Kraus et al., 2015), the use of sexual behaviour to cope with unpleasant emotional states or in response to negative emotion 
 (Reid et al., 2009b), objectively dysregulated behaviour (Kuzma & Black, 2008) and real environmental consequences arising from compulsive behaviour(s) (Reid et al., 2012b) are all known to be key facets of sexual addiction. Assessing for the presence of each is a prerequisite for diagnosing sexual addiction.


Domains of assessing sexual addiction




There is also a need to discuss two large, overarching domains in the understanding of sexual addiction: objective and subjective indicators. Primarily, a proper assessment of sexual addiction will accurately assess objective indicators, such as the measurement of types and frequencies of problematic sexual behaviours (such as, excessive masturbation, frequent romantic affairs, solicitation of sex, etc.), patterns of the behaviour (such as, escalation over time, cyclical patterns, periods of greater versus lesser intensity), attempts at ending the behaviour (such as, history of failed abstinence or reduction) and negative consequences associated with the behaviour. Assessing these objective indicators of sexual addiction is necessary for accurate diagnostic and treatment planning purposes.

Secondary to proper assessment of the objective indicators of sexual addiction, it is important to assess subjective perception of addiction. Perceived addiction to a substance (for example, nicotine; Okoli et al., 2009) or a behaviour (for example, exercise; Carmack & Martens, 1979; pornography use; Grubbs et al., 2015d) is typically thought of as the extent to which the individual feels addicted, regardless of objective indicators of addiction. In the case of pornography use, perceived addiction is the quality of believing to be addicted or feeling powerless to control sexual behaviour. These perceptions, however, might not match an objective reality (Grubbs et al., 2015a).

The distinction between objective and subjective symptoms of addiction has become particularly salient given recent research into differences between perceived addiction (see Grubbs et al., 2015a; Grubbs et al., 2015c) and dysregulated sexual behaviour patterns. For example, although perceived addiction to internet pornography is associated with actual levels of use of pornography, these associations have consistently been found to be small (Grubbs et al., 2015d; Grubbs et al., 2015a; Grubbs et al., 2015c). Furthermore, perceived addiction to pornography is largely accounted for by religiousness and moral disapproval (Grubbs et al., 2015a; Hook et al., 2015; Bradley et al., in press). Religious individuals report greater levels of perceived addiction to internet pornography (Bradley et al., 2016), even though, in sexual addiction treatment settings, religious individuals do not exhibit greater levels of sexual activity or addiction (Reid et al., in press). In short, perceived addiction seems to be a distinct entity from actual behaviour dysregulation that requires focused attention apart from objective behaviour patterns in a course of treatment for sexual addiction.

From this consideration of objective and subjective symptoms of sexual addiction, it is possible to conceptualise most individuals as falling into one of four broad categories related to sexual addiction. First, there are individuals that display both low levels of perceived addiction and low levels of dysregulated behaviour. Essentially, these people exhibit healthy sexual behaviours and do not feel there is anything abnormal with their behaviours, at least in terms of addiction. This is the largest of the four categories, as it includes the total spectrum of healthy sexual expression. Among those in this group that seek treatment for any condition, it is unlikely that hypersexual activity would intersect with their presenting problem.

Second, some might display dysregulated or excessive sexual behaviours – objective indicators of addiction – but not display any symptoms of a perceived addiction. These individuals might engage in behaviour patterns that are objectively consistent with an addiction, but their 
 awareness of that addiction and perceived loss of control are low. They would be analogous to the alcoholic in denial of their drinking problem, or the pathological gambler who refuses to see their pattern of destructive behaviour. If these individuals were to report for treatment, it would likely be at the encouragement of others (such as spouses, parents, co-workers, ministers/priests) who have experienced negative consequences because of the person’s hypersexual behaviour.

Third, a proportion of people may display both high levels of objective dysregulation and high levels of perceived addiction. This would be a group of individuals who have displayed hypersexual behaviour patterns and have insight into their own loss of control. It is likely this grouping would include a large proportion of patients who self-refer for treatment. They have probably attempted to restrict their hypersexual behaviour, though the failure of these past attempts may have motivated them to seek professional help.

Finally, there may be a group of individuals who display no behavioural dysregulation – no objective addiction – but who experience a profound sense of perceived addiction (for example, high sexual guilt; Cantor et al., 2013). These individuals may report feeling as if they are addicted to sexual behaviour (for example, pornography, masturbation or real-life sexual encounters), even though their engagement with such behaviours is minimal. Despite failing to meet an objective standard of addiction, these individuals are still likely experiencing profound distress related to their sexual behaviour. Longitudinal research suggests perceived addiction to internet pornography is related to greater psychological distress over time, independent of actual levels of use (Grubbs et al., 2015c). As such, treatment is probably warranted, but the approach to treatment must be tailored to meet their specific needs. For example, therapists working with such individuals could explore their motivations for seeking treatment and examine if there are differences between their personal values and current sexual practices (for example, internet pornography), which could be contributing to their psychological distress (for example, an Evangelical Christian male who finds himself profoundly distressed for occasionally using pornography).

Keeping these categorisations in mind, it is necessary to select instrumentation that can effectively differentiate between the categories. For example, an inventory might measure perceived addiction quite well, but may not adequately assess the extent to which objective indicators of hypersexual behaviour are present. Therefore, categories two and three – groups displaying objectively problematic behaviour patterns – might not be adequately assessed by inventories that only measure subjective feelings of addiction. For individuals in category three, who have both dysregulated behaviour patterns and insight into that dysregulation, measuring subjective feelings of addiction might provide a rough approximation of the problem. However, for individuals in category two, who display dysregulation without insight, measuring subjective feelings of addiction alone is insufficient. Similarly, an individual in category four (high subjective, low objective), would likely obtain an inflated score on a measure that only assesses subjective self-perceptions, even in the absence of objectively hypersexual behaviours.

Finally, as has been demonstrated (see Graham et al., 2015), sexual addiction probably exists as a dimensional construct rather than a categorical one. Whereas the previously discussed categories are a helpful means of thinking about sexual addiction, individuals likely exist on a continuum of both behaviour and self-perception. These continua are consistent with current conceptions of most mental illnesses (Widiger & Samuel, 2005) and highlight the need for quality assessment practices. The ability to distinguish where individuals fall on these continua needs more than clinical intuition or judgement. It needs appropriate use of validated instruments that provide information about the individual’s patterns of symptomatic behaviour and perceptions of their current state.



Current instruments assessing sexual addiction




Using the previously discussed diagnostic criteria, necessary domains of assessment (subjective and objective) and specific categories of assessment (cognitive, behavioural, emotional and consequences), we now have a framework to evaluate current tools for assessment and diagnosis in sexual addiction.

Currently, no less than 32 separate inventories of sexual addiction exist (Womack et al., 2013). These inventories range from comprehensive measures that claim to address all aspects of sexual addiction to specifically focused inventories that exclusively examine hypersexual behaviours in a single domain (for example, pornography use). Rather than attempt to exhaustively review all measures of sexual addiction, the following section will review the most commonly used and well-validated measures. Additionally, we have limited our analysis to measures that are freely available and easily accessible to therapists and researchers.


Hypersexual Behaviour Inventory




At the time of writing, the Hypersexual Behaviour Inventory – 19 (HBI; Reid et al., 2011a) is probably the most thorough and well-validated measure of sexual addiction. This 19-item scale was developed using samples of men seeking treatment for hypersexual behaviour (Reid et al., 2011a) and asks participants to rate their agreement with given items on a five-point response format (1 = never to 5 = very often). Scores on the HBI range from 19 to 95 with a score of 53 (or higher) suggesting the presence of a potential hypersexual disorder. Initial analyses revealed that the measure assessed three facets of hypersexuality, as represented by its three component scales: Control, Consequences and Coping. The eight-item Control subscale (example item: “my sexual cravings and desires feel stronger than my self-discipline”) assesses the individual’s feelings of compulsivity, addiction or simply being out of control of their sexual behaviour, as well as previously failed attempts at regulating behaviour (for example, “my attempts to change my sexual behaviour fail”). The seven-item Coping subscale (example item: “I use sex to forget about the worries of daily life”) assesses the extent to which the individual uses sex as a means of coping with dysphoric mood states. The four-item Consequences subscale (example item: “I sacrifice things I really want in life in order to be sexual”) assesses the extent to which the individual has experienced real-life consequences associated with their sexual behaviours. Collectively, the HBI measures cognitive and emotional aspects of sexual addiction and the consequences associated with sexual addiction. Despite many of its strengths, the HBI does not assess objective behaviours consistent with sexual addiction.

Scholars developed the HBI in direct response to the proposed DSM-5 diagnostic criteria for hypersexual disorder. As such, it has the advantage of addressing most aspects of the proposed diagnostic criteria (Womack et al., 2013). Since its inception, the HBI has been extensively researched in a variety of settings. In addition to its use in heterosexual men (Reid et al., 2011a), the inventory has also been tested in community samples of women (Klein et al., 2014) and community samples of gay men (Yeagley et al., 2014).

Notably, alongside the HBI, Reid and colleagues developed the Hypersexual Behaviour Consequences Scale (HBCS; Reid et al., 2012b) and the Hypersexual Disorder Diagnostic Clinical Interview (HDDCI; Reid et al., 2012a). The HBCS is an excellent supplement to the HBI that provides a fuller picture of the objective consequences of HBI (Reid et al., 2012b). The HDDCI can be used as a standalone measure of dysregulated sexual behaviour but also functions 
 particularly well as a clinical supplement to the HBI. Collectively, these three measures (HBI, HBCS and HDDCI) present a comprehensive and multimodal assessment of various aspects of sexual addiction. Additionally, these measures have been the subject of extensive research and validation, making them the most useful measures for assessing sexual addiction. Finally, all three measures are publicly available online for free, along with scoring information and clinical cut-off scores, making them accessible for both therapists and researchers.


Sexual Addiction Screening Test – Revised




The Sexual Addiction Screening Test – Revised (SAST-R; Carnes et al., 2012) is another popular measure of total symptoms of sexual addiction. Based on three separate previous versions (the Sexual Addiction Screening Test, Carnes, 1989; the Women’s Sexual Addiction Screening Test and the Sexual Addiction Screening Test for Gay Men), the SAST-R is an amalgamation of previous works with the goal of being applicable to all groups. This 45-item measure includes 20 core items designed to assess sexual addiction broadly, with an additional four subscales (Internet, Men’s, Women’s and Gay Men’s) that assess specific problems of sexual addiction for certain groups (Carnes et al., 2010). The core items of the SAST-R evaluate the cognitive and emotional aspects and consequences of sexual addiction. However, like the HBI, there are no items on the self-report questionnaire that assess objective sexual behaviour patterns in the SAST-R. Consequently, the types and frequencies of hypersexual activities must be gathered through other means, such as a clinical interview.

Although popular in clinical practice, the SAST-R is not without limitations. Primarily, despite the existence of the original SAST for the better part of three decades, outside of the research of the original developers, there have been relatively few studies evaluating its psychometric properties and utility in assessing and treating people with sexual addiction. Furthermore, prior literature (see Reid et al., 2011a; Womack et al., 2013) suggests the SAST-R may not assess all aspects of the proposed diagnostic criteria for hypersexual disorder, and some of the items may be difficult for some respondents to answer due to their complexity or ‘double-barrelled’ nature (for example, “I have used magazines, videos or online pornography even when there was considerable risk of being caught by family members who would be upset by my behaviour”).

From the SAST-R, a six-item measure designed to screen for the possible presence of sexual addiction (PATHOS; Carnes et al., 2012) was developed. This measure uses items from the SAST-R that assess six domains of purported relevance in sexual addiction (from Carnes et al., 2012: Preoccupied, Ashamed, Treatment, Hurt others, Out of control, Sad). Responses are scored in a yes/no format, with affirmative answers being assigned a value of one and negative responses being assigned a value of zero, with a total possible score of six. Although much shorter and easier to administer than the SAST-R, the PATHOS – in its original form – was extracted from administrations of the full SAST-R and was not assessed as an independent, stand-alone measure (Carnes et al., 2012). The six items of the measure were evaluated with both inpatient and outpatient men and women seeking treatment for purported sexual addiction and who completed the entire SAST-R. When using a cut-off score of three, the PATHOS demonstrated acceptable sensitivity and specificity in distinguishing between college students and treatment-seeking individuals. However, no distinction was made between types of sexual compulsivity, objective levels of sexual compulsivity or consequences experienced by treatment-seeking individuals. Unsurprisingly, individuals seeking treatment for purported sexual addiction tend to report greater levels of sexual compulsivity than college students in general. Given that no additional standards were tested (for example, diagnostic criteria, independent measures of sexual addiction, 
 objective behavioural screenings), the actual diagnostic utility of this measure is unknown. Even so, it may be useful as a brief screening measure.


Specific measures of sexual addiction




Moving beyond generalised measures of sexual addiction, there are more specific measures of compulsive sexual behaviour that may be useful when assessing sexual addiction. The majority of these measures focus on aspects of online sexual behaviours, pornography use generally or online consumption of pornography. Field testing of the hypersexual disorder diagnosis found that online sexual behaviours and pornography consumption were the most popular complaints in people seeking treatment for compulsive sexual behaviours (Reid et al., 2012a). As such, there is a need for therapists to be familiar with scales that assess media- and web-based aspects of sexual addiction.


Internet Sex Screening Test




One of the earliest measures of online sexual behaviour was the Internet Sex Screening Test (ISST; Delmonico & Miller, 2003). This 25-item true/false inventory assesses problematic online sexual behaviours in five domains, as measured by five subscales: Online Sexual Compulsivity (for example, “I believe I am an internet sex addict”), Online Sexual Behaviour – Isolated (for example, “I have masturbated while on the internet”), Online Sexual Behaviour – Social (for example, “I have participated in sexually related chats”), Online Sexual Spending (for example, “I have purchased sexual products online”), and Interest in Online Sexual Behaviours (for example, “I spend more than 5 hours per week using my computer for sexual pursuits”). Arguably, the first empirically-derived measure of problematic online sexual behaviour, the ISST is still used by many therapists and can provide valuable information on patterns of online sexual addiction.


Pornography Craving Questionnaire




The Pornography Craving Questionnaire (PCQ; Kraus & Rosenberg, 2014) is a measure designed to assess subjective reports of pornography craving. Rather than focusing on sexual addiction as a whole, this measure is intended to gauge the extent to which individuals experience a desire to view pornography. Although specific in scope, prior work has found that pornography use is one of the most common behavioural complaints in people seeking treatment for sexual addiction or hypersexual behaviour (Reid et al., 2012a). This 12-item measure asks participants to rate their agreement with a series of statements (for example, “I want to watch porn right now”) on a seven-point response format (1 = disagree completely to 7 = agree completely). Although this measure was only normed on young adult men, initial results indicated that craving pornography was directly related to frequency of use and time spent viewing pornography (Kraus & Rosenberg, 2014). Additionally, this measure is strongly correlated with feelings of sexual compulsivity more broadly (Kalichman & Rompa, 1995), feelings of attachment to or passionate obsession with pornography (Rosenberg & Kraus, 2014), and compulsive internet use more broadly (Meerkerk et al., 2009). Given these associations and the uniqueness of this measure’s focus (on craving specifically), the PCQ is likely a helpful complement to a more general measure of sexual addiction, particularly for individuals reporting problematic use of pornography.



Cyber Pornography Use Inventory – 9




The Cyber Pornography Use Inventory – 9 (CPUI-9; Grubbs et al., 2015d) was derived from the longer Cyber Pornography Use Inventory (CPUI; Grubbs et al., 2010) as a measure of perceived addiction to internet pornography. This nine-item inventory asks participants to rate their agreement with statements on a seven-point response format (1 = not at all to 7 = extremely). Items fall into three, three-item subscales: Perceived Compulsivity (for example, “I feel unable to stop my use of online pornography”), Access Efforts (for example, “I have put off important priorities to view pornography”) and Emotional Distress (for example, “I feel ashamed after viewing pornography online”). Although subscales may be interpreted, the measure is best used as a total score. A Hungarian version is also available (Bőthe et al., 2015).

Whereas the full-length CPUI was developed and validated among a sample of religious undergraduate males, the CPUI-9 was developed using a sample of undergraduates at a non-religious, research university, a community sample of web-using adults and a sample of treatment-seeking undergraduate students at a university counselling centre (Grubbs et al., 2015d). Since its development, it has been further studied using samples of undergraduates from several universities both in the US (Grubbs et al., 2015a; Grubbs et al., 2015c) abroad (Bőthe et al., 2015) and various community samples of web-using adults (Bradley et al., in press; Wilt et al., in press). At the time of writing, this inventory has not been validated as a stand-alone measure of a specific form of sexual addiction and its association with more thorough measures of sexual addiction (for example, HBI) is not known. The CPUI-9 does not have established cut-off scores for diagnosing sexual addiction. Even so, the CPUI-9 is unique among many of the presently discussed inventories in that it was developed on a sample of both men and women, ranging in age from college students to adults. In summary, the CPUI-9 likely provides unique and valuable information when assessing for internet pornography-focused sexual addiction, but does not provide sufficient information to exist as a stand-alone measure of sexual addiction.


Pornography Consumption Inventory




The Pornography Consumption Inventory (PCI; Reid et al., 2011b) is a 15-item measure of motivations for using pornography. Refined and validated in a sample of men seeking treatment for sexual addiction, the PCI asks participants to rate their agreement with a series of prompts reflecting various motivations for consuming pornography on a five-point response format (1 = never like me to 5 = very often like me). Four subscales make up the inventory, reflecting different reasons for using pornography: Emotional Avoidance (five items; example item: “I use it to avoid feeling uncomfortable or unpleasant emotions”), Sexual Curiosity (four items; example item: “I use it to expand my knowledge about sexual possibilities”), Excitement Seeking (three items; example item: “It gives me a sense of excitement”), and Sexual Pleasure (three items; example item: “I use it to sexually arouse myself”). Although the PCI does not address aspects of addiction directly, it does assess a key component of sexual behaviour that may not be revealed by alternative tests. Chiefly, the PCI helps explain why an individual is using pornography. Many measures of sexual addiction, including pornography-specific measures such as the CPUI-9, do not assess if individuals are using sexual behaviours to cope with negative affect states. This is an important aspect of sexual addiction because using sexual pleasure to cope with negative emotions results in a cyclical pattern when the initial distress returns and is accompanied by feelings of guilt and shame associated with engaging in unwanted sexual behaviours (Hook et al., 2008). The Emotional Avoidance subscale of the PCI does assess that 
 type of pornography use, thereby providing a more comprehensive assessment of possible sexual addiction focused on pornography use. Finally, the PCI demonstrates positive associations with hypersexual behaviour more generally, loneliness, stress, anxiety, depression and impulsiveness (Reid et al., 2011b).


Alternative measures




Beyond the previously mentioned measures, there is a host of inventories for assessing sexual addiction that therapists and researchers may use. Clinical interviews such as the Yale-Brown Obsessive Compulsive Scale have been adapted to address compulsive sexual behaviour (Morgenstern et al., 2011) and shown great utility in such applications (Kraus et al., 2015). Similarly, the Sexual Compulsivity Scale (Kalichman & Rompa, 1995) and the Compulsive Sexual Behaviour Inventory (Coleman et al., 2001) have also been widely used as measures of sexual addiction. More specific measures such as the Internet Addiction Test-Sex subscale (Brand et al., 2011) are also available. Other scales assessing problematic use of pornography are available for use, such as the Compulsive Pornography Consumption Scale (Noor et al., 2014) and Problematic Pornography Use Scale (Kor et al., 2014); however, the clinical utility of these questionnaires needs further research. Beyond these inventories, there are multiple scales that therapists and researchers use to assess and diagnose sexual addiction and that are reviewed elsewhere (see Hook et al., 2010; Womack et al., 2013).


Summary and recommendations




The concept of sexual addiction is a hotly debated topic among mental and sexual health professionals. Moreover, controversy about classifying sexual addiction as a disorder to be included in the DSM-5 has obscured the clinical assessment and diagnosis of sexual addiction, leading to a disjointed collection of findings among scholars and over-reliance on clinical intuition among practitioners. For these reasons, the present review adopted the position that the clinical utility of sexual addiction as a formal diagnosis is high and we offer several recommendations applicable to the clinical assessment and diagnosis of sexual addiction.

First, comprehensive assessment of sexual addiction should be anchored on both objective patterns of behaviour and subjective perceptions of addiction. Objective indicators include the measurement of types and frequencies of problematic sexual behaviours (for example, masturbation, internet pornography, romantic affair, solicitation of sex, etc.), variations in hypersexual behaviour over time (for example, escalation over time, cyclical patterns, periods of greater versus lesser intensity), especially as these fluctuations are associated with external and internal cues, and unsuccessful attempts to stop the behaviour (for example, history of failed abstinence or reduction efforts). Continual engagement in these hypersexual behaviours despite experiencing psychological, interpersonal and occupational distress is a key aspect of diagnosing sexual addiction.

Second, subjective perceptions of addiction must be further evaluated. This includes cognitive symptoms, such as perceived loss of control or inability to regulate sexual thoughts, fantasies and behaviours. Evaluation of emotional distress associated with sexual activities is also essential and needs further research. One possibility is that sexual pleasure may be used to distract individuals from distressing, unpleasant emotions, however, relief from the precipitating emotional distress is likely temporary. Initial feelings of emotional distress return following engagement in sexual activities and may be accompanied by additional feelings of guilt or shame associated with participation in sexual behaviour that is perceived as unacceptable by the individual (Gilliland et al., 
 2011). Further research is needed to understand fully the role of guilt and shame in the development and maintenance of sexual addiction.

Third, diagnosing sexual addiction should incorporate information gathered from standardised assessment and a detailed clinical interview. Given the number of inventories available to assess hypersexual disorder, therapists have no shortage of freely available measures that provide both clinical insight into the individual’s experience of sexual addiction and quantifiable data pointing to the relative likelihood of an actual sexual addiction. We recommend primary reliance on the Hypersexual Behaviour Inventory (Reid et al., 2011a) coupled with the Hypersexual Behaviour Consequences Scale (Reid et al., 2012b), which may be supplemented with standardised assessments within a more focused domain (for example, internet pornography consumption; Grubbs et al., 2010). This combined approach provides a more accurate conceptualisation of objective and subjective elements of sexual addiction that co-occur on related but distinct continua. Of course, a detailed clinical interview reviewing an individual’s sexual history (for example, age of onset of the behaviour, pattern of use over time, etc.) can provide valuable information, such as specific internal (for example, unpleasant emotions, craving/strong urges) or external (for example, pornography) cues that trigger hypersexual behaviours. The combination of standardised assessment measures and sound, empirically supported practices are prerequisites for making accurate diagnoses and the proper use of both should guide therapy.

Fourth, sexual addiction is associated with various risk factors and psychological symptoms including depression, impulsivity and loneliness (Reid et al., 2008; Reid et al., 2009a). These factors, when combined with shame and guilt that results from common consequences of hypersexual behaviour like ending of a couple or romantic relationship, loss of a job or contraction of a sexually transmitted infection, might predispose patients who seek treatment for sexual addiction to engage in self-destructive behaviour (Kõlves et al., 2011). For example, a study of 86 Brazilian gay/bisexual and heterosexual men seeking professional treatment for sexual addiction found that 22.1 per cent of men met criteria for suicide risk (De Tubino Scanavino et al., 2013). Therapists who are evaluating patients who report for treatment of sexual addiction should incorporate standard assessment of risk in their clinical evaluation to assess the extent to which patients seeking treatment for sexual addiction may be at risk of harm and to develop a plan to ensure personal safety and wellbeing.

Finally, assessment of sexual addiction symptoms might be considered an ongoing part of the therapeutic process. The re-administration of key measures over the course of treatment can provide much-needed insight into achievement of therapeutic goals and areas that need additional attention for the desired goals to be reached (for example, abstinence or moderated use). Delivery of assessment feedback can also function as its own intervention to promote self-monitoring behaviours and enhance self-efficacy over time. In addition, continued assessment provides patients with repeated opportunities to gain information about themselves that might catalyse therapeutic progress. Clinical assessment is not only essential to the diagnosis of sexual addiction but also to ensuring a given course of treatment has the optimal effect.



Note







1
 Of note, although some prior literature has drawn distinctions among sexual addiction, hypersexuality, hypersexual behaviour, hypersexual disorder and sexual compulsivity, the present work will use the term ‘sexual addiction’ to refer to all of the above.
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The importance of group psychotherapy for sex and love addiction recovery






Eric Griffin-Shelley







Background




Group psychotherapy was developed in the 1950s after World War II (Northeastern Society for Group Psychotherapy Foundation, 2015). The first edition of Yalom’s iconic, basic text, The Theory and Practice of Group Psychotherapy
 , appeared in 1967. Group psychotherapy became a staple for chemical dependency treatment in the 1960s and 1970s (American Group Psychotherapy Association [AGPA], 2014). Since sex and love addiction was first described (Augustine Fellowship, 1986; Carnes, 1983), group psychotherapy has been a significant part of the treatment process for both residential and outpatient programmes.

My own introduction to group psychotherapy for drug and alcohol addiction came about in 1970, when I was employed by a hospital that received a National Institute of Mental Health (NIMH) grant to treat alcoholics and drug addicts together for the first time. The staff used a therapeutic community model that was essentially entirely group therapy, either in the large community or in smaller therapy groups. A little over a decade later I was exposed to another inpatient programme that added psycho-educational groups, which were lectures given by recovering counsellors about various aspects of addiction recovery (Griffin-Shelley, 1986). When I heard about sexual addiction in the early 1980s, the Carnes and Sex and Love Addicts Anonymous (SLAA) addiction model made sense to me, so I began a treatment programme that included these elements.

In addition to describing my model, this chapter addresses concrete concerns such as the membership and size of a group, as well as time frame and format. Benefits of group therapy, such as shame reduction, accountability and reality checks are explored. How the group environment promotes maturity, develops intimacy skills, and reduces isolation are explained. The chapter examines the ways in which groups provide opportunities for healthy vulnerability and cathartic and corrective emotional experiences, as well as strengthening identity and the sense of self. Finally, outside group contact, curative factors, addiction interaction disorder and minorities are discussed.



My model for intensive, outpatient group psychotherapy for sex and love addiction




From my experiences of group psychotherapy I developed a model for an intensive evening outpatient group treatment programme, combining the three elements of psycho-education, psychotherapy and 12-step programme participation (Griffin-Shelley, 1993). The model consists of a professionally-led, 30-minute psycho-education group and a 90-minute small group psychotherapy, followed by a 12-step meeting, which is run by community recovering sex and love addicts, without professional involvement. At a later stage, a 120-minute psychodrama session was incorporated into the programme every other month, combining two psychotherapy groups, which are usually run simultaneously. This programme has been running successfully using this format for 30 years.

The psycho-educational group can accommodate eight to 16 members and has a lecture and question and answer format, with a topic the professional leader selects and presents with a written outline. A wide range of topics is covered, including narcissism and entitlement in recovery, shame, the shift from the disease concept to trauma-focused therapy, negative core beliefs of addicts, the identification of ‘bottom line’ behaviours and the ‘three circles’ model (a diagram in which acting out is placed in the centre, risky behaviours are listed in the middle circle and healthy behaviours are listed in the outer circle). Further topics that have been presented over the years include self-affirmation, inner critic, anxiety and addiction, empathy and compassion, boundaries, nurturing your inner child, owning your own story, attachment and addiction, communication styles, self-awareness, balance and authenticity.

The professionals leave after the group psychotherapy session and the large group room in the office is rented by a local SLAA 12-step group. Group members are encouraged to stay but this is not a requirement. Twelve-step meetings operate quite differently from psychotherapy groups since they are run by recovering volunteers who have achieved ‘sexual sobriety’, which means at least 30 days of abstinence from sexual or relational ‘acting out’ (defined as any sexual or inappropriate relational behaviour that is outside the context of their committed relationship). Twelve-step programmes discourage ‘cross talk’, or commenting on other members’ shares, while group psychotherapy encourages such interaction among group members.


Membership, size, time frame and format




At the time of writing, most people who identify as sex and love addicts are males. In the past decade, a growing number of women have joined 12-step programmes, especially SLAA, but the ratio is usually about 4:1 male. So, the demand for psychotherapy groups is three or four times higher for men than for women. For a variety of reasons, most practitioners separate groups by sex. One basic reason for this is to prevent sexually intimate relationships from developing between group members. Such relationships could reduce the openness in the group or lead to relapse if one of the partners relapses. There have occasionally been relationships between the members in a same-sex psychotherapy group. Fortunately, these participants have been honest with their group about dating. So far, this has been rare and has not undermined the group dynamic. Separate psychotherapy groups for women have been harder to form and to maintain. An advanced group for both sexes was formed that required established sexual sobriety of six to 12 months for members. The group lasted for about two years. Members appreciated the differing perspectives of members of the opposite sex, so they reported an improvement in the quality of their recovery and their capacity for intimate relationships.


 In my experience, the ideal group size is six members. A psychotherapy group needs at least four participants to have enough variety and interaction, and the maximum workable group consists of seven people who come consistently, or eight people, if some members miss occasional sessions. With six or seven members in a 90-minute psychotherapy group session there is enough time for each person to share and there is enough differing experience and perspective to provide helpful feedback. Psychotherapy group sessions need to last an hour and a half to provide an opportunity for all members to benefit. Unlike individual therapy, group members can benefit vicariously even when they are not the focus, or sitting in the so-called ‘hot seat’, and can profit from giving advice and sharing similar experiences, thoughts and feelings.

The group starts with a ritual, saying, “We come together in this group to get honest with ourselves and each other. What is said in the group, stays in the group. Honesty is the key to sobriety”. Each member then takes a few minutes to check in and identify if they have maintained sobriety (a process which in 12-step meetings is referred to as ‘getting current’). They also identify any slips or challenges they have encountered and any other stressors that are potential triggers for acting out, as well as commenting generally on the past week. Then, group members take time for sharing and obtaining feedback from the other group participants. The group ends with a closing ritual, in which members hold hands and repeat the ‘Serenity Prayer’, which is adopted from 12-step programme meetings (“God, grant me the serenity to accept the things I cannot change, courage to change the things I can, and wisdom to know the difference” [Shapiro, 2014]). The group ends with the words, “Keep coming back. It works if you work it.”


Shame and secrecy: H.O.W.




Sex and love addicts live a secret life, a double life hidden from family, friends, co-workers, bosses and the community at large. Twelve-step recovery programmes have a slogan that encapsulates the basic elements of recovery: ‘H.O.W.: Honest, Open, and Willing’ (Mathieu, 2012). Patrick Carnes (1983) entitled the first book on sex addiction Out of the Shadows
 , capturing the journey from secrecy to openness. Learning to speak honestly and openly about shameful and guilt-filled fantasies and activities is a difficult and giant leap forward for someone who has spent years hiding and avoiding the truth. Usually, most recovering sex and love addicts indicate their addictions began in adolescence. A recent new member of the group, whose sex and love addiction took off when he retired, stated he has been addicted “for 50 years”. The majority of his life had been spent hiding his secret. Group psychotherapy offers the recovering sex and love addict a unique opportunity to be open and honest in a safe, supportive environment with people who have had similar experiences, people who sympathise and empathise without judgement or condemnation. Most addicts have humiliated and shamed themselves for not being able to control or stop their obsessions and compulsive acting-out behaviours, so they need a kind, gentle environment in which to recover. Since their inner dialogue has been filled with harsh self-loathing like “you are so stupid” and “how can you do this to people who love you?”, they need the compassionate and understanding voices of people who have walked in their shoes, in order to kindle a healthy and affirming internal voice.


Accountability and reality checks




Recovering sex and love addicts say that group psychotherapy helps them to be accountable for their recovery, slips and relapses. A slip is defined as a brief return to active addiction and a relapse is a full-fledged reactivation of the addiction process. So a slip might be one night of viewing pornography, while a relapse is returning to regularly meeting escorts for sex. Having 
 a weekly group therapy session that asks members to check in regarding their sexual sobriety is an important element in their treatment because sharing failures in recovery is embarrassing and shameful, not to mention guilt-inducing. In 12-step meetings, people in active addiction can hide by not sharing. Their feelings of guilt and shame can be resolved in the group session and 12-step meetings as others share their experience, strength and hope. An additional benefit of the group is the opportunity it provides for members to be honest and to receive credible feedback about their thoughts, feelings and behaviour. The psychotherapy group can function as a reality check for sex and love addicts who have been using defensive strategies like denial, minimisation, rationalisation and projection. Active addiction involves distorted thinking and has been likened by addicts themselves to being in a bubble, or separated in their minds from the reality of normal day-to-day life, compartmentalised in their secret, double life. Group psychotherapy is the most effective way of bursting the bubble and helping addicts to come back to reality, with the support and compassion that is essential to sustained recovery.


Maturation




As a safe, caring place, the psychotherapy group creates a space in which sex and love addicts can become more emotionally mature. As mentioned earlier, most addictions seem to begin during adolescence. Often, people with chemical dependency say that their emotional maturation stopped when they picked up a drink or a drug. A similar halt in emotional development happens for sex and love addicts, who turn to their own addiction to fix stress and emotional challenges. Rather than learning how to cope with increasingly complex emotional interactions and their own emerging independence, adolescents who use sexual fantasy and acting out as a means of coping obstruct their budding emotional maturity. Similar to a muscle that weakens in a cast, avoiding challenging developmental experiences prevents the young person from developing these emotional strengths. Often, especially in early recovery, sex and love addicts feel, think and act like teenagers, full of awkward and overwhelming feelings. The psychotherapy group can function as a healthy peer group, especially if some members are further along in their recovery and can testify to the progress that comes with sexual sobriety and learning to talk about feelings. An example is a single male, who had been in recovery in Alcoholics Anonymous (AA) for 20 years. His previous relationships were distorted by chemicals and fantasy, so he did not trust himself to know what genuine, healthy interaction was like. In order to learn healthy sexuality in committed relationships, he joined our sex and love addiction psychotherapy group. After a year of sexual sobriety, he still did not feel ready to date. The group reinforced his healthy thoughts and behaviours and shared their own learning about relationships as they grew in recovery, which gave him the courage to begin the dating process.

In addition, the group setting is a place where recovering addicts can try out new behaviours and experience the success of growing. Openly sharing insecurities and doubts with peers creates a positive template for sharing in an intimate relationship, in which reciprocal openness is essential. One participant, who had significant social insecurity since adolescence, found he could speak up with his wife, and eventually his boss, after a few months of group sessions and 12-step meetings. Fortunately, the maturation process does not take years but is facilitated more quickly in the group setting.


Intimacy skills




Active addicts are self-centred people. An AA saying summarises this as, “I want what I want when I want it” (Bradshaw, 2005). In fact, this childlike attitude is characterised in 12-step 
 programmes as “His/Her Majesty the Baby.” Recovery seeks to shift this selfishness to self-care in order to learn healthy ways to have authentic needs met. This needs intimacy skills, such as empathy and listening. Building on the honesty, openness and willingness that are essential to initial recovery, sex and love addicts are encouraged to replace the intensity of acting out with the intimacy of connecting with others. The shame, secrecy and guilt that come with active addiction create strong negative self-talk and destroy whatever self-esteem the addict may have had. Fortunately, self-esteem is built by doing difficult things and recovery is often the most difficult task a recovering addict has ever undertaken. Typically, establishing sobriety involves more than one try and the early failures reinforce the self-hatred the addict holds towards themselves. One of the fundamental suggestions of 12-step recovery is to help others, to be of service. By shifting the focus to others, self-centeredness is reduced and self-esteem is developed. Again, most active addicts have been defensive with family, friends and employers, so amends are necessary as recovery continues. This happens only after careful and deep inner assessment. This is the focus of steps four to seven of the 12-step programmes. Sincere self-reflection enables recovering people to take responsibility for their actions, learn how they have hurt others and empathise with the other person’s experience by listening and understanding. Another AA slogan is “take the cotton out of your ears and put it in your mouth”, meaning, stop being so defensive and learn from the “experience, strength and hope (ESH)” of people who have succeeded in achieving sobriety. Group psychotherapy offers the additional benefit of interacting with others around their experiences of difficult aspects of developing healthy relationships and practising these skills with the group members.


Reducing isolation




While individual psychotherapy can be essential for sex and love addiction recovery, especially for working through childhood trauma and what 12-step programmes refer to as ‘character defects’, the group psychotherapy experience offers a situation that one-on-one therapy cannot duplicate. Most addicts, as they begin their recovery, are full of shame and fear and are frightened by the idea of joining a group or attending a 12-step meeting. Therapy groups offer more consistency and intimacy than meetings do, so they are quite powerful in reducing both isolation and shame. When both options are suggested to someone seeking recovery, they often agree to attend group psychotherapy first. Once they have become connected with others in recovery from sex and love addiction, they are encouraged to expand their support to include 12-step meetings. Since people can attend meetings forever and can take leadership roles, the eventual discontinuation of group therapy is easier when addicts attend both. For example, members who tend to be quiet and withholding will eventually be questioned about what they are really thinking and feeling during the group sessions. Shyness and people pleasing, common defences for shame-filled sex and love addicts, will not be tolerated when others are practising being open, vulnerable and honest in the group. Opportunities present themselves in which group leaders can make comments such as, “if this is how you stonewall your wife, no wonder she’s angry and critical” or “your defensiveness evokes in me a desire to escalate the confrontation rather than be caring and compassionate for what you are experiencing”. Addicts have usually been hurt by people earlier in their lives and turn to their addictions as a process that is more predictable and soothing than interacting with people. Rather than having their needs met through interpersonal interactions, they develop a coping strategy that can be characterised as “I’ll take care of myself”, eliminating healthy dependency needs and promoting isolation. Overcoming isolation by finding ways to get needs met through others is initially frightening but, eventually rewarding. 
 One common precursor to relapse is to begin isolating and group therapy provides an excellent opportunity to catch this behaviour before the slip or relapse occurs.


Healthy vulnerability




Sex and love addicts have usually come from home environments that do not teach healthy vulnerability and they continue this guardedness as their addiction progresses. They therefore know little about what they need to do to learn how to be vulnerable in healthy ways. Sex and love acting out can have the illusion of vulnerability, but the reality is authentic needs are not met through addictive fantasy or behaviour. Because group psychotherapy is honest, open and accountable, it is a constructive environment for observing and experimenting with healthy vulnerability. When someone in the group shares a painful incident, group members respond with understanding, empathy and encouragement, thereby fostering repeated experiences of being vulnerable. One group member, inspired by another member’s openness, shared a terribly shameful secret that he said he had never told anyone before: “Sometimes, when I am standing in line at a convenience store, I steal something even though I have money in my pocket”. The relief on his face was palpable and led to a discussion of stealing, secrets and dishonesty. Another person shared that, “before recovery, whenever my lips were moving, I was lying. Even now, my first impulse is to lie. When my wife asks why I did not get something from the store, I will say, ‘they were out of it’ when, in fact, I’ve forgotten the item completely”. The safe environment of group psychotherapy is essential for learning about and experimenting with healthy vulnerability and having needs met through dynamic interactions with others.


Cathartic and corrective emotional experiences




Because addiction involves avoiding and hiding emotions, a group psychotherapy experience offers the opportunity to feel and express hidden emotions. Often, freeing suppressed emotions is cathartic and a corrective emotional experience for someone who may never have been exposed to healthy acknowledgement and use of emotions. In one session, a group participant recounted with tears in his eyes incidents of bullying while he was in elementary and high school. He thanked the group for their understanding, compassion and sharing, and the session ended with hugs all around. Another group member was never allowed to be angry in his family of origin. With the encouragement of the group psychotherapist and the acceptance of the group, he was finally able to express his deep hurt, anger and rage at a step-father who belittled and teased him when he was an adolescent. Such release is only possible in a safe and nurturing environment that offers a corrective emotional experience where one is heard, understood and supported emotionally.


Identity and sense of self




Twelve-step meetings expect people to introduce themselves by their first name and their addiction, for example, “Hi. I’m Dave and I am an alcoholic”. Similar introductions happen in psychotherapy groups, either in check-ins or when welcoming new members. This is a good initial step in developing an identity as a recovering sex and love addict. Many people are reluctant to change their identity and incorporate their addiction and recovery into their expanded sense of self. A common early refrain in addiction recovery is the desire to be ‘normal’. This is no different from many people with other chronic illnesses, who have difficulty early on accepting they are a diabetic, have high blood pressure or other chronic medical conditions. People want to be like 
 others and are afraid to stand out, especially in a way that seems shameful or worse; ‘perverted’. Eventually, people who experience the rewards of recovery often come to introduce themselves as a “grateful, recovering addict”. Their gratitude is for the serenity, humility and maturity that can come with the hard work of recovery from sex and love addiction. One group member expressed it this way: “I was always a phony. No one knew who I really was. I was a chameleon trying to fit whatever I thought you wanted me to be. When I got sober, I discovered who I really was and I work hard every day to be true to myself as a recovering person.” The double life described above requires a divided self. This division is not obvious to others but, typically, when active addicts receive compliments, they negate them in their minds, with thoughts like “if you knew I did X, you would not be saying these nice things about me”. Positive feedback rolls off them like water off a duck’s back and cannot be digested in a way that builds and nurtures their identity and sense of self as a worthwhile, good person. In recovery, a healthy and expanded sense of self is possible and can be slowly developed as recovery progresses.


Encouraging outside contact




Unlike traditional therapy groups, in which the group dynamic is the most significant element in the group process and interactions outside the group are prohibited, in sex and love addiction recovery groups contact between members is encouraged outside of group meetings (Griffin-Shelley, 2000). Similar to 12-step groups, recovering sex and love addicts in group therapy understand that urges to return to their addiction can happen at any time and that having supportive people to call can mean the difference between continuing sobriety and a slip or relapse. Often, people seeking recovery from sex and love addiction find that making phone calls to other recovering addicts is very difficult. An AA slogan suggests that picking up the “thousand pound phone” is crucial to sobriety. In one incident, a group member said he was uncomfortable calling people in the middle of the night and he did not want to be a burden on anyone or interfere with their family life or relaxation time. Spontaneously, another group participant spoke up and said that he worked a boring night shift job and would love to have someone to talk to in the middle of the night. The distorted thinking of the first member was exposed when he expressed his needs and became vulnerable, and the other group member was able to meet his need in a mutually beneficial manner.


Curative factors




Yalom and Leszcz’s (2005) curative factors for group psychotherapy, later called therapeutic factors, are clearly fundamental elements in the use and success of group psychotherapy for sex and love addicts. His first factor, universality, is communicated in groups by the sentiment, ‘you are not alone’. Since addicts isolate, and sex and love addicts seem to isolate the most (due to their intense shame), universality both promotes healing and opens the door for other important factors such as instillation of hope, imparting information, developing socialising techniques and imitative behaviour (Yalom & Leszcz, 2005). Similar to the essential role of service in 12-step recovery (Augustine Fellowship, 1986), group psychotherapy creates an opportunity for altruism, the second of Yalom’s factors, especially for more senior members who help new members. In addition, the group psychotherapy environment fosters the chance for corrective recapitulation of the family experience, so that members can see their dysfunctional family-of-origin patterns in their addictive acting out and their interactions with their peers. A recent example of this was a patient who had a significant slip after substantial sobriety, regressing into isolating and not asking for help when life-threatening health issues developed. He finally shared his situation 
 with his group and this evolved into an opportunity that demonstrated the other therapeutic factors of release, interpersonal learning and self-understanding (Yalom & Leszcz, 2005) and the “group’s ability to maintain a safe yet challenging ‘formative space’” (AGPA, 2014).


Addiction Interaction Disorder




Addictions to sex and love, chemicals, food and money (through gambling, over-spending, indebtedness and under-earning) can all interact. Carnes et al. (2005) proposed the term ‘addiction interaction disorder’ (AID) to describe these complex interactions. Recovery from sex and love addiction requires examining all four of these areas of addiction in order to sustain long-term sobriety. One recovering addict found that, as he established sex and love addiction recovery, he turned to overeating and both spending and gambling to alter his mood and soothe his insecurities and anxiety. At one point he was attending Sexaholics Anonymous, Overeaters Anonymous and Under-earners Anonymous, alongside occasional Alanon meetings, to cope with multiple, interacting addictions. While attendance at this many recovery meetings is unusual, it is common for people who abuse chemicals to discover they have sex and love addiction after they had established chemical sobriety. Another sex and love addict found that when he purchased cigarettes he would eventually act out on his alcoholism and sex and love addiction, so stopping both behaviours was necessary for sexual sobriety. The concept of AID has spurred some residential chemical dependency programmes to screen for sexual addiction, especially in their relapse population (Knepper, 2013).


Minorities




Minorities are under-represented in sex and love 12-step programmes and likewise in group therapies. There is research that suggests higher levels of substance abuse and addiction in minority populations (Cooper, 2003) is probably due to the added stress of discrimination (Gerrard et al., 2012). However, these groups can react defensively and have some level of denial about addiction. For example, sexual minorities, such as gay men, have argued that casual sex is part of their lifestyle and should not be stigmatised and labelled as pathological or an addiction (Weiss, 2013). Similar responses have been noted anecdotally with racial minorities, especially African American men, who may scoff at the suggestion that sexual addiction can coexist with chemical dependency (Morgan, 2014). Asian cultures value their public image and discourage seeking help outside the family, which can contribute to their lack of identification of sex and love addiction and lack of involvement in the recovery process (Fong & Tsuang, 2007). Similarly, Latino ‘machismo’ is another cultural identity that may mask obsessive and compulsive sexual addiction and relationship dependency issues and interfere with the identification and treatment of sex and love addiction (Amaro, 1995). Clearly, much work needs to be done to integrate minorities in treatment and recovery.


Conclusion




Group psychotherapy is an integral part of the addiction recovery process for individuals who identify as sex and love addicts. Groups are typically same-sex and encourage contact between members outside of the session. Shame and secrecy, which is experienced by every addict, is deeper and more debilitating for people whose obsessive, compulsive behaviours relate to such basic needs as love and sex. A psychotherapy group provides a safe environment in which to become honest, open and willing to change (the H.O.W. of 12-step programmes). 
 Group psychotherapy has many important differences from 12-step meetings, primarily the opportunity for ‘cross talk’ or feedback, which is discouraged in 12-step meetings. Therapy groups also offer consistency in membership, size and time frame. The group creates a safe place for accountability and reality checks. Healthy interactions reduce people pleasing and the phony facades that addicts use to hide their out of control behaviour. A psychotherapy group presents an excellent environment for maturation, the development of intimacy skills and the reduction of isolation. It also allows members to experience healthy vulnerability and to have cathartic and corrective emotional encounters. Recovering sex and love addicts can rebuild a stronger identity and sense of self, which are requisites for long-term health, in the group setting. For all of these reasons, group psychotherapy is an essential part of most sex and love addicts’ successful recovery process.
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Introduction




This chapter is about the use of cognitive behavioural therapy (CBT) in our men’s group treatment programme for sexual addiction at the Marylebone Centre for Psychological Therapies in London. The clinic was founded in 2001 to provide treatment for men and women with sexually compulsive behaviour. It has since expanded to include sexual dysfunctions and also to provide CBT for depression, anxiety disorders and obsessive compulsive disorder (OCD). The treatment programme for sexually compulsive behaviour was created in 2001 and has been run over 100 times. There are normally seven to ten men in each programme and the duration is 12 weeks, including one weekend. This is a day programme and is not residential.

This chapter begins by exploring the suitability of CBT for working with sexually-addicted individuals. It considers the use of CBT in both group settings and one-to-one work. The chapter then goes on to give a step-by-step account of the use of CBT in the group programme at the Marylebone Centre. At the end of the chapter I give the outcome studies on the first 12-week programme. Throughout, I have used the male gender; no doubt, there are female sex addicts but I do not refer to them as I do not work with them.


The CBT revolution




In the book Craving for Ecstasy and Natural Highs
 the authors, Milkman and Sunderwirth (2010), put forward a positive approach to mood alteration. This book is a detailed examination of addictive substances and behaviours. The second half of the book looks at ‘natural highs’ and lists these as CBT, maintaining close and intimate relationships, relaxation, mindfulness and meditation, good nutrition, exercise and the meaningful engagement of talents. The authors aptly quote from William James that ‘the greatest discovery of our generation is that a man can alter his life by simply altering his attitude of mind’ (Milkman & Sunderwirth, 2010: 206).

According to Westbrook et al. (2012), modern CBT has emerged since the publication of Cognitive Therapy of Depression
 (Beck et al., 1979). It combines behaviour therapy, ‘with its emphasis on the importance of behaviour change in overcoming mental health problems and cognitive therapy, with its emphasis upon understanding and changing the meaning of events’ 
 (Westbrook et al., 2012: 20). The goal of CBT is that the patient internalise the therapist. In other words, the patient learns to apply the principles of CBT to his own life from the skills that he learns during therapy and from the personal relationship that he builds with the therapist. The therapist is left behind as the patient learns to use these skills without further therapeutic intervention.

According to Westbrook et al. (2012), CBT is built on a foundation of six primary principles:



•It is the interpretation of the event that is crucial, rather than the event itself;




•Behaviour has a powerful influence on our thoughts and feelings;




•Mental health problems are understood properly if they are seen as exaggerations of normal behaviours;




•It is usually best to focus on the present rather than the past;




•Problems are interactions of thoughts, feelings, behaviours and physiology and are best understood as interacting systems;




•It is important to use empirical systems of evaluation.







The next sections of this chapter will examine each of these overarching principles in turn and explore how they apply when using CBT to address sexually compulsive behaviour.


Interpretation of events




It is our interpretation of an event, rather than the event itself, that gives it its character and determines its impact on our feeling states. Introductory text books on CBT are fond of quoting Epictetus (AD55–135), who said that ‘Men are disturbed not by things but by the principles and notions that they form concerning things’ (Westbrook et al., 2012: 5). We might think, for example, that a promotion at work would be a welcome endorsement of an individual’s ability and would be cheerfully received as a reflection of praise and validation. However, this depends on the meaning and interpretation the individual gives to the promotion. It might, for some people, raise issues around self-worth and create anxieties around the capacity to achieve the necessary standard. In this case, the offer would create anxiety and stress, rather than a sense of achievement. Therapists therefore need to understand the belief systems of their patients in order to know how events are interpreted.

For example, two men who use sex workers might have very different belief systems about their behaviours. One man could see the use of sex workers as a proper exchange of goods and services, while another could see it as base and immoral. For this second man, the behaviour contributes to a weakening or a deconstruction of his sense of self. While both men may be behaving in the same way, the way they think and feel about their behaviour is completely different.


Behaviour influences thoughts and feelings




Behaviour influences our thoughts and feelings, and vice versa. In working with sexually compulsive men, there is a high priority placed, as early as possible, on stopping or greatly reducing the sexually compulsive behaviour. When this is accomplished, it gives rise to increased feelings of self-esteem. Most sexually compulsive men find that their sense of self and their self-image is diminished by sexual acting out. The poorer the sense of self, the more likely it is that men will disappear into the oblivion of sexual addiction.

In Alcoholics Anonymous (AA) there is a saying that you have ‘to fake it to make it’. Sometimes, just by going through the actions of change, change itself will follow. A behavioural 
 change will prompt a change in thoughts and feelings. With sex addiction, practising abstinence can be effective in contributing to actual abstinence. In other words, by changing behaviour, we can create a change in the thoughts and the feelings that give rise to the behaviour.


Mental health problems are exaggerations of normal behaviours





We all worry, but worry becomes problematic when it is exaggerated and takes over or compromises our quality of life. We all experience the normal ups and downs of life but when the impact of the downs is exaggerated, we might call this a depressive disorder. In other words, the transition from the routine of human life to a disorder occurs on a continuum. I had a patient who used to visit sex workers from time to time. All in all, he might do this four or five times a year. In a discussion with him, we took the view that this was not a compulsive pattern of sexuality, but just a choice or a recreational opportunity. It was his wife who had sent him to see me. This use of sex workers might seem to me or to her to be unwise, immoral and harmful to him and his marriage. All of this might, or might not, be true but it did not seem to him, or to me, to constitute a pattern of compulsive behaviour. The problem for him was not his pattern of sexual behaviour, but rather his wife’s view of his pattern of sexual behaviour.

At approximately the same time, I had another patient who would use three or four sex workers in a weekend. This would happen every two to three weeks. We discussed this and took the view that this was not a recreational pursuit, but rather a compulsive pattern of sexual behaviour. We must keep in mind that even this conclusion involves the application of a value judgement to a particular behaviour. We came around to this way of thinking because the patient was aware that the use of the first sex worker fuelled in him a sense of being a bad person, and this drove him to the next sex worker as a way of relieving the ‘badness’, and then on to the one after that. His use of sex workers was qualitatively different to the man in the first case.

The key deciding factor in determining sexual compulsivity is function. Sexual addiction is the use of a sexual pattern in response to negative feeling states, which overwhelms or disrupts the peace and tranquillity of ordinary life. The International Statistical Classification of Diseases and Related Health Problems
 (ICD-10; World Health Organization, 2011) is a major compilation of diagnostic categories for different illnesses. It defines compulsive sexual behaviour as ‘Excessive Sexual Drive’. It does not define ‘excessive’, but the word suggests we are considering a pattern of behaviour which is beyond the ordinary. Even in that case, the behaviour must still be considered problematic by the person himself to be diagnosed.


Focus on the present rather than the past




In CBT there is a distinct tendency to focus on the present and largely ignore the past in relationship to feelings and behaviours. The historical set-up for the behaviour or the problematic feeling state tends to be minimised. However, there is a bigger emphasis on the past when using CBT to treat sexually compulsive behaviours. This is for two main reasons. Firstly, if you are aware of the set-up to the behaviour you can notice current events and circumstances that repeat the past in the present. Secondly, and most importantly, recognising the set-up to the behaviour helps the patient to understand that it was never chosen. This relieves shame. While you are not responsible for having the behaviour, you are responsible for what you do with this legacy of the past. However, to know that having the behaviour was never your responsibility absolves you from a great deal of guilt and shame. Shame reduction is an important factor in the process of recovery.



Problems can be conceptualised as interacting systems




Problems can be conceptualised as interacting systems that are made up of four parts: thoughts, feelings, behaviours and physiological responses. Behavioural change is an important part of this process. Men gain more confidence and self-esteem once they learn they do not have to act out and they succeed in sustaining sobriety.


Evidence of effectiveness




CBT always locates itself as an evidence-based methodology. There is evidence of the effectiveness of CBT for depression, panic, phobias, post-traumatic stress and personality disorders. Drawing on evidence from adjacent problems, namely substance addiction (Gold & Heffner, 1998), internet addiction (Young, 2007), sexual dysfunction (Leiblum, 2007), paraphilia (Kruger & Kaplan, 2002), trauma based disorders (O’Donnell & Cook, 2006) and sexual offending (Maletzky & Steinhauser, 2002), we can justifiably assume that CBT is an effective treatment option. As Westbrook et al. write (2012: 13), ‘CBT is the psychological therapy with the most solid and wide evidence base for efficacy and effectiveness’. Vesga-Lopez et al. (2007: 153) further write, ‘CBT is currently the psychotherapy with the best documented efficacy for sexual addiction’.


Using CBT to treat sexual addiction: The Marylebone Centre Group Programme





Introduction




The sexual addiction programme used in our clinic is largely CBT, as is the content of the training programme we have developed to train therapists to work with compulsive sexual behaviours. This applies to individual treatment, as well as to the group work. Our programmes involve teaching about neuroscience, shame and the internet as a place for interaction with supernormal phenomena. The following sections give an overview of the different components of our treatment programme and demonstrate how they make use of CBT.


Formulation




Our programmes involve the use of a formulation to make the problems faced by the patients more comprehensible. The formulation provides a diagrammatic outline of the construction of the inter-relating factors that make up part of the patient’s personality. It seeks to identify the psychological difficulties underlying the patient’s current behaviours by linking these behaviours to the patient’s past and, in particular, to their core beliefs. The core belief is a central assumption about self in relationship to others and the world.

The core belief triggers selective attention, so that the patient notices events that confirm the core belief and ignores or discounts events and circumstances that contradict it. Part of the aim of CBT is to look at the overall evidence and not to discount or ignore the positive. A person with a core belief that he is stupid or not good enough will be sensitive to information that accords with the core belief and will fail to see the total picture. Selective attention leads to negative interpretations, negative memories, negative reflection and negative expectations, and all of this leads to distress and depression.

Other parts of the formulation include the management techniques (more generally referred to as conditional assumptions) and the escape mechanisms (more generally referred to as the compensatory strategies). The management techniques are usually described as ‘if/then’ statements. Figure 4.3.1
 shows the usual formulation for someone who is sexually addicted.
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Figure 4.3.1
 Formulation for someone who is sexually addicted





The formulation is assisted by the use of key CBT techniques, including Socratic questioning and the downward arrow technique. The aim of Socratic questioning is to move through the four stages of information gathering, emphatic listening, summarising and synthesising (Padesky & Mooney, 1996). The downward arrow technique is ‘systematic questioning that aims to help 
 clients elaborate on, or “unpack”, their experience of negative automatic thoughts and perhaps identify the more fundamental meaning underlying an unwanted reaction’ (Westbrook et al., 2012: 147). These tools help the patient to identify the underlying issues contributing to their sexually compulsive behaviour.


Values clarification and sex plan




In the early stages of the work, we use an exercise called ‘values clarification’. This exercise asks individuals to think about their values – things they feel strongly about – and then consider if their sexual behaviour contradicts or confirms these values. Values clarification is an exercise to demonstrate how our behaviours do, or do not, match our cognitions. For example, one man put down ‘family’ as an important part of his values system but once this exercise was done, he realised that his behaviour did not support his cognitive values. Having sex with sex workers did not support his value system. The function of the exercise is to explore a cognitive dissonance between what we think we believe and what we actually do. It functions like a common CBT practice to reveal dissonance, rather like making a list of ‘pros and cons’ about a pattern of behaviour.

This is followed by asking individuals to draw up a ‘sex plan’. The ‘sex plan’ allows individuals to sit down and think about the pattern of sexual behaviour which is satisfactory to them. It is an individual plan and reflects the values and the goals for the anticipated changes of behaviour. Most men have never really considered this beforehand. This process reflects the second principle of CBT, namely that ‘behaviour has a powerful influence on thoughts and feelings’. Here, the values are truly demonstrated in behaviour and not in mental concepts. Often there is considerable incongruity between a value espoused and a value demonstrated.


Harmful consequences




Although an uncomfortable task, we ask participants to make a list of all the harmful consequences of their compulsive sexual behaviour. We give them a help sheet to prompt their thinking. The help sheet divides harmful consequences into the following categories: financial consequences, health, impact on relationships, self-image, legal, social and physical dangers. There is also a space for ‘other harmful consequences’. In one group, we had two men who had spent £1.5 million each on sex workers. This was not just the cost of sexual services but also included taxis, gifts, hotel rooms, dinners out and expensive holidays. We have men who have estimated their time spent viewing internet pornography to be measured in weeks and months rather than in hours, when calculated over the life span. They are shocked when they consider how much better that time could have been spent in occupational, recreational and social activities. This provides a ‘wake-up call’ and confronts patients with the harmfulness of repeated compulsive sexual behaviour. This exercise strengthens cognitive dissonance. It demands that patients confront the time lost and the money spent on compulsive sexual behaviour.


Trauma egg




The next stage of the treatment process is to ask individuals to draw a ‘trauma egg’. This is derived from Sex Addiction Case Studies and Management
 (Earle & Earle, 1995) but we suggest drawing the individual traumas rather than writing them out, as they suggest. This is set as a homework assignment. We ask participants to draw a large egg, inside which they note down events in their life history that were traumatic, non-nurturing or shaming. The exercise also asks 
 individuals to think about and write out family roles, family rules and the principal characteristics of their parents when they were children. Once this is done, participants share some, or all, of these events with another group member. This is followed by a general share on the ‘trauma egg’ exercise. It is generally understood that shame is reduced when exposed in the presence of an understanding and ‘non-shaming’ other. Events from the ‘trauma egg’ become part of the basis for the personal presentation later on in the treatment programme. The ‘trauma egg’ can also be used in individual therapeutic work. This exercise encourages patients to reflect on their history and to come to see that, while the behaviour exists, it did not come into being wilfully. Shame is thus reduced.


Cycle of addiction




The next part of the CBT treatment programme has been voted by participants as the single most important part of the programme. Here we present a generic ‘cycle of addiction’, take people through it and then ask them to personalise it by analysing a recent or significant acting out experience. The cycle has precursors, seemingly unimportant decisions, triggers, build up and the point of inevitability.

The precursors are affect states that precede the acting out cycle. The most common precursors are anxiety, depression, loneliness, anomie, shame and boredom-proneness. Precursors may also be hidden in the dynamics of the couple relationship. These tend to be of two types: fear of abandonment and fear of engulfment.

Seemingly unimportant decisions would appear, in advance, to be insignificant, but on reflection, it is clear they can bring a person into situations that trigger the addictive process. For example, if I am an alcoholic and I decide to take a route home that goes past the pub, this might be a seemingly unimportant decision. However, it would be better to walk home another route, as passing the pub might be the trigger to acting out. When I stopped drinking a couple of years ago, I had to change where I ate to avoid the triggers of the familiar association of alcohol and the venue itself. Once the addictive cycle is triggered, the capacity to make ethical decisions is diminished. So the build-up of the cycle continues, until the individual reaches the point of inevitability. At the point of inevitability, there is no going back and the person will go on to act out. This is normally followed by remorse and regret, and then by reconstitution. Reconstitution means getting one’s life back together and could include going back to meetings, doubling up at the gym or speaking to a confidant. Reconstitution leads back into the dormant phase and the cycle then repeats.


Figure 4.3.2
 shows how all the stages of the sex addiction cycle fit together. Individuals tend to think acting out only occurs from the point of inevitability onwards. However, this cycle demonstrates this is not the case.
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Figure 4.3.2
 Cycle of addiction





The cycle of addiction brings into focus aspects of compulsivity that would otherwise be out of awareness and impossible to understand. Once participants understand their typical cycle they can then create exit strategies. Alongside the exit strategies, we ask people to consider and put in place satisfying alternative behaviours. While it may not be possible to replace sexually compulsive behaviour with anything as exciting, it is possible to replace it with an alternative that will give long-term satisfaction and feelings of mastery. If people just stop acting out and do not find replacements, they will just hurt. The hurting grows and makes people susceptible to further acting out. The problem is that the short-term advantage of acting out sexually is so powerful that it eclipses any consideration of the long-term consequences of shame and future unhappiness.

We follow this part of the treatment programme with more careful attention to the feeling states that are in place prior to sexually compulsive behaviour and to the development of 
 replacement behaviours and exit strategies. We ask participants to stand back and consider the mood state, the possibility of acting out and the subsequent feeling states that result from these sexual behaviours. Everything is written out. Writing is not the result of thinking, but rather facilitates thinking and creates an ongoing reminder and a blueprint for future action.

The cycle of addiction fits into the general assumptions made by CBT that insight can facilitate change. It also fits into the CBT understanding that behaviour follows thoughts and feelings. It is a collaborative process because, after the generic cycle is demonstrated, men are asked to think of a recent or memorable example and to consider how their behaviour might fit the cycle. This is shared in pairs and then in group, which adds extra dimensions of collaboration. It demonstrates that sexual acting out fits into the understanding that problems are interactions between thoughts, feelings, behaviour and physiological changes. An understanding of a personal cycle allows the development and implementation of exit strategies away from sexually compulsive behaviour and towards other behaviours that give better long-term outcomes.


Cognitive distortions




Towards the end of the treatment programme we focus on cognitive distortions. These are thinking errors that are very common for all of us. They range from black and white thinking to irrational thought. The principal cognitive distortions associated with sexual addiction tend to be:



•Denial: it did not happen;




•Rationalisation: it did happen but it was the last time;




•Justification: it did happen but it was not my fault;




•
 Minimisation: it did happen but no real harm was done;




•Excuses: it did happen but I was drunk;




•Blame: it did happen but it was her fault; she came on to me.







We ask participants to consider their thinking and then to work out their thinking errors, using a specially designed form. This, too, is collaborative in that men have an opportunity to reflect on their thinking and to determine which cognitive distortions they tend to use. Once again this involves sharing in pairs and in the larger group. This process of sharing allows for feedback and further reflection. The collaboration moves from an interaction between therapist and patient to one that involves the entire group of peers. The function of this is simply to bring unconscious patterns of thought and conversation into fuller awareness.


Personal presentation




An immensely important part of our group treatment programme is the personal presentation. Drawing on the trauma egg, we ask each participant to prepare a presentation of a personal life story, which includes past events that were shaming and/or non-nurturing, the sexual history and the history of the sexual addiction, with an emphasis on any rock-bottom or crux point that caused them to pursue recovery. The presentation finishes with an update on their process of recovery and their hopes and plans for the future. Each participant in the recovery group is given 45 minutes to make his presentation. It is important there is time for feedback. Feedback from the group consists of a word of thanks, and there is no caretaking or advice giving. Each group member reflects back the things that were helpful to them in the presentation. Sometimes members will note inconsistencies in the presentation or make useful empathic comments. This takes place in the group process over one weekend. I have been involved in this process many times over a 15-year period and it never fails to move me, sometimes to tears. We had one airplane pilot who, in his presentation, talked about a best friend he had seen shot in Iraq. He wept and the other men wept with him. He had given them permission to weep. They wept not only with him for his loss, but also for themselves and their own losses. This process can also be done individually with the therapist or perhaps with an invited group of people in recovery who have already experienced this process.

This part of the treatment programme resembles the CBT treatment process for working with trauma. Usually we are working with the impact of developmental trauma and not, as in the case above of the airline pilot, with more immediate trauma. The protocols for the treatment of trauma involve a repetition in words, with affect, of the trauma, but this time among peers. There should be, as far as possible, an entering into of the original affect state. This is said by trauma specialists to lessen the negative feeling states associated with the trauma. This process takes place in the group setting, with each man given time to talk and to receive feedback from the facilitators, as well as his peers. It is the peer feedback that comforts and restores.


Provision of sexual health information




The personal presentation is normally followed by a teaching evening on sexual health. CBT has an explicit educational component. It could be considered as a training programme that results in the capacity to change behaviour and feelings. The provision of information on sexual health is explicitly an evening of lecture and consultation. This section of the work should be done by a therapist who has this information or has access to someone with the relevant expertise, who might be invited in for the session. We have a nurse practitioner in HIV and sexual health who 
 facilitates this session. She provides information about sexually transmitted diseases and the risk factors involved with some types of sexual behaviour. In our experience, men who have sex with transsexual sex workers are at a high risk. They are also frequently prone to high levels of health anxiety (hypochondria). This involves an inordinate fear of sickness or disease and is treated with CBT protocols. Health anxiety is hugely problematic and fills people with fear and dread. Recently, we had two men with health anxieties. One had been masturbated by a sex worker and the other did not touch her but watched her masturbate. Both men were beside themselves with anxiety. We might imagine that participants would know about sexually transmitted infections, but they do not. This section of the work is straightforward teaching, followed by a question and answer session. Westbrook et al. (2012) write about CBT groups and state that many such groups are highly didactic. Our groups are closed programme groups with high levels of teaching combined with high levels of group interaction. They, therefore, combine teaching and experiential work in collaboration with group members.


Relapse prevention plan




The penultimate section of our treatment programme involves the development of an ongoing relapse prevention plan. Prochaska and DiClemente (1982) have identified five stages of change. The final two of these are lapse and maintenance. It is useful to explain to participants that this has been researched and that lapse is not to be unexpected. The important thing about a lapse is a return to action as soon as possible. This process avoids turning a lapse into a relapse that ends up in hopelessness.

We give patients a relapse prevention and recovery worksheet. The worksheet includes questions about their distinctive cycle of addiction. This includes questions about the individual precursors to their sexual acting out, as well as their distinctive cues and triggers. The worksheet closes with a section on relationships and how these can be improved. It also includes a section on making amends, and the opportunity to write a list of people to whom one owes amends.

Reviewing some of the literature (Bays & Freeman-Longo, 1989; Beck et al., 1993; Carnes, 1991; Douaihy et al., 2007; Fanning & O’Neill, 1996; Hall, 2013; Milkman & Sunderwirth, 2010), the material on relapse prevention is much the same. It includes creating an awareness of patterns of acting out and particularly high-risk situations. It provides clarity about triggers, which can be internal feeling states or external and environmental factors. The creation and repetition of exit strategies are a necessary part of relapse prevention. Perhaps the single most important contribution to relapse prevention is the development of a more fulfilling and meaningful quality of life.


Graduation




We conclude our treatment programme with graduation. I am indebted to Patrick Carnes for this exercise. I undertook a week’s training programme with him 25 years ago and we completed the training programme with this graduation process. Each of us took it in turns to be in the ‘hot seat’, which just meant we were the subject of the group’s attention. Each of us was asked to write on a sticker a couple of things we admired about the person in the ‘hot seat’. Then we were asked to stand before the person and say ‘I admire these things about you’ and place the sticker on the individual. At the end of the exercise, each of us was literally covered with kind words. While this exercise is not unknown within therapeutic disciplines, it is largely unknown to the public. Most sex addicts have rarely heard praise or positive evaluation and some find it hard to hear positive things said about them. But these statements 
 come from men with whom they have been together for three months and to whom they have revealed their shame, their behaviour and the ups and downs they have faced. Positive feedback is welcome and is the culmination of the treatment programme. The men are covered in heartfelt feedback from other men who know them intimately. It is a fitting end to the treatment programme.


Follow-up programmes




Latterly, we have added two follow-up programmes and a self-governing aftercare group. The first follow-up programme is based on art therapy or creative writing. Each session revolves around themes related to recovery. These include extreme consequences, saying ‘no’ and ‘goodbye’ to the addiction, partner empathy, a recording of losses due to the addiction and then hopes and plans for the future. The second 12-week programme is called ‘The Restoration of Self-Esteem’. For many men, this provides an opportunity to find and build self-esteem for the first time. This programme involves the further use of the formulation, Judith Beck’s ‘cognitive conceptualization diagram’ (Beck, 1995) and Young’s Schema Questionnaire (Young et al., 2003). Beck’s cognitive conceptualisation diagram provides a clear and simple way to get to the core belief. We go through it with a participant in the presence of the group. It demonstrates how, in virtually every upsetting situation, the core belief has been triggered. Schemas are life scripts that tend to function outside of awareness, they are learned in childhood and continue through the lifespan. It is useful to be able to recognise when a schema has been triggered and to distinguish it from reality. The second programme also includes basic CBT tools, such as a self-critical thought diary, a positive data log and anxious predictions. It concludes with reflections on the life men want for themselves and closes with a review of the work done over the entire 36 weeks.


Measuring outcomes




CBT is an evidence-based therapeutic process. This simply means that it is important to be able to demonstrate the effectiveness of the treatment process. At our clinic we use four measuring instruments at the start and end of our group treatment programme. These are CORE 34, the Sexual Compulsivity Scale (Kalichman et al., 1994), the Sexual Symptom Assessment Scale (Raymond et al., 2007) and Sexual Addiction in Routine Evaluation. The last of these has no empirical validation and I made it up on the back of an envelope in 2001. However, its measurements seem to reflect the same outcome patterns as the Sexual Compulsivity Scale and the Sexual Symptom Assessment Scale. CORE 34 is widely used in the UK to evaluate patient change. It is a patient self-report questionnaire that measures risk, wellbeing, symptoms and overall functioning. It is suitable for measuring outcomes with any psychotherapeutic modality and is pan-diagnostic. Its use has gathered momentum throughout the European Union (EU).

The other three scales are more specific to sexual compulsivity. The Sexual Compulsivity Scale and the Sexual Symptom Assessment Scale have been tested and found to be valid and reliable measures. More about these and other scales can be found in an article by Hook et al., entitled Measuring sexual addiction and compulsivity: a critical review of instruments
 (Hook et al., 2010), as well as in the chapter on Clinical assessment and diagnosis of sexual addiction
 , written by Grubbs et al., in Section 4.1 of this handbook.



Conclusion




The treatment plans outlined above fit well with any type of sex addiction, including internet pornography addiction. Whether acknowledged or not, as far as I can determine, all effective programmes for the treatment of sexually compulsive behaviour are, in fact, cognitive behavioural. They normally include a didactic element, homework exercises, a treatment plan, organised sessions and should, at least, have some way of measuring outcomes. Our treatment programme is such a programme. The differences from accepted CBT are that we place an emphasis on the therapeutic alliance and we focus extensively on the events in the past that have caused men to find affect regulation through sexual behaviour. It is this final point that distinguishes sexual addiction from recreational or intimate partnered sex.



Note







1
 This chapter has been drawn from the book CBT for Compulsive Sexual Behaviours – A Guide for Professionals
 (Birchard, 2015).
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Sex addiction, the 12 steps and therapy






Timothy D. Stein and Patrick Carnes






The thought of walking into a 12-step meeting terrified Rex. Admitting he had a problem was easy enough. He had been struggling to contain, let alone stop, his compulsive use of pornography and masturbation for the better part of a year. However, his desperation for change was not enough to get him into a 12-step meeting, where who knows who would be there. In short, he worried that he might be recognised and his awful secret would be known to the world. There just had to be another way. So he found a therapist who specialised in sex addiction and made an appointment; in his mind, paying a therapist to address his addiction was a more bearable option.

Two weeks into therapy, Rex’s therapist recommended he attend a 12-step meeting for sex addiction. She gave him information about the programmes active in his area and suggested he check out their websites. Six weeks later, since Rex had made no movement towards attending a meeting, she started talking about the importance of a recovery community to support his work in therapy. Four weeks later, his therapist said, “Go to the Tuesday, 6:30 SAA meeting. I have heard there is good healing going on there. Here is the address.” After three months of therapy and consistent seed-planting, Rex was finally willing to walk through that door. When he did, it was a turning point.

Rex walked into a room of men who shared his struggle. He listened to readings, hearing numerous phrases that described his pain, his fear and his situation. He heard men share their experiences while others nodded their heads with understanding and support. He realised that nobody at the meeting was interested in who he was outside of the room. Nobody was interested in ‘outing’ him or his behaviours. Instead, they were focused on changing their lives and helping others to do the same.

During the meeting, Rex mustered up the courage to share his struggle with pornography and masturbation with the other members of the group. He talked about his desire for things to be different. He talked about how he had tried to ‘control’ and ‘manage’ his life unsuccessfully. And then, when he started to talk about his wife and children, and the impact that his behaviour had on them, the walls came down. Tears streamed down his face. His voice cracked. His words came out in choppy and difficult-to-understand bursts. He dropped into the pain he had been avoiding for so long. The facade he had unconsciously created decades earlier, to show the world a strong, capable, successful, handsome, ‘got his shit together’ image of a man, cracked.


 The men in the room simply sat there. They nodded their heads, acknowledging they understood his pain. They handed him some tissues and patiently sat with him, listening to him. They created a safe place and allowed Rex to be vulnerable. Without saying a word, they became his community; the community that helped him to stop isolating and to open up to a solution larger than himself.

Rex’s therapist took advantage of the acceptance Rex began to feel in his new community by integrating the principles of the 12 steps as a way to create traction in Rex’s therapy. She supported Rex’s 12-step work and used it as a springboard into the deeper issues and patterns in his life. She was able to intertwine the work done in therapy sessions with the 12-step work Rex was doing in the recovery community, and this intermingled process of recovery became a process for change larger than the sum of its parts.


The origin of 12-step programmes




There is a story in the 12-step community about the third member of Alcoholics Anonymous (AA), a notorious drinker named Bill D (Alcoholics Anonymous, 2001). In 1935, Bill D, who had been unable to stop drinking for any significant amount of time, was hospitalised in the wake of one of his drinking episodes. That is when Dr Bob and Bill W, the founders and first two members of AA, approached him, introducing themselves as “a couple of alcoholics”. They asked him to join them in their programme because, as they framed it, Dr Bob and Bill W needed Bill D to help them stay sober. This novel approach, one alcoholic helping other alcoholics to stay sober, was a transformative moment in the history of addiction treatment.

Up until this point, there were two prominent perspectives on alcoholism. In one view, alcoholism was seen as a moral failing. Proponents of this view believed that teaching alcoholics to be moral individuals would lead to sobriety. The alternative view, taken by the medical community, was that alcoholism was incurable and lethal (Mann et al., 2000). Dr Bob and Bill W offered a third perspective: by focusing on something larger than yourself (like the AA community) and trusting something larger than yourself (your higher power), change and healing can happen. This message was eventually embodied in the 12 steps of AA.

The 12 steps of AA are as follows:



1.We admitted we were powerless over alcohol – that our lives had become unmanageable.




2.Came to believe that a power greater than ourselves could restore us to sanity.




3.Made a decision to turn our will and our lives over to the care of God as we understood him.




4.Made a searching and fearless moral inventory of ourselves.




5.Admitted to God, to ourselves, and to another human being the exact nature of our wrongs.




6.Were entirely ready to have God remove all these defects of character.




7.Humbly asked Him to remove our shortcomings.




8.Made a list of all persons we had harmed, and became willing to make amends to them all.




9.Made direct amends to such people wherever possible, except when to do so would injure them or others.




10.Continued to take personal inventory and when we were wrong promptly admitted it.




11.Sought through prayer and meditation to improve our conscious contact with God as we understood Him, praying only for knowledge of His Will for us and the power to carry that out.




12.Having had a spiritual awakening as the result of these steps, we tried to carry this message to alcoholics, and to practice these principles in all our affairs.






(Alcoholics Anonymous, 2001)








Almost shockingly, the solution offered by the steps does not focus on stopping the problematic behaviour. In fact, the only step that mentions the behaviour is step one, and then only to admit powerlessness over it. Steps two to 12 do not mention the addictive behaviour or even an attempt to stop or change the behaviour. Instead, those steps focus on spirituality; they guide addicts into connecting with their higher power and allowing that higher power to heal them. Because of this, the 12 steps are often referred to as a spiritual solution to a behavioural problem. Carl Jung, the well-known psychiatrist, influenced this idea. In correspondence with Bill W he suggested that an alcoholic’s ‘craving for alcohol was the equivalent, on a low level, of the spiritual thirst of our being for wholeness, expressed in medieval language: the union with God’ (Jung, 2001).

Over the years, the concept of ‘God’ within AA has morphed into ‘higher power’, which has allowed people outside of or uncomfortable with Christianity and other organised religions to find a solution within the programme. Now, ‘higher power’ is often used in 12-step literature and communities in a general way to represent something larger than oneself. While many Christians (and Jews, Muslims, Buddhists, etc.) work the steps to strengthen their relationship with God as they understand God, others take a non-religious path, connecting instead to the universe, nature or even the recovery community itself. In this way, even Atheists can find a spiritual solution through AA.

Critics sometimes cite a low percentage of consistent sobriety by members of 12-step groups as evidence that they are ineffective. However, research that culminated in the book Don’t Call it Love
 (Carnes, 1991) shows the 12-step process is a significant piece of the long-term sobriety puzzle. According to this research, sex addicts who have the most success with sobriety have a number of factors in common, three of which are:



•They worked with a primary therapist;




•They were involved in group therapy;




•They attended 12-step meetings.







More recent research also supports the 12-step model of treatment. Hartman et al. (2012) tell us that sex addicts in residential treatment who also participate in 12-step programmes show improved sexual impulse control and self-reported quality of life at six months’ follow up. Plus, they are more likely to attend aftercare. While there is currently a lack of research in this area, these studies show that incorporating the 12 steps as an adjunct to therapy can lead towards positive patient outcomes.


The ‘S’ programmes




In the 1970s, problematic sexual behaviour was hitting a saturation point and 12-step organisations addressing this issue started to spring up. Currently active ‘S’ programmes include Sex and Love Addicts Anonymous (SLAA), Sex Addicts Anonymous (SAA), Sexaholics Anonymous (SA), Sexual Compulsives Anonymous (SCA) and Sexual Recovery Anonymous (SRA). These programmes have adapted the 12 steps of AA, adjusting step one (what addicts are powerless over) and step 12 (to whom they carry the message) so they can address problematic sexual behaviour rather than alcoholism.

Like AA, the ‘S’ programmes employ a sponsor system, whereby an individual in the 12-step community (the sponsor) guides another community member (the ‘sponsee’) through the 
 process of ‘working’ the steps. Sponsors are typically individuals who have completed or are significantly further along in the 12-step process.

While all of the ‘S’ programmes help their members create sobriety from sexually addictive behaviours, they vary in their focus and their definition of sobriety.

SLAA admits powerlessness over sex and love addiction. SLAA allows the addict, usually in conversation with his or her sponsor, to define what behaviours are considered addictive. These behaviours are referred to as ‘bottom-line behaviours’ (The Augustine Fellowship, Sex and Love Addicts Anonymous, Fellowship-Wide Services, Inc., 1986).

SAA admits powerlessness over addictive sexual behaviour. SAA uses a circle plan for sobriety. They create a drawing of three concentric circles, like a target. Behaviours listed in the inner circle (the bullseye) are considered addictive behaviours. Behaviours listed in the middle circle are considered grey areas, such as looking at non-nude but potentially erotic images or having non-sexual contact with an affair partner. Behaviours listed in the outer circle are behaviours that enhance the addict’s life and recovery. The circles and the behaviours listed in them are created by the individual, usually in conversation with their sponsor (Sex Addicts Anonymous, 2005).

SCA admits powerlessness over sexual compulsions. SCA specifically identifies itself as ‘a 12-step fellowship, inclusive of all sexual orientations, open to anyone with a desire to recover from sexual compulsion’ (Sexual Compulsives Anonymous, n.d.). SCA encourages members to create a sexual sobriety plan that includes abstinence behaviours, triggers and healthy behaviours. Abstinence behaviours are behaviours the individual identifies as unmanageable. Triggers are feelings or situations that create problems and lead to acting out behaviours. Healthy behaviours are healthier diversions, hobbies or pleasures. This sexual sobriety plan is created by the individual, usually in conversation with their sponsor (International Service Organization Sexual Compulsives Anonymous, 2002).

SA admits powerlessness over lust. SA universally defines addictive behaviour as any form of sex with self or with partners other than a spouse. There is no individual variability regarding addictive behaviours in SA. Additionally, SA specifically defines a spouse as ‘one’s partner in a marriage between a man and a woman’ (Sexaholics Anonymous, 1989: 192).

SRA focuses on sexual obsessions. SRA universally defines addictive behaviours as any sexual behaviour with self or someone other than your committed partner. Unlike SA, which limits healthy sexual behaviour to heterosexual, married relationships, SRA considers healthy sexual behaviour to be with a partner in a committed relationship including non-married as well as lesbian, gay, bisexual and transgender (LGBT) relationships (Sexual Recovery Anonymous, 2014).

There are a number of programmes for partners of sex addicts. S-Anon and COSA are both 12-step programmes for individuals whose lives have been affected by another person’s sexually addictive behaviour (COSA, 2007–2016; S-Anon, 2000). POSA is a programme created to help partners address their experience as trauma survivors in relation to another person’s sex addiction (POSA, 2014). Recovering Couples Anonymous is a 12-step programme for couples interested in ‘restoring healthy communication, caring, and greater intimacy’ in their relationship (Recovering Couples Anonymous, 1991: 1).


Integrating the 12 steps into therapy




Step work and therapy are both powerful processes. Rob Weiss, a noted sex addiction expert, has said, ‘The 12 steps are where I grew up. Therapy is where I went to school’ (Weiss, 2012). With an understanding of the 12 steps (or your own experience working them), weaving 12-step ideas into therapy is only limited by your willingness to discuss these concepts and your creativity. Here, we discuss some of the most common ways the 12 steps can be integrated into the therapy process.

Even if your patient has not completed or started working the steps, they are likely to have been exposed to them through 12-step meetings. The list of steps is typically read at each meeting and 12-step community members often share their own progress about working the steps.

In therapy, you can use the progression of the steps to help your patients work more effectively. You may wish to divide the steps into four phases: acknowledgement of the problem (steps one to three); exploration of the patterns (steps four to seven); repair (steps eight and nine) and maintenance (steps ten to 12). Patients can become impatient and frustrated with the seemingly slow pace of change. Taking a step back from the specific therapy work happening in session and talking with your patient about the larger therapy process can lessen their frustration and increase their buy-in to therapy. One way to discuss the larger therapy process is by comparing it to the phases of the 12 steps: “We have done a lot of work exploring your issues around depression and the fear you have regarding your relationship. This is like the acknowledgement phase of the steps, admitting you’re powerless and needing help to make changes. Now we’re looking at what you bring to the relationship and what you unintentionally do to contribute to and maintain the painful patterns in your life. This is the exploration phase, taking an inventory and becoming ready to make changes. Later on, we’ll focus on actively making changes and keeping those changes in place.”

An initial assessment of your patient can be simplified if they are already involved in a 12-step programme. If the patient has completed a written first step, asking them to share a copy with you quickly and easily provides information about the patient’s behaviours and patterns, allowing you to more efficiently get up to speed with that person. You can also use 12-step vocabulary (first step, powerlessness, unmanageability, what you were like before, what you are like now, etc.) in your assessment and ongoing efforts to bring the patient’s 12-step work into your office.

You can use the acknowledgement phase of step work (steps one to three) to help address your patient’s patterns of denial: denial of behaviours, denial of the impact of the addiction, denial of their emotional experience and denial of their long-term patterns. You can frame a patient’s resistance to therapeutic suggestions or homework in terms of the steps, for example: “In your step work, you struggled with accepting that you were powerless and you needed something larger than yourself to create change. I wonder how that relates to your resistance to my suggestions. I also wonder if that is related to you consistently not completing homework from our sessions. Lastly, I wonder if you can think about therapy as trusting something other than yourself to create change in your life.”

You can pair the therapeutic work of exploring and identifying issues and patterns that drive problematic behaviour with step four. ‘Character defects’ is a familiar phrase that resonates with recovering addicts. Using this vocabulary in session not only pairs the idea of issues and patterns that drive behaviour but also links this understanding to a model of change; step four leads to steps five, six, and seven, creating an action plan into which you can integrate therapeutic tools and guidance. By supporting your patient’s recovery work within your therapy sessions, you create a circuit by which their recovery work also supports the therapy process.

The concept of internal versus external control is directly and indirectly addressed in therapy: does the patient feel they have influence over the events of their life or does the patient feel the events in their life are influenced by something outside of their control? Helping patients focus on what they can influence is a staple of therapy and is supported by the exploration phase of step work (steps four to seven).

Step four starts with identifying painful and problematic situations and encouraging addicts to look to themselves for the roots of these problems. Steps five to seven continue 
 the process by asking addicts to balance taking responsibility for changing their role in the problem and trusting the process. Using language such as “What character defect is involved here?” allows you, as a therapist, to take advantage of the self-ownership ideas built into step four. You can also link the change process of therapy with the change process built into the steps by asking, “What would it be like to let go of that character defect and approach this situation in a different way?”

The repair phase of step work (steps eight and nine) can support therapy as you help your patient take responsibility for their actions and for repairing relationships. Using language such as “people you have harmed” and “making amends” taps into the repair work that is integral to the steps. You can also directly name cleaning up past missteps as “ninth step work”. Making these references connects the guidance you provide in therapy with the foundation of the steps.

Accessing the ideas taught in the maintenance phase of step work (steps ten to 12) can support meaningful and permanent change in patients. Naming ongoing self-care as “tenth step work” attaches the necessity of living a life of recovery to the larger goals of therapy. Discussing increased self-awareness and living in congruence as “eleventh step work” connects your work in therapy to the spiritual idea of continued growth through trusting a higher power. You can also use the twelfth step, carrying the message to addicts who still have distress, to support your patient’s work in developing and balancing boundaries and empathy.

The 12 steps can also be used to support couples therapy. Looking at an individual’s own half of the equation instead of focusing on their partner is supported by steps four to seven. The ability to offer an olive branch, even if an individual feels they have been wronged, is supported by steps eight and nine. The work of ongoing maintenance in order to keep a relationship healthy is supported by steps ten to 12. If you are providing therapy for a couple who are familiar with step work, incorporating the ideas and language of the 12 steps into their sessions can be helpful, often conveying a message that resonates more deeply for the couple than your words or explanations alone.

Additionally, you might choose to incorporate the ‘30 task model’ (Carnes, 2009, 2015). This model is a cognitive behavioural therapeutic framework that was designed to complement the work an addict does in their 12-step programme. Each task in the model has a multitude of ‘performables’ or clinical exercises that the addict shares with their therapist, group and sponsor, if appropriate. The goals of the 30 task model are consistent with the goals of 12-step recovery, and there are many exercises designed to enhance and complement the addict’s work in their 12-step recovery programme.


Supporting patients during the most challenging steps




There are a variety of ways to work the steps and each sponsor will have their own preference. While step work is done with a sponsor outside of the therapy room and it is inappropriate for you, the therapist, to try to manage a patient’s step work, being aware of significant milestones your patients face during their step work can be helpful.

In the first step, the addict admits they are powerless over addictive sexual behaviour and their life has become unmanageable. In ‘S’ programmes, this traditionally leads to a written account of the addict’s sexual addiction history. This process stirs up old wounds and it is common for addictive thoughts, urges and, at times, relapse to occur.

As a therapist, being aware that your patient is working his or her first step is important. It helps you to be on the lookout for signs your patient is starting to struggle with the addiction, allowing you to intervene when necessary and educate your patient about warning signs and steps they can take to remain sober. You are also in an ideal position to piggy-back on your patient’s first step work, exploring past experiences they find shameful and/or difficult to acknowledge. By providing this therapeutic exploration and support, you allow your patient to more thoroughly understand their addictive patterns and, therefore, to work their first step on a deeper level.

As part of completing the first step, the addict’s sponsor will typically ask the addict to give a first step presentation. This presentation is a shortened version of the written first step. The addict creates this presentation in co-operation with their sponsor and reads it out loud at a 12-step meeting.

There are a number of factors for you, as a therapist, to be aware of when a patient is preparing to give a first step presentation. Preparing to verbally admit an addictive sexual history to a room full of people often brings up fear, an emotional experience that can make addicts vulnerable to addictive thoughts, urges or relapse. As such, you can again be on the lookout for addictive thoughts, urges and patterns, especially ones that may be flying under the patient’s radar, in addition to providing therapeutic support and guidance around self-care. Additionally, you can provide a safe place to explore irrational thoughts and fears that may surface for the addict, such as, “they are going to reject me when they hear what I have done”. You can assure your patient that, in reality, members of a 12-step community listening to a first step presentation are typically grateful for this reminder of the cunning, baffling and powerful nature of the addiction.

When an addict is preparing a first step presentation, there are also relational issues to keep in mind. Specifically, it is important to consider the experience of the sex addict’s partner. It is inappropriate for a partner to manage the addict’s 12-step programme. However, ignoring the relational system is also inappropriate and may further traumatise the partner and exacerbate issues already brewing within the relationship. Some partners are able to fully support the addict regarding their first step presentation. Other partners experience significant fear of being exposed and judged by others without having a voice in the process.

As a therapist working with the partner, educating the partner about the purpose of a first step presentation for the addict and the community can be helpful. You can also support the couple in communicating the partner’s concerns, helping the partner to frame these concerns as requests and helping the addict to hear this as a vulnerable sharing of the partner’s experience.

It can be a significant milestone for the partner, the addict and their relationship to successfully balance the partner’s concerns with the rigorous honesty expected of a first step presentation. In cases where the partner does not have their own therapist, making the addict aware that their partner may have thoughts and feelings related to the first step presentation can be helpful; this allows the addict to be aware of a potential impact on their partner and, perhaps, to check in regarding the partner’s thoughts and feelings as they prepare for the first step presentation.

The fourth step, ‘made a searching and fearless moral inventory of ourselves’, is another milestone for addicts. This step asks them to dig into the muck of unacknowledged issues and patterns in their lives, uncovering their ‘defects of character’ or ‘character defects’. This is typically an eye-opening and jarring experience for addicts.

Awareness that your patient is working on a fourth step should prompt you to be supportive and empathic. Your patient will benefit from this as they explore underlying themes that have created havoc and widespread damage in their life. These themes often include resentments, harms, fears and sexual behaviours. Fourth step work provides much support for therapy, allowing you to add another layer of healing and growth to the work your patient is doing with their sponsor.

Step eight, ‘made a list of all persons we had harmed, and became willing to make amends to them all’, is a logical continuation of the work started in step four, and it is challenging. Similar to step four, as a therapist you can provide consistent support. You can also explore themes and 
 patterns that emerge within the list of people your patient feels they have harmed. This supports your patient’s ongoing work in therapy and the 12 steps.

The step that looms largest for most addicts is step nine, namely ‘made direct amends to such people wherever possible, except when to do so would injure them or others’. The addict will work with their sponsor regarding whom they should make amends to and exactly how to make amends appropriately. Meanwhile, your consistent therapeutic support can help your patient better manage their fear and anxiety about the amends process. Additionally, you can allow your patient to roleplay making amends in session. This helps your patient to feel better prepared for and to be more effective in the amends process. Similar to a step one presentation, it is helpful to be aware of the sex addict’s partner’s experience regarding ninth step amends. If the partner has fears or concerns, a therapist can be helpful in educating the partner regarding the purpose of amends, helping the partner to frame their fears and concerns as requests, and helping the addict to hear these requests as a vulnerable sharing by the partner. Balancing the partner’s fears and concerns with appropriate amends can be another significant milestone for the addict, the partner and their relationship.


Using the recovery community to support therapy




The 12-step community can be a significant therapeutic asset when working with a recovering addict. Whether the patient has recently started to attend 12-step meetings or is a seasoned 12-stepper, they are connected to a group of people who are actively working on self-improvement, who are willing to look beyond the flaws of others and who are (or are becoming) acutely aware of their own shortcomings. As a therapist, you can use this community to influence your patient in a healthy way.

Patients’ fears and assumptions about themselves, often negative or judgemental in nature, can slow progress in therapy. Twelve-step meetings can be a powerful reframing tool that you can take advantage of by asking patients to share their fears and insecurities in their supportive 12-step community setting. Often, the simple act of asking a patient to do this is enough to move the patient into a realisation of their flawed thinking. If a patient follows through and brings up their fears and assumptions in a 12-step meeting, they are typically provided with a positive and supportive reality check by the other members.

Making phone calls to other members of the 12-step community is a basic tool of recovery. By encouraging patients to make phone calls about their struggles and frustrations you are helping them to break out of isolation and to develop a support network. With connection to and support from others, the challenges that we, as therapists, offer patients in therapy become more manageable and their therapeutic progress improves.

The 12-step community supports the development of an observing ego. The 12-step recovery community is well aware of the phenomena of ‘stinking thinking’ and ‘first thought wrong’. Checking out assumptions and perspectives is nothing new to addicts in recovery. As you challenge a patient’s mental status quo, you can also encourage that patient to check this out with their recovery community; this continues the therapeutic work outside of your sessions, reinforcing that the patient’s assumptions and perspectives may be flawed while simultaneously reinforcing your therapeutic voice.

Individuals within the 12-step community possess a bevy of information and skills. Your patients may not have effective skills for sharing about a difficult situation, but someone in the community most likely has that skill and can help. Your patient may not yet be in the habit of looking for times and places they might be vulnerable to addictive thoughts or urges, but others in the community have likely developed this habit along with effective tools for getting through these challenges sober. By using the 12-step community as an informational resource, you can more effectively guide your patient towards success in sobriety, recovery and life.
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The process of couples’ therapy for sex and porn addiction






George Collins







PART I – The moment of realisation





The moment itself




(Please note: I’ll be using ‘him’ for the addict and ‘her’ for the partner throughout to make this narrative more readable. Although not always appropriate, these pronouns most accurately reflect the gender designations of the individuals and couples seeking help from our practice.)

In my experience, a couple’s journey through sex or porn addiction therapy often begins in the same way: the addict gets caught. When his deceptions are discovered, he can be angry and ashamed but often, along with any of his negative feelings, there is a sense of relief. His partner is also often angry and heartbroken. However, along with her pain, she may also feel relieved because her suspicions that something was not quite right have now been confirmed. The secret is out and she is now painfully aware of it. They are both often terrified that the relationship is doomed.

There are a number of ways in which the addict might get caught. If he is in the midst of an affair, a slip-up of secrecy might lead to his partner finding out. When porn addiction is the central issue, he may get caught after failing to lock the door, either at home or at work. Otherwise, his behaviour may come to light as a result of small changes his partner notices in his behaviour or habits. His partner begins to connect the dots and finally confronts her partner with her suspicions.

I find that getting caught is actually crucial to seeking treatment, because often it is difficult for a sex or porn addict to be motivated enough to seek out help on his own. People struggling with drug and alcohol addictions often describe a ‘rock-bottom moment’ as being necessary for them to seek recovery. For a sex/porn addict in a relationship, this rock-bottom moment often happens because his addiction has been exposed. His partner, often shocked, confused and repelled, then issues an ultimatum: either fix this destructive behaviour or get out of the relationship. The partner’s strength in knowing and accepting that she is not able to stay in a dishonest or unfaithful relationship is one of the components motivating the couple to begin to move towards healing.



The first contact




Nine times out of ten, the betrayed partner reaches out to me first. During this first contact, emotions are running very high for both parties. They are both at a critical crossroads and the viability of their relationship is at stake. After listening to the betrayed partner explain her situation, the first thing I do is state definitively, “We can help both you and your partner”. Even though sex and porn addiction are now more widely discussed openly, they are still often misunderstood concepts. Part of the panic the partner is feeling comes from a sense that nobody else in the world has ever had to deal with a problem like this. Reassuring her this addiction is not only real, but that successful treatment plans exist, is my first priority.

The reason I focus so much on the partner first, and not the addict, is because she is often the one who has to take a stand and convince the addict that therapy is a good idea. I provide assurances of safety and confidentiality, knowing that the embarrassment they are both experiencing can dissuade them from treatment. It is important the partner is convinced of the efficacy and success of therapy in treating sex and porn addiction. The whole relationship and treatment plan can hinge on how she feels after speaking with me for the first time.


Counselling recommendation and procedure




For couples who cannot engage in our intensive programme, I recommend Recovering Couples Anonymous (RCA), a type of peer counselling, 12-step programme for people having trouble with any type of addiction. I also point them to our book, A Couple’s Guide to Sexual Addiction: A Step-by-Step Plan to Rebuild Trust and Restore Intimacy
 (Collins, P., 2011). I encourage these couples to check in with me once a month and let me know how they are coping. I feel responsible for getting them help in some way, regardless of whether or not they can follow our method of addiction recovery.

Not every couple dealing with sex or porn addiction wants to enter into couples counselling. Many times we work successfully solely with the addict. However, since sex or porn addiction has impacted a couple’s intimate connection, we find that support not just for the addict, but also for the partner and the couple, can lead to the most positive outcomes – even if that outcome is the eventual end of the relationship.

If the couple seems open to counselling, it is important we establish a plan right away. I listen for their greatest needs in the moment and it is imperative I address these needs early in the process. This helps assure both partners that their concerns are being taken seriously, while also keeping them focused on addressing the problem together.


Each partner needs individualised attention




The counselling needs of the addict differ from the counselling needs of the betrayed partner. This is why I place each partner with his or her own individual counsellor. When they are working one-to-one with their own counsellor, they are then free to address the deep needs and issues they have concerning their relationship and the addiction.


The addict’s treatment




I do individualised work with the sex addict to address his compulsion, using my book Breaking the Cycle: Free Yourself from Sex Addiction, Porn Obsession, and Shame
 (Collins, G., 2011) as a template for the recovery programme. Compulsion is at the heart of the addiction. The addict feels 
 powerless to stop acting out. He may understand intellectually that his addiction is destructive to himself and everyone around him, yet he continues his behaviour pattern nonetheless. It generally helps him to hear that, although he has displayed behaviour which has been harmful and he must be held accountable for his actions, this does not mean that he must be accountable for every bad thing that has happened in his relationship.

It is important that he receive instruction on how to separate himself from his addiction. I tell him, “You are not your mind, you are not your story, you are not your addiction”. Taking a step back and helping him to view himself as more than simply a sex or porn addict gives him back a sense of power and control over his actions. This approach is rooted in the teachings and practices of mindfulness. I use the adjunct text Practising the Power of Now
 (Tolle, 2001) to help guide this part of the process. I help the addict to begin to compare his compulsive thinking to corrupted software. It is almost as though there is a type of bad programming in his brain, causing his entire system to crash. If we can isolate and contain that corrupt bit of data, then the original software will begin working as it should. Developing the capacity to separate and observe is essential to helping him re-evaluate and disconnect from habitual thinking patterns.

Using a dialoguing technique, as presented in Roberto Assagioli’s book, Psychosynthesis: A Manual of Principles and Techniques
 (1974), the addict begins to discover some of the foundations of his addiction and begins to detach from his mistaken identity or sub-personality. In doing so, he is able to see the addict sub-personality as something he can moderate.

I encourage him to write or type an actual dialogue between himself and his addict sub-personality. I ask him to sit in front of his computer, writing an email he can send to me. I instruct him to relax, take a deep breath, open his mind and ask a question of his addict sub-personality, then listen for a response. He can then type the response from his inner addict sub-personality. An example dialogue session might look like this:





George:
 Addict, are you there?






Addict:
 (no response)






George:
 Addict, are you there?
 (This could go on for five or six times, and then finally…)





George:
 Come on, addict, I need to talk to you!






Addict:
 Get lost!






George:
 I need to talk to you about our addiction. I’m going to lose my marriage.






Addict:
 I like what I’m doing, I don’t want to stop.






George:
 You might not like my marriage, but I do.










This technique serves to empower the addict in seeing how he can begin to recognise the unconscious voices that are driving his compulsive behaviours. This is empowering, even though he may be hesitant at first. I often hear protests such as, “won’t talking to myself make me go crazy?” My response is always the same, “no, it will make you go sane”.

I remind him that he can dialogue with his inner addict any time he feels triggered to act out sexually. This process helps him regain and maintain control of his mind. I ask him to complete several dialogues each week between our sessions and to email them to me. I then read these dialogues and send a brief emailed response. This between-session contact helps him stay committed and focused on the process. This amount of ongoing contact also helps to reassure his partner that he is receiving consistent support to address his addictive issues.

In addition to the dialogue process, I also incorporate many cognitive behavioural procedures into my work. For example, there are two phrases I ask each patient to repeat to himself at least 25 times each day. The first is the question, “What’s always true?” The question brings him back to a mindful place and keeps him from going back into the story of sex addiction. The second 
 question is “How good can I stand it?” This is meant to act as a self-fulfilling prophecy, and to remind the addict that his life can be better without sex addiction. Repeating these phrases helps to keep him focused in the present moment. This constructive work helps him to break the cycle of addiction and move towards recovery.


The betrayed partner’s treatment




The betrayed partner needs her own individualised therapy plan because she is attempting to manage her pain from the fallout of her partner’s addiction. She must deal with her feelings of pain and mistrust. Her world has been shattered by her partner’s addiction. She may be devastated, angry, shocked or perhaps even in denial about what has happened. Keeping the couple separate for the initial stages of counselling is vital for both partners. There is too much mistrust and emotions are running too high for anything constructive to come out of sitting together too soon.

Often, she will wonder if she has contributed to her partner’s addiction. She may be asking questions of herself like, “What’s wrong with me?” or “Was there more I could have done sexually to keep my partner interested or to prevent him from feeling like he ‘needed’ to act out?” Her counsellor works to help her realise that she cannot cause someone else’s addiction, which also means that she cannot cure it. Giving her the support she needs at this juncture helps her to let go of any burden she may be feeling to help manage her partner’s addiction.

Sometimes she may be grappling with an addiction herself, for instance an addiction to love, relationships, food or shopping. Her self-esteem is often very low. She may be concerned, or possibly even obsessed with, the thought that her partner finds someone else more attractive, more sexually adventurous, younger or simply ‘better’ than her. This low self-esteem is an impediment to the relationship, as well as to effective therapy. It must be addressed before she and her partner begin working together in joint counselling sessions.

As she builds her self-esteem, she works with her counsellor to investigate if the relationship is a healthy situation for her. While the intention of couples’ therapy is typically viewed as an effort to salvage a relationship, it is entirely possible that the best outcome for a particular couple might be to go their separate ways. If this is the case, her partner will need to continue doing individualised work to address his addiction, while she may need to continue to address feelings of rejection, embarrassment or anger. However, the couple will no longer be working with the aim of getting back together.

Although there is much emphasis put on the importance of doing individual work with individual therapists, we must remember that everyone involved in this process is working towards the same goals. The partner’s counsellor and I work as a team to help guide the couple towards the best possible resolution for their situation. I find that most couples choose to stay together and, through the process of counselling, learn to build a relationship based on greater self-awareness, leading to deeper intimacy.


Getting the relationship into triage




Even after the partners seem to have progressed individually, we will still have a lot to work through. The addict may feel that, because he is striving for recovery and making an effort to save the relationship, he deserves to be congratulated or recognised in some way. This can make for further tension because his partner is generally still working to reconcile all the pain caused by her partner’s addiction. Both individuals will move through their personal counselling journeys at their own pace and these will not always match up.


 As counsellors, we need to build up civility between the couple before we can progress to the next phase of couples’ therapy: disclosure. In the lead up to the disclosure process, it is my job to prepare the addict to tell the truth about everything he did while in the grip of his addiction. He will have to open himself up to anger, sorrow and possible rejection from his partner. The partner’s counsellor must ensure that she is prepared to gain a clearer view of exactly what types of behaviour the addict has been hiding.

Communication between the two counsellors is important at this juncture because each must be aware of what needs to be done to prepare their patient for the disclosure. It is a tremendously emotional process, but also a necessary turning point in the couple’s counselling for sex addiction.


PART II – Disclosure





What is disclosure?




Simply put, disclosure is the process wherein an addict discloses all of the negative, destructive and hurtful behaviours he engaged in while in the grip of his addiction, because the betrayed partner has decided that she is ready to hear it. It is the ‘who’, ‘what’, ‘where’, ‘when’, ‘why’ and ‘how’ regarding the things the addict has hidden from his partner up until this point.

Despite the fact that the process itself has been summed up here in two sentences, disclosure is generally a long, drawn out, emotional and often exhausting experience for both the addict and his partner. In some ways, this is the hardest thing the couple has had to endure since the initial discovery of the breach in the relationship and the decision to enter counselling.

Whenever a sex and/or porn addiction has impacted a marital or serious monogamous relationship, the disclosure process is a good vehicle for each partner. Whether the addiction is to pornography or to other manifestations of acting out sexually, the disclosure process allows for the addict to tell the truth and for his partner to hear and acknowledge it. Both have the chance to be heard, to apologise, to understand and ultimately to move on. Each partner gets to move towards understanding, to process their own feelings and insecurities and to really hear their partner. If done properly, it truly aids forgiveness.

When each partner has his/her own therapist, they can be prepared for the ordeal of disclosure and also have a place to work with their individual reactions. Through the process of disclosure the addict is given the opportunity to develop self-understanding and to express his sorrow and fear. His partner is able to know what he did and mourn this with her counsellor, admitting her fears and pain. Ideally, by the time they come together for couples’ therapy, there are no more self-esteem destroying secrets lurking.

There is no ‘right’ way to proceed through the disclosure process – and to be clear, it is a process, not a single event. Disclosure is different for every couple. As a counsellor, I have gone through this process many times and have seen it play out in many different ways. It is a personal, emotional experience and is defined and guided by each unique couple who goes through it.


The addict’s disclosure process




The addict’s disclosure process begins in his individual work. I have to prepare him to tell the truth. This flies in the face of the addiction, because the addictive behaviour is usually something the addict desperately tries to hide, even often from himself.


 Depending on the length and severity of the addiction, the addict may have to sift through years of negative behaviours. He will have to face his lying and deception. That can be a very difficult process. He has been hiding his behaviour for so long, he may have even forgotten some of the things he did. Bringing these events up again is something that must be approached with care and without rush.

In laying bare everything the addict feels ashamed of, we are walking into new emotional territory. I work with my patient through the embarrassment and the pain, all the while continuing with his inner addict dialogue process and cognitive behavioural therapy (CBT). There is so much shame, guilt and anger dredged up in preparation for disclosure that I must monitor carefully to make sure he is not retreating into addictive behaviours as a means of coping with these emotions.

The task is to help him understand that he owes his partner whatever level of disclosure she needs, no matter what. His partner deserves to know what was going on, so she can make sense of the experience with her partner and of her previous suspicions, doubts and fears. She will need to make an informed decision about whether to continue working on the relationship.

Under my guidance, the addict lists his indiscretions. This is not only for his partner’s edification as, in the cases of hidden affairs or unprotected sexual encounters, disclosure may also contain critical information pertaining to his partner’s health.

I must work very carefully to make sure the addict understands that, no matter how resolute, certain or prepared his partner may seem, the information about his specific addictive activities is very likely going to hurt her. Addicts hide their negative behaviour for two different reasons. First is for self-preservation, to avoid getting caught, but second is to avoid hurting people they care for. The addict may have been telling lies with an aim of protecting the feelings of his partner. Disclosure is asking them to undo each these attempts to avoid heartbreak. It can be very painful for both parties. My patients often want to tell their partners only part of the truth, in an effort to soften the harmful effect on their relationships. Partial disclosure is eventually more painful for both partners and creates a greater chance of further damaging the relationship. In my experience, the more honest, complete and undefended the disclosure, the better the chance for the relationship to survive, even though it is initially painful for both parties.

Sometimes the disclosed information proves to be too much for the addict’s partner to bear. I also have to prepare him for the possibility that the disclosure process could cause the relationship to end. The facts of the addictive behaviours may be too distressing and any attempts to salvage the relationship may not be enough to override the betrayal. However, I am very clear with the betrayed partner that, if the addict stops the addiction, we will see who he really is underneath and there is a strong chance they are going to find a much more connected relationship with each other. I must counsel him about these potential feelings and outcomes as we move closer to disclosure because, as I mentioned before, there is no way to predict exactly how the disclosure will play out.


The betrayed partner’s disclosure process




Whereas the addict must prepare to tell the truth during disclosure, the betrayed partner must prepare to hear the truth. For her to benefit fully from the counselling process, it is necessary for her to understand exactly what the addiction has wrought upon her relationship. The moment of discovery, when she becomes aware that a sex or porn addiction is present, really only gives her a small glimpse of the life her addict partner has been living in secret.

If she caught the addict secretly using pornography she is really only aware of the fact that a porn addiction exists and that it has likely been a negative component of relational issues. 
 Likewise, if she has discovered an affair she is often simply aware of this one affair. It is entirely possible there could be more affairs or infidelities in her partner’s past. If the couple is going to progress towards forgiveness and rebuilding, the partner deserves to understand exactly what it is she is forgiving and recovering from.

Of course, much of the disclosure process hinges on whether or not she feels ready to hear everything that will be disclosed. Sometimes, she may announce very early on in the counselling process that she wants to know everything. Her counsellor must tread lightly here, as this can be a whiplash reaction to the intensity of the emotion she is experiencing.

What she might really be saying is something closer to: “I want to confirm that my partner’s behaviour is not as terrible as I fear it may be”. At this stage, she is mainly seeking reassurance and validation, or living in reaction to her relational issues, and is therefore not at all ready to proceed to disclosure. Doing so may be too much of a shock and it may derail any progress that has been made so far.

Because the partner’s counsellor and I are working together towards the best possible outcome for both parties, I may have some idea as to whether or not disclosure will reveal particularly shocking or upsetting information. The partner will need to be reassured that, no matter what she is about to hear, her counsellor will help her work through it. It is essential both counsellors remain in close communication.

When the partner and her counsellor decide the time is right, they request disclosure. Her counsellor consults with me to make sure the time is right for my patient as well. The information can be disclosed in whatever way makes the most sense for the couple. Sometimes it is a list of transgressions, sometimes it is a letter of apology. The important part is that the addict has been completely truthful and that his partner is now ready to begin processing that truth.

The addict’s disclosed information is sent to the partner’s counsellor, not to his partner directly. Together, the partner’s counsellor and I decide the appropriate pace at which the information should be revealed. Some partners are eager to immediately know everything on the list because their anticipation of hearing what has happened in small doses creates too much anxiety. Other patients may want to process each individual piece of information slowly and methodically before moving on.

The desired end result of the disclosure process is that the betrayed partner has moved from a state of initial shock to acceptance and to finally feeling like she has some sort of closure. The process of hearing the truth is the first step.


The decision to stay or go




As mentioned, many couples begin their journey through addiction recovery counselling in the hope it will repair their relationship. This is understandable because, when the moment of realisation hits, with all its dizzying emotional power, it may seem like that moment was the time when the couple decided to continue in their relationship or to go their separate ways. The fact they weathered the first storm and committed to a treatment programme means they may be expecting to come out on the other side of this with a stronger relationship. I have seen when a relationship goes through some sort of trauma and the issue is met and resolved, the relationship is strengthened immeasurably.

Of course, we must also consider that the moment of discovery allowed the betrayed partner to glimpse a small fraction of the truth. She may think she is going through counselling to help address an unhealthy porn addiction when, in fact, her partner’s behaviour may have escalated to the point of depleting the couple’s bank account with monthly subscription fees to porn sites or the cost of visiting prostitutes, or of his having an affair or multiple affairs.


 There can sometimes be a strong reaction to negative news, especially if disclosure provides information more severe or salacious than the partner was expecting. She may hear the one thing she cannot abide and might make the decision that the relationship is not worth saving. There may be something contained in disclosure she simply finds unforgivable.

During the disclosure process she holds the fate of the relationship in her hands. Her counsellor must help to guide her through any knee-jerk reactions and to determine her true feelings on the viability of the relationship. If she does come to the decision that the relationship is over, the tone of the counselling now shifts to help guide both partners through the process of separating.

If the partner decides to stay, both counsellors will now begin working together to formulate a plan. The couple has determined that their relationship is viable enough to warrant further work and they must now begin the long process of rebuilding trust.


PART III – Rebuilding trust





Incorporating each other




At this point in couples’ therapy, each individual has done extensive work with his or her counsellor, learning to move towards some sort of resolution. The biggest challenge faced at this point in the process is the tremendous lack of trust.

Possibly both are scared that there may still be some hidden secrets or intentions that have not yet been revealed. Both partners are afraid that the acting out may continue or recur. He is afraid he will slip, and so is she. Even though the couple has come a very long way in their relationship counselling, bringing them back into a functional team (or creating a functional team that never existed) is going to take some time.

The first step is for one counsellor to invite the other half of the couple into a counselling session. This could be for an entire session but, more often, it is better for the couple to be brought together for a small segment of a session. Getting the couple together in the same room in a therapeutic environment allows them to physically see one another actively working on the relationship. This provides reassurance and feelings of positivity, however brief. Getting the couple into the same space together is a positive symbolic gesture. Up until this point their counselling work has been divided, so physically bringing them together signifies that the focus of the counselling is shifting and that they are reconnecting.

The couple may also want to use this time to get a first-hand look at what their partner has been focusing on in their own counselling sessions. Each partner may want to share a few specifics, a generalised overview or some combination of the two. We are hopeful they will be curious about the different processes they have each worked through.

Having the couple in the room together for the first time can sometimes be tense, so the counsellors will make sure the couple understand this session is not about blame. We must make sure neither partner is feeling demonised, as that prevents him or her from focusing on the work they need to do in counselling. We want to reaffirm that the process so far has been about two people working on their own issues, but with a common goal.


Ways in which the couple works together




There are some simple yet profound things the couple can do when they first begin working together. We make good use of the Imago technique (Hendrix, 2001) in this phase of counselling. For instance, asking the couple to do nothing more than make silent eye contact for three minutes allows them to sit quietly and simply be together, something they may have never done before. If agreeable, the couple can sit facing one another and hold hands during their joint counselling sessions. Physical connection is as important as eye contact. We are creating a space in which the couple can fully focus on one another and remember why they are working towards rebuilding their relationship.

When the couple first begins speaking to one another in counselling, we fully anticipate there will be some misunderstanding. To help combat this, we encourage a practice called mirroring. One partner can easily misinterpret what the other is saying, often adding negativity, blame or derision where there is none. The initial reaction to hearing this perceived negativity will be to close off emotions, snap back at the partner and effectively shut down progress.

Mirroring forces the couple to stop and communicate, rather than simply react. When one partner hears an accusation coming from the other, we ask them to mirror it back. They do this by using the phrase “I heard you say…” and repeat what the partner has said, then follow up with the question, “Did I get you?”

The other partner can then correct and restate their meaning. If the partner has not fully or accurately reflected the original statement, they can begin with the phrase “You got a lot right…” and then elaborate on the partner’s attempt prior to the correction.

After the partner has confirmed the mirroring is accurate, the listener then asks, “Is there more?” Addicts can be reluctant to listen to more, so this is an especially important part of the process of listening and hearing.

An example of this might look like this (the fundamental elements of this process are in bold):





Partner:
 “I really wish that you had come home earlier and I’m feeling bad about it.”






Addict:
 “
 
I heard you say

 that you’re angry that I didn’t come home earlier.
 
Did I get you?

 ”






Partner:
 “
 
You got a lot right.

 Yes, I guess I am partly angry. But more than that it scares me when you come home later than when I’m expecting you. I’m afraid you’re acting out again.”






Addict:
 “
 
I heard you say

 that you’re partly angry, but mainly scared because, when I don’t come home when you’re expecting me to, then you’re afraid I’m acting out again.
 
Did I get you?

 ”






Partner:
 “Yes, that’s it.” (Tears form in her eyes.)






Addict:
 “
 
Is there more?

 ”(Tears come to his eyes now also.)










Another way to encourage openness, and to keep the conversation constructive, is to avoid trigger words. Words like ‘always’ or ‘never’ signify absolutes and can feel like barbs when thrown around carelessly. These words are also very easy to deny (“I don’t always raise my voice when I’m angry!”), meaning they are the perfect entrée to an ineffective argument. We want to move the couple away from such hostility, and instead focus on the positive things that can come about as a result of counselling, like fun.

It is perfectly all right for both partners to have fun during these counselling sessions. In our practice, we strive to approach reconciliation as human beings, not as therapists. Furthermore, by allowing a couple to have fun during their therapy, and then take that fun and incorporate it into their everyday lives, we are teaching them a great secret. Everyone loves to learn this secret of good communication or intimacy. We are teaching them how to be heard and understood. A couple is far more likely to stick to their counselling schedule, and to apply the practices they are learning there, if they enjoy doing both.



Homework for the couple





When the couple is not in a counselling session, we encourage them to practise ‘loving kindness’ and ‘skilful means’. We teach them to watch themselves and act in a loving and kind way to the partner they live with. We encourage them to be skilful in their communication. We show them how to be deliberate and how to avoid hurtful communication. They are still going to argue but this helps them argue constructively between counselling sessions.

We also remind them to meet and greet each other. This renewed commitment to making the relationship work is a great opportunity for the couple to get to know one another all over again. Couples can often allow busy schedules to interfere with their relationship, so we remind them to sit and talk with one another.

We encourage the couple to schedule date nights or weekends away. If the couples live at a hectic pace, if they have young children at home, or if they don’t have built-in support, they will feel like they need permission to indulge in setting aside time just for themselves. We give them that permission, freely and frequently. The couple is advised to do something special together regularly and, whenever possible, to go on an overnight getaway, just the two of them.

Throughout all of the couple’s assigned ‘homework’, the underlying concept is listening. They are instructed to practise being good and open listeners, to resist the urge to interrupt or blurt out responses, or to react without understanding. The more they develop and improve their listening skills, the better they will become at communication. A couple who can listen to one another and clearly communicate their needs is a couple actively working on rebuilding trust.


Continual checking-in




As the counselling schedule progresses, and as a couple becomes better at working together on their own time, they will begin to see their counsellors with less frequency. There could be a few false starts in the beginning. A couple may feel like they are ready to do more work independently but find they are getting into arguments or having difficulties communicating with each other. This will probably bring them back for more counselling sessions until they feel ready to try again. The betrayed partner is likely to be re-triggered, especially if she is reminded of infidelity.

To help the couple stay present and mindful even when they are not working directly with their counsellors in an office, all parties involved must establish a routine of checking-in with one another and communicating.

One easy and straightforward way to do this is to ask each partner to email his or her counsellor every week, regardless of whether or not there is a scheduled session coming up. When each partner owes a written account of his or her thoughts and feelings throughout the week, they are more likely to actively observe thoughts and feelings. Being able to communicate progress through writing is also helpful in improving overall communication and is another cognitive tool to anchor recovery. Of course, this also allows the counsellors to pick up on any trouble that may be brewing and to head it off before it gets out of control.

The couple must be reminded that they are in a process. Sometimes the thought of being ‘done’ with counselling sessions can lead to the misconception that they are also ‘done’ with their daily practices. This line of thinking may not necessarily be conscious. Some couples need to be nudged in the right direction more often than others.


 Both partners must feel that they are supported by their counsellors, even if they are not attending sessions. By staying in contact, we continue to help both parties remain mindful, open, communicative and respectful towards one another. Quarterly check-ins by couples are not unusual and, indeed, are quite helpful.


The resolution




The term ‘resolution’ is actually slightly misleading. As counsellors, we understand our most successful cases are the ones where all participants continue to make an effort and to be present in their relationship. In other words, there is not really any specific point at which a couple’s therapy is resolved.

There is a phenomenon we call ‘the spiral’. Couples who have been doing well and moving towards a resolution may suddenly appear to stall or even move backwards. We expect emotions and problems to double back, sometimes unexpectedly. When this happens, these thoughts and feelings will need to be dealt with all over again. The difference now is that the couple has already learned the tools to deal with these situations in more constructive ways. This is what is meant by resolution.

The beginning of couples’ therapy is messy and emotional. Cleaning up that mess is a lifelong commitment. Couples have to strive every day to set an intention to honour their relationship. Sometimes they find this easy to do and enjoy what seems to be a resolved situation. Other times, doubts, resentment, anger or mistrust can creep back in. The couple must be able to spot when this is happening and to use everything they learned in counselling to address it together.

This can be thought of in terms of footprints in the sand. As a person walks, they leave an impression on the beach but, sooner or later, the waves come in and wash them away. That person now has to walk over the same area again, replacing the lost footprints. The footprints will be washed away over and over again. An individual may need to go over the same area many times. He or she just needs to remember to continue to make those footprints in the sand.

Couples are encouraged to continue with mindfulness practices, such as eye contact or active listening, every day. This helps them create a sense of intimacy, something that was lacking when they first came to us for help. We want the couple to strive for humanity and compassion, not perfection. A couple striving for perfection is doomed to fail. We have to manage their expectations for what the resolution of counselling looks like.

Once the couple has moved past regular therapy appointments, they should still contact their counsellors on a pre-determined regular basis. They can think of this like a car tune-up. Even a car that is running very well needs regular maintenance and, much like car maintenance, relationship maintenance is best done under the advice of a professional.

We are all here to learn lessons. Any couple we work with has learned some particularly difficult lessons on their journey towards healing their broken relationship. While emotions and negativity may occasionally drift back in and, while their relationship needs conscious effort every day, we still want our patients to have an appreciation for just how far they have come and how much they have learned in the process.
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Introduction




Therapists and researchers have developed a significant number of theoretical and aetiological models to account for the behaviours associated with sex addiction (for an overview of the prevalent models, see Kingston & Firestone, 2008). The variety of frameworks highlights the importance of two clinical considerations: (i) across models, there is wide agreement that hypersexual behaviours often function as a maladaptive strategy for mood regulation, through which the patient attempts to self-soothe through sexual behaviours (Kafka, 2010); and (ii) integrative models are needed to allow for the implementation of diverse clinical techniques, in the absence of a single, unifying theoretical framework.

In response to these clinical considerations, we have developed the model of mentalization-based therapy for sex addiction (MBT-SA). In our clinical work with male sex addiction patients, we have discovered that many patients use sexual activities, and sexual stimuli, to protect against negative emotions. Yet, paradoxically, the sexual behaviour itself creates more negative feelings, such as guilt and shame. Equally paradoxical is the patient’s lack of insight – or mentalization – into this process. In effect, their sexual behaviour is a maladaptive coping tool, which remains poorly understood. As such, increasing the patient’s capacity to understand, or ‘mentalize’ about, their sexual behaviour is a key goal for treatment in MBT-SA, which serves as a foundation for behavioural change, and the remediation of hypersexual symptoms.

The MBT-SA treatment protocol is a time-limited treatment programme that can be implemented in either individual or group therapy. The theoretical framework for this model was initially developed within the Department of Clinical, Educational and Health Psychology at University College London between 2012 and 2014. At that time, mentalization-based therapies (MBT) had been developed for the treatment of a variety of mental health problems (including mood and anxiety disorders, personality disorders and behavioural disorders). However, the application of MBT for the treatment of sexual problems was limited, and the development of MBT for the treatment of sex addiction was completely lacking. Perceiving this as a limitation, this chapter’s first author developed the theoretical model that was to serve as the core of MBT-SA. Between 2014 and 2016, he refined the theoretical framework of MBT-SA and, in a collaborative effort with the chapter’s second author, the MBT-SA clinical treatment protocol 
 was developed at the McGill University Health Centre (MUHC) in Canada for use in the specialist Sex and Couple Therapy Service. Between 2014 and 2015, the treatment protocol was used in the treatment of individual, male patients presenting to the service for the treatment of self-identified pornography dependence. Between 2015 and 2016, the programme was adapted for delivery in a group format, and in autumn 2016 the Male ‘Pornography Addiction’ Group Treatment Program was launched. This programme is being pilot-tested in multiple groups at the time of this chapter’s publication. Initial results suggest the programme is effective in the reduction of pornography use behaviours, and improvement of comorbid psychiatric problems, especially mood and anxiety problems, as well as problems in interpersonal functioning.
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In this chapter, we outline the theoretical framework of MBT, as well as key elements of the theory of change that underlies it. We describe the MBT-SA model. We also describe a specific intervention – the ‘How do I Feel?’ exercise – that we use in the early phases of our MBT-SA treatment. Throughout this chapter, we use the masculine pronoun ‘he’, as the bulk of our clinical work within the Treatment Program for Men’s Pornography Dependence has been with male sexual addiction patients.


What is ‘mentalization’? Key theoretical elements




Mentalization has been developed as an intentionally straightforward concept; in its simplest definition, to ‘mentalize’ is to understand the thoughts, feelings and behaviours of oneself and others. This process includes the capacity to perceive how cognition and affect serve as driving factors that underlie human intentions and behaviours. This understanding of intentionality is especially important in the social environment, where the symptomatology of sexual addiction often unfolds. In this respect, it is important to note that mentalization about self and other, and the interaction between these, is inherently a form of social cognition (Fonagy et al., 2012). As we will illustrate throughout this chapter, attention to the interrelationship between self and other is one of the primary theoretical strengths of MBT, as it is applied in the treatment of out of control sexual behaviours.

It is noted that, by virtue of the fact that ‘mentalizing’ encompasses intentionality and volition, the patient’s capacity for reflective functioning is considered a key measure of mentalization (Fonagy et al., 1998; Fonagy et al., 2012; Fonagy & Target, 1997). Here, reflective functioning is defined as the capacity to reason abstractly about one’s psychological states (Allen et al., 2008). This capacity, which stands in contrast to embodied automatic processing, can be assessed through clinical interviews with hypersexual patients, and through the application of validated psychometric tools, including the Reflective Functioning Scale (Bateman & Fonagy, 2012; Luyten et al., 2012). In this type of evaluation, the therapist gauges the patient’s capacity to understand his own thoughts and feelings, as they are implicated in hypersexual behaviours, and as they relate to significant others who may be affected by these behaviours. So, to expand on the definition above, mentalizing is the activity involved in perceiving and interpreting one’s own and others’ intentional mental states, including needs, desires, feelings, beliefs, goals, purposes and reasons for action or inaction (Allen et al., 2008; Bateman & Fonagy, 2004; Fonagy et al., 2012: 4; Fonagy & Target, 2005). In the treatment of sexual addiction, we also place considerable emphasis on the domain of patient behaviours
 . So, in considering the relationship between mental states, behaviours and relationships with significant others, the interpsychic
 dimension of mentalization is salient for sex addicts, whose hypersexual behaviours have a significant and destructive impact on their couple and romantic relationships.

In this respect, it is noteworthy that mentalizing can be internally- or externally-oriented, focusing on the psychological interiority of oneself or others, or focusing on the physically 
 observable characteristics of one’s own behaviours or others’ behaviours (Lieberman, 2007; Luyten et al., 2011). Within our treatment model the capacity to mentalize and to function reflectively is taken as a key goal for many hypersexual patients, who may need to start with externally-oriented mentalizing and move towards internally-oriented mentalizing. By starting here, and encouraging the patient to mentalize and reflect on his own observable behaviours, the psychotherapy moves towards two objectives: (i) developing within the patient a capacity for reflective insight (mentalization) about the link between behaviours, thoughts and feelings, and (ii) instilling an appropriate sense of ownership and personal responsibility for both hypersexual behaviours and their remediation. A key aspect of mentalizing is its role in maintaining a sense of self that is grounded in agency to act in the social world and recognition of this agency (Fonagy & Target, 1997). By extension, the individual is seen as having both the agency to either act – or ‘act out’ – sexually through the symptoms of hypersexuality and to stop themselves from acting out hypersexually. Cultivating a sense of agency and personal control is a primary goal of the MBT-SA model.

For the patient to assume intentional control over his sexual behaviours, it is often necessary for him to redevelop, or advance, his capacity to mentalize, with the instrumental objective of understanding the link between thoughts, feelings and behaviours. Further, the patient is encouraged to consider how this link implicates social relationships. This sense of self is organized and represented in relation to autonomy, and thereby, an increasingly conscious self-regulation of behaviours (Fonagy et al., 2012). In effect, the aim of MBT-SA is to cultivate an understanding that thoughts and feelings drive hypersexual behaviours, but that intentional choice can mediate between these factors.

Additionally, it is important to note that mentalization is a multidimensional concept – a feature that suits it well for the treatment of sexual addiction, a disorder with significant cognitive, affective, behavioural and interpersonal aspects. The multidimensional quality of MBT encompasses four functional properties:



1.Automatic (implicit) – controlled (explicit);




2.Internally focused – externally focused;




3.Self-oriented – other-oriented;




4.Cognitive process – affective process.





(Luyten et al., 2011)








These dimensions of mentalization are foundational in the model of MBT-SA (Berry & Berry, 2014). We will elaborate on key aspects of this multidimensional configuration, as they relate to clinical MBT-SA, throughout this chapter.


Theoretical and empirical foundations of MBT




At the theoretical level, it is important to note that a failure, or inability, to mentalize is often characterized by a tendency to misinterpret both other people’s minds and one’s own mind (Fonagy et al., 2012). Here, a misinterpretation – or simple lack of understanding – of one’s own mental states and motivations can perpetuate hypersexual behaviour. In our clinical experience, this is commonly illustrated in the mentality of the patient who does not recognize the underlying cognitive and affective context in which his hypersexual behaviour occurs. Here, we are reminded of a powerful moment in a session with a sex-addicted patient, who despairingly confessed, “I don’t know what I am feeling 90 per cent of the time”. This man’s inability to identify his feelings, or to connect difficult emotions, such as anxiety and shame, with his sexual 
 behaviours served to maintain his sexual addiction. This patient was ‘stuck’ in a self-perpetuating cycle, in which sexual addiction behaviours were used to soothe difficult, but poorly understood, emotions, and, in turn, shame and guilt about his sexuality paradoxically reinforced the pattern of maladaptive self-soothing.

More broadly, recent empirical research has shown that failure to mentalize can result in impairments that influence the development of psychiatric disorders, specifically, disorders that involve the self (Fonagy et al., 2012). These include anxiety and mood disorders with a strongly self-critical dimension, as well as borderline personality disorder and antisocial personality disorder (Bateman & Fonagy, 2004; Luyten et al., 2005; Watkins & Teasdale, 2004). At the extreme, dysfunctional mentalization can result in equating thoughts with reality, creating separate mental worlds, or having the physical and observable dominate one’s expressions (Fonagy et al., 2012). This empirical observation may help to explain the overemphasis on physicality – in the form of sexuality and sexual behaviour – observed in the symptomatology of the sex-addicted patient.

The patient’s relationships with significant others and attachment figures are strongly emphasized in the MBT framework, and research has shown both behavioural and affective aspects of psychiatric conditions can be improved through therapeutic interventions that concentrate on the patient’s mentalization capacity in terms of attachment relationships (Fonagy et al., 2012). Originally, the concept of attachment – developed by Bowlby – referred to the relationship between infants and their primary caregivers (Bowlby, 1969). In early life, attachment is an essential factor in mentalization theory, as research has shown the quality of children’s attachment relationships is fundamentally linked with the child’s ability to understand theory of mind (Fonagy & Target, 1997; Meins et al., 1998; Rosnay & Harris, 2002). Moreover, the mother’s mindfulness has been shown to influence her infant’s attachment security and mentalization (Meins et al., 2002; Peterson & Slaughter, 2003). So, a failure of mentalization strongly impacts child-adult attachment relations. This results in at least two implications for the clinical presentation and treatment of sex addiction. First, it appears deficits in attachment, reflective functioning and mentalization, which are often observed in hypersexual patients, may have roots in early life and in the relationship with early attachment figures. Second, and more immediately, these deficits are also apparent within the realm of adult attachment relationships – a domain of the patient’s life that is often profoundly troubled by hypersexual behaviour.

In this respect, it is important to note that recent research has shown adult attachment to be strongly linked with mentalization (Fonagy & Target, 1997; Slade, 2008). Adult attachment refers to the ‘patterns of relational expectations, needs, emotions and behaviors that develop in response to a person’s attachment history’ (Braun-Harvey & Vigorito, 2015: 90; Hazan & Shaver, 1987; Mikulincer & Shaver, 2007). Importantly, adult attachment styles impact on adult romantic and pair bonding, with individuals acting in response to unmet relational expectations that are rooted in insecure childhood attachment (Braun-Harvey & Vigorito, 2015). Therefore, specifically in relation to sex addiction, attachment impacts the manner in which sexual or romantic behaviours are regulated, including relationship agreements concerning sex, and the maintenance of these agreements (Braun-Harvey & Vigorito, 2015). We will return to this point in our discussion of clinical technique below.


What is MBT?




Due to the primary place of intrapersonal and interpersonal cognition and affect in mentalization theory, at the clinical level, MBT is based on the place of thoughts and feelings, in interpersonal context, in driving maladaptive behaviours (Berry & Berry, 2014). As described above, mentalization is a core psychological capacity that is necessary in understanding our own minds 
 and the minds of others, and mentalization has famously been described as ‘keeping heart and mind in mind’ (Allen et al., 2008: 59). Elsewhere, we have proposed that, due to the physical and embodied elements of hypersexuality, in the treatment of sexual addiction it may be best to conceptualize mentalization and MBT as ‘keeping body, heart and mind in mind’ (Berry & Berry, 2014: 258). In this respect it is asserted that mentalization is a ‘fundamental human capacity defined by awareness (both explicit and implicit) of mental and emotional states in self and others’ (Berry & Berry, 2014: 247; Fonagy, 2008). To mentalize, by definition, necessitates a reflective understanding of the dynamic nature of thoughts and feelings. This reflective understanding takes into account the context of intentionality and changeability, which informs the understanding (mentalization) of thoughts and feelings (Berry & Berry, 2014). Hence, MBT holds that effective mentalization is a core element of psychological health and wellbeing; in contrast, dysfunctional mentalizing may generate disordered self-experience and underlies a wide range of psychopathologies (Fonagy et al., 2012). Indeed, full mentalization involves the modulation and expression of internal mental states that not only downregulates but also upregulates particular states of mind (Allen et al., 2008; Fonagy et al., 2012). The MBT framework considers this capacity a paramount element of mental health and functioning, a position strongly applicable in the MBT-SA model.


What is MBT-SA?




MBT-SA is aimed at all patients with hypersexual behaviour, including therapist-diagnosed and self-designated ‘sex addicts’. Therefore, MBT-SA is applicable regardless of the severity of the symptoms (for instance, time spent using sexual material or pornography or frequency of symptoms). While our clinical programme has worked mainly with men, the core principles are non-gender-specific, and should apply equally to women. The main goals of MBT-SA are:



1.To increase patient insight into the psychological factors that contribute to his symptoms;




2.To increase the patient’s understanding of the psychological, and social, consequences of hypersexual behaviour;




3.To reduce hypersexual behaviours;




4.To foster the development of new behaviours and skills for emotional regulation.







As we have specified in our prior published work on the MBT-SA model (Berry & Berry, 2014), within MBT-SA treatment, outcomes may be measured by three key factors:



1.Quantifiable symptomatic improvement, especially reduction of hypersexual behaviour;




2.Change in the patient’s affect and cognition with respect to sexuality, especially improved reflective functioning and explicit mentalization about sexuality;




3.Improvement in the patient’s relationships with others, especially significant others, and romantic/couple partners.





(Berry & Berry, 2014)








To attain these core aims, the MBT treatment model is inherently integrative, allowing for the importation of techniques from a range of therapeutic schools. Within the MBT-SA framework, many techniques that can foster the development of reflective functioning are encouraged. In effect, a wide variety of clinical interventions are adopted, provided they aim to advance the patient’s self-aware and other-aware understanding of thoughts and feelings, and positively influence the interpersonal and intrapersonal interactions between cognition, affect and behaviour. Relevant techniques include the use of:



•a therapeutically ‘naïve stance’ of questioning, taking a curious approach and seeking to understand the patient, in a dialogue that will foster the patient’s own self-understanding (Skårderud & Fonagy, 2012);




•minding the body, through the use of psychoeducation about a number of facets of sexuality, including the sexual response cycle, as well as physiological cues and signs of anxiety, stress-response, low energy and mood;




•regulating physical tension, often through the use of mindfulness techniques, such as breathing meditation, body scans and visualization;




•use of group therapy to facilitate mentalization of interpersonal processes, and mental ‘stock-taking’ on psycho-behavioural ‘cause-and-effect’ relationships.







This integrative approach can assume a variety of different formats; however, the underlying theoretical framework of mentalization – as stated above – provides a theoretical bridge that allows for a methodical conceptualization of the change process.

Integral to MBT is mindfulness, specifically in terms of body awareness (Fonagy et al., 2012). Here, the patient aims to strike a mindful awareness of his body, which balances between hyperembodied states and disembodied states (Fonagy et al., 2012). As Skårderud and Fonagy (2012) have written, ‘hyperembodied’ states comprise ‘an unduly negative focus on the body’s exterior, combined with an inability to distance oneself from this [focus]’, whereas ‘disembodied states entail an impairment’ (p. 259–60) of awareness of one’s own body. So, mindful (fully mentalized) awareness of the body is a core goal of MBT-SA, as hypersexual patients may often fall into hyperembodied or disembodied mental states with respect to their own bodies. Herein, a key goal of MBT-SA is to support and enhance psychosexual self-experience and sexual relationships by ‘increasing the client’s understanding of their own mind and the minds of others (especially others with whom the client relates sexually, or who otherwise have a vested interest in the client’s sexual behaviour)’ (Berry & Berry, 2014: 253). By extension, MBT-SA is focused on helping the patient mentalize the cognitions and emotions associated with out of control sexual behaviours, and to target the thoughts and feelings that generate, catalyze, and maintain these behaviours (Allen et al., 2008; Bateman & Fonagy, 2012; Wincze & Carey, 2001). To these ends, MBT-SA involves the therapist and the patient exploring the feelings and events that precipitate sexual behaviour (Berry & Berry, 2014). This exploration includes examining the patient’s unconscious thoughts and feelings with respect to their sexuality, a process that can be challenging as the patient may cognitively avoid these thoughts and feelings (Berry & Berry, 2014). Importantly, MBT-SA holds that hypersexual behaviour is rooted in maladaptive coping strategies in response to negative or troubled thoughts and feelings (Berry & Berry, 2014). Therefore, the goal is to support the patient in altering these maladaptive modes of response to negative affect by increasing the patient’s mentalization and reflective functioning (Berry & Berry, 2014).

In managing the negative affects that are associated with hypersexual behaviour, the therapist encourages critical/reflective evaluation of the psychosocial events, thoughts and feelings that predispose and precipitate such behaviour. These negative affects include ‘anxiety, sadness and despondency, aversion and boredom’ (Berry & Berry, 2014: 253; Hall, 2011; Kafka, 2010). The process specifically involves the therapist facilitating the patient’s exploration and identification of which social factors interact with their thoughts and feelings (Berry & Berry, 2014). In this 
 process, it is integral to explore the social factors underlying their framework of sex and sexuality (their beliefs, thoughts and feelings about sexuality; Berry & Berry, 2014). This contextualizes the patient in a broader view.

The mentalization process is presented here as a co-creation process, as both the patient and therapist are actively involved in exploring a range of cognitive and emotional expressions (Berry & Berry, 2014). The co-creation involves the therapist supporting the patient in a line of questioning that helps them realize a more advanced form of mindfulness, and mindful awareness, specifically in the interrelationships of their mind with others’ minds, as well as the social contexts in which these interrelationships manifest.


The clinical application of MBT-SA: integrating theory and practice




One of the clinical advantages of the MBT model – as applied both in the treatment of hypersexuality (Berry & Berry, 2014) and in the wider mental health field (Fonagy et al., 2011) – is that it is highly conducive to the systematic integration of other clinical and theoretical models. In this respect, MBT-SA readily adopts the best of all worlds. While we would not go so far as to claim – as two leading MBT researchers have previously done – that mentalization is the ‘least novel’ therapeutic approach (Allen & Fonagy, 2006: 24), it is clear that one of MBT’s main strengths is that it is well-adapted for the prevalent contemporary tendency towards integration in psychotherapy practice (Norcross & Goldfried, 2005; Norcross et al., 2005). MBT provides a distinctive theory of mind and psychological change process that is equipped to unite diverse clinical interventions. In the treatment of hypersexuality, MBT is useful as an overarching, or bridging, framework that spans between theory and practice, and between techniques drawn from different psychotherapy models.

Clinical case material can be used to illustrate this integrative function. As mentioned above, the first author of this chapter vividly recalls working with a male patient in his early twenties, who typifies the mentalizing deficits that we hypothesize are inherent in the clinical presentation of many hypersexual patients. In addition to his hypersexual behaviour and feared loss of sexual control, this patient experienced anxiety across multiple domains including, most prominently, physical health, interpersonal relationships and social interactions. However, the patient’s intrusive anxiety was marked by a fundamental incomprehension of his own affect and a profound sense of anguish at being unable to identify his own emotions. This patient recognized that he frequently felt pronounced distress and that this distress was usually characterized by considerable fear and anxiety. However, he was troubled by several deficits in mentalizing ability; he was unable to identify specific variations within his emotions, impaired in his ability to identify cause-and-effect links between affect and behaviour, and incapable of naming specific feelings he experienced or discerning nuances within his emotional state.

With this patient, we had the opportunity to pilot an intervention that was adapted from Dialectical Behaviour Therapy. This has since become an integral part of the treatment manual for the treatment of pornography-dependent men at the McGill University Health Centre. This affect-naming activity is reproduced here.




Figure 4.6.1
 ‘The How Do I Feel?’ Activity









The ‘How Do I Feel?’ Activityi





This exercise will help you recognize your thoughts, feelings and physical sensations. The aim of this activity is to help you to become more aware of your own emotions and to answer the question ‘how do I feel, before
 , during
 and after
 using pornography?’ This straightforward activity can help you understand the causes for your pornography use and help you to develop a strategy for reducing
 your use of pornography. Please follow the instructions below.


Instructions:


First, try to recall the most recent time you used pornography, and answer the following questions:



1)What were the circumstances?
 Try to describe the situation in as much detail as possible, including the time of day, location, etc.




2)What happened before I looked at the pornography?
 Again, please be as specific as you can, and list what you experienced in the hour (approximately) before you used pornography. This can include details such as where you went, who you spoke to, or what activities you were involved in.




3)How did I feel before
 I looked at the pornography?
 What were the emotions you were having at that moment? Use a scale, from 1–10
 , to describe how big your feeling was.




4)How did I feel while
 I was looking at pornography?
 What were your emotions while you were viewing pornography on this occasion? Again, please use a 1–10 scale
 to describe how big your feeling was. Try to recall the moment as clearly as possible. Remember, there are no ‘right’ or ‘wrong’ answers to this question – what is important is to recall as clearly as possible how you felt at that moment.




5)How did I feel after
 I finished looking at pornography?
 What emotions did you experience immediately after you finished viewing pornography on this occasion? Indicate the ‘size’ of your emotion, using a scale from 1–10
 . You may find yourself curious about why
 you felt this way – feel free to jot down a few notes about this, if it seems helpful to do so. But please remember, the main aim in this exercise is to understand how
 you felt, as accurately and specifically as possible (don’t worry, we will do more exercises later in the treatment programme, which will help clarify the reasons for these feelings).










i
 This is a partial reproduction of an exercise we developed for use with patients at the McGill University Health Centre.





This affect-naming activity and similar exercises have a strong mentalization-oriented purpose, namely to help the patient gain insight into the affective processes that are associated with hypersexuality and pornography addiction, in particular. As has long been recognized in the field of sexual addiction, one of the primary functions of hypersexual behaviour may be to down-regulate, or simply distract from, aversive feelings (Kafka, 2010). In our clinical work, we have determined that this type of self-soothing behaviour is often un-mentalized, as patients routinely use sexual stimuli in a largely unconscious effort to manage unpleasant emotions. In effect, many patients use sexually addictive behaviours to help them cope with difficult feelings, but are unaware of this function.

Additionally, at the theoretical level, for the aforementioned patient and many others we have worked with, limitation in the capacity to mentalize affective states co-occurs with – and appears to exacerbate – maladaptive coping strategies. Here, the patient’s failure to identify an affective state or process prevents him from both identifying and implementing effective 
 emotional regulation strategies. Clinical activities (including the ‘How Do I Feel?’ activity) provide an opportunity for the patient to develop skills in identifying emotional processes and their cognitive and behavioural correlates. In relation to the four-part system of classification described above, this type of intervention aims to develop controlled
 (in other words, explicit) and self-oriented
 mentalizing, and focuses initially on affective
 processes. The underlying theory of mentalization suggests improved mentalizing in these areas serves as a foundation for improved mentalizing in their counterparts. For instance, increased understanding of self
 provides a foundation for understanding others, for instance, by giving insight into how another person might feel in the same circumstances, or how one’s own actions may impact another person to whom one relates. Likewise, by practising controlled mentalizing, the patient is seen to develop a more sophisticated mental lexicon and set the stage for a more capable reflective capacity, which begins to encompass automatic mentalizing and mentalizing about the relationships between, (i) self and others, and (ii) the internal and external.

In summary, such patients are often unaware of the further causal sequence of sexual addiction, which paradoxically often links back to negative affective responses, such as guilt and shame, which have been explored by other researchers in this area (Bancroft & Vukadinovic, 2004). In our experience, when first attempting mentalization-oriented exercises, many patients are capable of identifying the feelings that follow
 hypersexual behaviour, which are often coloured by negative self-appraisal and, especially, shame. However, a significant number of patients have much more difficulty identifying or interpreting the feelings that precede
 hypersexual behaviour, which are often negative. By identifying and learning to understand the affect experienced before, during and after symptomatic behaviour, the patient can gain insight into the causal sequences associated with hypersexuality. This process of identification, learning and understanding sets the stage for more advanced interventions that directly target hypersexual behaviours and significant relationship variables. Most significantly, by fostering the development of affective, self-focused, intentional mentalizing, the ‘how do I feel?’ activity, and similar therapeutic exercises, help establish a foundation of improved mentalization, through which the patient can be empowered to help design future elements of his treatment.


Conclusion




As we have illustrated in this chapter, one of the strengths of the MBT approach is its integrative orientation and the theory of mind that underlies it. By using concepts such as reflective practice and attachment theory to gauge psychological functioning, MBT offers a unifying theoretical and clinical framework, which enables the inclusion and integration of other techniques. This strong theoretical foundation and integrative capacity makes MBT an ideal framework for the treatment of sex addiction. As we have emphasized, MBT and MBT-SA aim to incorporate the best of all worlds, by integrating powerful treatment interventions from many therapeutic schools. Our primary hope is that, as the treatment and empirical research on sexual addiction and psychotherapy develop, MBT-SA will also develop, by integrating new knowledge and techniques in the service of hypersexual patients.



Note







1
 For more information, or for access to the treatment manual, please direct enquiries to the first author of this chapter, Michael D. Berry at michael.berry2@mcgill.ca.
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Applying positive psychology to sex addiction






Jolanta Burke and Eoin Stephens







Introduction




In 1998, during his inaugural presidential speech at the Annual Convention of the American Psychological Association (APA), Martin Seligman critiqued psychology for its pathological focus (Fowler et al., 1999). He maintained that, when the APA was established, its focus was on reducing mental illness as well as improving mental health. While after the Second World War, psychologists and psychotherapists made significant progress in enhancing their knowledge of and curing mental illness, comparatively little effort was made to understand mental health, human strengths and elements that contribute to a fulfilling life. Seligman was not the first psychologist to call for balancing the imbalance, as years earlier Maslow (1987) also stated that psychology had been more successful on the negative than the positive side. However, Seligman’s voice prompted a significant change in the field, making positive psychology expand rapidly through both practice and research (Donaldson, 2011).

The negative–positive imbalance in psychology was subsequently further shown. An examination of psychological publications referring to topics such as anger, anxiety and depression, and publications that reported findings about happiness, life satisfaction and joy, revealed a 14:1 ratio for research relating to negative versus positive emotions, and a 7:1 ratio for studies relating to mental health treatment versus prevention (Myers, 2000). This progress in understanding and curing mental illness is commendable and valuable; all the same, it also raises a concern over the negative imbalance of knowledge about human beings.

Extensive research into mental illness provided both researchers and practitioners with a comprehensive picture of what is wrong with people. We can now list symptoms of addiction, traits and factors relating to addictive behaviour (Rise et al., 2015). Invariably, therapists became more biased towards the negatives (Rozin & Royzman, 2001), which receive more attention in a clinical context (Peeters & Chapinski, 1990). This negative focus is understandable, given therapists’ roles as facilitators of transformation; so, when a person with an addiction enters a clinic, therapists might be naturally more inclined to notice individuals’ traits, behaviours and attitudes that are impaired or even absent, rather than their qualities. However, in order to understand the whole person (Rogers, 1963), we need to view them from the perspective of both what is 
 wrong, as well as what is right with them. Researching what is right with people, in other words, the qualities of a fully functioning person, is one of the aims of positive psychology.


Positive psychology




Positive psychology is a study that attempts to understand the conditions that enable individuals to flourish (Gable & Haidt, 2005). Therefore, in the context of addiction, it attempts to identify factors that help patients not only recover from addiction, but also live an optimal life.

It is also a study that focuses ‘on the right tail of the normal distribution’ (Donaldson, 2014: 9), meaning that, it examines the outliers of the ‘positive’ end of the spectrum. For example, extensive research was carried out in the area of post-traumatic stress disorder (PTSD; the left tail of the normal distribution), in order to better understand its symptoms, scope and treatment (American Psychiatric Association, 2013). Comparatively little research was carried out in the area of post-traumatic growth (PTG; Calhoun and Tedeschi, 2004), which, in the context of PTSD, would be placed on the right tail of the normal distribution. The reason for this was because it was assumed that people either experienced PTSD or recovered well post-trauma. However, positive psychology researchers found that not only do some people recover from a traumatic event to such an extent that they flourish, but also approximately 70 per cent experience some symptoms of PTG, while a smaller percentage report all symptoms of growth (Joseph, 2011). This type of research is strongly applicable in the addiction field, as the vast majority of studies focus on either negative effects of addiction or examine the characteristics of people who either find it particularly difficult to recover or recover just well enough. However, the positive psychological approach to addiction would attempt to examine people who are able to recover faster than others, who thrive as a result of their past addiction, or who are particularly resistant to it.

Furthermore, positive psychology is about examining the positive traits of individuals (Seligman & Csikszentmihalyi, 2000). In the context of addiction, it is about identifying what character strengths and other resources patients possess that can help them recover from addiction and live a good life.

Positive psychology extends its application to individuals, groups, institutions and societies (Donaldson et al., 2011). However, the current chapter delves only into the potential applications of positive psychology research to sexual addiction at an individual level.


Sexual addiction




Sexual addiction, like any other addiction, is by definition a pathological state. It is characterised by a highly threatening sense of loss of control in relation to at least some sex-related behaviours, with predictable damage in areas such as health, close relationships and status. Goodman, for instance, proposes a general definition of addiction (in the context of discussing sex addiction), according to which it is a reoccurring inability to control behaviour, which continues despite the evidence of significant harm to self and others (Goodman, 1998). Therefore, according to the author, individual deficit is a quintessential part of the definition of addiction.

While, on balance, it has probably been useful and beneficial to see addiction as an ‘illness’ (Alcoholics Anonymous, 1939/2013), there are also downsides to the label of ‘alcoholic’ or ‘addict’ and to the concept of being forever ‘powerless’ and ‘in recovery’ (Alcoholics Anonymous, 1939/2013). The 12 steps of AA and other groups (including those dealing with sexual addiction, such as Sexaholics Anonymous [SA] and Sex and Love Addicts Anonymous [SLAA]) also place a strong emphasis on working with ‘character defects’, such as selfishness. The medicalisation and professionalisation of addiction counselling, and the subsequent emphasis on the disease 
 model and treatment/rehabilitation (Thombs, 2013), further reinforced this unbalanced focus on the addicted person as broken, flawed and helpless. The advent of drug (especially opiate) problems gave further impetus to this trend (Hari, 2016). Defensiveness, denial and distorted thinking were especially seen as core characteristics of the addict, although there have been other views, such as from the Motivational Interviewing approach (Miller & Rollnick, 1991/2012) and from Stanton Peele (Peele, 1998).

In the specific treatment of sexual addiction, there also seems to be a strong emphasis on factors such as pathology, lack of control, mistrust of one’s own decisions, and character flaws, at the expense of more positive and equally real factors such as motivation and strengths. As well as inheriting this generally negative view of addiction, sex addiction treatment is also seen, at least sometimes, as being ‘sex-negative’. Addiction counselling can sometimes, of course, be negative about alcohol, gambling or illegal drugs, but attitudes to sex have their own complicated history. In the US, for instance, views on issues such as masturbation, promiscuity and homosexuality are still very sharply divided and sometimes stigmatised. Sex addiction treatment that takes this more sex-negative approach also stigmatises and pathologises such behaviours over and above whether or not they meet the criteria for sex addiction. Jarra (2015) argues that the model of sex addiction is used by religious institutions to disguise their moral judgements and disapproval of sexuality, alternative sexualities and pornography.

Professionals working with sex addiction who have a background in sex therapy, as distinct from those whose background is primarily in addiction counselling, often find this sex-negative approach mystifying. But it is still alive and well in the field, along with alternative attitudes. This divide can be clearly seen in the differences between SA (Roy, 1989) and some other 12-step groups for sex addiction, such as SLAA (Augustine Fellowship, 1986). SA insists on a very strict (Christian) definition of sexual sobriety, which includes abstinence from masturbation in all circumstances, from sex outside of marriage and from homosexual activity. SLAA, on the other hand, believes sobriety will take different forms for different people, depending on factors such as circumstances and orientation, and leaves abstinence targets as something to be worked out individually with the sponsor.

Patrick Carnes, one of the principal founders of the field of sex addiction treatment, has also emphasised various themes that add weight to the negative emphasis. One of his key ideas is that there are common negative ‘core beliefs’ underpinning sexual addiction, namely: (1) I am basically a bad, unworthy person; (2) nobody would love me as I am; (3) my needs are never going to be met if I have to depend upon others; and (4) sex is my most important need (Carnes, 1983/2009).

Carnes has also researched and emphasised the role of trauma, and especially childhood sexual abuse, in the genesis of these core beliefs and, therefore, of sexual addiction. The view that trauma is core to the genesis of a high proportion of sexual addiction is still current and can, for example, be found in Hall’s OAT (Opportunity/Attachment/Trauma) model (Hall, 2013). In addition to this, Carnes has also emphasised the prevalence of some form of narcissism in the personality of sex addicts (Carnes, 1991), although this emphasis seems to have softened over the years, as a wider spectrum of personality types has been found in sex addicts (especially with the advent of the internet).

Another set of negative associations in relation to sex addiction comes from its overlap with paraphilic behaviours, such as fetishes and BDSM (bondage and discipline, dominance and submission, sadism and masochism); the extent of this overlap is as yet unclear (see Birchard, 2015). It may in fact be relatively small, although again it seems to have been given more emphasis in the early days of sex addiction research. A variety of sexual behaviours have been classified as in some way ‘deviant’ at different points in history. While some of these (for example, BDSM), are attracting increasingly less stigma and are being dropped from 
 successive editions of the Diagnostic and Statistical Manual of Mental Disorders
 (DSM), negative associations remain for some people and perhaps always will. Some of these associations get transferred to other areas of behaviour, which are seen as ‘sexually deviant’, such as that of sex addicts. This confusion may add to the ‘self-stigmatisation’ of some sex addicts. And there can also be a strong association, at least in the public mind, with sexual offending. Again, the overlap presumably exists, though to what extent is still unclear (see Marshall & Marshall, 2006), but any hint of such an association can of course lead to anger, fear and shame for some people, including the addict or their family.


Positive psychology and sexual addiction




There is very little research carried out in the sexual addiction field that views an individual from the positive psychological perspective. The following sections will attempt firstly to identify the extent of past collaboration between the two fields. Secondly, they will explore potential research opportunities between sexual addiction and positive psychology. Finally, they will speculate as to the application of positive psychology in sexual addiction therapy practice.


Positive emotions




Emotion is a ‘psychological state defined by subjective feelings but also characteristic patterns of physiological arousal, thought and behaviours’ (Peterson, 2006: 73). As Moneta put it simply, emotions are ‘momentary reactions to environmental … and internal stimuli’ (Moneta, 2014: 20), as opposed to moods, which are ‘free floating or objectless, more long-lasting’ (Fredrickson & Losada, 2005: 121).

From the evolutionary point of view, emotions have received a lot attention, as it is thought one of their main functions is to help individuals survive (Nesse & Ellsworth, 2009). They are ‘a signal that something in our environment is awry and needs addressing’ (Oishi & Kurtz, 2011: 106). They warn us about dangers, increasing our fitness for survival and are associated with urges to flee or fight (Lazarus, 1991). Experiencing negative emotions narrows individuals’ minds so they have enough focus to tackle the danger (Fredrickson & Kurtz, 2011).

Over the years, psychologists considered positive emotions simply the opposite of negative emotions, assuming their function was less significant from the evolutionary perspective (Fredrickson, 2009). Subsequently, however, positive psychology researchers began treating them as a distinct variable, which resulted in Fredrickson (1998) proposing a ‘broaden-and-build’ theory to explain the benefits of positive emotions. According to the theory, one of the functions of positive affect is to broaden an individual’s mind by allowing them to see more options and grow. In a study carried out by Rowe et al. (2007), 24 university students were connected to an eye-tracking device. Participants were exposed to music to evoke either negative or positive emotions, while a control group had neutral emotions induced by reading basic facts about Canada. The results showed that putting students into a positive state of mind expanded participants’ peripheral vision, and so broadening their perception. Furthermore, the broadening affect can occur in a form of improved creativity (Estrada et al., 1994; Isen et al., 1987), flexibility of thinking (Isen & Daubman, 1984; Sacharin, 2009) and by making participants more open to new information (Estrada et al., 1997).

In a therapeutic context, this broadening effect can be used to help patients come up with solutions to their problems. When in a negative state of mind, a narrowing effect occurs that does not allow them to see options and opportunities available to them. Therefore, a therapist may help patients identify ways in which they can become more creative about their solutions.


 Apart from broadening minds, positive emotions help to build human resources, serving a significant evolutionary function (Fredrickson, 1998). When in danger, negative emotions allow people to flee or fight; however, people also need positive emotions to assist them in building personal resources that improve their knowledge, skills and alliances, helping them to survive (Fredrickson, 2013). Fredrickson and colleagues (Fredrickson et al., 2003) carried out a longitudinal study with 47 participants aged 18–25, from the US, pre- and post- the 11 September 2001 terrorist attacks. They found that participants with higher levels of positive emotions pre-crisis experienced a growth in psychological resources. The authors concluded that positive emotions have a buffering effect, protecting individuals from symptoms of depression.

The third function of positive emotions, according to the broaden-and-build theory (Fredrickson, 1998), is the ‘undoing effect’; positive emotions reduce the harmful influence of negative emotions on individuals’ physiological and psychological wellbeing (Fredrickson, 2000; Fredrickson et al., 2000). Boosting an individual’s positive emotions after a stressful event allows them to return to the level of normal functioning considerably faster (Fredrickson & Levenson, 1998). To illustrate the ‘undoing effect’, Fredrickson and Levenson (1998) asked 60 US college students to view a film aimed to evoke fearful emotions. Subsequently, participants were assigned to one of four conditions meant to elicit contentment, amusement, neutrality or sadness. Participants in the ‘contentment’ and ‘amusement’ conditions returned to the pre-film levels of cardiovascular activity more rapidly than participants who watched a neutral or sad clip. The mean difference between contentment and sadness was double. The study was replicated with 170 US participants with similar results (Fredrickson et al., 2000). Therefore, experiencing positive emotions can help an individual return faster to the baseline condition, contributing to the enhancement of wellbeing.

The undoing effect is particularly applicable in addiction therapy. During the therapeutic session, a patient may be flooded with negative emotions and find it difficult to function. Therapists can use Positive Psychology Interventions (PPIs; Parks & Schueller, 2014) to help their patients return back to the baseline. PPIs are ‘treatment methods or intentional activities that aim to cultivate positive feelings, behaviours, and cognitions’ (Sin & Lyubomirsky, 2009: 467). Their goal is to build a positive variable, such as optimism, hope, joy, gratitude or love. In order to be deemed a PPI, an intervention needs to have scientific evidence, and empirical study of it needs to yield positive outcomes (Parks & Biswas-Diener, 2013). There are as many as over a hundred PPIs (Seligman et al., 2005). Some of them are stand-alone activities, such as ‘benefit-finding’ (King & Miner, 2000), ‘letting go of grudges’ (Reivich, 2004) and ‘active–constructive responding’ (Gable et al., 2004). Others are a part of PPI-based programmes, the effectiveness of which has been rigorously assessed in their entirety, rather than according to their integral elements. They include such programmes as quality of life therapy (Frisch, 2013), Penn Resiliency Programme (Brunwasser et al., 2009) and time perspective therapy (Zimbardo et al., 2012). New interventions are continuously being created and assessed on their PPI inclusion and exclusion parameters (Parks & Schueller, 2014). New PPIs include interventions that aim to develop such qualities as patience (Schnitker & Westbrook, 2014) and courage (Pury et al., 2014), which might be useful for people with sex addiction.

To date there is only one piece of research that has attempted to introduce PPIs to people with addiction (Akhtar & Boniwell, 2010). In a controlled study with 20 drug addicts aged 14–20 from the UK, participants in an experimental group were introduced to a range of PPIs over eight weeks. These included gratitude activity, optimism-building, identification and application of character strengths and savouring. In six- and 12-week follow ups, the researchers found the experimental group reported a reduction in addictive behaviours, compared to a control group, suggesting the PPI approach might be effective in reducing addictive behaviours.


 Considering that, in addiction therapy, therapists usually limit their discussions with patients to negative emotions, or circumstances in which negative emotions may influence unhelpful behaviours, positive affect may serve many useful purposes.

One key area for further research in this regard is that of motivation, in particular the ambivalent motivation of the addict, divided as it is between an attraction to a healthy lifestyle and an attraction to the object(s) of their addiction. Helping patients connect with motivation towards health can be seen as the fundamental problem of addiction recovery (Miller & Rollnick, 1991). Traditional addiction counselling (including for sex addicts) has probably tended to focus more on harnessing ‘stick’ motivation than ‘carrot’ motivation, for example by trying to generate fear of the negative consequences of relapse and remorse for damaging behaviour, rather than by trying to generate excitement and joy at the idea of the benefits of recovery. As can be seen in this description, emotion and motivation are fundamentally linked, suggesting a focus on generating positive emotions may well be a neglected resource for sex addiction counsellors. Given the pervasiveness and rigidity of shame in many of the cases we work with (which generates the paradox that many of our patients have the greatest need to feel good about themselves, along with the greatest difficulty in doing so), it may be a resource we cannot afford to neglect.


Wellbeing




Over the years, psychologists assumed that reducing ill-being, such as symptoms of depression or addiction, is comparable to enhancing wellbeing. However, the two processes are distinct (Burke & Minton, 2016). Ill-being indicates the presence of psychiatric conditions relating to mood or psychotic disorders; wellbeing, on the other hand, refers to such elements as life-purpose and meaning, sense of achievement, quality of relationships, optimism, resilience, sense of coherence and similar. Therefore, the components of ill-being and wellbeing are dissimilar.

Furthermore, apart from being dissimilar, they are not mutually exclusive. In a longitudinal study with 6,317 participants from the UK, Huppert and Whittington (2003) found that, while some individuals who displayed the presence of ill-being also had lower levels of wellbeing, 35.1 per cent of participants of the study displayed the presence of both ill-being and wellbeing concurrently. This finding suggests that wellbeing and ill-being are not mutually exclusive; thus, therapists can work with patients to decrease symptoms of ill-being, such as addiction, while at the same time, increasing the symptoms of wellbeing. Considering that one of the symptoms of wellbeing is the experience of positive emotions (Fredrickson & Losada, 2005), helping patients to enhance it will allow them to build resources to recover faster.

The same issues would seem to be relevant here as in the previous section when it comes to working with sex addiction problems: motivation can be best enhanced through a focus on increasing wellbeing, along with the more common focus on decreasing ill-being (including disease, illness and powerlessness, as discussed above). Chronic shame may also respond better to such an approach.


Character strengths




Psychologists spent years dealing with the aftermath of the Second World War; psychiatric hospitals were filled with patients who suffered obscure conditions with which psychiatrists and neurologists were not familiar (see Sacks, 1985). This state of affairs created an explicit requirement to explore human mental disorders, with the aim of helping patients who were in need. This resulted in the development of the DSM (American Psychiatric Association, 2013), which systematically reviewed the symptoms of mental illness and offered suggestions to mental health 
 professionals in relation to treatments. The DSM is a credit to tens of thousands of researchers who, for many years, were on a mission to aid people with mental health issues. However, at the same time, as the title suggests, it is a handbook of all that is wrong with human beings, without considering what is good about them. Therefore, understandably, it is a handbook which is negatively-biased when viewing people.

In order to offer a balanced view of people, positive psychologists created Character Strengths and Virtues: A Handbook and Classification
 (Peterson & Seligman, 2004). The handbook was developed firstly to remedy the positive-negative imbalance in the psychological literature. However, it was also created to guide positive psychology research into topics pertaining to the ‘good side’ of people. According to Peterson and Seligman, while a lot is known of what is wrong with people, comparatively little progress has been made as to their strengths.

The book was published in 2004. Since then, substantial progress has been made in this area (Niemiec, 2013), with over 300 peer-reviewed articles published between 2004 and 2015, according to the Elton B. Stephens Co (EBSCO) database. Sexual addiction practice can benefit greatly from positive psychology research into character strengths and ways in which they can be used to live a better life. To date, the addiction research is focused mainly on developing a limited number of strengths, namely strengths of spirituality and gratitude, which are associated with AA affiliation (Zemansky, 2006). However, considering strengths are unique, it is crucial that therapists recognise all patients’ strengths and help them to use the entire constellation of their strengths more effectively to reduce their addictive behaviour and improve wellbeing.

Character strengths have already been used in smoking cessation and not only did they show reduction in addictive behaviour, but also both patients and therapists reported they enjoyed discussing strengths, which created a very unique atmosphere during therapy (Day et al., 2014). Furthermore, strength-focus is useful as therapists who considered patients’ strengths for five minutes prior to their session reported an improved relationship with patients and better therapy outcomes (Flückiger et al., 2009; Flückiger & Grosse Holtforth, 2008). Another study found that personalising cognitive behavioural therapy (CBT) to patients’ strengths, rather than weaknesses, also led to improved therapeutic outcomes (Cheavens et al., 2012). Patients were more likely to achieve personally-relevant goals when they used character strengths to help them to do it (Linley et al., 2010). Therefore, identifying patients’ strengths and using them to reduce their addictive behaviour may be very useful; however, more research needs to be carried out to identify those benefits. At the very least, given the 12-step groups’ long history of focusing on character defects (as discussed), more focus on character strengths would provide a balanced approach, and once again working with shame seems like one obvious area where additional relevant resources are always needed.


The second wave of positive psychology




While positive psychology initially focused on researching the conditions of wellbeing, character strengths and other positive behaviours, since around 2010 the second wave of positive psychologists have explored the balance of positive and negative sides (Wong, 2011), and under what circumstances positive qualities may be detrimental to wellbeing (Ivtzan et al., 2016). For example, developing optimism can be very useful for individuals (Seligman, 2006); however, pessimism proves helpful for defensive pessimists, who may become more anxious when they stop themselves from engaging in pessimistic practice (Held, 2004). There are several instances of positive traits causing negative effects. In this section, only one such trait will be discussed, namely passion.


 Passion is defined as a strong inclination towards an activity or a person, which results in an investment of a substantial amount of time and energy (Vallerand, 2008). Passion can fuel motivation and psychological flow; however, it may also lead to compulsion, the experiencing of negative emotions and rigid persistence. Vallerand et al. (2003) introduced a dualistic model of passion, according to which passion can be either harmonious or obsessive. Harmonious passion is experienced when an individual acts in accordance with their values and inherent beliefs. It leads to full engagement in an activity, due to an intrinsic motivation to pursue that activity. On the other hand, obsessive passion occurs when the activity and outcomes are not integrated, causing conflict between an individual’s beliefs and behaviours. Participants feel compelled to carry out an activity, rather than wanting to do it. This results from environmental control and impacts on their feelings of acceptance and self-worth. When experiencing obsessive passion, individuals do not feel in control of their passion (as is the case with harmoniously passionate activities); instead, they report that the passion controls them.

The description of urges is similar to addiction (see Goodman, 1998). However, the two concepts are distinct, as obsessive passion is associated with love for the activity (Vallerand, 2015), whereas, in addiction, love for it has diminished and an individual no longer wants to engage in the activity (see Rinehart & McCabe, 1997; Ross et al., 2010). Nonetheless, obsessive passion is more likely to lead to addiction than harmonious passion (Ratelle et al., 2004; Rousseau et al., 2002; Wang & Chu, 2007); so, obsessive passion is considered a precursor of addiction (Vallerand et al., 2010; Vallerand & Verner-Filion, 2014). More longitudinal research needs to be carried out to understand the influence of obsessive passion on addiction development.

In the meantime, passion research can perhaps contribute to sex addiction counselling, not only by providing yet another model which could be useful in identifying some of the precursors of sex addiction, but also by helping to clarify the territory that lies beyond initial recovery from sex (and love) addiction. Because recovering sex addicts (like recovering food addicts and workaholics) still need to engage with some version of the object of their addiction, and indeed ideally need to do so in a passionate and rewarding way, the insights provided by passion research, and particularly the development of a clear set of criteria for distinguishing healthy from unhealthy passion, may turn out to be very useful in the ongoing development of sex addiction therapy.


Conclusion




As it stands, the sexual addiction field offers a predominantly disapproving view of sex addicts and uses mostly deficit-oriented approaches to reduce unwanted behaviour. Little attention is paid to addicts’ character qualities and positive psychological resources, which may assist not only in reducing addictive behaviours but also in improving wellbeing. The current chapter attempted to begin the researchers’ and practitioners’ discussion about the importance of applying the findings of positive psychology to sexual addiction. Positive psychology is a rapidly growing area of research that can offer additional knowledge and supplementary interventions that may be useful to sex addicts in their recovery, as well as in encouraging a subsequent improvement in their quality of life and wellbeing. It is essential to incorporate positive psychology into any future research and practice in the field of sexual addiction.
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Using creative therapies to facilitate neuroplastic brain changes in sexually compulsive patients
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Introduction




Traditional cognitive behavioural therapy (CBT) has long been the standardised psychotherapeutic treatment approach utilised in the treatment of both chemical and process addictions (Birchard, 2015). In recent decades however, additional models and approaches of treatment have emerged, as we have come to know more about the brain and sought to help individuals who struggle with addictions to find more success.

Sexual addiction is ‘defined as a disorder characterised by compulsive sexual behaviour that results in tolerance, escalation, withdrawal, and a loss of volitional control despite negative consequences’ (Riemersma & Sytsma, 2013: 308). Treatment for sexual addiction is conducted in a myriad of environments, including outpatient programmes, intensive outpatient programmes, often known as ‘10 Day Intensives’, as well as residential and inpatient treatment, some of which is often conducted in an actual hospital setting. The level of care an addict receives is influenced by the severity of the addiction and the financial resources available to them. People with more severe trauma histories, longer periods of acting out and a greater degree of problems resulting from the addiction will often gravitate to residential or inpatient settings, where they can stay for 30 days or more, in order to help them establish their initial stages of sobriety. In contrast, individuals who are able to establish some type of control in their recovery will often initiate treatment in more traditional outpatient settings.

Regardless of the treatment setting, therapists find themselves faced with the task of providing the most effective treatment for the patient and their individualised needs. This chapter will address a number of approaches that go beyond traditional CBT and identify specific approaches for treating sexual addiction. Although many of the approaches find themselves laced with cognitive behavioural principles, they also possess many unique factors that set them apart from other traditional therapies.



Neurobiological approaches




Interpersonal neurobiology (IPNB) is an interdisciplinary term used to understand the mind in addition to general mental health and wellbeing. It draws upon the fields of psychology, biology and neurology, as well as others, and attempts to explain life, health and wellbeing in a paradigm ranging from the synaptic to the interpersonal level. Dan Siegel (1999) coined the term ‘interpersonal neurobiology’ in his book The Developing Mind
 . Although it is not a specific therapeutic model, it provides numerous powerful constructs that can be implemented by therapists to help them to engage patients in deep and lasting changes. It provides a framework for the patient to begin seeing themselves on a continuum from the micro to macro level. Patients learn how, as individuals, they constitute a cluster of billions of cells and neural structures and how, at the macro level, they are inseparably connected to all other human beings (Siegel, 2012).

Among the rich resources of IPNB is the concept of ‘interpersonal attunement’. Attunement refers to the degree of connectedness that exists between two or more people (Siegel, 2012). It is first and ultimately realised between a parent and an infant as the attachment process develops, but certainly expands to other relationships, assuming the original attachment process is successful and uninterrupted by trauma. When two people are attuned, both are able to maintain a sense of differentiation but still be attuned enough to the other through empathy that they are able to appropriately attend to the other’s needs, according to the relationship they have.

People with sexual compulsivity have often experienced significant attachment failure early in their lives (Katehakis, 2009). As principles of IPNB are taught to addicts in a therapeutic setting, they are able to experience attunement, often for the first time, as they engage in the healing process. This process takes place in both their individual and group therapy, as well as their 12-step meetings. As patients are validated in a warm and empathetic therapeutic relationship, they are able to identify that state as a healthy process of humanity and then adjust their behaviours outside of therapy. Their sexual acting out has been a method for them to deal with not having secure attachments in the past. When they learn to effectively attune with others, they can recognise how normal and healthy processes can replace the need for self-regulation through acting out.

Childhood trauma appears to impact the right prefrontal area of the brain, the area of the brain that also appears to play a role in healthy self-regulation (Katehakis, 2009; Siegel, 2012). As neurobiological models find the root of the addiction in childhood trauma, the addict often has difficulties with self-regulating negative emotions; in fact, at the neurobiological level, the addict may not be able to effectively self-regulate without the temporary soothing that comes from acting out. As an individual is traumatised repeatedly, the body learns how to compensate for such states of disequilibrium by activating the hypothalamus and the pituitary and adrenal glands, otherwise known as the HPA axis (Badenoch, 2008). Although an in-depth look at the HPA axis is beyond the scope of this chapter, suffice to say its activation is the body’s attempt to achieve equilibrium in response to stress. The more the individual experiences stress, the more the axis is activated (Montgomery, 2013). This process triggers the fight or flight response in individuals and leads to emotional and physiological states of disequilibrium. In order to try to regain a state of equilibrium, the addict acts out sexually. This temporarily soothes them, but actually reinforces the activation of the HPA axis in response to stress and dysregulation. It also reinforces the need for future acting out in order to achieve homeostasis. Acting out is simply an attempt to self-regulate at a neurobiological level and is often a representation of earlier childhood states of dysregulation (Schore, 2003).


 Allan Schore suggests the early interactions between child and caregiver ‘are imprinted into the biological structures that are maturing during the brain growth spurt that occurs in the first two years of human life, and therefore have far-reaching and long-enduring effects’ (Schore, 2003: 4). Therapeutic approaches that include affective neuroscience educate the patient about the roles of attachment and trauma in the development of addictions. They also teach and model skills in establishing healthy attachments in adulthood as a means of working through earlier life traumas. Effective therapy for sex addiction using the neurobiological approaches helps the patient to learn to effectively self-regulate in response to dysregulation. It also helps the patient to be able to facilitate healthy attachments and hence activate the social circuitry of the brain.

As the social circuitry of the brain is strengthened through effective therapy, the patient’s ability to attune to others in healthy ways and to effectively self-regulate undesirable emotions is also strengthened. This is the essence of effective therapy from a neuroscience perspective. There are four essential dynamics that must be present in the therapeutic relationship to facilitate effective patient change from an IPNB perspective. These are ‘neural integration, right-brain to right-brain connection, therapist health and empathic awareness’ (Badenoch, 2008, xxiii).

Neural integration refers to the successful linkage of all of the different parts of the brain so that an individual is able to function in a healthy state, having access to all parts of the brain to make accurate interpretations and wise decisions. Vertical integration consists of the cortex, limbic region and brain stem being linked successfully, while bilateral integration refers to the right and left hemispheres being connected, allowing the relational and analytical brain to work functionally together (Badenoch, 2008).

Schore addressed the concept of right-brain to right-brain connections in the therapeutic process. He said:



These nonverbal affective and thereby mind-body communications are expressions of the right brain, which is centrally involved in the analysis of direct kinaesthetic information received by the subject from his own body, an essential implicit process. This hemisphere, and not the linguistic analytic left contains the most comprehensive and integrated map of the body state available to the brain (Damasio, 1994). The therapist’s right hemisphere allows him or her to know the patient “from the inside out” (Bromberg, 1991, p. 399). To do this the clinician must access his or her own bodily based intuitive responses to the patient’s communications.



(Schore, 2012: 39–40)








The dynamics of therapist health and empathic awareness consists of the therapist having a healthy sense of who they are and how their own issues may impact on the therapeutic process. By so doing, they are able to effectively place themselves in the shoes of the patient and establish a strong therapeutic alliance in which the patient experiences a sense of being heard and felt.


The healthy mind platter




The ‘healthy mind platter’ is part of the IPNB literature and was designed by Dan Siegel and David Rock (2011) as a model for achieving optimal mental health. The platter identifies essential ingredients for a healthy mind. It is recommended that each ingredient of the platter be incorporated into an individual’s life on a daily basis to achieve an optimal level of mental functioning. This can be applied effectively to the treatment of sexual addiction; as a patient increases 
 their own emotional health and wellbeing, they decrease their vulnerability towards relapse and decrease the need to engage in acting out as a means of coping.

The ingredients of the mind platter are as follows:



•Focus time: it is important to closely pay attention to what we are doing and avoid the temptation of multitasking. The brain really cannot multitask and, by choosing to focus on one thing at a time, we increase our productivity and brain health.




•Play time: taking time on a daily basis to be spontaneous and creative helps to stimulate the brain and maintain a sense of curiosity and youth.




•Connecting time: as we take time to connect with other individuals and nature, we are stimulating the social circuitry of the brain. Human interaction activates the right brain to right brain connection that is crucial to the healing process.




•Physical time: dedicated aerobic exercise helps to facilitate neurogenesis. It is not enough to simply have a physically demanding job. As healthy as this may be, in order to achieve optimal benefits, the physical time must be dedicated to physical exercise, benefiting the brain and the body.




•Time-in: mindfulness practice allows one to look inwardly, while avoiding judgement. It allows the person to simply live in the present without critique or analysis. This helps to correct the all too often critical mind of the addict.




•Down time: closely related to Time-in, this practice is non-goal-directed and simply allows the brain and body to relax without any particular thing needing to be done.




•Sleep time: getting proper sleep is a key element to healthy functioning. It allows the brain to discharge the toxins of the day and regain the necessary restorative aspects in order to face future demands.





(Siegel, 2012)








The neurobiological approach to sex addiction treatment is both content- and process-oriented. The content aspect includes the rich psycho-educational components of teaching patients about the brain and its functions, as well as about healthy attachment and the impact of trauma on psychosocial development. The process aspect of the model helps to establish real life healthy relationships by virtue of the therapeutic relationship as a means of helping the patient learn, at a neurobiological level, how to establish and maintain healthy relationships throughout their lifetime.


Cognitive neural restructuring therapy (CNRT)




Cognitive neural restructuring therapy (CNRT) is a cognitive behavioural approach to treating addictions (Hedelius & Freestone, 2005). It also has ties to neurobiological approaches. It is based on the idea that addictions are a result of unhealthy and addictive pathways having been formed in the brain, which in turn have led to addictive and compulsive behaviour. These unhealthy patterns of behaviour serve as an automatic process in the brain when the individual is confronted with stress, anxiety, depression or other undesirable negative mood states. The addictive pathways are activated by general emotional dysregulation, and the purpose of acting out is to help the individual to obtain a sense of equilibrium and emotional regulation.

According to the CNRT approach, many factors can contribute to the formation of addictive pathways. One factor is premature exposure to intense sexual stimuli, which are repeatedly revisited until a pathway is formed. Further factors are trauma at any age of development, but especially during childhood when the brain is more plastic and poor attachment patterns are formed, which ultimately lead to attachment failure or fracture.

Recovery, according to CNRT, occurs when the unhealthy pathways are identified and then healthy pathways are formed that facilitate more effective ways of coping and living. Although the addictive pathways will be forever present, they begin to atrophy over time when unused and become less primary. As the addictive pathways are less primary and the new healthy pathways take the centre stage of the patient’s brain, recovery takes place.

This approach, as developed by Hedelius and Freestone (2005), was born out of a belief that traditional cognitive therapy did not reach the depth they desired in their work with registered sex offenders. They believed interventions needed to be at a deeper level, even at the organic or cellular level, if changes were going to be long term and patients were to have the best chance of full recovery. In the authors’ experience, this population was generally very effective at completing therapeutic assignments, doing the work of traditional CBT to help prevent relapse and identifying unhealthy thought patterns. However, there appeared to be something of great depth that was missing. The authors believed the patients were ‘memorising’ healthy ways of not re-offending. Although this did lead to some positive results, in-depth, inner changes did not appear to be happening. The authors recognised that, although this clinical population was quite criticised and looked down on by people in general, they were actually wounded themselves. The authors believed that, if any group of individuals deserved the best treatment available, this particular population did, because they had such a profound propensity to perpetrate so much hurt on others. If treatment was going to provide this level of efficacy, it must go beyond traditional CBT techniques.

Although CNRT is certainly in the family of cognitive behavioural models, the approach rests heavily on the principles of neural plasticity, neurogenesis, synaptogenesis and cellular memory (Hedelius & Freestone, 2005). The core of the model is based on applying the dynamics of consistency, frequency and duration to facilitate change in the brain. The approach states that, as an individual identifies desired changes and then applies these three principles, healthy neural pathways will develop. In essence, in order for lasting neurological changes to take place in the brain, a new skill or thought process needs to be practised consistently, with a high degree of frequency and over a significant duration of time. The process of CNRT includes individual, group and relationship therapy, coupled with psycho-educational components. In addition, biofeedback and neurofeedback methods are utilised to help enhance outcomes. Figure 4.8.1
 outlines the basic assumptions of CNRT.



Figure 4.8.1
 Basic Assumptions of CNRT

[image: ]


(Source:
 Hedelius & Freestone, 2005)





When applying this approach, patients are asked to write an in-depth autobiography. The biography covers family of origin experiences, attachment processes and exposure to traumatic events, along with social and sexual experiences. Patients are asked to write a minimum of 25 pages. This is generally quite a stretch for these individuals, due to the difficulty they have with minimising and compartmentalising. Patients are instructed that it is not important to complete all of the biography by the next session, but simply to get it started and to bring what they have completed to therapy. They are asked to read out loud what they have written. This assignment generally takes 4–6 weeks to complete.

As previously mentioned, it is well known that many who have sexually compulsive behaviour have histories of interrupted attachment and poor self-regulation (Katehakis, 2009). Sharing their autobiography calls for a great deal of vulnerability. This is something they probably try to avoid in their lives, given their attachment styles.

Throughout treatment, patients are taught how healthy attachment takes place. They are taught that, even though the therapeutic relationship is not a replacement for normal parent-child bonding, it can act as an agent to help facilitate healing. Schore (2003) suggests effective therapy facilitates a healthy connection between the right brains of the patient and the therapist. As the patient writes their life history, both positive and negative, and then shares it with an accepting, empathic therapist, they begin to experience the normal process of healthy attachment and a ‘brain softening’. This brain softening helps the patient to lower their initial defences so that neuro-plasticity can begin to take place in the brain as they move through the process of recovery. This is often the first time anyone has ever listened to their most hidden and painful memories without judgement or ridicule.

This process continues throughout treatment as the patient receives weekly assignments, which are to be completed prior to the next session. Assignments are all viewed through the lens of how their completion can help heal the brain in its recovery. Significant work on self-regulation is executed. As with other models, the patient learns how the addiction has simply become a repeated attempt to soothe dysregulated emotional states, leading to the development of neural pathways that create the compulsive patterns of acting out.

Patients are asked to identify healthy ways of soothing themselves emotionally, bio-physiologically, socially and spiritually. As they begin implementing a minimum of one type of 
 soothing in each area on a daily basis, they are taught that their overall need to access unhealthy methods of soothing through acting out will decrease. They are also instructed that, as they find themselves in high risk situations, these healthy methods of soothing can be implemented and can serve as acute interventions to help prevent relapse.


Treatment pillars




CNRT is built on 12 treatment pillars. The pillars are not only the basis for the principles that drive the clinical approach, but also a source of healthy affirmations to help facilitate change. Figure 4.8.2
 identifies the title of each pillar. Each pillar is approximately 100 words long and is designed to be read three times per day for 30 days. Pillars serve as a positive source of hope for patients, as well as a cognitive message that helps them begin to recognise and believe that they actually can change.



Figure 4.8.2
 Treatment Pillars
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(Source:
 Hedelius & Freestone, 2005)






Journaling and tracking




Patients are provided with a journal that has a page for each day of treatment. The patient is asked to write daily and address specific aspects of their recovery. At the beginning of each session, they choose two to three entries to read aloud. This allows the therapist to be brought up to speed on how the patient is progressing and also facilitates patient accountability. Patients also use a point tracking system on several areas of recovery and report on this during group therapy sessions. At the bottom of each journal page there is a space that is outlined for the patient to identify or ‘track’ how they have done in specific areas of their recovery and therapeutic work. A patient awards themselves a pre-determined number of points for the following behaviours: attendance at group and individual therapy, reading the treatment pillars three times per day, living soberly, avoiding acting out as defined by the patient and engaging in healthy soothing behaviours in the physical, emotional, social and spiritual areas of their lives.


Scripting




Scripting refers to the process of identifying an unhealthy state that one desires to change, outlining what change would look like and then applying cognitive and behavioural rehearsal so that memory consolidation can take place. The script is a blueprint for the outcome of a desired behaviour. The patient is asked to write a ‘refusal script’, a ‘sobriety script’ and an ‘optimal functioning script’. The refusal script identifies how a patient will remove themselves from a typical 
 high risk scenario in which they have been most likely to act out in the past, as well as what interventions they will implement to assist them to avoid acting out in the present. The sobriety script outlines how they will live in full sobriety after they have completed treatment. Lastly, the optimal functioning script identifies how the individual hopes to be living in the next five to ten years. Patients are asked to write the scripts in the first person, present tense, as if the situation they are writing about were happening right now. An example of a refusal script (paraphrased from Hedelius and Freestone) is as follows:



I see myself beginning to get depressed and isolate myself. I immediately think of what can help me feel better and remember that viewing pornography is one of those things. I make the decision to go to my computer and look at pornography so I can get some relief from what I am dealing with. I turn on the computer so I can download some of my favourite sites. As I begin to do this I remember what we have been working on in group and individual therapy. I also remember how this would impact my partner and family. At that moment I turn the computer off and go into the other room. I say the serenity prayer to get some spiritual strength and soothing. I also get out my pillar and begin reading it. After reading the pillar, I go outside for a walk and while I am doing this I call my partner and talk to her for a few minutes. I find myself becoming grounded and increasing my commitment to maintaining my sobriety. I feel relief that I was able to intervene as I had planned.



(Hedelius & Freestone, 2005)








The script should have the following components:



1.The script is written in the first person and present tense as if the situation were happening in the present moment;




2.The patient identifies the most typical high-risk scenario and writes as though they were being pulled into the triggering situation but then intervenes in the desirable way prior to acting out;




3.Specific and concrete interventions are identified that the patient will incorporate during the high risk and tempting situation;




4.The patient identifies all of the psychological and physiological processes that would likely take place during the high risk situation and ultimate intervening process and then incorporates them into the script;5. The script ends with the patient having successfully implemented the desirable intervention for the high-risk scenario.







Once the patient has developed the script, they are then asked to read it on a regular basis as part of their daily recovery work. In addition, the script is incorporated into the process of self-regulation, with the assistance of biofeedback and neurofeedback. Biofeedback and neurofeedback modalities can be utilised to help activate the parasympathetic nervous system and help consolidate the script into long-term memory. Biofeedback and neurofeedback training allows the patient to gain more conscious influence over unconscious bodily processes such as heart rate, respiration and hand temperature. As this is done, the patient is able to enter a deeper state of physical and emotional relaxation. In this relaxed state, the patient is more psychologically open to learning and able to incorporate the script into their memory so it can be applied when needed.



The 30 Task Model




The 30 Task Model, as developed by Patrick Carnes, focuses on assisting the sex addict in accomplishing specific cognitive and behavioural tasks. If successfully implemented and honoured, it is likely to result in sobriety being achieved and maintained. Each task is associated with several life competencies, also called ‘performables’ (Carnes, 2009). As the patient develops these life competencies, they acquire a set of skills that will facilitate recovery. These tasks address factors that contribute to the addiction and help the patient to understand how it is maintained and how to intervene so they can heal. The 30 Task Model includes specific dynamics of what should take place in individual and group therapy, as well as how to effectively engage in a healthy 12-step process. There is a great deal of education and information presented on the neural pathway model of addiction. Emphasis is given to how neural pathways are developed and maintained and how past experiences contributed to their development.

Although Carnes has presented these tasks at numerous addiction conferences and forums, only therapists who have completed the process for certification in sex addiction treatment have received the in-depth level of training that would generally enable them to use the 30 Task Model as intended. The Task Model helps the patient to identify predictable patterns of acting out that are fuelled by unhealthy relationship dynamics in both the family of origin and with their current partner. Patients also learn to identify the core issues that contribute to problems in their lives and how these manifest sexually (Carnes, 2002).

The concrete nature of the 30 Task Model and the assignments associated with each task provide a very predictable method for patients to work through their recovery. Even though the approach is structured in nature, it is not a quick fix to sexual problems. Carnes suggests that approximately 65 sessions of individual therapy and 175 hours of group therapy are needed as a minimum for beginning the process of recovery (Carnes, 2009). If an individual is mindful about their treatment, they will be able to complete what are known as the ‘internal’ and ‘external’ tasks during this time frame, which is generally one to two years. Internal tasks refer to intra-psychological processes. Specifically, the internal tasks help an individual to understand the role of multiple addictions in their life, identify cycles of abuse, grieve losses, bring closure to shame issues and establish a healthy relationship with self (Carnes, 2012). The external tasks guide an individual through the process of establishing healthy lifestyle changes that can lead to long-term sobriety and health. These consist of gaining financial viability, establishing meaningful professional or occupational work, creating lifestyle balance, building a support system, engaging in proper exercise and nutritional practices and establishing a spiritual life (Carnes, 2012). The additional tasks that focus more on family healing and recovery may take an additional two to three years.

Carnes suggests the foundations of his Task Model help to provide a predictable and structured approach to addiction treatment effective in facilitating long-term sobriety. Figure 4.8.3
 below identifies the foundations of his task-centred approach.


 

Figure 4.8.3
 Task-Centred Foundations
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(Source:
 Carnes, Non-published Work on the Task Centered Foundations [n.d])





All tasks are based on these foundations and provide an effective way to understand the disease and then implement interventions to assist the patient in accomplishing treatment goals. Carnes (2009) reports having followed 1,000 sex addicts for a period of seven years. When he looked at individuals who were still sober, he saw their progress could be broken down to completing the 30 tasks, along with the accompanying performables. He reports there was very little relapse in this group of individuals. Carnes generally suggests an individual should plan on a five-year process of therapy.


Mindfulness-based approaches




Mindfulness-based approaches have started to receive significant attention as an effective way of approaching addiction treatment and particularly as a method of relapse prevention. Mindfulness-based approaches assist the patient in reducing overall anxiety about triggers, at the same time increasing awareness of cognitions that often lead to relapse. Mindfulness is defined as ‘the awareness that emerges through paying attention on purpose, in the present moment, and nonjudgementally to things as they are’ (Walter & Eisendrath, 2012: 63).

While traditional therapies encourage the patient to analyse their cognitions and how they contribute to their level of risk for relapse, mindfulness-based approaches encourage the avoidance of analysis and judgement. Instead, they encourage the addict to simply identify the thought or feeling for what it actually is – a thought or a feeling. Some research suggests that, by simply identifying the thought or feeling without judgement, the amygdala in the brain avoids getting overstimulated, allowing the patient to have a stronger sense of decision-making (Walter & Eisendrath, 2012). For example, if a patient has a memory of a past acting-out episode, they may use traditional cognitive approaches to tell themselves, “I should not think this” or “I need to avoid that thought in order to avoid relapse”. This in turn may activate the amygdala’s fight or flight response and increase the patient’s overall psychological and physiological arousal, increasing their vulnerability to acting out. If practising mindfulness, the patient may say, “this is simply a thought of past acting out” or “this is only a memory”. This allows the patient to be more present and have access to a much higher level of cognitive processing and ability.


 Within mindfulness practice, there are numerous techniques to assist the patient in recovery. Witkiewitz et al. (2014) describe what they refer to as the SOBER technique (Stop, Observe, Breathe, Expand and Respond). This technique teaches the patient to become more aware of what they are thinking by slowing down, being more mindful through observation of both external and internal cues, engaging in healthy breathing, expanding awareness and then responding to the trigger in a healthy manner. The overall technique is designed to assist the patient in ‘shifting out of autopilot and bringing attention to physical, emotional and cognitive experiences both in triggering situations and in typical daily routine activities’ (Witkiewitz et al., 2014: 515).

Mindfulness-based approaches encourage patients to avoid altering or challenging specific cognitions. Walter & Eisendrath (2012) conducted research on mindfulness-based cognitive therapy (MBCT). The focus of MBCT is assisting patients to increase their overall level of emotional self-regulation, decreasing the risk and propensity of relapse. They suggest that initial research with neuroimaging technology has shown that effective mindfulness training can strengthen cortical control in the limbic system. When patients learn this overall philosophy, they discover that the actual, intuitive process of avoiding undesirable thoughts and feelings often increases the level of intensity and distress that comes from stimuli.

When a patient is dealing with the day-to-day difficulty of addiction, there may not be a specific, direct path to take to address it. Patients who participate in MBCT are encouraged to mindfully engage in activities that can increase their overall sense of wellbeing, such as taking a warm bath, going for a walk or listening to soothing music (Walter & Eisendrath, 2012). By taking this approach, the model is not suggesting a person should avoid the process of direct problem solving. It is, however, suggesting that a lot of what determines a successful recovery is how well they are able to stay present and ride out the specific crisis or difficulty they are experiencing at the time. In reality, aside from the problems the addict creates for themselves, the general difficulties they find so triggering are not too different to those any other person will experience. Everyone experiences family stress, difficulties with employment and finances, loneliness, depression and anxiety. When a patient learns to ‘ride out’ the thoughts or feelings they find undesirable, by simply identifying they are indeed just thoughts and feelings, they will learn to be more effective in dealing with triggers. In regards to triggers, Walter and Eisendrath write:



Threatening stimuli serve to compete for perceptual attention and further processing resources and this bias may be mediated by threat-detection signals from the amygdala. As people develop metacognitive awareness by actively labelling thoughts and feelings as mental events, distressing cognitions may be perceived as less threatening and consequently less demanding on cognitive resources.



(Walter & Eisendrath, 2012: 65)








Reid et al. (2014) suggest experiencing unpleasant thoughts, feelings and emotions is highly correlated with hypersexual behaviour in men. As mindfulness practice is improved and patients increase their ability to effectively experience these feelings and be present, sexually addicted men may find they are able to cope with undesirable urges of sexual compulsivity more effectively.


Conclusion




As addiction and mental health issues become more complex, it is necessary for therapists to have a variety of interventions and clinical tools available. Not all sexual addictions are the same, nor does every intervention and modality match every patient’s presentation. It is important for the treatment community to begin to look beyond what they have become accustomed to and 
 search for procedures that reflect the most updated and current clinical research. Addiction is one of the world’s most serious health problems and it demands that therapists be equipped to deal with its crisis. This means graduate programmes need to provide in-depth training on numerous models of treatment. As therapists embark on the process of sexual addiction treatment, it is strongly recommended they seek clinical supervision and consultation. Doing this will help to ensure they are properly trained before they engage in treating these specific issues.
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A role for mindfulness meditation in treating sexual addiction






Kishore Chandiramani







Introduction




Mindfulness meditation originated in India and has been practised in the Eastern world for more than 25 centuries. It has only recently become popular in the West where, since 2006 or so, the scientific community has become more open to spiritual aspects of mental health. There has been a realisation that a holistic understanding of health is only possible when we study the subjective experiences of the individual as a legitimate area of scientific enquiry. Mindfulness is now being used extensively to treat anxiety, depression, substance abuse and eating disorders, to name just a few areas of mental health (Chandiramani et al., 2000; Khoury et al., 2017). In the psychosexual arena, mindfulness has been used successfully with patients experiencing low sexual desire and arousal difficulties (Kocsis, 2005). In my opinion, it can also be used to treat sexual addictions, as traditionally it has been successful in treating cravings of all kinds (Dhamma.org, 2006). This chapter focuses on ways in which mindfulness can be relevant to sexual addiction. I begin by exploring our understanding of the mind and then explain what mindfulness is and how it works. The chapter then explores some of the research on the use of mindfulness to treat addictions, before looking specifically at its potential relevance to sexual addiction. I focus specifically on Vipassana, which is an intense form of mindfulness meditation that I believe is particularly relevant to sexual addiction.

Mindfulness meditation is based on the assumption our minds have a natural ability to undo distress if we stay focused on the present and remain connected with it. If we examine ourselves carefully, we will realise that we mainly experience distress when we are either thinking about the past or the future. The central aim of mindfulness is to free individuals from the restricting influences of strong emotions, both positive and negative. It achieves this by enhancing our awareness of our thoughts, feelings, impulses, mental images and volition in the present moment, without us reacting emotionally to them. Every thought and emotion dies its natural death if not fuelled by the judgements and emotional reactions of the individual experiencing them. Mindfulness can therefore be described as enhanced awareness, coupled with non-reaction of the mind. A non-reacting attitude leads to enhanced awareness, and enhanced awareness facilitates non-reaction. The question therefore arises as to how we can develop enhanced awareness and a non-reactive attitude.



The observing mind




We can understand the mind in terms of its two components: the ‘experiencing self’ and the ‘observing self’. It is the experiencing self that experiences the emotions of pleasure and pain. This is the thinking, judging, feeling and reacting part of our mind, responsible for our thoughts, emotions and inner body sensations. The observing self remains outside of the binding influences of these emotions and is able to regulate them better. This second part of the mind can be trained to not make any judgements such as good or bad, or right or wrong, while introspecting and, therefore, it always remains emotionally neutral. This observing self has the attribute of witnessing everything without reacting to things – both intrapsychic as well as external. Another attribute of our observing self is that it connects us to our inner state of calmness, peace and bliss. This dimension has been described differently in different schools of thought. Some call it our ‘spirit’ or ‘soul’, whereas others, who do not believe in the existence of a finite personal soul, call it ‘pure consciousness’, ‘inner consciousness’, ‘witnessing consciousness’ or our own ‘divine/higher self’.

Mindfulness meditation teaches us to shift our identification from the thoughts and feelings to this observing self instead. This switching of identification is not difficult, as it needs only an awareness that at any given point in time we are identifying with our experiencing self at the expense of the observing self. For example, when watching a sad film, we sometimes find ourselves becoming sentimental, but when we say to ourselves, “Hold on why am I getting emotional here, it’s just a film”, we can pull ourselves out of it. In a similar fashion, if we can recognise we are distressed because we are identifying with a particular thought or experience, rather than our inner witnessing consciousness, we can pull ourselves out of it.

Whereas cognitive behavioural therapy (CBT) teaches us that we can control our thoughts and emotions, mindfulness does not attempt to challenge or change them. Neither does it encourage the suppression or expression of emotions. Instead, it teaches us to accept them with impartiality and not to dwell on them, thereby taking away their power. Detached observation, with suspended evaluations and mental reactions, makes it possible for individuals to deal with these emotional reactions appropriately.


Mindfulness practice




Before we discuss mindfulness practice, let us consider the ways in which we can become connected with our observing mind. This happens naturally during deep sleep (although not when we are dreaming because this is when our intellect is active and we are identifying with it). We are also connected with the observing self when we are not actively engaged in the activities of the intellect and are not identifying with them, in other words when we are just being in the moment rather than thinking or doing something.

One of the simplest ways in which we can become connected with and strengthen the observing self is through the act of observing our own breath. In observing it, we simply notice our breathing; we do not try to change it in any way. As far as possible, we keep our attention fully focused on the breath. During a breath awareness session the mind wanders in all directions and our task is to bring it back to the breath. In this process, we learn to control our mind and we strengthen our observing self, which can work on the experiencing self more effectively. Breath awareness promotes present orientation. The process of breath awareness does not involve any thoughts or emotions; every thought and every feeling dies a natural death if attention is not paid to it. It is our attention that fuels the fire. Breath awareness helps us to move away from our thoughts and feelings by shifting our attention away to an activity that does not need thinking or 
 feeling. Observing the contents of the mind in a choiceless, effortless, non-judgemental manner without reacting emotionally to them enables us to relate to them differently, thereby dismantling them. This process results in the formation of new attitudes and judgements that arise out of a calm mind; these new attitudes are likely to be more realistic and logical, as the calm mind is able to perceive the reality as it is and respond more appropriately.

The brain is considered an important organ in regulating consciousness but there are many important functions of the mind that happen outside of our heads. Many complex tasks are precognitive and pre-linguistic and tend to bypass our conscious thought processes. For example, if I am looking at a beautiful picture, there are hundreds of details there, but I don’t have hundreds of thoughts or feelings. Enjoying a cup of coffee may not be associated with any specific thought about the taste or aroma of it. While enjoying sex, we may not have any particular thoughts, but the experience is still rich. It is possible that many sexual compulsions and conditionings also bypass our thought processes; if this is the case, then they are likely to be beyond the reach of cognitive therapies.

While we know there are many experiences for which the corresponding thought forms do not exist, it is inconceivable to think of an experience that does not involve inner body sensations. Tasks that bypass our conscious awareness are mediated through internal body sensations and symbolic representations connecting our sensations with our thoughts. These inner sensations result from the contact of our five senses with the outside world, but they can also be triggered by the residual or resultant consciousness of past experiences, which remain dormant in the unconscious. We may not always be aware of such inner sensations in the normal waking state (although they may be elicited when listening to music, during heightened sexual arousal or in extreme conditions such as fever, illness or fatigue). Due to a lack of training, we ordinarily fail to perceive them. However, these sensations are available at all times, being linked with the functioning of our unconscious mind, in each and every cell of the body.

One mindfulness practice that connects us to these inner sensations has recently been described by the scientific community as the ‘body scan’, although the ancient term for it is Vipassana. This term refers to a practice that involves reflecting our consciousness onto itself by way of observing our inner body sensations in a choiceless and effortless manner. The underlying assumption here is these inner body sensations represent our unconscious emotions that can be worked on. It is assumed the mind exists in each and every living cell of our body and therefore to change the mind, we have to work at the level of the body. Reflecting our consciousness onto our thoughts alone will take us only to a certain point, but reflecting it onto our inner sensations will enable us to experience things in totality. Through the practice of Vipassana, we can experience these sensations and work on them. This could be likened to our inability to perceive stars in the sky in the daytime, but with the help of a telescope, we can see them.

While observation of the breath and the body scan are the two key foundations of mindfulness practice, we can in fact be mindful in any activity in our lives, from walking, to brushing our teeth or drinking a cup of tea. In essence, being mindful simply means staying in the present, catching our minds when they begin to wander and bringing them gently back without judgement.


Mindfulness and addictions




All forms of addictions are like guests who we allowed to enter our house (or mind) at some point in time in the past, who subsequently took charge of the house and made us their slaves. These addictions are the collective experiences from our past that remain dormant in the unconscious mind. The tradition of mindfulness meditation does not believe there are 
 fixed personality traits operative at all times throughout a person’s lifetime. Instead, all habits and behavioural tendencies are viewed as the outcome of our collective past experiences. With the practice of mindfulness, they can be worked on and the personality of an individual can also change in a gradual manner.

We are free to say ‘yes’ or ‘no’ to the addictive thoughts that knock on the doors of our consciousness. Perhaps these thoughts are weak to begin with. However, once we say yes to them, they gain entry into our conscious mind, as well as the unconscious, and many of them start proliferating and gathering strength, particularly if there are many similar experiences already there in our unconscious mind. We are again free at the point of taking an action, but the force of a ‘no’ from the conscious mind needs to match the force of the addictive impulse from the unconscious mind or the stimulus from the outside world in the form of peer pressure or one’s surroundings, if it is to be effective.

While addiction can be a way of running away from life by trying to forget our difficulties and challenges, mindfulness is the opposite (Rahula, 1996). It improves our ability to cope with life by teaching us how to be present with whatever is going on without becoming overwhelmed or overly disturbed. Achieving an altered state of consciousness through other means makes addictive behaviour unnecessary. Experiences of a higher nature emerge during meditation, bringing a new sense of purpose and meaning to life. This new way of being assumes urgency and priority over the desire to indulge in addictive behaviours.

Several scientific studies have been carried out recently, documenting the efficacy of mindfulness in treating alcohol and drug addictions, binge eating and smoking. Vipassana meditation, in particular, has been found to help people with smoking, alcohol problems and other addictions (Chandiramani et al., 2000). Hammersley and Cregan (1986) studied the efficacy of Vipassana meditation at Cyrenian House, a leading drug rehabilitation centre in Western Australia, where over 600 addicts have been treated on an inpatient basis and over 400 on an outpatient basis. In addition to Vipassana meditation, the programme included individual counselling, group therapy, attendance at Narcotic Anonymous meetings, participation in arts and crafts programmes and the promotion of physical and mental wellbeing through yoga, relaxation, sport and drama. The director of this programme concluded that a Vipassana course was a perfect conclusion to the Cyrenian House programme and Vipassana became an integral part of the rehabilitation programme at Cyrenian House.

Scholz (2006) carried out a historical review on the use of Vipassana in treating drug addictions and on how sensations play a central role in achieving a cure through Vipassana. He concluded that drug addicts had difficulty engaging with the intensive ten-day retreat and there were several drop-outs. However, outcomes could be improved if Vipassana was combined with other rehabilitation therapies, such as individual counselling, group therapies, role modelling and aftercare. Scholz has used Vipassana successfully with several alcohol and drug addicts in Switzerland.

Kristeller and Hallett (1999) carried out a multi-site randomised clinical trial (with Duke University) comparing a mindfulness meditation-based intervention to a psycho-educational one and a waiting-list control for binge eating in obese people. There was a significant improvement with mindfulness meditation. The efficacy of a six-week meditation-based group intervention for Binge Eating Disorder was evaluated in 18 obese women, using standard and eating-specific mindfulness meditation exercises. The study showed that, with the mindfulness meditation-based intervention, binges decreased in frequency, from 4.02 per week to 1.57 per week, as well as in severity. Scores on the Binge Eating Scale and on the Beck Depression and Anxiety Inventories decreased significantly. Participants reported their sense of control increased. Results suggest that meditation training may be an effective component in treating Binge Eating Disorder.


 Professor Marlatt (Martlatt & Ostafin, 2005), Director of the Addictive Behaviours Research Centre at the University of Washington, presented a paper in July 2006 on mindfulness meditation in the treatment of addictive behaviour at the Fourth Biennial International Conference on Personal Meaning in Vancouver, Canada. He discussed the relevance of two main approaches to treating addiction. The first was a ten-day Vipassana retreat and a mindfulness-based relapse prevention programme consisting of weekly outpatient treatment for alcohol and other drug dependency. The second approach was an extension of traditional cognitive behavioural treatment. Marlatt reported a statistically significant improvement resulting from mindfulness meditation (Marlatt & Ostafin, 2005).

There have been very few research studies on the efficacy of mindfulness meditation in sexual addiction and hypersexuality but there are several case reports documenting the efficacy of mindfulness in sexual addictions. Reid et al. (2014) found an inverse relationship between mindfulness and hypersexuality over and above the effects on emotional regulation, impulsivity and stress proneness of individuals. They concluded that mindfulness may be a meaningful component of successful therapy for patients seeking help for hypersexual behaviour. Its benefits may include attenuating hypersexuality, improving affect regulation and coping with stress and increasing tolerance for the desire to act on maladaptive sexual urges and impuses. This is an area in which more research would be welcome.


Mindfulness and sexual addiction




Many of us, at some point in our lives, do fantasise about overindulging in sex but the fact that the majority of us do not go on to become sex addicts suggests having such thoughts does not automatically lead to sexual addiction. There is something in us that stops us from becoming sex addicts. Perhaps for many sex addicts it may not even be the force of the sexual urges that leads to addiction but rather how they understand and respond to them. If these urges are strong but the ego strength (used here in its psychoanalytic sense) can resist them, we will not become addicts; if the urges are weak but the ego strength is weaker, our potential to become sex addicts will be high.

The sexual impulse has two components to it. First, there is a biological drive, which comes from the unconscious mind. Second, there is our psychological response to it, which comes from the conscious mind. We create the psychological reaction in response to both the biological drive and the external input from our five senses. Sexual addiction is not about the biological drive alone but also about how we respond to this biological drive.

Sexual addiction is not entirely out of voluntary control, although the unconscious mind and its compulsive urges play a large part. Sex addicts are generally aware that, while their sexually compulsive impulses appear uncontrollable at one point in time, they can control them after a while. How does this happen? The unconscious impulse remains almost the same; it does not change dramatically during the course of hours or days, but it feels overpowering at one point and under control later on. The difference is that, when under the spell of the impulse, the sex addict is identifying with the first part of the mind, which is creating new thoughts and emotional reactions; later on, when they align themselves with the observing mind, they no longer feel compelled. Put simply, although it is not perhaps scientifically accurate, in the first instance the sex addict is inside the emotion and later on, they are outside of it. When they are inside the emotion, they feel trapped and can see no way out but when they are outside the emotion, they feel less helpless and can cope with it better. A simple recognition that we are trapped inside the emotion and are identifying with it can help us to come out of it, because the part of the mind that has been freed up to say “you are trapped inside the emotion” is not itself trapped. It stands outside of the emotions and can see the trap. When our choiceless, effortless, observing mind is directed towards inner body sensations that represent sexual impulses, these impulses become neutralised. The observing self remains outside the hold of our intellect and of our compulsive thoughts and feelings and, as a result, can set a sex addict free from all their conditioned reactivity linked with the cravings and aversions.

If we are not connected with the observing mind we may not be able to neutralise or eliminate our thoughts and feelings. This is something we see happening in sexual addictions, where the person feels helpless in the face of their thoughts, emotions and impulses. They become trapped inside certain ways of thinking and feeling and cannot get out of them. It is therefore very important we learn to identify with and remain connected with the observing mind.

The philosophical approach adopted by Alcoholics Anonymous is that alcoholism is not an escape from reality but rather an inability of individuals to handle their cravings. In the case of sexual addiction, mindfulness can focus on these cravings for sensations that are linked with erotic sensory stimulation through the five senses. It helps individuals instill a sense of detachment from these inner sensations that are at the root of conscious experiences. Furthermore, mindfulness neutralises emotionally charged experiences from the past that are stored in the unconscious mind.

The observing mind has the ability to neutralise not just the cravings or sexually compulsive thoughts of a sex addict but also a whole range of emotions such as guilt, shame, anxiety, depression and even a fear of death. Coleman (1990, 1992) supported the notion that sexual addiction is mediated by anxiety reduction, not by sexual desire per se, and is related to obsessive compulsive illness. Mindfulness meditation has been shown to reduce anxiety scores (Chandiramani et al., 2000; Kabat-Zinn et al., 1992; Kabat-Zinn, 1995) and may therefore be helpful in addressing the underlying causes of sexual addiction. Studies involving brain imaging following mindfulness practice have revealed lessened activation of the amygdala (part of the fear and pleasure circuitry) in response to emotional stimuli. There is also some evidence the individual has an increased ability to recruit higher order prefrontal activity, and brain scans have revealed a thickening of the prefrontal cortex following mindfulness meditation (Ireland, 2014; McGreevey, 2012).

Sexual addiction can be a maladaptive way of coping with low moods, anaesthetising painful feelings of loneliness, self-hatred, emptiness and a lack of meaning and purpose in life. Mindfulness has been shown to address these existential issues (Chandiramani, 1991, 1995) by encouraging patients to examine these painful feelings with calmness and to deal with them more effectively. It results in increased tolerance for painful affect.

Mindfulness acts at a precognitive level. Through meditation, patients can become aware of sexual urges before these urges manifest in the form of thoughts and behaviours. Mindfulness also helps patients deal with their strong emotions, cravings and aversions by using cognitive strategies, such as understanding that every experience is transitory in nature and therefore not identifying with it. This allows patients to become detached from the activity of the mind.

Understanding every mental experience, including sexual impulses, at the sensation level in terms of their impermanence helps patients deal with them more appropriately and in a realistic manner. The mind that was reacting in a compulsive manner learns to stop reacting blindly and settles into a state of calmness. This frees individuals from their mental reaction to act on their impulses with free will.

Through mindfulness practice, we learn not to identify with our sexual impulses but to acknowledge their existence as one of several contents of the mind that come and go, and do not represent our true identity. We can compare our minds to the internet; the internet contains good, bad and ugly things but they do not belong to the computer and they cannot be removed completely from the internet. However, we can learn to negotiate our way through them so 
 we are not overpowered by the contents. The same is true of the mind. This is not a denial or disowning of parts of ourselves but rather a recognition of false identifications and letting go of things we are holding onto out of our own insecurities.

This also brings a sense of non-attachment to things that are temporary. Through mindfulness practice, patients begin to see at an experiential level how their attachment to pleasurable experiences eventually brings unhappiness when the pleasurable experience comes to an end. They also realise at an experiential level that repeating the experience brings more unhappiness than happiness. The understanding and acceptance of the three characteristics of mental phenomena – namely impermanence, distress and non-identification – at the sensation level enables us to free ourselves of compulsions.

For some patients, identification with their inner consciousness connects them to the infinite cosmic consciousness and they experience altered and higher states of consciousness, an experience they were seeking through sex.

Mindfulness can neutralise sexual cravings if we are able to bring it into contact with our emotions in a certain way. It may seem an almost impossible task to eradicate all cravings (and one might question the desirability of such an endeavour) but what we can hope for initially is freedom from our fears and from addiction to our desires, which can be a hindrance to the real goals of life. Mindfulness meditation enables patients to transform their conditioned reactions into actions that are based on free choice.


Conclusions




Sexual desire is not all about pleasure; it is like an itch that has an element of restlessness built into it. Its satisfaction leads to pleasure at the beginning and an elimination of the restlessness at the end. According to psychoanalytic thinking, the object of every impulse or drive, including sexual drive, is the elimination of itself, perhaps through its gratification. We feel incomplete when the desire remains unfulfilled and we also feel incomplete without the desire when it temporarily vanishes, soon after its gratification. It is like a bottomless pit that can never be filled.

It seems to me that society has placed too much emphasis on seeking pleasure and while it all seems justified, there is hardly any talk about inner peace. A recovery from sexual addiction may appear as a loss to a sex addict, but it is not a loss in reality as the individual does not stop enjoying sex, unless they choose to transcend it completely for higher spiritual goals. The addict acquires the ability to manage the instinct better and if the excesses are lost, they are replaced by a higher-order happiness and inner peace, which is worth seeking.

The treatment of sexual addiction through mindfulness is not about denying the reality and joy of human sexuality. It is about learning to humanise sex and to use it in a responsible context. ‘That, after all, is the deepest longing of the human heart’ (Birchard, 2003).

Mindfulness meditation is different from other spiritual practices in that it is based on scientific principles and individuals learn to take full responsibility for their problems and to confront their own unconscious minds in ways similar to those of psychotherapy. In recent years, we have seen attempts to integrate mindfulness with almost all forms of therapies such as CBT, behavioural therapies, biofeedback therapies and existential therapies. With mindfulness, change does not occur by way of accident or miracles. Patients learn over a period of time to behave in a way that is consistent with their chosen values and long-term goals. They realise, after a while, peace that comes from within and the life changes that occur as a result of letting go of their addictions are much more enjoyable than the transient excitement they get from the addictions themselves.



Note




I am grateful to Dr Josie Butcher, Programme Director and Consultant, Psychosexual Medicine and Therapy Services, Cheshire and Wirral Partnership NHS Foundation Trust, UK, who very kindly reviewed the first draft of this chapter and gave helpful suggestions.
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Creativity and healing






Art therapy with sex addicts



Marie Wilson







Introduction: art therapy




Artistic expression, regardless of what form it takes, is a normal and necessary behaviour of human beings. The motivation and need for artistic self-expression is reflected in all cultures and encompasses all of human history (Dissanayake, 1992). When studied from both a psychological and a philosophical perspective, self-expression and creativity emerge as significant and uniquely human experiences. Early humans used art-making to communicate and refine their ideas and art may have served crucial functions such as community building, ritual and tradition, decoration, honouring the dead and identity formation or strengthening. Early cave drawings were attempts to enhance thinking, serving as a mechanism for idea manipulation, a kind of visual sketchpad for thinking (Dissanayake, 1992).

There has been a long association between creative expression and healing, since artistic expression is thought to fulfil both emotional and psychological needs. Artists are able to reach others through their artistic creations by first exploring, then expressing, deeper parts of themselves through artistic media. They know from personal experience that the source of their creativity is seldom clear or articulate at a conscious or verbal level (Wilson, 2002). This process can be described as ‘meta verbal’ or beyond words (Moon, 1994), suggesting these images come from someplace deep within.

Art therapy is a mental health profession that combines the inherent healing capacities of the creative process with the informed use of psychological principles, psychotherapeutic interventions and human development in the service of wellness, integrating the essentials of creativity and healing. Art therapy is not a technique, but a distinct profession that emerged in the 1940s. In the US, training is rigorous and requires Master’s level preparation, prerequisite work in fine arts and psychology and supervision beyond graduation to qualify for Registered Art Therapist (ATR) with the American Art Therapy Association (AATA); board certification (BC) is a higher-level qualification that requires an exam.

While other mental health professionals may use art in clinical work, the term ‘art therapy’ is specific to an entire profession with a long history, national and state organisations, research, peer-reviewed journals, standards of accreditation and credentialing, and a code of ethics. Mental health professionals who use art in therapy are encouraged to work within their competencies, 
 as outlined by their respective ethical codes of practice and encouraged to use terms other than art therapy to describe their practices.

Art therapists are trained to use specific art-based assessments that evaluate emotional, cognitive and developmental disorders. They understand the science of imagery, symbolism, colour, texture and media and how these elements interact with a wide range of patients and mental health concerns. They recognise how the artistic process and choice of art materials and media are prescribed dependent on the patient’s level of functioning, emotional state, diagnosis and corresponding behaviour. Art materials are evocative, expose emotions and access deeply held memories and associations that must be safely managed within the session by someone who is trained to do so; this distinguishes art therapy from other mental health professions. This author was surprised on several occasions when attending professional sex addiction conferences and trainings to find presentations advertised as art therapy but conducted by people with little or no training. Taking a course or two, or attending a presentation or seminar in art therapy, does not qualify someone to present themselves as proficient in art therapy or use the term art therapy to describe their practices. Therapists who use art therapy methods without appropriate art therapy training and credentials put their patients at risk, may misinterpret or ignore graphic indicators they have not been trained to identify or address, or may elicit adverse responses from patients they are not trained to manage.

Art therapists further believe that each art product is unique to the creator and makes a statement about the person. Artistic expression is language and can be a substitute for words, or go beyond words when they are not enough. When emotion is strong, intense or frightening, art can offer a focus and a container for feelings and related trauma, while providing structure, containment and safety for such expression (Wilson, 2002). As an example, one patient drew a picture of his desperation at not being able to control his sexual acting out prior to coming into treatment, positioning himself at the very top of a high, jagged cliff, about to jump into a fiery pit below. He is small and completely overwhelmed by this powerful experience. Words alone could not adequately express the intensity of the feelings shown in his picture.

In addition, a person’s style and approach to working with art materials often provides additional insight, since the selection of artistic media, intent, sequence of images and overall relationship to artistic process offer valuable insight to the art therapist. In an art therapy session, a great deal happens. The untrained eye may simply observe art being made. For the art therapist, however, every aspect of the artistic process is noticed, evaluated and appreciated (Wilson, 2012).

Art therapy is thought to tap into unconscious processes (Hammer, 1958; Naumburg, 1966) and provides a safe method for accessing and containing painful feelings through the process of sublimation and projection, and by remaining within the relative safety of the metaphor, symbol or image. While art therapists may have a hunch about the symbolic content in the artwork, interpretations are seldom made without the patient’s input. Suggestions about symbolic content may prompt the patient to consider alternatives, explore images more deeply or gain further insight into what they have created. However, an art therapist never imposes their own projections or assumptions without patient participation as this is a collaborative process.

While art therapy is practised from many different therapeutic orientations, the clinical information presented here combines psychodynamic, humanistic, cognitive behavioural and post-modern approaches and interventions. Briefly, psychodynamic art therapy features insight-oriented methods and refers to the use of the art process and products for self-reflection, expression, emotional regulation and insight (Kramer, 1979, 2001; Naumburg, 1966; Wadeson, 1980). The humanistic orientation in art therapy is based on the early works of theorists like Rollo May (1975) and Silvano Arieti (1976), who viewed artistic creation as self-affirming and life-giving; the nature of the creative process in humanistic theory is inherently shame-reducing and 
 corrective (Wilson, 2002, 2012). Cognitive behavioural art therapy refers to the use of images for visualisation of problems, cognitive reconstruction and problem solving. Art provides a concrete record of inner processes, as well as a feedback system that reinforces behaviour (Malchiodi & Loth Rozum, 2012; Rosal, 2016). Similarly, post-modern art therapy methods enable the construction, deconstruction and reconstruction of the patient narrative and expose problem-saturated themes, enabling the expression of stories about the problem and its solutions. Through the art experience, patients are able to gain a more objective perspective and expand alternatives for coping (Matto et al., 2003).


Art therapy with sex addicts





Shame reduction




Shame and addiction appear to have a synergistic relationship (Wilson, 2012); shame has been characterised as both the cause of addictive behaviours and the reason they continue (Kaufman, 1992; Potter-Efron & Potter-Efron, 1989). Individuals with higher levels of shame are thought to be at greater risk of developing addictive disorders (Carnes, 1991; Cook, 1991). Shame is a key barrier preventing sex addicts from breaking their compulsive patterns and establishing successful recovery and intimacy in relationships. Shame reduction is characterised in sex addiction literature as crucial to the recovery process (Adams & Robinson, 2001 Bradshaw, 1988). However, shame is difficult to address in treatment, owing to the secrecy of the addictive system and defences against feeling the shame (Adams & Robinson, 2001; Kaufman, 1992; Potter-Efron, 2002). Typically, shame is hidden or disguised since, by nature, shame fears exposure and investigation. Defences against shame can include behaviours such as denial, withdrawal, rage, perfectionism and arrogance (Potter-Efron & Potter-Efron, 1989), as well as contempt, the need for power and the transference of blame (Kaufman, 1989). Defences only serve to interrupt the treatment process if not properly identified and addressed.

While traditional verbal approaches such as cognitive behavioural therapy (CBT) and motivational interviewing (MI) are highly regarded forms of addiction treatment (Carroll, 2002; Miller & Rose, 2009; Substance Abuse & Mental Health Services Administration [SAMHSA], 2015), such methods rely primarily on cognitive and verbal processes, goal setting and concrete problem solving and do not specifically target or address core shame issues. Shame is difficult to describe with words or to access through cognitive processes, since shame is largely an unconscious experience defended against by a variety of maladaptive responses (Kaufman, 1992; Nathanson, 1992).

Art therapy was found to be very effective at reducing shame with sex addicts in one study (Wilson, 2010); shameful feelings are accessed more easily and directly through this non-verbal approach, since images bypass rather than actively confront well-practised defences (Wilson, 2012). One patient was able to share his shameful feelings about sexual addiction by drawing himself during the acting out, then again the next morning as he despairs about what has happened. He is pictured saying, “Broken dreams; no friends, no future, death; shame on you!” The devil is pictured responding, “I won, you bastard!”

Sex addicts can learn to recognise and identify their own shame response through artwork. By first drawing, then labelling, their shame, they can separate reality from their feelings of shame, and in doing so, decrease cognitive distortions. Traditional cognitive approaches to shame reduction may allow intellectualisation, but understanding alone is not sufficient to reduce shame; shame must be felt and reprocessed to reduce its impact on shaping perceptions 
 and experiences (Wilson, 2000, 2012). The creative process in art therapy is self-affirming, life-giving and inherently shame-reducing and corrective. In the creative moment, there is no shame (Wilson, 2000, 2012).


Childhood memories and associated trauma




Creative modalities can access early childhood trauma and help heal the wounded ‘inner child’ by providing a voice for the memories and feelings long overlooked, suppressed or minimised by the addiction (Capacchione, 1991; Dayton, 1994). Bradshaw (1988) believes painful childhood memories associated with shame are pre-verbal in origin and not easily accessible through words. Art therapy can offer a way to process shame and memories in a safe and structured manner, through metaphor and symbolism, without needing the patient to directly relive or confront the associated trauma or memory. This allows the addict to confront painful memories and feelings in their own time, gently integrating these experiences (Wilson, 2012).

Art-making can help sex addicts access stored memory through imagery connected to early experiences of shame, especially the sexual shame that is so difficult to access in early treatment. One patient shared his shameful sexual memories by drawing himself as an adolescent with large, black ‘shame blocks’ over his body and around his head (see figure 4.10.1
 ). He grew up in a very conservative, ultra-religious home, where any expression of sexuality was avoided, negated and shamed. These shame blocks expressed his attempts to control his sexual thoughts and urges for fear of punishment by his parents or God.


[image: ]




Figure 4.10.1
 Client’s illustration of shame blocks





It has been noted that expressive therapy interventions are particularly useful in trauma reconstruction and affect regulation (Schwartz & Southern, 1999; van der Kolk et al., 1996). Children who are abused early in life lack the developmental ability to articulate their experiences with words and consequently, as adults, they have difficulty describing their experiences verbally. Lacking adequate verbal skills for describing their abuse, some are able to depict their experience in images. Expression and exploration of these experiences and memories flow very naturally through visual art media (Wilson, 2002).

Artistic expression functions as a safe container for extremely intense feelings such as rage, despair, terror and pain. It provides both safety and distance from the content of the experience through use of metaphor and symbolism, yet also allows the opportunity for full expression of traumatic experiences. Art-making can be an open channel for the expression of trauma, even when the patient is dissociated from the full meaning of the experience and from feelings about the images produced. Art therapy provides a way to reconnect from a dissociated state or to clarify or partialise, in order to cope with overwhelming memories. The famous and brilliant psychoanalyst, Alice Miller, shares her personal journey into her own painful childhood memories in her book Pictures of a Childhood
 (1986), documenting how artwork helped her heal childhood abuse. Through two analyses, Miller reports that she managed to keep the truth about her childhood hidden from herself and only when she began to use art materials did she give her ‘silent child’ the right to her own language and her own story. She writes, ‘I would say that the child in me, who wanted to paint, knew far better than I – with all my years of academic training – what she needed to express herself’ (Miller, 1986: 11).


Art and the brain




Survivors of childhood neglect and abuse may have difficulty relating the overwhelming events they have experienced or witnessed. Research suggests ‘post-traumatic disorders involve non-verbal mental activity that escapes or overrides verbal thinking’ (Gantt & Tinnin, 2009: 148), 
 suggesting that verbal therapies bypass rather than engage crucial memory. Confronted with overwhelming threat, our intentional cognitive system does not respond adequately, resulting in failed verbal recall of the associated trauma experience, since ‘perceptions and thoughts are stored in non-verbal memory as fragmentary states of experience’ (Gantt & Tinnin, 2009: 150). Traumatised people are vulnerable to recurrent or chronic re-experiencing of traumatic memories in the form of psychological symptoms that may continually influence future behaviour, such as those experienced by many sexually addicted individuals.

Watkins and Watkins (1997) note that images and experiences do not need words to be recorded. Art therapy offers a means of communication with the non-verbal mind and accesses stored traumatic memory, as well as a concrete sensorimotor activity that safely moderates trauma affect (Hass-Cohen, 2003) and therefore promotes more effective coping responses. This process enables the expression of a more coherent trauma narrative and aids in reducing dissociation (Gantt & Tinnin, 2009), since the images in information processing appear to be more intimately linked to the individual experience than the verbal terms naming these experiences (Lusebrink, 1990).

The kinaesthetic properties of art-making cause a complex interaction of mind and body processes, stimulating the growth of new neuron networks in the cerebral cortex (Hass-Cohen, 2003). Both sides of the brain become involved during engagement in creative activity, since the 
 mind is activated and energised by the use of our hands. Using imagination accesses right-brain function and can bypass rigid thinking patterns (Hass-Cohen, 2003).

As new technologies provide a way for researchers to scan the brain and other neurological and physiological activity in the body, we are learning more about the relationship between mind and body. Recent scientific findings about how images influence emotion, thought and wellbeing and how the brain and body react to the experience of drawing, painting or other art activities are shedding new light on the importance of the visual arts in brain development (Malchiodi, 2012). The visual arts are an important component of learning and brain-based education, since many areas of the brain and body are engaged in the experience of viewing and creating art.


Learning to play




Many sex addicts grew up in dysfunctional families of origin. Carnes (1991) reports that they come from families where there were addictions of all kinds and described their families as rigid, disengaged and emotionally distant. Children bought up in such environments often do not have the luxury of play and may need to take on the role of parenting younger siblings or being overly responsible, missing crucial developmental steps. Robinson (1989) observed that children who grow up in addicted homes need to be taught to play. He notes that, ‘It is through play that the free child emerges and kids learn to deal with their feelings’ (Robinson, 1989: 145). He also points out that, through interactive play, children learn to work out mutual problems and learn flexibility and negotiation skills. Growing up in an addicted home is serious business and surviving in it takes every bit of energy that a child possesses (Wilson, 1999, 2002).

Art therapy gives permission for adults to play in healthy, structured ways, challenging their need for perfectionism and control, shaking off the parentified role acquired in childhood. Adult patients can explore and create without fear of reprisal. They are allowed to make mistakes and take risks with the art materials and art process. The simple act of building up and tearing down an art project or getting messy may be an activity never experienced by a sex addict who was fearful that every move was scrutinised by critical parents or never tried because mistakes were not tolerated in their family of origin (Wilson, 1999). Creativity gives adult sex addicts permission to play without serious regression or significant loss of control, thereby nurturing the child within and providing the opportunity to accomplish as adults what they could not do as children (Wilson, 1999).


Challenging the secrecy of the addiction




Art is a way to make the invisible visible by providing a tangible, observable outcome (Wilson, 1999). Many sex addicts live invisible lives, carrying out their sexual activity in secrecy. Being invisible feeds the secrecy of their addiction, making recovery more difficult (Brockway, 1997). Art creates a place where the sex addict can become visible. Visibility is very threatening to the addictive system and art therapy provides patients with the aesthetic distance and supportive holding environment necessary for the integration of such a threatening experience (Wilson, 1999, 2002).

Fred was a 32-year-old, married father of three and a self-described ‘peeping tom’, who had engaged in intrusive sex since he was a teenager. After being arrested, in a desperate attempt to stop his sexual behaviours, Fred had attempted suicide and this incident precipitated his admission to residential treatment. Fred drew himself peeping into the window of a house. He used broad tipped markers to create a scene at night, making strong, deliberate marks over and over to 
 cover all of the paper. He drew himself with his back to the viewer, wearing a hat to further conceal his identity. He described the picture as “dark and secretive, just like my addiction”. Fred said he was aware of feeling “very sad, lonely, empty”. He was the middle child, raised in a very large and emotionally disengaged family. Fred described considerable emotional neglect, describing his childhood as “always on the outside looking in”. In his picture, the only warmth comes from the windows and the door inside the house, contrasting with the darkness outside where he is standing. He had portrayed himself on the outside looking in, similar to his childhood. Voyeurism is the ability to be intrusive without discovery. Like the voyeur, Fred had learned to become invisible in his childhood and his sexual behaviours repeated this (Wilson, 1999, 2002). Through his picture, Fred was able to make a connection between his experience in childhood and his intrusive sexual behaviour. Recognition of the impact of childhood abuse and neglect helps the sex addict to create a basis of understanding of their sexual disorder, decreasing some of the shame (Wilson, 1999). While this does not excuse problematic behaviour, it does assist with self-forgiveness by helping them to understand they too were victims.

Roger was a 48-year-old salesman who frequently travelled for work. During nights away from home, Roger indulged his addiction by acting out in multiple ways. His picture showed him in a hotel room engaging in phone sex and looking at pornography on the TV, in magazines and on the computer (see figure 4.10.2
 ). What was most striking about the picture was the treatment of the doorframe and window, both reinforced and outlined in red. Windows and doors are designed to keep us in and others out. These elements in the picture helped Roger discuss the overwhelming fear of being discovered, his shame about how these behaviours would affect his wife if she knew and his entrapment in the secrecy of the addiction. The picture allowed for little escape from the stark reality of his addiction and Roger was able to fully view and acknowledge just how secretive and unmanageable his addiction had become.
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Figure 4.10.2
 Client’s illustration of his addiction







Recovery themes and art directives




Art therapists working in addictions treatment over the years have recognised the importance of adapting art therapy guidelines to the specific treatment needs of the programme and of utilising literature and concepts already familiar to patients (Allen, 1985). Art directives can be designed around concepts embraced by self-help groups and 12-step programmes, especially issues related to powerlessness, spirituality and higher power (Feen-Calligan, 1995; Julliard, 1994). Visualising change through art can stimulate new interpretations and behavioural options that invite the patient to see new possibilities. Art therapy stimulates the expression of stories about the problem and its solutions, reframing problem areas into strengths (Matto et al., 2003). Active engagement in the art activity also fosters commitment to the change process, since it is concrete and tangible. The following sections provide some examples of art directives that can be used to address some of the concepts central to addiction treatment.


Helping develop a language for the self




Patients can explore the use of art as a language for their thoughts and feelings. Until patients are more accustomed to using art materials, it is best to offer materials that are easy to use and need minimal clean-up. This author prefers to limit the use of magazines for collage, since most addicts are accustomed to looking towards external sources for answers. Given adequate time and support, addicts can begin to access inner resources of wisdom and knowledge and images will begin to reflect their personal style.


Art directives






Introduce yourself in a picture.

Draw a picture about what circumstances brought you to treatment.

Draw how you feel about being here.



(Wilson, 2002, 2012)









Labelling the addiction




Art helps addicted persons visualise their illness, providing both objectivity and distance from the chaos of their inner experiences. Images assist with reality orientation, allowing addicts to view the negative consequences of their addiction.


Art directives






Draw your addiction as an animal.

Draw what happens to you when you are ‘under the influence’ of mood-altering substances or behaviours.



(Wilson, 2002, 2012)









Unmanageability and powerlessness




An essential part of early recovery is identifying issues such as powerlessness and unmanageability in patients’ lives as a result of addiction. Creating artwork around these basic concepts helps 
 addicts visualise themselves working through their recovery programme and assists them with the integration of the recovery model.


Art directives






Draw the unmanageability of your addiction.

Draw how being powerless feels to you.

Draw the effects of unmanageability and powerlessness on your family.



(Wilson, 2002, 2012)









Breaking through denial




Many patients who seek help are still in denial about the extent and severity of their problems. Art-making can break down defences more quickly and less traumatically than verbal tactics. Creative modalities tend to bypass intellectual controls, such as denial, and speed up the therapy process. In addition, the artwork may reveal primary defences, when addicts continue to rationalise or minimise that they have a problem (Moore, 1983). In the early stage of treatment, the emphasis should be on helping patients to understand the role of denial in the maintenance of their addiction.


Art directives






Draw a ‘fantasy’ versus ‘reality’ picture that compares and contrasts what the addiction promised you and what the reality of the experience actually was.

Draw a picture that depicts all that you have lost as a result of your addiction.

Draw the consequences of the addiction, both external and internal.



(Wilson, 2002, 2012)









Visualising recovery




Often patients are unable to imagine a life without mood-altering behaviours or the escape from reality that they provide. Art-making helps addicts to visualise and construct what recovery and surrender to the process looks like by reinforcing treatment goals.


Art directives






Draw your relationship to a higher power.

Draw a picture about self-forgiveness.

Draw what recovery looks like. Imagine your life without the consequences of the addiction, surrounded by positive images and people.

Draw a bridge to recovery that depicts where you came from (addiction) and where you want to be(recovery) and place yourself on the bridge to indicate where you are now.



(Wilson, 2002, 2012)








One patient’s ‘bridge of recovery’ shows a sturdy, well-built structure, indicating a strong recovery programme, supported by therapy, 12-step meetings and a sponsor (see figure 4.10.3
 ). The patient depicts himself in his addiction (on the left) as shallow and clown-like to indicate how his public persona was a ‘performance’. He visualises recovery on the right as a growing, 
 but potted, plant. The light posts and the jagged lines under the bridge suggest heightened anxiety and fear. A potted plant is not self-reliant, but must depend on others for support. While reliance on others is important to recovery, this picture prompted a discussion about the patient’s fear of being alone, his need to become more self-sufficient, to envision what recovery will look like and to come to accept the inevitability of his upcoming divorce and life as a single man.
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Figure 4.10.3
 Bridge of recovery






Art to enhance group process




Many researchers have noted the benefits of group therapy for sex addicts (Goodman, 1993; Nerenberg, 2000) and all residential and most outpatient programmes emphasise the group model in treatment. The introduction of art-making into the group process enhances the effectiveness of discussion and deepens the bonding and overall experience for group members. Creating and sharing art in a group experience accelerates intimacy and group cohesiveness (Riley, 2001).

Moon (2010) explains that the ritual of art-making in a group builds psychological safety and simultaneously enables emotional risk-taking, an essential component of effective treatment. When the expression of negative emotions and painful or difficult feelings occurs in the presence of others, it can be experienced as enormously healing. Additionally, Moon (2010) raises the significance of art as an expression of hope and an act of self-transcendence. Art-making in a group framework is a way to reduce feelings of isolation and build shared, common experiences and community, empowering both the individual and the community. Milbrandt (2010) states that, ‘Art can be used to reinforce values of the group, raise questions about current social conditions, and construct an image of social change’ (Milbrandt, 2010: 9). Groups that include art as 
 an alternative to words and a medium for play build spontaneity, since the ability to experiment with art materials within the group encourages a greater openness and resilience in life outside of the group (Moon, 2010).

If art is used during group work, each member should extend a vow of confidentiality to the group and pledge they will not reveal the contents of the session or the details of the artwork to anyone. This helps set the tone for serious work and provides patients with the safety with which to explore very personal issues via the imagery. Rigorous honesty is the expectation for each session.

The art directives listed in the above section are appropriate for group work; however, there are directives that can only be offered in a group setting and are especially beneficial to group process. Murals, for instance, create a space in which patients can work together on a large sheet of paper. Themes of recovery, such as hope or gratitude, which model the ‘We-ness’ of 12-step recovery lend themselves easily to mural work. Have patients work together to build a ‘road to recovery’ either on paper, with clay or other art materials. Group roles are often evident during the mural process. For instance, who takes the lead, who draws first, who draws last and how the images emerge, all reveal something about how the group functions together.


Characteristics of artwork




The artwork of sex addicts who are new to recovery often contain similar themes and express similar feelings. The following list appeared in earlier publications and may provide some insight into what therapists might expect in the artwork of their patients:



1.Sexual or erotic content: since clients were given specific directives to depict sexual behaviour, the presence of sexual or erotic images is to be expected. However, often further emphasis was given to these images through size, proportion to other items on the page and colour.




2.Paraphernalia related to sex: items such as pornography (videos and magazines), telephones (phone sex) and computers (cybersex) frequently appeared, in addition to establishments selling sex such as sex clubs, nude shows, places of prostitution, etc.




3.Images that depict constraint or entrapment: items such as boxes, chains, jails or bars on windows. These may be indicative of being controlled or imprisoned by addiction.




4.In artwork by men, women are frequently depicted as sexual objects: an example would be a female body depicted without a head, or with just the sexual parts drawn. This objectification of women creates an environment of anonymous sex for pleasure, without the risk of intimacy.




5.Themes of loneliness: loneliness is the most pervasive feeling expressed in the artwork, as evidenced by pictures that contain either no human figures or only one figure. In addition, the depiction of empty rooms and disconnected, isolated objects was common. This may speak to the isolation brought on by the disease and the loneliness experienced by the addict.




6.Themes depicting dichotomy: depictions of opposites, such as good and bad, light and dark, devil and angel, or addiction and recovery are examples of dichotomous themes. These may well represent the psychological and emotional splits brought about by the addictive system or the ‘all or nothing’ thinking of many addicts.





(Wilson, 1999, 2002)










Other considerations




It takes both courage and risk for patients to reveal themselves through artwork. While the desire to deepen and personalise experience through art-making may be appreciated by some patients, it will make others uncomfortable. Experiential methods such as art therapy have the power to challenge and confront the patient’s perceptions and awareness of self. The creation of a visible object reflective of beliefs, memories, assumptions and cognitive distortions, and the possibility of discussing them with a peer group, can be experienced as threatening. Issues related to control and perfectionism can be common responses to initial contact with art materials. That said, although some patients may enter the art therapy process with some hesitation, most leave with a renewed curiosity about themselves and others. After some initial hesitation, there is usually little resistance to the art-making process, since the experience and insight they gain is of such value.

Therapists who are not familiar with art materials should enter this process slowly, using art directives carefully. Family of origin artwork should be initiated only after the patient feels safe and has some time in recovery, as images may access forgotten memories. Artwork should be done during scheduled sessions and with the therapist present and involved. Sending patients home to complete assignments that may trigger emotional responses could unintentionally set them up for difficulty, even relapse.

Patient artwork is bound by the same convictions of confidentiality and respect given to any documentation in the clinical setting. Artwork can offer a bridge from residential treatment to aftercare and patients are encouraged to take their work with them and share it with their primary therapists on their return home. The artwork offers a concrete documentation of their experience in treatment and can function as a transitional object from the caregiving of the residential clinical staff to aftercare and self-care (Wilson, 2002).

Art materials ought be of good quality and able to withstand any aggression expressed by patients. When art materials break or collapse and cannot withstand aggressive strokes, they create frustration, communicating that the expression of strong emotion is not allowed. Given many sex addicts come from environments where they were not able to express emotions, an experience that mirrors this may generate shameful feelings and reinforce beliefs that feelings are destructive and should be kept hidden (Wilson, 2002). Each art material has different propensities; some offer structure and containment, while others provide opportunity for expansion and expressiveness. In addition, materials such as crayons and finger paints are contraindicated, especially in early treatment, as they both invite serious regression that may have negative outcomes.

Lastly, art therapy is a way for patients to give something to themselves. Drawing from within and learning to rely on inner resources of wisdom and ‘knowing’ is a self-nurturing and empowering experience. This chapter is dedicated to the many patients who suffered from sex addiction but took the risk to understand themselves more fully and deeply through the art therapy process. Art therapy offers all of us valuable insight into the experience of sex addiction in a way that words alone simply cannot convey.
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Introduction




Although patients with sexual addiction have a high level of distress, they rarely seek medical advice, probably due to the denial, shame or embarrassment that sexual addiction may pose. In fact, in most cases, patients seeking treatment are motivated by legal issues, marital or work-related problems, psychiatric or somatic comorbidities (Hagedorn & Juhnke, 2005; Kaplan & Krueger, 2010; Schneider et al., 1998). An online survey assessing personal distress, functional impairment and motivation for behaviour change, in a sample of 349 men who self-identified as sex addicts, found that 77.4 per cent of the subjects reported that sexually addictive behaviour impaired their conjugal relationship and caused feelings of distress. Moreover, personal distress and functional impairment were positively correlated with a strong motivation for behaviour change (Spenhoff et al., 2013).

Comorbidities with psychiatric disorders are common in patients with sexual addictions. Raymond et al. (2003) reported a prevalence of axis I disorders of 88 per cent in a sample of patients with sexually compulsive disorders. Psychiatric disorders, such as mood disorders (72 per cent) and/or anxiety disorders (38 per cent), conduct and impulse control disorders (ICD), attention deficit hyperactivity disorders (ADHD), substance or alcohol abuse (40 per cent) or obsessive compulsive disorders (OCD) were reported in patients with sexual addiction as well as personality disorders. Some authors have suggested that comorbid psychiatric disorders may contribute to the onset and severity of sexually addictive behaviours (Kafka & Hennen, 2002). These comorbidities must be specifically addressed.

Sexual addiction apparently affects men and women of all ages and ethnicities with an estimated prevalence of 3 to 6 per cent of the general population (Kuzma & Black, 2008) with a male/female ratio of 5:1 (Coleman, 1992). Nonetheless, the proportion of women in some studies varies from 8 to 40 per cent (Kaplan & Krueger, 2010). However, very few case reports have studied hypersexuality in women and surprisingly those women who were studied were receiving antiandrogen treatment (cyproterone acetate; Eriksson, 1998; Feldman et al., 1988; Mellor et al., 1988).



Models of sexual addiction




The essence of human sexual behaviour is complex and little is known about the brain pathways that regulate sexual behaviour and cognition. In the literature, three broad concepts of sexual addiction have been proposed. They are based respectively on the models of: (1) OCD, (2) ICD and (3) addictive disorder. Each one has been developed based on assumptions about aetiological mechanisms and with the aim of proposing effective treatment (see Duarte-Garcia & Thibaut, 2010; Kingston & Firestone, 2008).

The first model was proposed by Coleman et al. (2003). He used the term ‘compulsive sexual behaviour’, making a parallel between the phenomenology of OCD and sexual addiction. In the same way, Black et al. (1997) had previously found that 42 per cent of individuals with sexual addiction reported the presence of intrusive and repetitive sexual fantasies, and 67 per cent presented repetitive sexual behaviour, which was initially resisted and was followed by negative self-esteem.

The second model was proposed by Barth and Kinder (1987), who introduced the compulsive-impulsive model, in which patients with a sexual addiction present a failure to resist a sexual activity impulse. The patients experience transient relief from negative emotional states and subsequent distress resulting from the sexual behaviour and, as such, would satisfy the Diagnostic and Statistical Manual of Mental Disorders
 (DSM) criteria for an ‘ICD not otherwise specified’ (American Psychiatric Association, 2013). According to this theory, the impulsive component (for example, pleasure, arousal or gratification) would be responsible for the initiation of the cycle and a compulsive component would be involved in the persistence of the behaviour (Dell’Osso et al., 2006). Moreover, studies assessing the rates of OCD in patients who had compulsive–impulsive sexual behaviour reported estimates of around 12–14 per cent (Black et al., 1997), with the rates of ICD being estimated at around 5–6 per cent (Schaffer & Zimmerman, 1990).

Finally, as proposed by Potenza (2006), sexual addiction appears to contain the core elements of addictions: a craving state prior to behavioural engagement, or a compulsive engagement; impaired control over behavioural engagement; continued behavioural engagement despite adverse consequences. Diagnostic criteria for substance dependence include life interference, tolerance, withdrawal and repeated attempts to quit; interestingly, the same descriptions apply to certain cases of human sexual and/or attachment relationships. Therefore, several authors have suggested considering sexual addiction as an addiction disorder. In addition, comorbidity between sexual addiction and other addictions is high: alcohol or psychotropic drugs (42 per cent), eating disorders (38 per cent), work (28 per cent), compulsive buying (26 per cent), pathological gambling (5 per cent; see Duarte-Garcia & Thibaut, 2010). Thus, pharmacological treatments used for substance addictions may be interesting in non-substance disorders. Many of the addiction’s brain networks have been revealed through identification of neural circuits involving the regulation of reward processes using animal models (Nutt et al., 2015). Malfunctioning of the brain’s reward centre is increasingly understood to underlie all addictive behaviours. Composed of mesolimbic incentive salience circuitry, the reward centre controls all behaviours in which motivation has a central role, including acquiring food and having sex. Interest in basic survival activities can decrease when challenged by addictive substances or behaviours, to the detriment of normal functioning. Dopamine is a key neurotransmitter driving both normal and addictive behaviour.

In animal models, dopamine is one of the neurotransmitters involved in facilitating both sexual desire and intercourse (Hull et al., 2004). In humans, dopamine’s role in sexuality is indirectly observed through pharmacological interventions where patients were receiving antipsychotics 
 (dopaminergic antagonists) to reduce psychotic symptoms, or dopamine agonists as a treatment for Parkinson’s disease. Increased levels of dopamine were associated with the emergence of hypersexuality. Other neurotransmitters modulate the amount of dopamine released in response to a stimulus, with the salience determined by the intensity of the dopamine pulse. Opiates (either endogenous or exogenous) exemplify such modulators. The involvement of mesolimbic reward areas in sex drive in humans and the possible opioid involvement in sexual response are particularly interesting in the context of drug abuse. Sex cues and drug cues may differ in terms of the ventral-striatal areas involved in rewarding, as well as in the associated involvement of hypothalamic areas (see Frascella et al., 2010).

A serotonin influence on sexual behaviour has also been demonstrated in animal and clinical studies (Leeman & Potenza, 2013). Increased levels of serotonin in the hypothalamus inhibited sexual motivation and the testosterone signal, while increased levels of serotonin in the prefrontal cortex enhanced emotional resilience and impulse control. As selective serotonin reuptake inhibitors (SSRIs) have been reported to be effective in the treatment of OCD, it seems logical to use them in hypersexual subjects. Relationships have also been found between serotonin dysregulation and specific dimensions of psychopathology, such as anxiety or depression, often associated with hypersexuality. Finally, serotoninergic antidepressants have been shown to decrease impulsivity, which has been hypothesised in hypersexuality.


Pharmacological treatment




Although sexual addiction is relatively common, controlled trials on pharmacological treatments are still lacking. The available literature on this topic consists essentially of open-label trials and case-report series.

In general, pharmacological interventions should be part of a more comprehensive treatment plan including psychotherapy and, in most cases, behaviour therapy (Gerber, 2008; Southern, 2008; for review of the available psychotherapeutic treatments: Duarte-Garcia et al., 2016).


Treatment of comorbidities




It is recommended the frequent comorbid psychiatric disorders reported in hypersexual subjects should be treated as well. Mood stabilisers, such as valproic acid and lithium, appear promising in the treatment of patients with bipolar disorder and compulsive sexual behaviour. Gulsun et al. (2007) have reported the case of a 21-year-old female who exhibited compulsive sexual behaviour since childhood and was successfully treated with a combination of clomipramine and valproic acid. Whether this class of medications has an independent effect on reducing compulsive sexual behaviours in patients without bipolar disorders remains uncertain (Nishimura et al., 1997).

Atypical neuroleptics (aripiprazole, amisulpride, olanzapine, risperidone, paliperidone or quetiapine) have been associated with hypersexuality in psychotic patients in some case reports. This side effect may improve or cease when antipsychotic treatment is withdrawn or replaced with another antipsychotic (Anon., 2014).

Numerous drugs may cause sexual disinhibition and are frequently associated with increased sexual behaviour. It is important not to confuse a coincidental consumption of alcohol, cocaine (particularly), amphetamines, hallucinogens or other drugs with sexual addiction symptoms. Iatrogenic hypersexuality may also be caused by sexual hormones or anaesthetics such as propofol. In these cases, hypersexuality disappears when treatment or drug use is stopped, except for some cases of hypersexuality persisting after cocaine interruption.


 Hyperandrogenic states or pituitary dysfunction may also be associated with hypersexuality. In these cases, surgical treatment or antiandrogens may be useful.

Neurological diseases may be confused with disorders of sexual behaviour or associated with them (see Krueger & Kaplan, 2000). For example, delirium, temporal or frontal lobe lesions, post-brain injury states (Britton, 1998), seizure disorders, multiple sclerosis, dementia, Wilson’s disease (Volpe & Tavares, 2000), Kleine-Levin syndrome (Bonnet et al., 1996) and Kluver-Bucy syndrome (Ott, 1995) may present with hypersexuality as a prominent symptom. Mental retardation may also be associated with hypersexuality (Davies, 1974). Similarly, hypersexual behaviour may be observed in 4–30 per cent of men with Huntington’s disease and in 2–25 per cent of women in association with irritability, obsessive compulsive or perseverative behaviours (Jhanjee et al., 2011). In treating Parkinson’s disease with dopaminergic agonists, such as pramipexole, ropinirole, pergolide, rotigotine, apomorphine or bromocriptine, it has been observed that a significant number of patients develop ICDs, such as hypersexuality (Seeman, 2015). There is a trend showing that the proportion of ICDs is related to the selectivity for D3 receptors over D2 receptors, with pramipexole having the highest association with ICDs. The proportion of patients with Parkinson’s disease with ICDs treated with an add-on agonist was 32 per cent for pramipexole, 25 per cent for ropinirole, 16 per cent for pergolide, 22 per cent for rotigotine, 10 per cent for apomorphine, and 6.8 per cent for bromocriptine (Seeman, 2015). Clinically, temporary replacement of pramipexole with bromocriptine may provide relief or reversal of the impulsive behaviour associated with selective D3 stimulation by either pramipexole or ropinirole, while maintaining the D2 stimulation needed for the anti-Parkinson action (Seeman, 2015). Several case reports and series indicate that an improvement in ICDs occurs with the decrease or discontinuation of dopamine agonist therapy or with switching to a different agonist in Parkinson’s disease (Witjas et al., 2012). For example, in Parkinson’s disease, at a mean follow-up period of 29 months, 83 per cent of the patients no longer met the ICDs criteria after cessation or reduction of the dopamine agonist, without a worsening in motor symptoms.

It was reported that ICD is also associated with other disorders treated with dopamine agonists or levodopa, such as restless legs syndrome, multiple system atrophy, progressive supranuclear palsy, pituitary adenoma or fibromyalgia (Martinkova et al., 2011). ICD is associated with higher dopamine agonist doses. In 140 patients with restless legs syndrome, eight were receiving dopamine agonists and among them, two reported hypersexuality (Voon et al., 2011). A 53-year-old man with macroprolactinoma suffered from severe hypersexuality after cabergoline (a dopamine agonist) was started (Martinkova et al., 2011).

There are several case reports of various medications that have been tried to control the dopamine treatment-related compulsions. However, data is limited. The atypical antipsychotics, serotoninergic antidepressants, histaminergic (H2 receptors) antagonists or antiandrogens (cyproterone acetate, medroxyprogesterone acetate or GnRH agonists may rarely be used in cases of aggressive sexual behaviour) have been found to be of some benefit. Antiepileptics, such as topiramate, were associated with the resolution of ICDs such as hypersexuality in several cases. The efficacy of cholinesterase inhibitors in sexual addiction associated with dementia is controversial. Family involvement and psychotherapy may also be beneficial.


Treatment of the consequences of hypersexuality




Medically, hypersexual patients are at a higher risk of contracting sexually transmitted diseases due to repetitive and risky sexual practices. Human immunodeficiency virus, hepatitis B and C, 
 syphilis and gonorrhoea are particularly concerning consequences and need specific treatments (Black et al., 1997; Coleman, 1992).


Treatment of hypersexuality associated with deviant fantasies and/or sexual behaviour




This chapter will not address cases of hypersexual behaviour associated with deviant sexual fantasies and/or behaviour that might be observed in some paraphilic disorders. For cases of deviant sexual behaviour associated with hypersexuality, please refer to ‘The World Federation of Societies of Biological Psychiatry (WFSBP) guidelines for the biological treatment of paraphilias’ (Thibaut et al., 2010) and to the ‘WFSBP guidelines for the treatment of adolescent sexual offenders with paraphilic disorders’ (Thibaut et al., 2016).


Treatment of hypersexuality or compulsive sexual behaviour or sexual addiction





Selective serotonin reuptake inhibitors (SSRIs)




SSRIs are useful in modulating serotonin levels in both pre- and postsynaptic serotoninergic neurons involving numerous subtypes of 5-HT receptors. In addition, increased knowledge about the secondary effects of SSRIs on sexual behaviour has raised the possibility of using these side effects for the treatment of sexual addiction. Many anecdotal studies have shown SSRIs could be promising in the treatment of sexually compulsive behaviours. However, to our knowledge, there have been no large double blind clinical trials conducted in well-characterised populations of subjects with sexual addiction.

The only double blind study, conducted by Wainberg et al. (2006), compared the use of 20–60 mg of citalopram versus a placebo in 28 homosexual men with compulsive sexual behaviour in a 12-week trial. Efficacy was measured using the Yale-Brown OCD scale. Significant treatment effects were observed on sexual desire/drive, frequency of masturbation and pornography use.

Fluoxetine has also been shown to be effective in improving mood and reducing inappropriate sexual behaviour in people with sexual addiction. A daily dose of 20–40 mg has demonstrated efficacy in open studies (Kafka & Prentky, 1992). The dosage must be increased to the dosages used in OCD in case of insufficiency or lack of efficacy. SSRIs are also effectively used to treat the frequently associated depressive symptoms. Indeed, nonparaphilic sexual addictions are often associated with depression, compulsion, and impulsivity. In Kafka and Prentky’s study (1992), ten men were evaluated for depression and sexual behaviours at baseline and 4-week intervals for 12 weeks, while receiving fluoxetine in an open trial; 95 per cent of these subjects met DSM-III-R criteria for dysthymia and 55 per cent met criteria for current major depression. At outcome, statistically significant effects of fluoxetine were found over time for all variables pertaining to depression and sexual behaviour. A statistically significant reduction in nonparaphilic sexual addiction was evident by week four, independent of baseline depression scores, while conventional sexual behaviour was not adversely affected by pharmacotherapy.

Similarly, Elmore (2000) has reported the efficacy of SSRIs in the treatment of two male cases of sexual addiction.


Baclofen




GABAb agonists, such as baclofen, have shown clinical promise in alcohol dependence and substance addictions, and might be of interest in the treatment of sexual addiction.



Nefazodone




Nefazodone is a phenylpiperazine antidepressant with a mechanism of action that is distinct from currently available drugs. It potently and selectively blocks postsynaptic serotonin 5-HT2A receptors and moderately inhibits serotonin and noradrenaline reuptake. Nefazodone is not associated with the sexual side effects of other SSRIs. Coleman et al. (2000) studied 14 people with nonparaphilic compulsive sexual behaviour who received nefazodone (mean dose 200 mg per day). Of the subjects who remained on long-term nefazodone therapy, six reported good control of sexual obsessions and compulsions, and five reported a remission of sexual obsessions and compulsions.


Topiramate




Topiramate is an anticonvulsant that has multiple sites and modes of action, including the modulation of voltage-dependent sodium and calcium ion channels, potentiation of GABA neurotransmission, and blockade of kainate/alpha-amino-3-hydroxy-5-methyl-4-isoxazolepropionic acid (AMPA) glutamate receptors. It has been shown to be effective in alcohol dependence, binge eating and kleptomania. It seems to be an ‘anti-impulsivity’ medication. The stimulation of AMPA receptors has been found to reinstate drug seeking and, conversely, the antagonism of AMPA receptors has been shown to block reinstatement.

Fong et al. (2005) have reported the case of a 32-year-old man with a clinically significant compulsive sexual problem. Previous treatments with cognitive behaviour therapy (12 sessions), fluoxetine (80 mg per day for six months) and naltrexone (25 mg in association with fluoxetine) had been unsuccessful. Sustained treatment with topiramate (200 mg per day) was accompanied by a dramatic reduction in the frequency of sexual activity, in the amount of money spent on sexual activity and in subjective distress by week 6 of treatment. Interestingly, he responded to topiramate on two separate occasions and experienced a return of symptoms on discontinuing it. Topiramate was well-tolerated and the side effects of increased urination and bladder irritation eventually resolved.

Similarly, Khazaal and Zullino (2006) reported the case of a 33-year-old man who asked for treatment for obesity. He also had compulsive sexual behaviour (sex with prostitutes). With 50 mg per day of topiramate for four months, he lost 11 kg and was no longer interested in prostitutes. After two weeks of topiramate discontinuation, he reported a relapse in compulsive eating and compulsive prostitute visits. Topiramate treatment was resumed at the same dosage and with the same efficacy after ten days.


Naltrexone




Naltrexone is a long-acting opioid antagonist used clinically in the treatment of alcohol dependence or drug abuse. By blocking the capacity of endogenous opioids to trigger dopamine release in the nucleus accumbens in response to reward, naltrexone helps to extinguish this reward’s addictive power. Opiate receptors are also located on GABAergic interneurons that inhibit ventral tegmental area dopaminergic neurons. Naltrexone has recently shown to be efficacious in the treatment of hypersexuality in some case reports.

Grant and Kim (2001) reported the case of co-occurring kleptomania and compulsive sexual behaviours treated successfully with naltrexone after treatment failure with SSRIs and psychotherapy.

Raymond et al. (2002) reported two cases of successful treatment with naltrexone as an add-on therapy; a 42-year-old woman and a 62-year-old man with compulsive sexual behaviour. In the first case, fluoxetine (60 mg per day) was previously unsuccessful. Naltrexone (100 mg per 
 day) was then associated to fluoxetine, which resulted in a complete remission of sexual urges and cocaine urges. Due to sedation effects, after eight months fluoxetine was replaced with citalopram (60 mg per day); during the switch, naltrexone was increased to 150 mg per day due to an increase in sexual urges. Then, due to sedation effects, the patient switched back to fluoxetine (10 mg per day) associated to naltrexone (150 mg per day). At one year, the efficacy of the combination of fluoxetine and naltrexone in treating hypersexuality remained. In the second case, previous trials with fluoxetine (40 mg per day), bupropion, citalopram and buspirone were ineffective. Naltrexone (100 mg per day), in combination with citalopram (40 mg per day), was successful in decreasing compulsive sexual behaviour during a follow-up period of eight months. There was no increase in liver enzymes in these two cases.

Bostwick and Bucci (2008) have described the case of a 24-year-old man with internet sexual addiction who was successfully treated with a combination of sertraline (100 mg per day) and naltrexone (50–150 mg per day). The symptoms disappeared when naltrexone was added to sertraline and reappeared when naltrexone was decreased to less than 50 mg per day.

Ryback (2004), in an open prospective study, reported the efficacy of naltrexone in association with cognitive behaviour therapy (mean duration: 26 weeks) in 21 hypersexual men who were juvenile paedophiles and legally-adjudicated sexual offenders (inpatients) and who met any of the following self-reported criteria: (1) excessive masturbation (three times per day or more); (2) feeling unable to control arousal; (3) spending more than 30 per cent of awake time in sexual fantasies; or (4) having sexual fantasies or behaviour that regularly intruded into and interfered with their functioning in the treatment programme. Comorbidities were frequent, namely ADHD, intermittent explosive disorder or substance abuse. After being treated for more than two months, 13 patients had their naltrexone administration stopped, providing the opportunity to study the periods before, during and after treatment, as well as the continuation of treatment. Outcome measures were self-reported daily sexual fantasies and levels of masturbation. Sexual offence repetition was not reported. A positive result was recorded if there was more than a 30 per cent decrease in any self-reported criterion and if this benefit lasted at least four months. Concomitant medications were SSRIs, antipsychotics, mood stabilisers or stimulant medications. In 15 cases, naltrexone efficacy was considered as sufficient, with patients continuing to respond for at least four months to an average dose of 160 mg per day with decreased sexual fantasies and masturbation. Dosages above 200 mg per day were not more helpful. The mean duration of naltrexone treatment was 1.2 years. Administrative discontinuation of naltrexone in a subset of 13 patients resulted in the reoccurrence of symptoms that began when the tapered dose reached 50 mg per day. Leuprolide (an antiandrogen treatment, a GnRH agonist) was added in six cases of lack of naltrexone efficacy after three months (for the most severe paedophiles).


Conclusion




Although sexual addiction is relatively common, controlled trials on pharmacological treatments are still lacking. In general, pharmacological interventions should be part of a more comprehensive treatment plan including psychotherapy and, in most cases, behaviour therapy. It is recommended that comorbid psychiatric disorders and the potential medical consequences of sexual addiction should be evaluated and treated as well. Many anecdotal studies have shown SSRIs could be promising in the treatment of sexually compulsive behaviours. Pharmacological treatments used for substance addictions may also be interesting in sexual addiction. However, there are no US Food and Drug Administration–approved medications for the pharmacological 
 treatment of compulsive sexual behaviours. Controlled studies including large samples of patients are urgently needed.
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When addictions merge






Assessing and treating the relationship between addictions



Robert Weiss







What are cross and co-occurring addictions?




As most sexual addiction treatment professionals know, sex addiction is rarely a standalone problem. In truth, a significant percentage of sex addicts must also deal with cross-addictions and/or co-occurring addictions (Carnes et al., 2005), as well as underlying character and mood disorder pathologies. Unfortunately, many addicts are unaware of the fact they have multiple issues, much less multiple addictions. Typically, these patients seek help for the most prominent problem – whatever it is they hope to have ‘cured’ in treatment or therapy – while other (even directly related) addiction issues are minimised or unrecognised. Because of the difficulties identifying multiple addictions and maintaining more than one type of sobriety at a time, many addicts find it challenging to remain sober. And even if they manage to stay sober in one area, when another active addiction is still in play they are less able to fully heal and their quality of life does not improve as much as it otherwise might.

Cross and co-occurring addictions are defined as follows:



•Cross-addiction: this occurs when an addict switches from one problem behaviour/substance to another. For example, when a cross-addicted sex addict and alcoholic is not behaving in sexually compulsive ways, they are probably drinking alcoholically, and when the addict is not drinking, they are probably acting out sexually.




•Co-occurring addictions: this occurs when an addict abuses multiple addictive behaviours/substances simultaneously. For example, many sex addicts are co-addicted to both sex and stimulant drugs, such as cocaine and methamphetamine. If these individuals are getting high, they are almost certainly chasing sex as well, and if they are chasing sex, they are probably also getting high. Sometimes co-occurring addictions are so intertwined they begin to look like a single, fused addiction.







In general, cross and co-occurring addictions manifest in one of 11 basic ways, rather beautifully laid out in research by Carnes et al. (2005):



1.Alternating cycles – switching back and forth from one addiction to another, often for years on end (for example, flipping between binge-drinking and sexual acting out);




2.
 Combining – when various addictive substances/behaviours are combined to create the perfect high (for example, mixing methamphetamine with pornography and then cybersex);




3.Cross-tolerance – using one addiction as a way to tolerate another (for example, getting drunk or smoking cigarettes to self-soothe shame about sexual behaviours);




4.Disinhibiting – using one addiction to reduce inhibitions related to a second addiction (for example, getting high before having sex with a stranger or a prostitute);




5.Fusing – using one addiction to amplify another (for example, using cocaine or methamphetamine to heighten the pleasure of orgasm);




6.Inhibiting – viewing one addiction as the lesser of two evils (for example, smoking cigarettes instead of looking at pornography all night);




7.Masking – using one addiction to hide another (for example, going to Alcoholics Anonymous for alcoholism but never looking at compulsive sexual activity);




8.Numbing – using one addiction to numb the shame of another (for example, getting drunk or high after cheating on your spouse);




9.Replacement – replacing one addiction with another (for example, cutting down on the use of ‘hook-up’ apps by gambling for hours on end);




10.Rituals – incorporating one addiction into the ritual phase of another (for example, buying cocaine or methamphetamine before beginning the search for a prostitute);




11.Withdrawal mediation – using one addiction to stop another (for example, shopping compulsively as a way to stay out of sex clubs).







Cross and co-occurring addictions are common in all types of addicts, but it seems there may be higher rates of such problems in sex addicts. One large-scale survey of self-identified sex addicts (Carnes et al., 2005) found that 69 per cent of heterosexual men, 79 per cent of heterosexual women and 80 per cent of homosexual men also self-identified with a cross or co-occurring addiction. Another large-scale survey of self-identified sex addicts (Hall, 2013) found that 58 per cent reported issues with drug addiction and 31 per cent reported issues with alcohol abuse. In the same survey, compulsive spending (49 per cent), eating disorders (47 per cent), compulsive video gaming (37 per cent) and compulsive gambling (29 per cent) were also commonly reported.

In clinical practice, questions about the interaction of sexual addiction with other addictions should not focus on whether this happens or how common it is. It does happen, and it happens a lot. What therapists really need to talk about is why it happens, how it negatively affects the addicts and, most importantly, what can be done to effectively treat these multiple addictive issues. These are the three questions that the remainder of this chapter addresses.


What are the underlying causes of cross and co-occurring addictions?




All addicts are prone to multiple addictive issues. This makes sense because, if one source of self-regulation and emotional escape is unavailable or less than fulfilling, another will be needed to boost or replace the less optimal experience. This is unsurprising when the risk factors and neurobiological responses that underlie addiction are taken into account. With such examination, it is clear that whatever the addiction – chasing sex, taking drugs, drinking, gambling, spending, eating or anything else – the motivation is the same. Essentially, addicts just want to feel better, which typically means they want to feel less
 . And the simple truth is addictive substances and behaviours all happily oblige this need to escape by altering brain chemistry in ways that temporarily distract the user from stress and other forms of emotional discomfort, including the 
 misery associated with psychological conditions such as depression, anxiety or unresolved childhood trauma.

Before discussing this escapist neurobiological reaction any further, it is helpful to understand the generalised risk factors for addiction (of any type). Put very simply, a considerable amount of research has identified two main categories of risk for addiction: nature and nurture. Nature, of course, refers to genetics, while nurture refers to environmental factors. In both instances, the bulk of scientific research is focused on alcoholism, but plenty of peripheral studies have extended the basic findings to other addictions.

Of note, the discussion that follows could easily be a book unto itself. I am providing here only the basics as a way to further our discussion of cross and co-occurring addictions and why they are so common.


Nature (genetics)




Countless studies have shown a direct link
 between genetics and addiction. One primary finding is that various genetic mutations can directly alter the ways in which a substance or a pleasurable activity is experienced and processed in the brain, thereby increasing or decreasing the risk for addiction. For instance, research (Comings et al., 1994; Comings et al., 1996) shows that a specific variation of the D2 dopamine receptor gene magnifies the pleasurable effects of both addictive substances and behaviours, greatly increasing a person’s overall risk for addiction.

Science also tells us genetics can indirectly
 affect the risk of addiction. For instance, genes play a role in numerous psychiatric disorders, including anxiety, depression and bipolar disorder, among others. Unsurprisingly, many of the individuals living with these psychological issues choose to self-medicate their ongoing emotional discomfort with a pleasurable (and therefore potentially addictive) substance or activity. In such cases, what is genetically inherited is not a unique response to addictive substances or behaviours, but rather the propensity for an underlying neurobiological vulnerability that may, over time, lead to addiction. Bipolar disorder provides an excellent example; individuals with bipolar issues are significantly more likely than the general population to become addicted (Levin & Hennessy 2004). Other examples of the indirect effects of genetics on addiction are seen with heritable personality traits like impulsivity, risk-taking, novelty-seeking and abnormal stress reactivity, all of which increase the propensity towards addiction (Goldman et al., 2005).


Nurture (environment)




Needless to say, we cannot blame addiction risk entirely on genetic susceptibility. Environment also plays a significant role. Among the most common environmental risk factors is early exposure to an addictive substance or behaviour. Numerous studies (DeWit et al., 2000; Grant et al., 2001, among others) tell us the lower the age of first use, the higher the likelihood of later-life addiction. This is true with all forms of addiction, including sexual addiction. Whether sex was glorified or vilified, a startlingly high percentage of sex addicts were exposed to it early in life, either overtly or covertly (Adams, 2011) at an unusually early age (Carnes, 1991). One recent survey (Hall, 2013) of self-identified sex addicts found that 41 per cent were using pornography before the age of 12.

Another significant addiction risk factor involves unresolved early-life trauma. Abused and/or neglected children have an incredibly high risk for addictions of all types, along with other adult-life psychological issues, and this is true regardless of their genetic makeup (Ford, 2009). Sex addiction is no exception to this rule. In one survey of self-identified sex addicts 
 (Carnes, 1991), 97 per cent reported emotional abuse during childhood, 83 per cent reported sexual abuse and 71 per cent reported physical abuse. In another survey of self-identified sex addicts (Hall, 2013), 38 per cent reported emotional abuse, 17 per cent reported sexual abuse, and 16 per cent reported physical abuse. Numerous factors may account for the relatively wide variation in findings, including how the surveys were presented, how “abuse” was defined by not only the researchers but the participants, and the timeline (1991 versus 2013). Most likely, the real numbers lie somewhere in the middle of these two studies. Either way, it is clear a significant percentage of sex addicts were abused, one way or another, during childhood. Other studies (Browne & Finkelhor, 1986; Carnes, 2001) show childhood sexual abuse in particular, be it overt or covert (Adams, 2011), is a very common precursor to adult-life sexual addiction.

Unsurprisingly, the more severely and/or the more times a person is traumatised in childhood, the higher their likelihood of addiction (and similar issues) later in life. For instance, one study (Anda et al., 2006) found survivors of four or more incidents of significant childhood trauma are:



•1.8 times as likely to smoke cigarettes;




•1.9 times as likely to become obese;




•2.4 times as likely to experience ongoing anxiety;




•3.6 times as likely to be depressed;




•3.6 times as likely to qualify as promiscuous;




•7.2 times as likely to become alcoholic;




•11.1 times as likely to become an intravenous drug user.







So, there is an undeniable link between childhood trauma and numerous adult-life symptoms and disorders, including addictions.


Neurobiology (learning to tune out)




We are now ready to return to our discussion of the escapist neurobiology underlying addiction, which illuminates the real reason addicts behave the way they do. This conversation begins with a brief explanation of the neurochemical pleasure response. Basically, in a non-addicted brain, the nucleus accumbens – often referred to as the ‘rewards centre’ or the ‘pleasure centre’ – registers pleasure in response to life-affirming stimuli such as eating, making friends, being sexual or helping others. These actions are rewarded in the brain because they ensure survival (of both the individual and the species). This, of course, is intelligent design at its finest.

Generally speaking, these sensations of pleasure and enjoyment result from the release of various neurochemicals into the nucleus accumbens – primarily dopamine but also adrenaline, serotonin, oxytocin and a few others. Additionally, regions of the brain associated with mood, memory and decision-making are alerted to the experience of pleasure, excitement and wellbeing. The pleasure centre tells the other brain regions how much it enjoyed eating, making friends or being sexual. In this way, we learn which activities are pleasurable (and likely to keep us alive) and we make future decisions based on this information.

Unfortunately, the brain’s pleasure centre can be manipulated. For instance, addictive substances and behaviours can be used to artificially stimulate the system, flooding the brain with unusually high levels of dopamine – as much as ten times the amount provided by normal pleasurable activities. Then, as with other pleasurable experiences, this information is transmitted to 
 the brain centres that oversee mood, memory and decision-making (Everitt & Robbins, 2005). So is it any wonder we sometimes want more, more, more?

For people predisposed to addiction, especially with unresolved early-life trauma, this neurochemical pleasure response can become problematic over time. Essentially, at-risk individuals learn, usually early in life, that they can temporarily self-medicate their overwhelming emotional discomfort with an addictive substance or behaviour. In other words, they learn to manipulate the pleasure centre by taking substances and/or engaging in behaviours that artificially flood their brains with dopamine, using the excessive pleasure response that results as a way to escape from and not feel stress, anxiety, depression, shame and other forms of emotional discomfort. In other words, the true goal is not to feel enjoyment, it is to feel nothing. For these individuals, being numb is better than being miserable.

Unfortunately, even though they are distracting in the moment, these attempts at self-anaesthesia tend to exacerbate pre-existing shame, fears, anxiety, depression and other forms of emotional discomfort. This, of course, creates an even greater need/desire for emotional and psychological escape. As a result, many early-life trauma survivors find themselves, in time, stuck in an addictive cycle. Emotional discomfort is improved by an addictive substance and/or behaviour, which is followed by even deeper emotional discomfort. In short, their escapist addictive substance abuse and/or behaviours automatically and inherently trigger the need for more of the same. This is true regardless of the addiction, whether it be alcoholism, drug addiction, sex addiction or compulsive gambling. This desire for escape is universal in addicts, any way it can be achieved. Hence, the propensity for cross and co-occurring addictions.

Recent research confirms the belief that emotional escape is the goal with all addictions, no matter how this distraction is induced. In other words, the brain response is the same regardless of whether the neurochemical response is triggered by a substance or a behaviour. For example, one study (Voon et al., 2014) found that, when sex addicts are shown pornography, their brains activate in three primary areas: the amygdala, the dorsal anterior cingulate and the ventral striatum (regions of the brain in charge of, among other things, mood, memory and decision-making). The brains of non-sex addicts do not activate in this manner. The research team also noted this activation closely mirrors the brain activity of drug addicts when they are exposed to drug-related stimuli. So we see very clearly there are significant differences in the brain response manifested by sex addicts versus non-sex addicts, and tremendous similarities in the brain response manifested by sex addicts and drug addicts. Essentially, this study confirms an addict’s motivation to ‘get high’ is the same, regardless of the addiction.


Why are multiple addictions so problematic?




Certainly some addicts are ‘purists’ who stick with their favoured drug or behaviour, no matter what. For others, however, the primary addiction is just one part of a larger pattern. These individuals are sometimes colloquially referred to as ‘garbage can users’, meaning they will ingest or engage in whatever addictive substance or experience is available, as long as it creates the escapist neurochemical rush they seek.

Ultimately, whatever the addiction, the result (over time) is always the same:



•A compelling craving for the substance/behaviour (obsession);




•A negative impact on health, self-esteem, family, relationships, finances and career (consequence);




•An inability to stop using the substance/behaviour despite adverse consequences (loss of control).










Alcoholism is a common cross/co-addiction for sex addicts. Usually this occurs for one or both of the following two reasons:



1.Alcohol is used as a disinhibitor, helping sex addicts muster the courage to go out and actively ‘come on’ to others, and to engage in activities they might not feel good about;




2.Alcohol is used as a way to tolerate shame and other negative feelings about the addict’s sex life.







With the first reason, alcoholism typically is a co-occurring addiction, with drinking and addictive sexual behaviours occurring in tandem. With the second reason, alcohol abuse tends to manifest as a cross-addiction, with the addict going from sex to alcohol and back again.

For many other sex addicts, stimulant drugs like cocaine and methamphetamine are the secondary drug of choice. Ecstasy (MDMA, 3,4-methylenedioxy-methamphetamine), ketamine (special K), GHB (gamma hydroxybutyrate) and various other ‘party drugs’ are also used in conjunction with sexual addiction, but stimulant drugs are most prevalent. This is because stimulants (especially methamphetamine) allow users to be ‘up’ and sexual for many hours or even days at a time, particularly if erection-enhancing drugs like Viagra, Cialis or Levitra are also being used.

Unfortunately, the fusion of sexual addiction with stimulant drug use is double-trouble in terms of risks and potential consequences. In addition to all of the usual consequences of sexual addiction, these dually-addicted men and women must deal with the debilitating physical, mental and emotional effects of cocaine and methamphetamine abuse. These include rotting teeth, deviated septum, drug-induced psychosis, manic periods followed by depressive periods, inability to focus, impotence, anhedonia, paranoia, delusions and more. Even before these typical stimulant drug side-effects kick in, users are at risk of other serious consequences because their decision-making process is greatly compromised when high. In other words, while disinhibited by drugs, thoughts of safer sex may fly out of the window, especially in sex addicts accustomed to marathon sessions with multiple partners. This, of course, greatly increases the risk of unwanted pregnancy and sexually transmitted infections. Even worse, addicts in long-term relationships have a tendency to contract sexually transmitted infections that they then transmit to their unsuspecting spouses and partners.

Exacerbating matters is the fact that, when stimulant drug abuse (or other substance abuse) is consistently fused with the hunt for and experience of intensely arousing sex, these paired behavioural patterns can become mutually reinforcing. Over time, even simple sexual fantasies and/or memories of past sexual acts can become a psychological trigger for renewed drug abuse and vice versa. Eventually, stimulant drug use and sexual activity can become so tightly paired that engaging in one behaviour inevitably leads to the other. For this type of dually-addicted individual, getting high and seeking/finding/having sex becomes a single, coexisting and complementary addiction.

One study focusing on gay men with methamphetamine abuse (Gatewood, 2009) strongly supports the idea that stimulant abuse and sexual activity can become so intertwined that drugs and sex are no longer separate addictions. The study found that, for some gay men, the leading reason for methamphetamine use was sexual enhancement, with test subjects stating that methamphetamine use both lowered their sexual inhibitions and prolonged the duration of their sexual acting out. Other research provides similar findings. One study (Cheng et al., 2009), which looked at heterosexual methamphetamine users, found that male users, in particular, cite a desire to boost sexual pleasure as a primary reason for getting high. A related study (Cheng et al., 2010) found methamphetamine use increases the likelihood of numerous high-risk sexual behaviours, and that binge drug use, in particular, is strongly associated with binge sexual 
 activity, an increased number of sexual partners and unprotected sex, any and all of which can be problematic.

Among therapists who routinely treat sex addicts and substance abusers, the studies cited above are not surprising. Nevertheless, it is helpful to see documented evidence linking substance abuse and sexually addictive behaviours. The most important thing to note here is that when substance and sex addictions intertwine and maybe even fuse, treatment and recovery become much more difficult. In other words, the co-occurring dual addiction to substances and sex is double-trouble in terms of both potential consequences and risk for relapse.

Much of the time, individuals with intertwined sex and substance addictions present in treatment with extensive substance abuse relapse histories. Often they have expended significant financial and other resources seeking chemical sobriety, only to relapse when the perpetually untreated sexual half of their addiction pops up. In other words, these addicts enter substance abuse rehabilitation and do their best, truly hoping for lasting sobriety, but the link between their sexual behaviours and their substance abuse is neither recognised nor addressed. When they are released, they re-enter the real world, confident and hopeful; they go to meetings and get a sponsor and maybe they even work the 12 steps. Everything looks bright and sunny until eventually they seek out the sexual intensity to which they are accustomed. This, of course, puts them back in touch with the people, places and things that facilitated not only their sexual addiction, but also their substance addiction. Before they know it, they have relapsed again. In many cases, after multiple failed attempts at lasting chemical sobriety, these individuals lose hope. If and when they do return to treatment, they are often seeking little more than a respite from substance abuse, a few brief weeks of safety during which they can recharge their batteries before returning to active addiction. Needless to say, this is not the hoped-for result.


How can we best treat cross and co-addicted sex addicts?




As mentioned above, substance abuse mixed with (and maybe fused with) sexual addiction complicates the treatment and recovery process. For starters, both issues must eventually be treated or the addict may not heal from either. That said, chemical sobriety is usually the initial priority, as substance use/abuse leaves most patients ‘too fuzzy’ to effectively deal with sexual addiction issues. Later in treatment, after the addict has established a small degree of chemical sobriety and a clearer head, they will be able to perform the mostly cognitive work of sex addiction recovery. Nevertheless, when sex addiction and other addictions are interrelated, the sexual issues must, in time, be treated in concert with the cross and/or co-occurring addiction(s), with therapists fully aware that either activity can trigger a relapse. It is a mistake to assume that getting a patient chemically sober will resolve their sexual addiction.

Whatever the primary addiction (the addiction for which the patient initially seeks treatment), therapists must understand that a secondary addiction may be lurking in the background. As such, it is important to assess patients for these potential issues sooner rather than later. This should preferably be done as part of the initial assessment, with repeated assessments occurring throughout the treatment process. After all, patients are often not fully honest (especially about their addictions) early in the treatment process, so the truth about secondary issues might only emerge gradually as treatment for the primary issue progresses. This, of course, means therapists must be adaptable during the healing process and be willing to reprioritise as necessary.

Consider John, a 35-year-old married tax attorney attending inpatient treatment for cocaine abuse. Initially, John spoke only about his cocaine abuse and occasional bouts of heavy drinking, and his treatment regimen focused entirely on those issues. A few weeks in, however, he 
 mentioned cheating on his wife, particularly with prostitutes, with cocaine always being a part of the mix. At this point, John’s treatment team has two options:



1.Continue with substance abuse treatment (and substance abuse treatment only), as per the initial assessment;




2.Perform another assessment, considering sexual addiction as a possible co-occurring issue and adjusting the treatment regimen accordingly.







With the first option, John will be treated for only half of his addictive problem, and his odds of post-treatment relapse are greatly increased. For instance, he may decide to hire a prostitute to get the sexual rush he is used to, which will put him in direct contact with his cocaine abusing past. So, obviously, option two, reassessment and possible redirection, is the wiser choice.

When addicts also have trauma issues, this too must enter the treatment mix. However, trauma is typically not addressed until the patient’s addiction(s) are under control and they have developed the ego-strength and social support needed for the emotionally painful work of trauma treatment.

Generally speaking, treatment of addictions, including cross and co-occurring addictions and any underlying trauma issues, progresses in five stages:



1.Assessment: as with all forms of psychotherapeutic treatment, proper assessments are paramount. Only when a patient’s primary issues have been uncovered and identified can a proper plan of action be formulated. In all cases, patients should be periodically reassessed throughout the treatment process, as in the example with John presented above.




2.Stabilisation: the earliest stages of treatment should address current risks in the home, at work and elsewhere, with a comprehensive plan for stabilisation and sobriety. As mentioned, chemical addictions are best dealt with first, followed by sex addiction. It is possible that establishing safety and initial sobriety may take a great deal of time and effort, especially if a patient is still engaging with or living with addiction triggers and trauma risks (such as an actively addicted or abusive spouse).




3.Shame reduction: addicts are nearly always driven by shame. A significant percentage of triggers for addiction, especially the emotional triggers, are shame based. To heal from addiction(s), not to mention underlying issues, addicts must come to understand they are not bad people and are worthy of recovery. Part of this involves the development and implementation of healthy, non-addictive coping mechanisms that addicts can turn to when triggered towards relapse. Another important element is the creation of an empathic social support network.




4.Relapse prevention: treatment focuses on the addict’s newfound ability to make life choices based not on a history of addiction or trauma, but on freedom from those bonds and a newly developed sense of self-worth and empowerment. Real world relapse prevention strategies are at the forefront in this stage.




5.Trauma work: as discussed, there is a causative link between unresolved early-life trauma and addictions. Furthermore, research tells us addicts with extensive trauma histories have a more difficult time maintaining sobriety than addicts without such histories (Najavits, 2002; Ouimette & Brown, 2003). As such, unresolved trauma must eventually be dealt with, typically via one or more re-experiencing techniques. However, this work must always remain within the patient’s window of tolerance. Otherwise, the stabilising work of addiction treatment can easily be undone, with the destabilised patient having a greatly increased chance of both addiction relapse and further traumatisation.










Although the treatment stages are presented above in linear format, they are fluid in application, with patients engaging in the different treatment tasks and moving back and forth between the stages as needed. For example, if a patient reports feeling unsafe and overwhelmed during the formal trauma processing that takes place in stage five, treatment backtracks to stabilisation in stage two, shame reduction in stage three and relapse prevention in stage four. Throughout the stages there is planning for lapse and relapse, with setbacks treated as problems to be solved rather than personal failures.

Needless to say, every addict’s treatment arc is different, influenced by a wide variety of factors. Thus, each patient needs an approach tailored to their particular needs. Some will respond best to individual therapy supplemented by group work. Others will do best in group settings, making little progress one-to-one. Still, others will have difficulties until they are physically and emotionally separated from the people, places and things that trigger their addiction(s).

At the end of the day, it is important to remember there is no ‘cure’ for sexual addiction or any other addiction, nor is there a ‘one size fits all’ approach to healing. As such, the goal of treatment is to provide recovering sex addicts with skills and tools that can reduce the power of their addiction(s) and their trauma history. In all likelihood, the desire to use will persist to some degree even after extensive treatment, as will unwanted memories of past traumas. But over time it is hoped these desires and memories will become less debilitating.
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 5.1





Sexual compulsivity and men who have sex with men (MSM)






Michael P. Chaney and Carol M. Burns-Wortham







Introduction




Sexual compulsivity is of concern in men who have sex with men (MSM). MSM include gay, bisexual and other men who may not identify as gay or bisexual but engage in sexual activity with other men. For example, self-described heterosexuals may be included in this population if they have sex with men (Pantalone et al., 2015).

While criteria and characteristics of sexual compulsivity, including hard-to-control sexual fantasies, urges, and/or behaviours that cause impairment and distress in close relationships and work (Parsons et al., 2007), remain the same for MSM as for other sexually compulsive individuals, examining sexual compulsivity among MSM is important because of potential public health impacts. Although MSM are estimated to account for about four per cent of the general population, in the US MSM account for an estimated two-thirds of new HIV cases (Centers for Disease Control and Prevention [CDC], 2015b) and are at elevated risk for other sexually transmitted infections (STIs; CDC, 2015a). While not all MSM who display sexual compulsivity will contract or transmit HIV or another STI, and not everyone diagnosed with HIV or an STI experiences sexual compulsivity, the risky behaviours engaged in by many MSM with sexual compulsivity, together with the fact there is a smaller pool of possible available partners than the general population may have access to, make this population particularly vulnerable to the possible sexual health consequences of sexual compulsivity.

Though sexual compulsivity is a concern, prevalence data is lacking. Researchers have estimated that three to six per cent of the general US population experience sexual compulsivity (Black, 2000). However there have been few recent studies on which to base an accurate estimate of sexual compulsivity within the general population (Kaplan & Krueger, 2010). Since sexual compulsivity is usually kept private and often not recognised by individuals, at least initially, it is possible researchers and therapists only know of the more severe cases after individuals have recognised there is a problem (Kuzma & Black, 2008). Even so, it appears more men than women experience sexual compulsivity (McPherson et al., 2013; Winters et al., 2010). Further, it appears that MSM may display sexual compulsivity more frequently than heterosexual men (Missildine et al., 2005). There are several things that may put MSM at risk for sexual compulsivity. The following section explores some of these risk factors.



Risk factors in MSM





Minority stress and internalised heterosexism




Minority stress that many MSM experience due to social stigma and discrimination may contribute to sexual compulsivity. This stress and stigma may be due to peer rejection or discrimination during childhood and/or adulthood and can lead to depression, anxiety and internalised heterosexism (Pachankis et al., 2015). There is some evidence to suggest that internalised heterosexism is related to higher levels of sexual addiction (Rendina et al., 2012). However, other studies examining internalised heterosexism have not found the same relationship (Newcomb & Mustanski, 2011). Nevertheless, the depression and anxiety that often stems from minority stress and internalised heterosexism, have been found to contribute to sexual compulsivity (Pachankis et al., 2015; Parsons et al., 2015). To escape from the stress and shame associated with living in a heterosexist society, some MSM may engage in compulsive sexual behaviour as a coping strategy.


Sexual venues in MSM communities




There are several venues that MSM may frequent in order to socialise and find sexual partners. MSM report finding sex partners at bars/clubs, public cruising areas, bath houses, circuit parties and sex parties, as well as through friends and social gatherings (Mimiaga et al., 2010). The large number of sexual outlets aimed at MSM, including the availability of sexually-explicit media, may contribute to sexual compulsivity by making it easier to engage in potentially problematic and risky sexual behaviours (Parsons, 2005; Parsons et al., 2007; Parsons et al., 2008). MSM may also have more lifetime sexual partners than heterosexual men, which may also contribute to sexual compulsivity (Parsons et al., 2008; Rendina et al., 2012).


Substance use




Substance use is another risk factor. Research indicates sexual minority groups are more likely to use substances and experience substance dependence than their heterosexual counterparts (McCabe et al., 2009). Many MSM commonly use alcohol and recreational drugs such as marijuana, cocaine, methamphetamine, ecstasy (MDMA, 3,4-methylenedioxy-methamphetamine), GHB (gamma hydroybutyric acid), amyl nitrates (poppers), heroin and ketamine at nearly all gathering places where they meet sexual partners, such as bars, nightclubs and circuit parties, as well as in private (Grov et al., 2014; Mimiaga et al., 2010; Nakamura et al., 2011). Since these drugs, particularly stimulants such as methamphetamine and cocaine, reduce inhibitions and increase sex drive, they can contribute to risky behaviour related to sexual compulsivity (Carey et al., 2009; Halkitis & Parsons, 2002). MSM who use substances prior to sexual encounters are more likely to have more partners and engage in unsafe sex with partners with unknown HIV status (Hirshfield et al., 2015). There is mixed evidence showing that substance use is related to sexual compulsivity. McPherson et al. (2013) and Parsons et al. (2012) found substance use was not a significant contributor to sexual compulsivity. Grov et al. (2010) and Parsons et al. (2015) found substance use was not significant, but was more prevalent among MSM with sexual compulsivity. Carrico et al. (2012) and Parsons et al. (2007) found a significant relationship between substance use and sexual compulsivity.



Childhood trauma and negative experiences




Many MSM experience hurt and trauma during childhood, which may contribute to sexual compulsivity (Herrick et al., 2013; McPherson et al., 2013; Parsons et al., 2008; Parsons et al., 2012). Childhood sexual abuse has been thought to place MSM at greater risk of sexual compulsivity. While some studies have shown a significant relationship between childhood sexual abuse and sexual compulsivity (Herrick et al., 2013; Parsons et al., 2008; Parsons et al., 2012), others have shown no significant link between childhood sexual abuse and sex addiction (Chaney & Burns-Wortham, 2014; McPherson et al., 2013; Parsons et al., 2015). Physical abuse by a parent or caretaker has been found to be a risk factor (Herrick et al., 2013; Parsons et al., 2008), as has emotional abuse (McPherson et al., 2013). Childhood victimisation, including bullying in general and mistreatment because of perceived gay characteristics, has significant relationship with sexual compulsivity (Herrick et al., 2013; Parsons et al., 2008). Interestingly, McPherson et al. (2013) found parental sex addiction is also a risk factor for sexual compulsivity.


Lack of support




The lack of support available to many MSM while coming out can put MSM at increased risk of developing sexual compulsivity. Internalised heterosexism while coming out is related to sexual compulsivity (Corley & Kort, 2006; Smolenski et al., 2009). Not coming out to a mother was found to be a risk factor (Chaney & Burns-Wortham, 2015). Discrimination and marginalisation while working, buying a house or meeting other common adult milestones may lead to a reduced sense of life satisfaction and heightened risk for sexual compulsivity (Herrick et al., 2013).


Internet and social media/phone apps




The availability of certain internet sites and social media/phone apps may put MSM at risk for developing sexual compulsivity. While online sites have played an increasing role in helping individuals with internet access to access a larger pool of people to communicate with and date, research indicates sexual minorities are more likely to find dates and partners online than are heterosexual individuals (Rosenfeld & Thomas, 2012). Several apps are available for MSM (Tumbokon, 2015). Grindr is one of the most popular apps for MSM. It allows users to identify and connect with other MSM in the area to chat and meet (Grindr, 2015). Grindr boasts an active membership of 2 million individuals who average an estimated nine logins and 54 minutes of use a day (Grindr, 2015). There are also many internet sites that are used to find sexual partners. Grov et al. (2014) reported participants used craigslist.org, adam4adam.com, manhunt.net, barebackRT.com, facebook.com and others to find other MSM to talk to and meet. While technology can offer ways to socialise and meet other MSM, boredom, lack of social connection and more time spent online are all associated with sexual compulsivity (Chaney & Blalock, 2006; Chaney & Burns-Wortham, 2014). Additionally, as stated before, the ready availability of MSM-focused sexual venues may contribute to sexual compulsivity by making it easier to engage in potentially problematic and risky sexual behaviours (Parsons, 2005; Parsons et al., 2007; Parsons et al., 2008). Sexually-explicit online media (pornography) may also contribute to risky behaviours in MSM. Research has shown that the viewing of unprotected anal intercourse is associated with higher levels of receptive and insertive unprotected anal intercourse among 
 MSM (Nelson et al., 2014; Rosser et al., 2013; Stein et al., 2012), which can be related to sexually compulsive behaviour.


Comorbid disorders, sexual compulsivity and MSM




There are several comorbidities that may contribute to sexual compulsivity. Higher levels of depression have been linked to higher levels of sexual compulsivity (Parsons et al., 2008; Parsons et al., 2012; Parsons et al., 2015). It is thought sexual compulsivity may serve as self-medication to relieve depression and that depression may make it harder to control impulses (Parsons et al., 2008). Anxiety has also been found to be related to sexual compulsivity, which may serve as a distraction from the anxiety (McPherson et al., 2013). Sexual compulsivity may also provide stress relief (Parsons et al., 2008) for some MSM. In summary, sexually compulsive behaviour serves as a way to self-regulate negative affect for many MSM.

Low self-esteem and loneliness have been found to be related to sexual compulsivity (Chaney & Burns-Wortham, 2015; Parsons et al., 2008). It is thought sexual compulsivity may help to take a person’s mind off a negative self image, while providing moments of intimate connection and feelings of being desired and wanted. Unfortunately, while sex may provide validation, compulsive sex often leaves the individual feeling empty, contributing to depression, anxiety, loneliness and worse self-esteem (Parsons et al., 2008). Intimate partner violence may also put MSM at risk for sexual compulsivity (Parsons et al., 2012; Parsons et al., 2015). McPherson et al. (2013) suggested that when past intimate partner violence exists, sexual compulsivity might help MSM to feel control and intimacy without the risk of emotional relationships.

Having an HIV positive status may also be a risk factor. While HIV is often viewed as being a consequence of sexual compulsivity (as discussed below), Rendina et al. (2012) found the internalised stigma associated with HIV positive status was associated with higher levels of sexual compulsivity. Indeed, individuals with the highest levels of internalised HIV stigma were 500 times more likely to display sexual compulsivity compared to individuals with low levels of internalised HIV stigma (Rendina et al., 2012).


Consequences of sexual compulsivity




A defining characteristic of sexual compulsivity is the continuation of sexual behaviour despite adverse consequences. Although an exhaustive discussion of all the possible consequences related to sexual compulsivity in the lives of MSM is beyond the scope of this chapter, several common repercussions that uniquely impact MSM are presented. The proceeding section explores HIV and other STIs, substance use disorders, compromised mental and emotional wellbeing, and interpersonal difficulties as consequences resulting from sexually compulsive behaviour among MSM.


HIV/STIs




Recent trends illustrate that MSM are at particular risk for contracting HIV and other STIs. For example, The STD Surveillance Network (CDC, 2015a), a research collaboration comprised of several American cities and states responsible for gathering clinical and behavioural data from individuals who sought services in 26 STD (sexually transmitted disease) clinics, reported recent epidemiological trends. Of the over 18,000 MSM who visited the clinics, over 19 per cent tested positive for gonorrhoea and nearly 15 per cent for chlamydia. This is in contrast to men who have sex with women 
 only who represented 6.7 per cent of gonorrhoea cases and 28.4 per cent of chlamydia cases. Among MSM who had primary or secondary syphilis, almost 42 per cent were also infected with HIV. The surveillance data also revealed that MSM represented almost 83 per cent of all male primary and secondary syphilis cases, compared to men who have sex with women only (12.6 per cent). Although the majority of MSM in the aforementioned study were not necessarily sexually compulsive, factors that contribute to the increased risk of STIs among MSM include high-risk behaviours such as multiple sex partners and unprotected intercourse, both of which have been linked to sexual compulsivity among MSM. Findings such as these are consistent with other studies that found sexually compulsive individuals are more likely than non-sexual compulsive individuals to have an STI (Danebeck et al., 2006; Dodge et al., 2008). In their research, Dodge et al. (2008) reported that sexually compulsive MSM had especially high rates of chlamydia, gonorrhoea, hepatitis A and B and syphilis.

Pertaining to HIV infection, MSM continue to be disproportionately affected. Globally, MSM generally over-represent new HIV infections in men (World Health Organization, WHO, 2015). For example, in 2011, in the US, young MSM accounted for almost 93 per cent of all individuals receiving an HIV diagnoses that year (WHO, 2015). In other parts of the world, estimated prevalence rates of HIV in MSM range from three per cent in the Middle East and Southeast North Africa, up to 25.4 per cent in the Caribbean (Beyrer et al., 2012). Although not all of these HIV rates can be attributed to compulsive sexual behaviour, high-risk sexual activities (such as unprotected anal intercourse) are often associated with sexual compulsivity. So, it is not surprising sexually compulsive MSM are more likely than non-compulsive MSM to be HIV-positive. Parsons et al. (2012) described sexual compulsivity as a syndemic factor that is linked to HIV serostatus and high-risk sexual behaviours, concluding sexual compulsivity is related to being HIV-positive.


Substance use disorders




The development of substance use disorders is another potential consequence associated with sexual compulsivity. Studies have consistently shown sexually compulsive MSM commonly integrate substances into their sexual activities. For example, in a large-scale study, Grov et al. (2010) surveyed over 1,200 gay and bisexual men. The study revealed sexually compulsive gay and bisexual men were more likely than non-compulsive MSM to engage in sexual activities while under the influence of club drugs such as ketamine, ecstasy (MDMA, 3,4-methylenedioxy-methamphetamine), GHB (gamma hydroybutyric acid), cocaine and methamphetamine. These results are consistent with other studies that found sexually compulsive men are more likely than non-compulsive MSM to use alcohol before sexual activities (Kelly et al., 2009). There are a couple of reasons to explain why some sexual compulsive MSM integrate substance use into their sexual activities, which can serve as a risk factor for the development of a chronic substance use disorder. First, some compulsive MSM may use substances during sex to mask feelings of anxiety, shame and guilt related to their sexual desires and/or sexual acting-out experiences (Chaney & Brubaker, 2014). Sexual sensation-seeking could be a second explanation, which has been linked to substance use among gay men (Kalichman & Cain, 2004). A recent study found sensation-seeking to be linked to alcohol and drug use among MSM prior to engaging in high-risk sexual behaviours (Newcomb et al., 2011). Though substance use, as previously mentioned, might serve as a risk factor for the development of sexual compulsivity, some MSM who have no prior history of substance use disorders are at risk of beginning to use substances while sexually acting out, particularly if they are interacting with other MSM who may already 
 integrate substances into sexual activities. In this way, substance use becomes a consequence of sexual compulsivity.


Mental health and emotional consequences




Similar to other addictions and compulsive behaviours, adverse mental health and emotional consequences can result from sexual compulsivity. Two emotions particularly detrimental to sexually compulsive MSM are guilt and shame. Whereas guilt is related to feeling bad about a particular behaviour, shame pertains to feeling bad about oneself. In other words, a sexually compulsive MSM who experiences shame as a result of acting out might say to himself, “There is something wrong with me. I am a bad person”. Unresolved guilt and shame can lead to more severe mental health consequences. Jerome et al. (2016) found guilt and shame associated with sexual compulsivity can lead to stress, anxiety and depression. The same researchers found out of control sexual behaviour to be related to feelings of anger. Sexually compulsive MSM may also struggle with diminished self-esteem and low self-confidence due to their sexual behaviours (Chaney & Burns-Wortham, 2015; Parsons et al., 2001), whereby ongoing sexually compulsive behaviour perpetuates these adverse feelings.

An especially concerning psychological consequence associated with sexual compulsivity is dissociation. Characteristics of dissociation include the inability to connect with thoughts and feelings in present time, getting lost in fantasy, disconnection from self and memory disturbances. Research has demonstrated a relationship exists between sexual compulsivity and dissociation among MSM (Chaney & Burns-Wortham, 2014; Jerome et al., 2016). For many sexually compulsive MSM, dissociation is a response to past trauma sometimes triggered by sexual acting out.


Interpersonal consequences




For many sexually compulsive MSM, interpersonal relationships suffer as a result of their compulsive behaviour. Interpersonal consequences due to large amounts of time spent seeking out sexual opportunities include isolation, decreased communication with family, friends and partners and lack of social support systems. Further, for many sexually compulsive MSM who regularly utilise the internet, social media, and/or smart phone applications to find sex partners, interpersonal social cues and boundaries may be damaged, resulting in sexual objectification of self and others in interpersonal encounters. In addition, it is not uncommon for sexually compulsive MSM to disconnect from their primary intimate relationships (partner, spouse, significant other). Instead, they may idealise and devote more time and energy seeking the transient sexual relationships associated with acting out. This type of behaviour is supported by research that found sexual compulsivity related to sexual dissatisfaction, poor communication and greater number of sex partners outside the primary relationship among male partners (Starks et al., 2013). Other interpersonal consequences associated with sexual compulsivity and MSM include increased feelings of loneliness, decreased social connectedness and social anxiety (Chaney & Burns-Wortham, 2015).


MSM-affirmative treatment of sexual compulsivity




In the following section, treatment strategies for MSM who struggle with sexual compulsivity are presented. Although an exhaustive review of treatment considerations is beyond the scope of 
 this chapter, Section 4 of this book provides a thorough discussion of various general treatment options. This chapter specifically addresses the unique treatment needs of sexually compulsive MSM from an MSM-affirmative perspective.

There is a great deal of literature that discusses treatment strategies and clinical issues associated with sexual compulsivity. For example, Southern (2008) recommends therapists assist patients in a process of exploring the purpose, dynamics and meanings underlying patients’ maladaptive sexual behaviours. One way to facilitate these processes is by helping patients to identify their sexual self-schemas and negative self-talk. Additionally, Southern (2008) recommended intimacy enhancement should be a component of treatment, which could include couples counselling. Gerber (2008) suggests effective treatment should target specific aspects of sexual compulsivity, including trauma and dissociation, attachment and healthy sexuality. Although the aforementioned treatment recommendations have implications for all individuals who struggle with sexually compulsive behaviour, they do not necessarily address some of the unique considerations and treatment needs of sexually compulsive MSM specifically.

Though limited, professional literature is increasingly focusing on the treatment needs of sexually compulsive MSM. Pachankis et al. (2015) suggested emotion regulation and internalised heterosexism should be the primary focus of treatment for compulsive gay and bisexual men. These researchers strongly recommended treatment should include anxiety management skills to help manage stress associated with HIV-related issues. Weiss (2005) advocated for the implementation of sexual boundary plans (behaviours from which the patient will abstain) as part of treatment, which should include online boundaries for MSM who may express their compulsive behaviours via the internet. These recommendations are culturally sensitive to MSM communities and have the potential to be highly effective, if combined with an MSM-affirmative approach to the treatment of sexual compulsivity.

Professional literature describes gay affirmative therapy (GAT) as comprised of several factors (Bieschke et al., 2007; Johnson, 2012), including the following: therapists need to possess a solid understanding and awareness of the distinctive developmental and cultural facets of this population; they must have the ability to apply this knowledge to generate effective, culturally-responsive treatment strategies; they should hold non-pathological views of non-heterosexual identities; they should have the competence to challenge oppression, recognise discrimination, and advocate on behalf of sexual-minority patients. For the purposes of this chapter, we use the more inclusive term ‘MSM-affirmative therapy’ to include men who may not identify as gay (be they bisexual, pansexual, homoflexible or heterosexual). In addition to integrating the preceding components into treatment, MSM-affirmative sexual compulsivity treatment should also address the topics presented below throughout all stages of recovery. Using a GAT framework, as proposed by Chaney and Brubaker (2014) for the treatment of substance use disorders in gay and bisexual men, the following topics have been adjusted and expanded for the treatment of sexually compulsive MSM. The following clinical topics are a beginning point towards the practice as an MSM-affirmative therapist serving sexually compulsive MSM.


1.Association and socialisation issues: treatment should include an exploration of the influence that being a member of MSM communities has on the aetiology of sexually compulsive behaviour. Factors to be explored include the level of identification that the patient has with MSM communities and how communal gathering places (such as bars, circuit parties and sex clubs) may intersect with sexual behaviour. Therapists should also examine the extent to which patients are utilising the internet, social media and smart phone applications for sexual purposes. Therapists should be alert to problematic use and frequency, rather than pathologising the use of these media in general.




2.Heterosexism and internalised heterosexism: therapists should assess patients’ past treatment experiences, paying particular attention to discriminatory and/or oppressive experiences from service providers. Helping professionals should assist patients to understand the association between systemic and internalised heterosexism and sexual compulsivity. Therapists should work with patients to overcome internalised heterosexism (Hill, 2009). Lin and Israel (2012) have developed online treatment modules to help MSM overcome internalised heterosexism by debunking negative stereotypes associated with MSM, externalising heterosexism and utilising identity affirmations.




3.Social support: gay-affirming therapists must work with patients to identify social support networks that will not only support a patient’s recovery from out of control sexual behaviours but will also support and affirm their identity as an MSM. Moreover, therapists should collaborate with patients to find recovery, coming out, and/or HIV-related support groups that are specifically for MSM or are MSM-friendly.




4.Couple and family issues: not only should therapists conduct a complete assessment of family history of sexually compulsive behaviour, early exposure to sexuality, previous childhood trauma and sexual boundary violations, substance use disorders and other mental health issues, but gay-affirmative therapists should also inquire about family reactions to the patient’s disclosure as an MSM, if in fact the patient has self-disclosed. Because coming out to self and/or others is a primary developmental milestone for many non-heterosexual individuals, affirming therapists should explore a patient’s coming-out narratives (Johnson, 2012). Questions should be asked about familial attitudes and thoughts about the patient’s identity as an MSM from the subjective perception of the patient. Potential connections between a patient’s coming-out experiences (or lack of disclosure) and their sexually compulsive behaviour should be explored. Family members who can be supportive of the patient and their recovery should be involved in the patient’s treatment. Gay-affirming therapists should recognise that it is not uncommon for many MSM to have chosen families in addition to families of origin.




For patients who may have spouses, partners or who may be involved in other forms of intimate relationships, affirming therapists should recognise that some MSM might be in non-traditional relationships (such as non-monogamous, polyamorous or open relationships). These consensual relationships should not be pathologised, but therapists should explore the impact of the sexually compulsive behaviour on the relationship. Therapists should explore issues of infidelity and betrayal and when possible, involve supportive spouses or partners in the recovery process and/or know of resources for partners to receive their own therapy and support.




5.Same-sex sexual behaviour: MSM-affirming therapists who treat sexually compulsive MSM must explore the sexual activities of patients. Not only should therapists be aware of their own biases and/or sexual shame, but they should be comfortable asking about the specific sexual behaviours and practices in which patients engage. Therapists should have a solid knowledge base regarding the relationship between substance use and sexually compulsive behaviours and be able to educate patients about these links. Same-sex sexual behaviour should not be evaluated negatively or shamed. Affirming helping professionals should educate themselves about the diverse sexual practices in which members of MSM communities engage. Counsellors must be able to educate patients about the influence of technology and social media on sexually compulsive behaviours. Affirming therapists should not assume the sexual orientations of patients solely based on sexual behaviours in which patients engage. Affirming therapists will explore with MSM the meaning of their same-sex attractions and desires (Hill, 2009).




6.
 Multiple oppressed identities: a central component of MSM-affirmative therapy is a therapist’s ability to recognise how a patient’s sexual and/or affectional orientations intersect with other identities, including race, ethnicity, gender identity and expression, ability, social location, spirituality or other identities to which a patient ascribes (Chaney & Brubaker, 2014). Competent therapists acknowledge how disenfranchisement based on any facet of a patient’s identity may contribute to the aetiology and/or maintenance of sexually compulsive behaviour. Helping patients to externalise oppression should be integrated into treatment. Affirming therapists should explore the meaning of a patient’s identity as an MSM in the context of their other identities. Further, an examination of sexual norms and values from the perspective of a patient’s various cultural identities should take place. Therapists should help patients recognise possible relationships between cultural sexual norms and values and patients’ sexual compulsivity.




7.Religion and spirituality: MSM-affirming therapists must recognise the history of institutional oppression of MSM in many organised religions and places of faith. Further, competent therapists should recognise negative messages patients might have received from places of faith regarding same-sex sexual behaviour and/or sexual behaviour outside the context of traditional marriage. As a result, some MSM may experience discomfort attending traditional 12-step meetings, where patients in recovery are asked to acknowledge a power greater than oneself, often named as God. At the outset of treatment, helping professionals should delve into patients’ spiritual beliefs and religious histories. Identifying the most effective recovery supports should be a collaborative process between therapist and patient, where therapists have access to MSM-only, MSM-affirming, and/or alternatives to traditional 12-step recovery and faith-based supports.




8.STIs and other medical issues: due to the strong correlation between compulsive sexual behaviours and high-risk sexual activities among MSM, affirming therapists should refer patients to MSM-friendly physicians in the beginning stages of treatment for a complete medical evaluation. Therapists should have knowledge and awareness of risk and protective factors related to sexual compulsivity, STIs and/or other medical issues. Moreover, affirming therapists should have skills to formulate harm reduction plans or medication compliance as part of treatment. When working with sexually compulsive MSM, affirming helping professionals should be able to work with patients to develop a decision matrix regarding the sexual health advantages of engaging in a period of abstinence during the recovery process.






Conclusion and future directions




In summary, this chapter began by presenting the unique characteristics associated with sexual compulsivity among MSM. Because studies have found MSM are more likely than other populations to have difficulties with sexual compulsivity, understanding the specific risk factors that contribute to the development and maintenance of sexually compulsive behaviour in this population is crucial. Minority stress and internalised oppression, the influence of sex in MSM communities, substance use, previous childhood trauma and bullying, gay identity development, technology and co-occurring disorders have been identified as risk factors and help to explain why MSM are at greater risk. Next, consequences associated with sexual compulsivity were discussed. In some instances there is overlap between sexual compulsivity risk factors and consequences. For example, not only can substance use and co-occurring disorders be risk factors but, for some MSM, they might be consequences of sexual compulsivity. Other consequences of sexually compulsive behaviour include the risk of becoming infected with and/or transmitting 
 STIs, including HIV, and interpersonal difficulties as a result of out of control sexual behaviour. Lastly, although there are an adequate amount of treatment recommendations for sexually compulsive individuals in general (see Section 4), specific MSM-affirmative treatment guidelines for sexually compulsive MSM are lacking. Therefore, to our knowledge, the recommendations introduced in this section are the first MSM-affirmative sexual compulsivity treatment guidelines. More research is needed that investigates culturally-responsive, evidence-based treatment options for sexually compulsive MSM. Furthermore, research that identifies unique protective factors to help prevent sexual compulsivity and/or minimise its impact in the lives of MSM is imperative. Finally, preparing therapists to competently work with sexually compulsive MSM by integrating these topics into clinical training should be mandatory.
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Problematic sexual behaviours and adolescents
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Introduction




Adolescence is known for being a time of trial, error, growth, heartache, awkwardness, mishaps and overall development. There are numerous jokes and plot lines centred on the difficulties and challenges of being a youth, learning to navigate a complex world. Adolescence is a time of maturation, including the confusing and often overwhelming storm of hormones, emotions and physical changes to the body. All of these challenges associated with puberty and growing from childhood to adulthood are normal, natural and inevitable (Attwood, 2008). However, for some individuals, this normal experience can take unexpected turns, specifically when it comes to sexual behaviours, which may become inappropriate, compulsive and even dangerous. Unfortunately, there is limited information available to help families and treatment providers address these concerns. The purpose of this chapter is to provide context for this problem, and to explore the risk factors, treatment needs and best available practice for the treatment of adolescents with problematic sexual behaviours (PSB).

Before it is possible to fully explore this complex topic, it is important to take a moment to define key terms. For the purposes of this chapter, we are defining adolescence as the transition period between childhood and adulthood, during which the body goes through puberty and the brain continues to develop, so from ages 10–24 (Arain et al., 2013). For PSB, rather than using terminology such as sexual addiction with adolescents, it is important to step back and consider the wide degree of variance in behaviour and behavioural sources at this age. To define all PSB seen in youth as addictive in nature may not be appropriate for this age range, as it does not account for the source, type or frequency of the behaviour. However, there are instances when adolescents do have addictive tendencies and patterns that cannot be ignored and the root of these issues must be addressed. So, in this chapter, PSB is defined as: illegal sexually abusive behaviours, such as forced sexual contact of any kind (including rape, groping and frottage); contact with persons unable to give consent due to age or intellect; the use of bribery or coercion to engage in sexual contact (Balogh et al., 2001); socially inappropriate behaviours, such as public masturbation, exhibitionism, voyeurism, (Ward & Bosek, 2002); sexually addictive behaviours, such as compulsive pornography viewing.



A growing concern




Adolescence is the most vulnerable time for developing PSB (Sullivan & Caterino, 2008), as it is often referred to as the formative years of life. During this time, the brain is highly plastic, meaning it is able to rapidly make changes and adaptations, making it highly susceptible to both positive and negative influences (Arain et al., 2013). Adolescence is also the period of time when, developmentally, decisions regarding the best ways to fit into society are made, as well as decisions about identity and sense of self (McLeod, 2013). This means information a child is receiving between the ages of 12 and 18 is being integrated into the child’s sense of how society works, what is expected of them, and what their worth is in society. This is also a period of time when social connections begin to be made and learning takes place, both through education and training, as well as through those social interactions. This all places adolescents at high risk of learning maladaptive and inappropriate sexual behaviours.

The statistics for adolescents engaging in PSB paint a vivid picture, reminding families and treatment providers how seriously this issue should be taken. Using data from national victimisation and arrest records in the US in 2008, Dwyer and Letourneau (2011) reported approximately one quarter of single perpetrator rapes are committed by adolescents. Adolescents also account for 15 per cent of forcible rapes and 18 per cent of sex offences other than forcible rapes and prostitution. Other estimates report adolescents are responsible for up to 23 per cent of all sex offences, 4 per cent of offences against adults, 33 per cent of offences against children and 40 per cent of offences against children less than six years old. Many adult offenders began perpetrating sexual aggressive acts as juveniles, with the behaviour becoming more severe and frequent with time (Eastman, 2005).

In addition to criminal statistics, adolescent consumption of pornographic materials also points towards a serious problem. Sexuality can be seen flooding the media through a countless number of platforms including the news, TV, movies and magazines (Dillman et al., 2014). Sexually explicit materials are alarmingly available for today’s youth and, with the click of a finger, an entire world of sexual material can be accessed. This access has increased through such media devices as computers, phones, gaming systems and other personal electronics (Alexy et al., 2009). This ease of access means that children are more likely to view pornography early on, either intentionally or by accident (Owens et al., 2012; Yoder et al., 2005).

While it is difficult to track exact numbers, some reports claim that youths aged 12–17 are the largest consumers of internet pornography, with the average age of initial exposure being 11 years old (Yoder et al., 2005). The rate of children and adolescents accessing this type of sexual material is also on the rise (Freeman-Longo, 2000). A survey in the Netherlands of 4,600 young people aged 15–25 years reported 88 per cent of boys and 45 per cent of girls had viewed sexually explicit materials in the past year (Hald et al., 2013). In addition, reports of an NSPCC Childline survey (Howse, 2015) state that up to one-tenth of 12–13 year olds fear they are addicted to pornography. It was also reported that 12 per cent of those surveyed said they had not only viewed, but have also taken part in or made sexually explicit videos. The NSPCC identified viewing pornography as a ‘part of everyday life’ for many children.


Risk factors for adolescents engaging in PSB




A critical question to ask in the face of these alarming statistics is: what places a child or adolescent at risk of engaging in PSB in the first place? We know it is happening, but understanding why is critical for providing interventions and treatment. We will now take some time to briefly review some of the primary risk factors that may lead adolescents towards engaging in PSB.


 The first risk factor to be addressed is being the victim of abuse. When individuals are abused during youth, they are more likely to abuse others while they are still in their youth (Mandell et al., 2005). Early trauma can make it difficult to form healthy attachments. Conversely, poor attachment may make later traumas more difficult to get through in a healthy manner (Hall, 2013). Physical or emotional abuse as a child can lead to emotional regulation difficulties as an adult and is linked to sexually addictive behaviours (McPherson et al., 2013). Additionally, trauma and/or attachment concerns may create a desire to feel in control; sexually compulsive behaviours can give an illusion of control and can defend against feelings of vulnerability and ambivalence (McPherson, et al., 2013).

A second risk factor for consideration is early exposure to and ease of accessibility of pornographic materials. It is largely acknowledged that access has increased through multiple forms of media and devices (Alexy et al., 2009), making it easier to view, encounter, create and distribute (Owens et al., 2012). This increases the likelihood young people will, intentionally or not, be exposed to pornography early on (Owens et al., 2012; Yoder et al., 2005). Additionally, pornography is now often highly explicit in nature and often includes violent portrayals of sexual acts (Alexy et al., 2009). There are many debates surrounding the effects of pornography on behaviour. However, there does seem to be consensus in some key areas. These include the viewing of pornography being associated with an increasing sexual preoccupation (Owens et al., 2012) and with an increasing objectification of women (Mancini et al., 2014). Exposure to pornography has also been associated with an increased likelihood of engaging in sexually abusive behaviour (Alexy et al., 2009). This is particularly true among males who are already considered to be at risk of sexually aggressive behaviours (Owens et al., 2012). Viewing pornographic material in adolescence is also associated with a younger age of onset of sexually offending behaviours (Mancini et al., 2014). Even when not combined with other sexual behaviours, pornography use easily becomes addictive in nature, forming into a compulsive and chronic pattern of behaviours that interfere with normal and healthy relationships.

Pornography use is of significant concern when combined with our third risk factor, which is a lack of appropriate sexual education. The limitless source of online pornographic material, combined with a lack of appropriate sexual education material, places young people at increased risk of modelling the sexual behaviours they view. They risk experiencing intense sexual urges and feelings without understanding them or having a knowledge of appropriate outlets for those experiences. Adolescents often learn by observation, so what they see depicted in pornographic material can easily be integrated into their ideas of sexuality (Owens et al., 2012). This has been attributed in part to social learning theory, where young individuals who view pornography are more likely to view the sexual acts depicted as being normal and acceptable (Mancini et al., 2014). This is particularly problematic when other sources of sexual education are limited and pornography becomes the primary teacher. When this occurs across a larger population, social groups begin to form ideas and desires around what is being viewed. Since a desire for social acceptance and connection with others drives much of adolescent behaviour, this fuels a cycle of peer support for engagement in pornography use and sexually inappropriate behaviours. However, seeking connection via means of pornography is most frequently linked to amplified feelings of loneliness (Yoder et al., 2005); seeking to meet the basic human need of connection via internet pornography or other superficial sexual encounters is an ineffective process, perpetuating a negative cycle.

The final risk factor to be addressed here is that of societal values and communication, specifically within family units. When the message is conveyed to adolescents that sex is shameful or embarrassing, they are likely to have a difficult time expressing questions (limiting effective education), concerns or urges that are sexual in nature. When individuals feel they are likely to 
 be shamed or rejected for expressing sexual desires, they are more likely to seek routes that are perceived as non-judgemental, such as the internet (Young, 2008) or potentially asking peers for advice and information. If an individual experiences unhealthy attachment, they are less likely to seek, accept or understand healthy sexual attachments and are more easily caught in an addictive cycle (Hall, 2013). Opportunity and communication are also key concerns within this risk factor. Without opportunity to access pornography or to engage in sexual activities, addiction is unlikely to develop. However, if supervision is limited, access to the internet is unlimited, financial resources are available to support habits and few questions regarding activities are asked, young people are at an increased risk of becoming highly involved in PSB (Hall, 2013).

Closely linked to opportunity is communication. Active communication between parents and children related to sexual issues is a strong barrier to developing PSB. When an adolescent feels safe asking questions or expressing thoughts with a trusted adult, either within or outside the family, their risk of developing high-risk sexual behaviours is likely to decrease significantly. Nonetheless, while many parents express a desire to have open communication, they lack the knowledge of how to do so (Ballan, 2012).


Treatment considerations




Reports and statistics regarding adolescents’ experiences with sexually explicit materials make a compelling case that there is something for families and treatment providers to be concerned about. Understanding risk factors also helps us know where to look for the source of these behaviours. It is critical these behaviours are not left to further develop into adulthood and instead are addressed while still in adolescence. Adolescence is a time during which interventions and treatment have an increased chance of creating positive change and productive outcomes. There is general consensus that adolescence is an ideal time for intervention. However, there is minimal research regarding appropriate interventions for this age group. While the research is limited, we will attempt to provide a foundation of treatment recommendations and considerations that have been established. We will then also provide a case study to help illustrate adolescent-specific concerns and treatment methods.

First and foremost when treating adolescents, it is important to adopt a holistic treatment approach and establish a strong support group. Typically this refers to family involvement, whenever possible. Other important parties for collaborative treatment include educational parties, those providing psychological testing and risk assessments, legal parties as needed, as well as anyone involved in providing clinical treatment.

Most treatment interventions for adolescents with PSB have focused largely on distorted thinking patterns (Eastman, 2005), breaking through denial, increasing motivation to change, reviewing offence patterns, developing empathy, changing deviant sexual fantasies, establishing adequate social skills and dealing with any issues of sexual abuse (Lindsay et al., 1999). While there is some information regarding what treatment elements are critical for treating a general population of sexual offenders (Eastman, 2005) and for sexual addiction, there is minimal information related to specific treatment for adolescent populations. Nevertheless, some treatment models geared towards adults have the potential to have a positive impact on adolescents, with appropriate accommodations being made. Addiction models overall are generally applicable to adolescents.

The process of addiction is the same in both adolescents and adults. However, it is important to remember that the frontal lobe of the adolescent brain is less developed than in an adult, making them inherently more impulsive and adding an extra layer of complexity to urge control and management (Arain et al., 2013). An addiction approach alone may not be sufficient to address all of the concerns for adolescents. Since we know trauma is often related to sexual behaviours, a trauma-informed model may also be useful when working with adolescents. This may be helpful in developing healthy coping skills and appropriate assertiveness, as well as improving social skills, self-esteem and general ability to manage emotional distress. Lastly, models of attachment that focus on relationships are critical. Young people with PSB are often engaged in an attempt to find connection and to meet emotional needs that may not be being met elsewhere. Learning to seek attachment and relationships in appropriate ways is critical in being able to break an addictive cycle and pattern of behaviours (Kahn, 2011).

We would like to propose the following list of specific considerations when working with an adolescent population:


1.Language is powerful: using labels such as ‘sexual offender’ or ‘perpetrator’ can have a powerful and often harmful effect; they can fill the individual with shame and trap them in a role from which it does not appear possible to break out. The use of the word ‘victim’ is also powerful and should be used appropriately in terms of the individual being a victim or victimising others.




2.Understand developmental stage and functioning: knowing where an adolescent is at in terms of social skills and ability to recognise and regulate emotions is critical for successful treatment. Cognitive abilities may limit some of the interventions that might be successfully used with an adult or a higher functioning adolescent. There may be a greater need for experiential or play-based interventions. For example, getting out of the office and walking around may stimulate more conversation than sitting at a desk. It is important to recognise the power differential between counsellor and patient is enhanced when there is a significant age difference.




3.Sexual education: seek to understand what the adolescent has been exposed to and taught about sexuality. What were their sources of information? What has this individual observed within the home, on the internet or at school, regarding what is and is not appropriate sexual behaviour? In most instances, it is critical that appropriate sexual education be provided. While many adolescents have sexual experience, they do not have sexual education. Topics such as consent, protection and progression through relationships must be concretely addressed and taught.




4.Family involvement: to what extent is the family involved? What dynamics exist within the family system that potentially support sexualised behaviours, create shame around urges and sexual feelings or encourage dialogue related to sexual topics? Understanding the family system and the role the individual fills within that dynamic is crucial for being able to create an environment of accountability and support, and for creating healthy relationships.




5.Stereotypes and stigma: sexual topics are littered with stereotypes and individuals caught sexually acting out are instantly stigmatised. There are automatic assumptions regarding motive and intent, as well as the character of someone involved in PSB. Labels such as ‘pervert’, ‘paedophile’ and ‘sicko’ are likely to leave lasting impacts on adolescents and significantly limit their desire to be forthcoming with information or to admit there is a concern in the first place.




6.Addressing shame: sexuality and sexual behaviours are inextricably tied to shame. Brown (2012) defines shame as ‘the intensely painful feeling or experience of believing that we are flawed and therefore unworthy of love and belonging’ (p. 69). Shame is likely present from the beginning with sexual behaviours and encourages secrecy. Regardless of the specific behaviours, fetishes, pornography use or fantasies reported by adolescents, it is important to address shame throughout treatment. It is critical to help individuals to recognise their shame triggers, how shame drives their cycle of acting out, and their feelings of worth and connection. When language is used that encourages shame, individuals are driven to isolation, secrecy and further 
 risk of engaging in negative behaviours, including those that are sexual. In addition shame drives people away from relationships (Brown, 2012), which are critical if adolescents are to find success in treatment.




7.Populations of concern: it is of critical importance to recognise there are populations of adolescents who have little to no information available on how to intervene. Two populations in particular are females and individuals with disabilities. We know both of these populations are not immune to experiencing PSB and they are also in need of appropriate interventions. Individuals with intellectual disabilities have been reported to be more likely to abuse individuals who are under the age of 16 and are also at risk of victimising other individuals with disabilities (Balogh et al., 2001), particularly when they themselves have experienced abuse. This is particularly salient because we know sexual compulsivity is rarely found in isolation and mood disorders, anxiety disorders, personality disorders and substance dependence are frequent comorbid diagnoses (McPherson, et al., 2013). Females also experience pornography addiction, as well as other sexually abusive and sexually inappropriate behaviours. However, the stigma is often amplified among these populations. Additionally, communication related to sexual topics is often even more limited in this population, with both parents and service providers often struggling with feeling they are too innocent to discuss sexual topics (Young et al., 2012). Service providers working with these populations must make a conscious effort to take background, context and societal expectations into consideration.





Those considerations apply across any treatment approach. Nonetheless, most current approaches emphasise the following steps: (1) accountability and honesty regarding what sexual behaviours have been engaged in; (2) acknowledging the limitations of their ability to manage these behaviours; (3) development of empathy and an understanding of how actions have impacted others; (4) identification of patterns or cycles of behaviours; (5) education regarding appropriate ways to manage sexual urges, including sexual fantasies and masturbation patterns, and (6) a relapse prevention plan.


Case study




This following case study is a true account of a student who went through the treatment process at Oxbow Academy, a residential programme for the treatment of adolescents with PSB. This case study is shared with permission, in order to illustrate the challenges that face adolescents and the variety of obstacles and treatment objectives that need to be accomplished in order for treatment to be effective. We will refer to this student as JR.

JR was the younger of two children, born in the south central part of the US. His mother did not have any complications during her pregnancy and JR did not have any problems meeting developmental milestones during early childhood. Around the age of four, while at his grandmother’s house near the family home, he was sexually abused by an older neighbourhood boy. Over the next five years he was repeatedly abused, sometimes with physical force, and told not to tell anyone. About two years into the abuse, his female cousin began sexually abusing him as well. JR reports that initially the abuse was scary but eventually it became normal and even fun. As he continued to grow and develop he would engage in sexual abusive behaviours towards others.

As JR continued to grow and eventually reached puberty, be began to experience extreme, intense anger. His parents didn’t know what had happened to him or the source of his anger. They constantly sought treatment from psychologists and psychiatrists who would put him on medications, which would temporarily help but, inevitably, the anger would return. The source of his anger could not be identified and so the symptoms were treated without ever getting to 
 the root of his behaviours. Throughout all of this, JR was viewing pornography, using whatever access and means he could, including the school, friends’ houses or handheld devices that he could sneak around. There were also several occasions on which neighbours would report strange behaviours from JR around their children, which at times would have a sexual undertone. If his parents tried to talk about these concerns with him, he would explode and begin to destroy things or run away. JR got to the point where he attempted suicide on several occasions and his parents realised that, if they didn’t take some action on their own, they would attend his funeral before his graduation from school.

JR was placed in a wilderness programme. Wilderness programmes are experiential in nature and utilise the benefits and experiences of living in the wilderness to engage in therapeutic interventions. It was there that JR disclosed his childhood sexual abuse for the first time. Immediately his parents knew he needed treatment to address this. However, following his return home from wilderness treatment, his anger returned and the problems escalated. JR was hospitalised after he attempted suicide. His parents searched for an appropriate treatment option to get JR the help he needed and eventually he was placed at Oxbow Academy, where his journey to recovery began in earnest.

On entering treatment for sexual behaviours, there are many misconceptions that have to be dealt with in order to help the individual feel safe enough to engage in the treatment process. Much of the language that describes sexual behaviours comes from the adult criminal justice system and has been sensationalised by the media. Those who began addressing the need to treat adolescents took the tools and language for adults and began using the same terms with adolescents, without fully understanding the potential negative impacts. Words such as ‘sex offender’, ‘perpetrator’, ‘paedophile’ and ‘child molester’ are labels that induce shame and are not necessarily accurate in their description of adolescent sexual behaviours. JR did not have an initial sexual attraction to children but as a child was taught to engage in sexualised behaviours by an older male and female child. As a result, this sexual behaviour became normalised to the point of being not only acceptable, but also enjoyable. On television, adult men are often portrayed as trolling or fishing for younger males or females to engage in sexual behaviour. Let us be clear that there are adults that sexually prey on younger, vulnerable children and we support the arrest and prosecution of those individuals. However, the challenge is that there is not any education or differentiation between a diagnosed paedophile and a young man such as JR, who has developed an inappropriate arousal template at a young age that can still be influenced and adjusted.

As JR entered treatment, we initially began the process of creating a full sexual history that included all sexual contact, including frottage and voyeurism. It also included sexual fantasies, public masturbation, domestic violence, exhibitionism, solicitation via electronic device(s) and pornography habits. He also went through the process of learning the legal definition of consent and of various sexual crimes. This was of vital importance in assisting him in recognising and accepting his own victimisation, as well as recognising his abuse of others. This needs to be done in a straightforward and concrete way, avoiding labels that induce shame. This was paramount for JR because much of his anger and destructive behaviour stemmed from the shame he felt both for his own experiences and for his reciprocated abuse of others. Accepting his actions as they were, with honesty and accountability, was fundamental to creating a strong foundation for healing.

Treatment providers play a critical role in creating a safe and non-judgemental environment in which an adolescent can come to a place of honesty and accountability. JR had lied to his parents and others from the time of his first abuse at four until he disclosed that abuse at the age of 17. In order for him to heal and help all he had abused to heal, he would have to be honest and so begin the process of healing. Brene Brown, in her book Daring Greatly
 (2012), sums up 
 what a culture of honesty is meant to accomplish. In her book Daring Greatly
 (2012) Brene Brown identifies the three things that shame needs to grow as secrecy, silence, and judgment. She then goes on to state that if you were to mix shame with equal levels of empathy it cannot survive. Each of these three things (secrecy, silence and judgement) must be addressed with adolescents in order to be able to effectively move forward and find healing and change.

If we look at the example of JR, we can see his environment and early life experiences changed the course of his development. His early life experiences, without appropriate treatment and intervention, would have probably impacted the entire course of his life. Thus, it is critical that the environment be addressed. As JR entered treatment, his family was involved from day one. As JR was sharing his sexual history and creating his disclosure, his parents discovered they knew the families of many of the people who JR had listed on his disclosure. They had a sincere desire to help their son to overcome the challenges he was facing and realised they were going to have to get more involved in his treatment and do their part as a family to disrupt the cycle. They decided they were going to talk to each of the families JR had listed on his disclosure and tell the children’s parents what had happened, how many times it had happened and that it was their right to file charges. This process, although difficult for JR and his parents, was extremely effective in breaking the negative cycle of secrecy, silence and judgement. Although JR was fearful he would get into trouble, he was able to see the value in his parents helping him through this process and realised he could rely on them for their support, even when honesty was difficult.

Although JR’s family’s approach of contacting the families of all those involved is an extreme example, it shows the lengths many families are willing to go to in order to help work through difficult issues. It is imperative in treating adolescents with sexual behavioural problems that there is a strong family therapy component. Often the sexual behaviour of one child impacts on the lives of other children in the immediate family, as well as extended family. Many families struggle with the shame and want their child to be treated without having to involve other immediate family members or the extended family. However, this approach is counterproductive because it increases shame by sending the message that it is better to keep sexual urges and experiences secret and that it will do more damage to tell. A family systems approach is particularly necessary when the adolescent with the sexual behavioural problems also has a disability of some form, such as learning difficulties, autism and/or other compounding diagnoses. Many adolescents who have learning difficulties need to have family systems that have the skills necessary to coach, prompt, help and support their students.

Students who struggle with disabilities often need to have repetition in a variety of settings to help them move the information from a cognitive place to being integrated into beliefs and behaviours. This presents a difficult challenge when the most widely accepted treatment modalities are cognitive-behavioural in approach. As a result of many of these struggles, it is beneficial to add experiential components to the treatment modality. While this is of particular benefit to students with disabilities, adolescents without disabilities also benefit from the opportunity to learn in a dynamic, active and integrated way, allowing them to internalise principles that may otherwise have been elusive.

One example of an experiential intervention was the use of an equine-assisted therapy session with JR and his parents. JR had made significant progress, having worked through the process of being accountable and having developed significant empathy for others. However, he had struggled to accept the reality that he was going to have to develop skills to manage his sexual urges and fantasies throughout his life. He was functioning under the belief that once he left Oxbow, he would be cured and not have to deal with these things ever again. Despite many sessions where his parents had been vulnerable and talked about struggles that 
 they now had as adults because of childhood experiences, JR could not, or would not accept this reality. The equine activity designed to address this type of disconnect from reality has become affectionately known as the ‘grain game’. JR was asked to label and identify the four biggest struggles he had been working on both before and during treatment. He identified anger, pornography, deviant sexual fantasies and lying. Four horses were then brought in and each was labelled as being one of these struggles. A large stick figure was laid out in the middle of the arena with five grain buckets scattered throughout. The figure was labelled as JR and the grain buckets represented the life energy we each have. JR was told he needed to protect this life energy. JR was instructed to use anything available in the arena to protect his life force from the four problems identified, who were then turned loose. Immediately JR began running around chasing the horses off from one grain bucket to the next, but to no avail. The harder he worked, the more futile it appeared. JR went from effort to despair to anger several times, yet he continued to chase the horses, despite the fact it was not working. JR’s mother became angry because she said the task was too difficult and too hard on him. She had a difficult time watching her child struggle and ultimately chose to leave rather than watch.

Eventually, JR’s anger shifted from being towards the horses to being directed towards those remaining in the arena, those who had sought to help him the most. The moment this shift in his anger was identified to him, something changed. JR was able to see he had spent years running around taking his anger out on people who loved him and were attempting to help him, without facing the real issue. JR was able to see he could not fight this battle alone and that, if he didn’t start working to be vulnerable and reaching out to others for help and support, he was never going to be successful in keeping all of the horses away from the grain buckets. The parallel was clearly evident in that, without the assistance and support of those around him, he would not be successful in managing his urges and building healthy relationships.

JR finally grasped the reality that anger, pornography, deviant sexual fantasies and lying were going to be with him the rest of his life but, if he would reach out to the people he trusted, he could lean on them for help and he could manage one issue at a time. Once this realisation came, he allowed himself to ask for help and presented a plan for managing the situation. Help came and he was able to find success. This was a powerful and emotional experience. He was able to accept his current reality and allow himself to be vulnerable and accept the love and support of others. This is one of many experiential examples that have helped our students gain much needed insight. It is the development of insight such as this that drives our use of experiential therapy.


Evolving state of the evidence




There is much work to be done in the area of working with adolescents with PSB. Every day, new studies are being conducted and results published. We fully expect the resources and knowledge available for providing treatment to adolescents will continue to emerge and grow, replacing and improving what we already know. The needs of this population are only going to increase as our culture becomes further sexualised and as pornography continues to become more accessible and permissible. The flood of young individuals needing treatment is just beginning and we must be prepared to provide services with compassion, understanding, patience and an absence of judgement, to enable young people to have a second chance at a successful, healthy and productive adulthood.
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The female face of sexual addiction






Alexandra Katehakis







Introduction




While the term sex addiction (SA) has a decidedly male ring to it, female sex and love addiction (FSLA) echoes a romantic component seen as essentially feminine. Deprived of early parental mirroring and care, both SAs and FSLAs ache to be seen and loved. But unlike their male counterparts, most FSLAs identify their loneliness and hurt, and have, consciously or unconsciously, spent a lifetime trying to abate them through love addiction instead of the love avoidance characterising SA.
 Cultural messages are that a woman’
 s life goal is to couple, and greater social acceptance of expressing that desire, both permit and perpetuate their view of aloneness as a privation rather than a point of pride, as SAs often construe it. Captured by the ‘
 happily ever after’
 myth, a desperately lonely girl, whether straight or gay, will very early conjure a rescue fantasy and wait for ‘
 the one’
 to save her. Without attachment figures to regulate and soothe her, she embroiders that device of dissociative fantasy in adulthood. Her own attachment difficulties inevitably draw her to problematic partners, leaving her alone, again. In fact, the more grandiose her fantasy, the lower the likelihood she will create a real connection. This chapter sketches clinical presentations of FSLA, explores its psychobiological origins, and details effective treatment.


Presentations of FSLA




No two FSLAs (just as no two SAs) act out identically. Some engage in serial monogamy, flying from relationship to relationship in search of ‘
 Mr. (or Ms.) Right’
 ; others remain preoccupied with one unhealthy person who they cannot bear to leave. Still others seek out SAs ‘
 in an unconscious attempt to avoid or disown their own … compulsivity’
 (Ferree, 2012: 29), and some detach from their sexuality, and from human contact altogether, by compulsive pornography viewing, cybersex or sexual anorexia. Indeed, not all women accept social norms of femininity or the concept of love addiction. A small minority aptly identify as sex addicts whose compulsive hunt for non-relational sex lets them both feel and numb themselves, as well as pour eroticised rage on others. But FSLAs almost always demonstrate a romance addiction component in their behaviours, often engaging in sex acts they dislike in order to feel loved. So, FSLAs present variously as ‘
 a relationship or love addict, romance addict, fantasy addict, pornography or cybersex 
 addict, masturbation addict, exhibition addict, an addict who sells or trades sex, and one who partners with another addict’
 (Ferree, 2010, cited in Ferree, 2012: 30).

While presentations range, females have historically been seen and generally see themselves as primarily relational. This is an assessment supported by the Women’s Sexuality Survey (Corley & Delmonico, 2011), in which 261 of the 491 respondents identified as FSLAs. 64 per cent of those labelled themselves love and relationship addicts, while only 36 per cent self-identified as SAs (Ferree, 2012).

Clinically, these findings seem to hold up. Most FSLAs blend flagrant behaviour with self-effacement, perpetuated by Western culture’s contradictory messages that their sexuality is a power but must be controlled by men, and that realising their truest self requires relationship with a male (McDaniel, 2012). Without an integrated sense of self, the FSLA builds one from an odd mixture of parental expectations and patriarchal, soft-porn advertising (Buzzell, 2005) and paints herself into a narrow corner of derivative sexuality (McDaniel, 2012). ‘Sexually codependent’ (Kasl, 1989), she cannot find safety and validation from another’s desire, and grows lonelier and more self-loathing.

While addictive sexual behaviour (including its avoidance) is an obvious symptom of FSLA, the single-minded pursuit of sex, ‘
 falling in love’
 or both show their essence as the profound inability to attach securely. The FSLA who comes to your office typically sounds as if she is seeking real relationships. But the dopaminergic surge from the chase, extreme fantasy, the delusion of all-consuming love or compulsory orgasm generates a false sense of control which masks from her, but marks for you, her dissociation from others and herself.

As for male SAs, FSLAs’
 (whether predatory or passive) preoccupation that sometimes incapacitates them for work or daily tasks is the organising force of their life. Her addictive cycle is composed of compulsion, continuing despite negative consequences, tolerance leading to escalating behaviours, hyperfocus to escape emotional discomfort, rituals (including grooming) to increase excitement (Corley & Delmonico, 2011; Ferree, 2012) and finally, acting out sexually.

Ironically, the FSLA has difficulty talking about her sexual issues due to her lifelong, global shame. That shame may also block her from disclosing collateral damage that would facilitate your assessment: surprisingly common anorgasmia or vaginismus, unwanted pregnancies, sexually transmitted infections (STIs), partner abuse, loss of female friendships from rivalry, financial disaster from affairs with bosses or coworkers, poor work performance or overspending on wardrobe and grooming. In fact, she may present as glamorously dressed and toned (perhaps through shopaholism and over-exercising) because she defines her inner self by outward perfection, including possessions, looks and sex appeal.

Alternatively, an FSLA may ‘act in’, depriving herself by sexual aversion, staying in an exploitative job, isolating, locking herself into an online primary ‘relationship’ or suffering from other addictions or eating disorders. But whether seemingly self-assured or shy, her presentations cover up disruptions in early development. She will likely present as moderately to severely dissociated. Fear-based hyperarousal appears as accelerated speech, scrambled thinking and emotional flooding, while shame-based hypoarousal appears with slow speech and a detached manner. And all presentations demonstrate not just dissociation but compartmentalisation – the major defence against dysregulation (Hill, 2015) and a hallmark of any addiction – and automatism, or unconscious activations bubbling up behaviourally as unacknowledged gestures, vocalisations or facial expressions. So an FSLA usually presents as incapable not only of maintaining
 relationships but also of describing
 current or past ones (Hill, 2015). In other words, she lacks an affectively coherent narrative, and that deficit stamps both her attachment style and her reflection about attachments. In brief, despite superficial achievements, her depression, anxiety, low self-esteem, incapacity to bond with friends or lovers, loneliness and helplessness indicate active FSLA. She will likely fall 
 in the avoidant, preoccupied or fearful attachment quadrant of Bartholomew’s Experience in Close Relationships Revised (ECR-R) scales (see Ferree, 2012).


Recognising enmeshment and abandonment




The next section will trace the neuropsychobiological roots of FSLA. One of its most common causes – parental enmeshment – and its silent partner – abandonment – brand the FSLA as clearly as any behaviour. So we should detail their residues in her presentations even before we explore their role in FSLA aetiology.

Minuchin (1974) defined enmeshment as blurred psychological boundaries between family members that compromise individuals’ emotional autonomy. While enmeshment is only one of many strands in a dysfunctional system, it appears even when the primary dysfunction is neglect, since emotionally abandoned youngsters typically learn to survive by caretaking of a narcissistic parent. More commonly, a parent conditions a child to adopt the parent’s tastes and opinions, so the child survives by perfecting followership rather than self-expression (Love & Robinson, 1990). Enmeshment and abandonment are flip sides of the same coin because both negate the actual self of the child and lead the survivor to devalue that self. However acquired, the skill of malleability perpetuates the child’s experience of invisibility and appears especially to prime girls for lifelong subordination.

Women enmeshed with one parent and abandoned by the other felt idealised by the first, but ultimately rejected by both for their inevitable failure to meet the needs of the enmeshed parent and win attention from the other. So FSLAs typically oscillate between polarised unhealthy views of themselves: grandiose entitlement and crushing disdain. Impossibly tasked with satisfying the enmeshed parent and gaining notice from the aloof one, they suffer from perfectionism, which drives them to suppress their own needs and to over-achieve (Love & Robinson, 1990). Compounding this, their power over the dependent parent fed a false sense of omnipotence, which programmed them to assume predictably impracticable projects and standards. General indecisiveness – often cloaked in perfectionism – pervades their life; feeling sometimes entitled and sometimes worthless, they always disrespect their own emotions.

It follows that the FSLA may ally or compete with, rather than differentiate from, one or both parents, perhaps attaching ambivalently to the enmeshed parent who made her feel special but demanded the impossible. Contemplating independent relationships or living arrangements may fill her with guilt, or what Adams and Morgan (2007: 9) call a ‘Disloyalty Bind.’ Unfamiliar with her own needs, she fixates on those of others. One or both parents may try to control her treatment, presenting her uncertainty as a cause, not an effect, of her problems. In fact, her lack of mature differentiation from them has heightened her susceptibility to substance or behavioural dependencies.

From her descriptions of childhood you may surmise that the enmeshed parent commented on her developing sexuality to her or in her presence, which left her simultaneously confused and complimented. If she experienced covert or emotional incest (Adams, 2011) – psychological enmeshment with her father – she learned that being attractive brings attention, and she would have imbibed that lesson even more explicitly if she was sexually traumatised.


Romance




Childhood enmeshment and abandonment, then, rendered the FSLA unable to function independently and reliant on partners to feel whole, yet fearing both engulfment and abandonment. Along with subordination she may act out dissociated eroticised rage and love-avoidance in aggressive, sometimes dangerous behaviours. So she may choose and objectify a partner as a 
 money-maker, then express her fury by spending with entitled abandon. Or she may grant or withhold sex to control a relationship.

But whether hypersexual in search of comfort, or sexually anorexic as a reflection of deprivation, her behaviours show that she does not value, but instead employs, sex to gain love and security. Such commodification of sex may be unconscious, deriving from a confusion of sex with love and from her long experience of being objectified to please others. Of course, the choices of a moderately to severely dissociated self rarely end well, and she is repeatedly left with only her self, which she views as incapable and unlovable.


Friendships with women




If the FSLA’s romantic strategy reveals profound detachment, so do her friendships with other women. Schooled by her mother in ‘feminine’ wiles, she distrusts women and preferentially navigates social ventures with males. Thus relationships with females masquerade as friendship but constitute rivalry; covert aggression may manifest as hurtful ‘banter’, flirting or even having sex with their boyfriends or girlfriends. She may also be enmeshed with women in connections resembling fixations or power plays more than intimacy. Finally, her own untrustworthiness with friends, as with lovers, further deprives her of allies.


Neurophysiological roots




Since the 1990s, neuroaffective research has explained the linchpin of attachment theory: the centrality of a good-enough caregiver in a child’s emotional and intellectual development. It detailed psychobiologically how the caregiver’s loving responses interactively regulate the child’s emotional states, thereby stimulating and nourishing the experience-dependent, affect-oriented right brain so it learns eventually to regulate the autonomic nervous system (ANS) independently. And studies revealed that only this fundamental achievement – affective self-regulation – permits maturation of our relational executive functions: introspection, self-control and empathy.

So neuroaffective science explains biologically what we’ve long known clinically: that the quality of earliest attachment determines if the baby’s limbic (emotional) brain and other neuronal structures and circuits supporting social and self-functions blossom or are, literally, blighted. Good attachment requires attunement, in which the caregiver’s own instinctual regulatory systems let them mirror and amplify the baby’s vitality states (joy, excitement and play) and read and regulate its upset. Lending the baby this capacity builds secure attachment, which teaches the baby that relief springs from relationship and integrates its self – which one day can comfort another. Interactive regulation exercises children’s self-regulatory nerve and brain functions so that they come to know and moderate their impulses and recognise such feelings in others.


Early relational trauma: lasting effects




When the caregiver does not regularly attune to a baby, its neglected affective systems and experience-dependent right hemisphere do not mature and integrate to manage its own affect. Neurophysiologically speaking, abandoned brain structures meant for interactive regulation dwindle, forcing the infant to soothe or stimulate itself. Habituated to chronic panic, the neglected hypothalamic-pituitary-adrenal axis (HPA) – the body’s major stress regulator – emits only disjointed, inappropriate neurochemical responses. Worse, after the brain’s malleable early period, development of axons and neurones needed for social engagement stops (Pinkernelle et al., 2009) and their destruction by early neglect or later trauma is irreversible (Allman et al., 2005; Behen et al., 2009). Even poor prenatal environments may engender abnormal behavioural 
 systems (Leckman & March, 2011) and ‘modifications to the fetal brain with long-term developmental consequences’ (Yirmiya & Charman, as cited in Schore 2013: 172).

Such a child cannot read affective signals from their body, and certainly not from others, and even more certainly cannot manage them interactively. Instead, they adopt the lonely, temporary, autoregulatory externalising strategies of fantasy and masturbation to escape the constant hurt, fear, shame and inner deadness born of relational trauma and neuronal neglect. At best, they avoid intimacy. At worst, they remain dissociated in a hyperaroused or hypoaroused state. So the stunting of self-regulatory powers by early chronically unrepaired misattunement cuts an isolating neuropathway in the brain that sets the stage for SA, FSLA or other dependencies.

Because their prefrontal cortex (PFC) regions, charged with executive functions and links to the body, withered on the vine, these children cannot practise the uniquely human gifts of self-differentiation, somatic awareness, imagination and insight into self or others. They cannot – dare not – turn to others, since intimacy recalls the unconscious shame, hurt and self-hatred experienced during relational trauma. Without high-right hemisphere regulatory powers for noting and navigating subcortical (primitive brain) impulses, they stay anxious, empty and lonely. Because the interactive regulatory strategy was never encoded in their neuronal structures and circuits, their brains patterned autoregulatory strategies that favour dependence on external substances or behaviours as the only, thus irresistible, self-regulating tactic.

So the onset of addiction may be located in early relational trauma, the attachment deficits it brings and the survivor’s reliance on rescue fantasies, substances or behaviours for soothing in place of bonding with another and self-reflection (Khantzian, 1978). Awash in unmanaged stress and lacking sufficient dopaminergic neurones deep in the reward centre, the right-brain’s social and affective cortical and subcortical systems remain disintegrated and defective (Schore, 1994). There is consensus that drug and alcohol addicts are ‘self-medicating’ to bolster their impoverished regulatory systems. We may safely assume that FSLA results from ‘an impairment in the capacity for self-regulation’ (Schore, 1994: 403) born of relational deprivation, the consequent disabling of affective regulation through human connection and inner reflection, and its ‘medication’ by fantasy, pathological relationships, sex and orgasm.


The female brain and developmental trauma




In the first two months of life, all babies’ brains share an identical neural map. But a surge of testosterone in males at eight weeks destroys some cells in the communication centres to accommodate expanding areas controlling sex and aggression (Arnold et al., 2004; Brizendine, 2006). So female brains soon seem preferentially wired for empathy; as early as 12 months, female babies display greater attunement to others’ distress via sad looks, comforting behaviours and sympathetic vocalisations (Baron-Cohen, 2005). Female brains, then, remain neurobiologically specialised for support, social connection and verbal skills (Cosgrove et al., 2007), while male brains morph to favour systemisation, analysis and spatiality (Baron-Cohen, 2005; Cosgrove et al., 2007). Ironically, female brain structure may make them susceptible to sex and love addiction if developmental trauma damages their superior relational potential.

Certainly, poor caregiving stresses all children by stunting nerve paths and neurochemical functions that regulate affect, create secure attachment, integrate the self, allow mentalising (knowing and applying feelings to others) and so sustain mature intimacy. But infant females appear to absorb emotional neglect directly into the nervous system, imprinting them for life (Brizendine, 2006). Even prenatal, intrauterine stress may incline adolescent females to anxiety (Becker et al., 2005; Kessler, 1997; Phillips et al., 2005). This early sensitisation to tension may also account for females’ doubled occurrence of depression compared to males (Becker et al., 2005; 
 Cosgrove et al., 2007) and may correlate with addiction (Nestler et al., 2002), including FSLA. For, in general, poorly attached girls overregulate and internalise disturbance, inviting depression, while boys underregulate and externalise upset.


Enmeshment and abandonment as developmental trauma




Later, parental enmeshment leaves the child unheard, unseen, used, entrapped, obligated and special – simultaneously invaded and idealised (Adams, 2011). Love and Robinson (1990) identify several forms of enmeshment. Occurring generally with opposite-gendered parties, the parent may sexualise the child, treating them like an adult romantic partner. More commonly with same-gendered parties, the child may be objectified as a buddy or confidant, which may include competing with the child as an equal. The critical/abusive parent uses the child as a target. Neglectful parents (possibly, with active addiction) force the child simultaneously to suppress their own abandonment feelings and to ease those of the needy parents. The forms may diverge, but the effects combine to destroy the child’s self. Indeed, enmeshment and abandonment themselves function as one, as both judge the child as they further or frustrate the parent’s unconscious agenda.


Mothers and daughters




The mother-child attachment schools emotional and cognitive structures and capacities of all infants. However, it exerts a particular impact on girls’ relational template (McDaniel, 2012) as the model of womanhood (Hunter, 1994). That self-definition colours all her adult relationships, sexual or not; if negative, it compels her towards unpredictable or unavailable partners on whom she lays impossible dreams of perfect love, thus repeating her history of betrayal, anger and agony: ‘The woman who has felt “unmothered” may seek mothers all her life – may even seek them in men. Some … marry looking for a mother’ (Rich, 1995: 237).

Mother-hunger inclines women towards perfectionism, difficulty being sexual and food anorexia. It invites deprivation because the girl perceives her withholding or exploitative mother as her best friend, and as herself, and thus becomes her own worst enemy.


Fathers and daughters




Although Mellody (2003) finds that father-enmeshed women become sexually avoidant while father-abandoned women become sexually addicted to men, FSLAs contain both tendencies, if in accordingly varying proportions.

Covert incest, in which a father takes the girl’s dependency (Adams, 2011), is especially detrimental when her mother lacks boundaries (McDaniel, 2012) or warmth. To satisfy her own needs at all, the girl must disown them and focus instead on those of the father; this is especially damaging when a ‘chronic break … in the emotional, spiritual, or sexual bond between parents’ (Adams, 2011: 15) makes the child’s surrogacy relieving to the distant parent.


Treatment: universals and specifics




Despite variance in the psychobiological aetiology of male SA and FSLA, patients with either are attachment impaired. So, when enriched with sensitivity to the unique qualities of FSLA, identical interventions prove effective for both: collaborative assessment to confirm the diagnosis; individual therapy to design and monitor a sexual health plan; a 12-step programme to arrest destructive sexual behaviours; group therapy to build connectivity and address the ongoing impact of addiction on family, relationships, health and finances; couple therapy as indicated – all 
 within a relation-based psychotherapy in order to finally heal underlying childhood hurt, shame and rage. My Psychobiological Approach to Sex Addiction Treatment (PASAT) blends Carnes’s Task Model – the standard of initial care for sex addicts – with reparative relational therapy (Katehakis, 2016). The approach seeks present somatic and emotional awareness and starts therapist and patient in the endless dance of relational rupture and repair. It prioritises the therapist’s use of self, including body awareness and clinical intuition. It empowers both parties by experiencing, expressing and integrating bodily based feelings, to give the FSLA practice in accessing affect and in genuine attachment.


Collaborative assessment




PASAT begins with a non-judgemental collaborative assessment (Katehakis, 2016). More than a history-gathering tool, this respectful, gentle but persistent investigation of not just each addictive act, but its affective impacts on that particular patient, constitutes a first intervention. It gives patients an immediate sense of control and connection – experiences which are even more exquisitely rare, and more strategically crucial, for FSLAs than for male SAs. It starts to lift some of the shame and resultant perfectionism blocking their effective treatment.

At the same time, collaborative assessment stretches the therapist’s sensitivity to their own bodily based feelings as diagnostic clues and affective communications; this is an essential skill for helping the patient become aware of and comfortable with their own bodily based feelings. Indeed, working with SAs and FSLAs can stress even experienced therapists as they bring to conscious experience profoundly shame-based, painful and frightening addictions. This is so because collaborative assessment initiates a relational stance similar to that of the healthy mother-infant relationship – regardless of the practitioner’s gender – as the therapist follows their own embodied responses to the patient in order to mirror and regulate the patient’s affect.

At all times, the therapist tracks the wordless body language of their own shame, anxiety, revulsion or attraction. Eventually, both therapeutic parties will practise such mindfulness, which instils the habit of reading bodily based clues to affect and strengthens connection with oneself and others. Inevitably, transference and countertransference will emerge. But along with risks, they bring clarification of how gravely FSLA has twisted the addict’s self-image, thoughts and relationships, and how these impact another. Examining these constructively and carefully promotes treatment; ignoring or, worse, denying them paralyses it.

Equally regardless of the practitioner’s gender, this maternal position presents pitfalls and possibilities specific to FSLA. But with male or female patients alike, the right brain to right brain affective communication leaves the therapist’s emotionally mature left brain to register and retain the patient information – verbal or not – needed to create a full narrative of the self, even before the patient can. As the entry to relational therapy, collaborative assessment begins to examine the unofficial criteria of SA and FSLA: shattered relationships, shame, rage, self-hatred, tortured attachment and accompanying disorders.


Individual relation-based psychotherapy




While all addicts need relational healing of insecure attachment, women especially appear to need connection (Covington & Surrey, 2000) to build an integrated self in therapy. So in PASAT’s first phase, jointly setting precise goals is crucial for FSLAs. Especially for someone who does not manage basic life tasks independently, developing a clear vision of her needs and the actions she herself will take to meet them contains, regulates and builds self-confidence – feelings she very rarely experienced growing up.


 As with any patient, in defining those goals, it is vital to treat – or refer for treatment – the most acute symptoms first: substance abuse or dependence, self-injury and eating disorders. One of the FSLA’s first tasks will be – like a teenager – to individuate by:



•Setting and maintaining boundaries;




•Recognising preoccupation and avoidance;




•Identifying toxic shame and obligation;




•Grieving relational, material and other costs of FSLA.







The relation-based therapy foundational to PASAT treats FSLAs (like SAs) as attachment-impaired as a result of relational trauma, which left them, understandably, unable to trust and attach. Excavating their deep pain terrifies them because vulnerability means danger. But FSLAs especially, who have almost always survived the confusing, contradictory and ambiguous experience of enmeshment or abandonment, could not clearly distinguish the abusive quality underlying such parental attention or rejection. They have, therefore, become exquisitely attuned – even over-sensitised – to threats. Indeed, sex and love addiction served simultaneously to keep dissociated affect at bay and to suppress intuition, yielding an erratic, unreliable ability to register actual danger. This uncertainly about basic security places responsibility for creating a safe space solely on the therapist, who must exhibit emotional stability, patience and a non-judgemental stance as the FLSA learns to trust and attach.


12-step programme for addictive behaviour




An intensive outpatient or inpatient programme is indicated for patients unable to follow treatment recommendations in a standard setting. For most, though, once the therapist and patient have together confirmed the presence of the addiction, treatment can progress. After collaborative assessment confirms the addiction and grants patients (perhaps their first) relief from shame and passivity, following Carnes’s focused protocol with a therapist and 12-step group begins to restore damaged brain structures and functions, halt damaging behaviours and deconstruct denial defences.

But cognitive behavioural therapy (CBT)-based recovery tasks have traditionally been designed for the male brain that likes to systemise manageable, fixable parts. Men typically appreciate your delegation of these tasks and readily take them on to move into solutions. In contrast, a female brain preferentially forms a relationship first, so immediately assigning tasks may feel dismissive and isolating instead of relieving.

An FSLA will respond to the task work better if she feels you are working with her; at times doing the work together in session will make her feel more safe, connected and regulated and less shamed (Ferree, 2012). Then task work can serve its two-fold purpose: firstly, deconstructing her denial and secondly, establishing attunement and regulation that brings more neural integration to advance her recovery. Slowing the work pace reassures her anxiety, and maintaining solid boundaries avoids re-enacting enmeshment. Once 12-step meeting attendance begins, recovering women find themselves in caring and honest relations even with other women, sometimes for the first time. Many notice surprisingly rapid expansion of their general capacity for attachment due to the safety, comfort and connection experienced from meetings (Smith & Tonigan, 2009).

The first phase of sexual abstinence forces the FSLA to manage stress without the addictive self-medication. It also lets you observe withdrawal symptoms and any underlying disorders. 
 Soon afterwards, she, you and 12-step members co-create her unique Targeted Sobriety Plan (Katehakis, 2016) identifying the out of control acts to be avoided, their triggers, and the new social and sexual behaviours the patient wants to practise. The Targeted Sobriety Plan works as a map to healing and a calendar marking time in sobriety. It uses, and strengthens, her increasing understanding of the causes and costs of her addiction. Abstinence from damaging acts, support from the therapist, and support from 12-step members – notably females as well – bring the FSLA relief and hope surprisingly quickly, and let her exhausted, dopamine-driven, addictive brain connections fade.


Group therapy




Group therapy, a standard modality for socialisation in addiction treatment (Brooks, 2011), typically indicates gender-specific meetings for the first 52 weeks. During that year, patients bond, learn to trust and practise safely confronting fellows in recovery, all steps in becoming open and intimate. However, while men can generally enter a group as soon as they maintain ‘sobriety’ from problematic sexual behaviours for 30 days, FSLAs’ pointed difficulty in trusting other women may delay their readiness for group work. Interestingly, many refuse to join a SLA group due to its implicit stigma, but will join a ‘Women’s Intimacy’ group.

By this time, the second, purely relationally-focused phase of PASAT explicitly explores the underlying trauma that the patient’s addiction has papered over at such great cost. Together, the therapeutic relationship tracks the cycle of shame that fuels and is fuelled by FSLA, first using the therapist’s physical and emotional reactions and later using those of the patient as she learns to read and report them. Supported by the therapist, she comes to recognise, respect and wish to heal a partner’s or a friend’s pain. Adding group therapy activates new feelings of secure attachment and of empathy that are both social and self-compassionate.

Trauma work in individual therapy prepares her to use the internal and external resources she has gained to regulate affect independently or to ask for interactive regulation from the group or a specific group member, so she can participate in group therapy without severely dissociating. A solid attachment to the individual therapist (male or female) will scaffold her into attachment with a group of women – a situation which would feel highly threatening if past relationships with women have been unsafe. Once she can give and receive feedback from others, verbalise her feelings and generate insight, she can use group therapy to build intimate relationships she can then replicate in the world.


Couple therapy




While certainly not least, couple therapy, if indicated, is pursued last. But unlike the common outdated intervention that sequestered partners to encourage the addict’s bonding to therapist and programme members, modern protocol treats the couple together as soon as possible. This is because early addiction intervention, setting ground rules, attending to the partner’s relational trauma and building the addict’s capacity for empathy are all crucial in repairing a battered relationship.

Long dependent on fantasy, FSLAs may find exploration of on-the-ground problems – and real pleasures – of coupled life eye-opening. Such education, guided by your openness and attention to her individuality, will loosen the hold which parental and societal expectations have had on her and allow her to recognise, practise and achieve a definition of her self that is expressed in, but not dictated by, romantic partnership.



Conclusion




FSLAs yearn for an all-encompassing romantic and sexual relationship to escape early relational trauma. Current culture perpetuates that hopeless task by advertising sex as a cure-all (Wilber, 2000). For while self-accepting, self-aware and deeply relational sex may support genuine attachment, active FSLAs’ obsession with infatuated love and orgasm short-circuits connection.

Lasting healing of FSLA needs both CBT to arrest compulsive behaviours and thoughts, and relational therapy to unearth and resolve the underlying trauma stimulating them. Blending logical, left-brain, ‘top-down’ processes of CBT (in 12-step and other modalities) with the bodily based, right-brain, ‘bottom-up’ wordless communications of relational therapy, lets the FSLA first control her behaviours, then gain the intersubjective connection she needs to know and regulate affect without the addiction. This interweaving of interventions works because the tandem, embodied, relational mindfulness brought by both parties tracking and telling about their bodily based affective sensations nourishes the neurophysiological structures, and so the reflective and relational powers, of the patient’s right hemisphere, just as parental attunement would have done.

So the good-enough other – the therapist – attends to their own bodily reactions to patient presence and material to help the patient name, reclaim and organise dysregulated and dissociated states of her body, brain and mind. The therapist’s somatic sensations help them discover the patient’s imbedded but unheeded feelings, normalise them and soothe them interactively. That process gradually makes the implicit not only explicit for the patient, but also integrated and manageable. Strengthened affective brain circuitry increases the patient’s present awareness, regulates feelings and allows new intellectual, emotional and behavioural ways of being, all of which achieves profound and permanent healing in FSLAs.

The ability to access and combine relationality and sensuality helps patients to drop their single-minded focus on the all-out intensity of their love and physical sensations. Neurochemically, this lets them enter a compassionate connection with the self and empathy with a partner, blending but not blurring both. Recovery (from addiction, and of the self) lets FSLAs feel empowered and desirable in themselves, so active sensuality can well up from an integrated body/brain/mind and supplant daydreams of an external saviour. Especially in healing FSLAs, therapists must confront the falsity of both enmeshed familial roles and the commodified, competitive, shame-based sexuality of contemporary culture, and help them discover the self-knowledge, self-compassion and self-determination that invites true connection with another (Katehakis, 2016).
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Working with female partners






Interventions from ten years of partners’ groups in the UK



Joy Rosendale







Introduction




Although there has been a rise in the understanding and treatment of sex addiction over the past few decades, the situation of partners of sex addicts has not been given a similar degree of attention. Most partners are traumatised by the revelations of the sex addict, yet historically they have been omitted from the treatment processes and so suffered from losing the relationship they thought they had and then losing their spouse to recovery.

This chapter considers the importance of providing support and education for the partners of sex addicts through therapeutic partner groups. The main aims of these groups are to support, educate and identify similarities in how life feels for the partners of sex addicts, however diverse the actual circumstances. The group allows the partners to explore the potential restoration of the couple relationship if the decision emerges to stay, with information and encouragement given to partners who are undecided or who make the decision to move on alone.

In this chapter, we will begin by taking a look at the history and evolution of partner groups. We will then go on to describe and evaluate the partners’ programme which ran at the Marylebone Centre for Psychological Therapies in London from 2005–2015. The Marylebone Centre has been a pioneering influence in the field of sexuality, particularly through the treatment programmes for men with out of control sexual behaviours (Birchard, 2015). To the best of my knowledge, the specialist therapist-led partner groups at the Marylebone Centre were the first of their kind in the UK and so were, of necessity, a learning experience. This chapter outlines the structure and aims of the partners’ programme and gives an overview of the topics covered week by week. The chapter then focuses in greater depth on the first, second and seventh group sessions, which are the topics that have received the most positive feedback from members. A case study is used throughout to demonstrate the experience of a partner (‘Sue’) undertaking the programme. The chapter ends with some reflections on the outcomes of the programme and lessons that can be learnt from it.

One of my hopes in describing the content and process of the groups is that value may be found in a variety of theories and practices, without the stigmatising and pathologising language and attributions that are unhelpful for this audience. A therapeutic modality that I have found to be of benefit when facilitating partner groups at The Marylebone Centre is Transactional 
 Analysis (TA). Schaeffer (2009) claims TA ‘can play a significant role in the treatment’ of sex addiction. TA was developed in the late 1950s and 1960s by Eric Berne (1910–71), who was a medical doctor and psychiatrist, and who also trained as a psychoanalyst. TA is humanistic in its philosophy, believing we all have worth and value (often expressed as ‘I’m OK, You’re OK’), we are responsible for ourselves and can make changes in our lives. The three main TA concepts I explore in this chapter are, Ego States, the Drama Triangle and Life Scripts, all of which, I find, help partners better understand and shape the dynamics of their own relationships. I have simplified the concepts as, when they are introduced to patients early in the group process, ease of understanding is key.


The history and evolution of partner groups




Treatment programmes for sex addicts tend to favour group settings (Birchard, 2015; Goodman, 1998; Hall, 2012). Co-addiction programmes for partners, often for more generalised addictions, have long been in evidence in the US, particularly as mirrored in the 12-step groups of Co-Dependents Anonymous and, more recently, the specialist Co-Sex Addicts Anonymous. These groups have attempted to address the partner’s ‘own disease’. The term ‘co-dependency’ is often used in this context. Until the last decade (2000–10), the literature was largely encouraging of an approach that aligned with the co-addiction/co-dependency models (Beattie, 1986; Mellody et al., 2003). Much attention was paid in the groups to exploring features of being potentially co-dependent, including caretaking, hypervigilance and believing in controlling the addict’s recovery. Describing the partners of alcoholics, Hudson-Allez writes that they were often portrayed as ‘neurotic, poor copers, obsessed with controlling the behaviour of the addict’ (Hudson-Allez, 2009: 128). As a result, co-dependency became ‘a pejorative term used for (usually) women who were accused of sabotaging their husband’s potential sobriety in order to meet their own pathological neediness…’ (Hudson-Allez, 2009: 128).

This language, in which ‘both members of the relationship accept mutual responsibility for the disease in the relationship’ (Laaser, 2002: 131), has, however, become less useful in working with partner groups. Hall conducted a survey of 126 partners and found 41.58 per cent of respondents ‘had considered that they may be co-dependent or had been told they might be by a health professional. Some found the label very unhelpful’ (Hall, 2016: 95). In his hard-hitting article, ‘Partners of Sex Addicts Need Treatment for Trauma’, Omar Minwalla rejects the notion of the partner ‘having her own disease termed co-addiction or co-dependence’ (Minwalla, 2012: 1). He writes: ‘Traditional treatment models for sex addiction have systematically excluded partners. The reality of what partners experience and their actual clinical needs continue to be minimised, obscured and gravely misunderstood’ (Minwalla, 2012: 1). He accuses the field of ‘being entrenched in patriarchal constructs and a narcissistic framework, which has led partners to be further harmed, confused, disorientated and re-traumatised’ (Minwalla, 2012: 2).

The multiplicity of sexually compulsive behaviours presenting now (the ‘tsunami’ as Carnes describes it [Carnes, 2010]) means the vision has broadened. With the publication of Steffens and Means’ book, Your Sexually Addicted Spouse
 (2009), the dominant thinking shifted from a focus on co-dependency to an awareness of the impact of trauma experienced by being in an addictive partnership. Reflecting this, Minwalla argues that the more significant trauma for the partner results from the shock of the addict’s behaviour, describing this as ‘Sex Addiction Induced Trauma’ (Minwalla, 2012: 2). In my own practice, I began to observe women identifying with the language of trauma, finding it of value in explaining the feeling of ‘going crazy’ that living with addictive processes brings.


 Today, the emphasis in partner groups is placed on encouraging the partner to take responsibility for her part in the couple dynamic without blaming/shaming language and concepts, and without picking up the addict’s problem and putting it in her own pocket.


The partner groups at the Marylebone Centre





Introduction




The support and information groups at the Marylebone Centre, which began in 2005, typically consist of six female partners of men with sexually compulsive behaviours, most of whom are in treatment. We offer two low cost places per group. The groups run for 12 weeks, comprising ten weekly sessions, then two aftercare sessions which are held one month apart. These groups run three times a year and sessions are of 1.5–2 hours in duration. They were initially facilitated by the author, and latterly joined by Leigh Brown who, as an Eye Movement Desensitisation and Reprocessing (EMDR) specialist, added a more in-depth trauma component.


Group aims and structure




The aims of the group are to hold and contain, show understanding and compassion, and acknowledge this situation that makes life and spouse unrecognisable.

The topics of the programme include:



•What sex addiction is/is not;




•Practising different boundaries;




•Attachment styles, co-dependency, trauma (2 weeks);




•Cycle of addiction;




•Transactional Analysis and the invitation to unhealthy symbiosis/Drama Triangle (2 weeks);




•Generational Scripts and repeated behaviours (2 weeks);




•Questions about the value of, and preparation for, facilitated disclosure;




•Positive sexuality now – is it possible?




•What now? Aftercare and other resources.







Information is also given on a variety of concepts such as post-traumatic stress disorder (PTSD) symptoms, co-dependency and couple dynamics with addictive patterns. The presentation of the material aims to be fruitful and reassuring, rather than stigmatising of the human condition, with all its positives and negatives. All the sessions offer coping strategies, support networks and handouts to reflect on at home.


Prior to the group




My experience has been that most women feel ambivalent when deciding to join a group offering support and education about sexual addiction and its impact on partners. Feelings of isolation, powerlessness, shame, sadness, fear and indignation that this is not their
 problem, all feature in the often desolate emotional landscape. Regardless of who is responsible for the damage inflicted, a person who has been injured needs assistance and this is one of the major challenges a partner must face. As Herring writes, we must ‘Get past the label and get help’ (Herring, 2012: 1).


 Before the group meets for the first time, information about attendance and confidentiality is sent out, along with a reading list. In the early days, this featured the then-popular (and still useful) literature of Co-dependent No More
 (Beattie, 1986), Facing Co-dependence
 (Mellody et al., 2003) and Meditations for Women Who Love Too Much
 (Norwood, 2000). The list also features Mending a Shattered Heart
 (Carnes, 2011), Your Sexually Addicted Spouse
 (Steffens and Means, 2009) and Sex Addiction: The Partner’s Perspective
 (Hall, 2016).

A one-to-one meeting with the facilitator is always encouraged before the group begins. The opportunity to tell the story, and usually the horror and disbelief of it, and to be heard free of judgement is a powerful intervention. Often it is not the behaviours, however difficult to understand, that deal the most damaging blow to the partner, but rather it is the protracted period of lies, deceit and repeated betrayal of the relationship that beggar belief. The thoughts of being taken for a fool or not being able to trust one’s own judgement are usually in evidence and I reassure partners that they were not supposed to know. This truly displays the power and shame of addiction and the cunning and baffling nature of it. This topic of the relationship, and the world, seeming now to be ‘contaminated’ is one that continues throughout the 12 weeks and beyond.

At the beginning of the work (and for some, a much longer period), partners often engage in ‘shopping for pain’, trawling, questioning and wanting more detail about their spouse’s sexually addictive behaviour. For many partners, this is an early need and a coping strategy. However, knowing more detail is rarely helpful after there has been an exploration of essential information on sexual health, legalities, finances, any persons involved known to the partner and a timeline of behaviour. I try to help the women understand and contain their need to know.

Important as the individual session is prior to the group, it is not always possible, usually because of timing. I was disarmed on one occasion when a young woman, ‘Ann’, joined the group at the last moment, after only a telephone conversation. During the introductions, she revealed she worked in the pornography industry (which is where she met her male partner). As the acting-out behaviours of most of the other members’ husbands had, at least to some extent, included pornography, ‘uproar’ ensued, with one member walking out, then another making the decision the next day to no longer attend. Initially, the traumatised and rarefied atmosphere of the early meeting could not tolerate ‘the enemy’. This was an important learning curve for me, which taught me to be more careful with material in recruitment. Ann stayed with the group, after some one-to-one work on boundaries and appropriateness in this setting, and made valuable contributions on many topics.


Case study: Sue’s initial assessment




Sue arrived in the office, white with fatigue and with the shocked, traumatised appearance sadly familiar to me from other partners in a similar situation. She had discovered more pornography on her husband’s computer that morning, despite a showdown three days earlier when her partner, Doug, disclosed a secret life of visiting dominatrix sex workers. Doug had become careless of late and had left a mobile phone in a jacket. Sue had taken to checking his things routinely as she had felt his absence from the relationship in the last year but had not been able to make her intuitions concrete. There had been some missing time in his work travel schedule and she had once found a stocking in his suitcase.

As communication between them became more distant and feelings remained unexpressed, Sue started at times to feel she was going crazy (which is indeed how Doug described her when she had questions). Sometimes she had to stop the car when driving as she felt panicked and 
 breathless. Increasingly in the supermarket she felt as though she would pass out, with the neon lighting seeming to make the world too bright.

Now, it was in some ways a relief to find a list of girls’ names and phone numbers alongside numerous text conversations, some explicitly sexual and others naming places and times. A weekend of rage and recrimination from Sue, sexual intimacy and different conversations between the couple ended with appointments at the sex addiction clinic.


In some ways, it felt like when they had first met, revealing some of their inner lives. And yet that morning, Sue had found Doug bent over his computer and she glimpsed a big-breasted, whip-carrying young woman before he switched off.

Some initial discussion of the nature of sexual addiction was useful at this point: the hijacking of the brain’s arousal system and the search for dopamine-rich intensity may have been at odds with the more intimate feelings that came up when they had talked more honestly over the weekend.

It may have been that Doug had felt the need to go to the habit of fleeing from himself into his ‘medicating’, rather than being able to stay in the painful present. I told Sue that sex addicts often find it hard to let you love them.

Finally, in this initial session I reassured Sue that, as her life committed to reality again, rather than existing in the denial of addictive patterns, she would be in a place to make decisions about whether to stay in or leave the marriage, and that in six months it might be time for some evaluation.


Group session one




I begin the first group session by introducing and explaining the aims of the group, which are to offer support and information to participants who are experiencing the particular blow of discovery that they are in a relationship with a sex addict. I acknowledge the courage of group members for attending and for being pioneers in this, especially in the UK. I also state my own view that we are all on a continuum of addictive or mood-changing behaviours, whether we bite our nails, have an extra sandwich or use crack cocaine, and that the ‘aren’t they awful’ judgement and division (of the men) is never helpful. The use of the word ‘addict’ as a descriptor is a time-saver only.

After reiterating confidentiality, an outline of the structure and content of the group is offered. I will often also use a version of this timetable for individual work, with more interactive communication. The agenda covers the following points:



•Name your feeling in this moment (sometimes partners have lost the ability to find and acknowledge this);




•Short meditation on the breath;




•Share (5–10 mins);




•Topic;




•Check Out.







In the early years I did not restrict the sharing to 5–10 minutes as I do now, and sometimes it was too long and too triggering for some members. This new approach fits with the emphasis on boundaries that is explored in different ways in every meeting. It is useful to remember at this point that the group’s function is for time-limited education and support, and not ongoing therapy, where caring confrontation and conflict resolution are usefully addressed. So feedback is invited (or not) at the end of the ‘share’ time and is limited. My intervention 
 is ready if there is the need to contain and reassure. This can feel difficult at the beginning of the process as there is a natural urge to comfort, and this is a useful implementation of different boundaries.

The questions I ask group members to address in this first session are: (1) How long ago was discovery/disclosure? (2) What’s your greatest difficulty at the moment? These are discussed in pairs and then fed back to the group. As I watch the group process, I see the tangible relief when others are seen and experienced as ‘ok’, often with many similarities in presentation, as well as some differences.

Some group members have lived with behaviours from their spouse which, despite being outside healthy boundaries, have become the norm, through denial, minimisation and rationalisation. These have included a daughter being filmed in the shower by her step-father; while this action was disparaged by the woman, it was ‘not enough’ for her to leave the relationship. Another group member reported her husband had had an affair with her sister and her best friend, which she hated, but tolerated. Yet another talked of a private jet which was chartered regularly to take sex workers to the South of France. She knew about it but rationalised it as ‘staff travel’. One group member spoke of office interns who were routinely expected to offer sexual favours; she eventually integrated this as ‘ok’ in her thinking. One of the group’s functions is to explore and challenge whether these behaviours are acceptable within the couple. There can be a tension in the group between individuals who experience shock from the behaviours and individuals who may have tolerated such behaviours for many years. Learning to compassionately embrace the similarities of feelings in the here and now, rather than focusing on the differences in circumstances, is an essential tool here.

In this first session we discuss if sex addiction exists. I reiterate it is not any of the following: high/low sex drive, having lots of sex, paraphilias, morally-defined sexual behaviour (for example, swinging) or sexual offending. However, any of the above may be included.

Some members think their partner’s acting out is just bad behaviour, using expressions such as ‘he can’t keep his trousers up’. However, increasingly, in the last three years, since 2013 especially, participants are reading more of the literature and recognising that it may be worth exploring the concepts of an intimacy disorder, a generational addiction pattern or frozen early emotional development.

All addictions make a couple dynamic problematic, but when sexual energy is diverted compulsively outside of the relationship, it strikes at the heart of femininity. The discovery or disclosure (which is often only partial) of the behaviour can induce an array of responses, which sometimes include the symptoms of PTSD. It is essential at this introductory session to normalise the traumatic responses experienced by some members of the group (Minwalla, 2012). These may include flashbacks, panic attacks, anxiety, depression, rage and freezing. Partners often question the validity of their symptoms when compared to war veterans, for example, and it is useful to explain that how a situation is internally perceived can be more important than the external event. As Herring (2012) writes, ‘a person may feel either thrilled or terrified by a roller coaster experience. The determining factor is whether they signed up for the ride!’

We discuss the epidemic of sexually compulsive behaviours and how, for some men, the gateway seems entirely opportunistic. We explore how, for some partners, the difficulties remain ‘the other’s’ and the initial pain and indignation mean that there is never the opportunity, or desire, to make further explorations, often for fear of somehow being implicated or blamed. I always have the following written on the flip chart:



•You did not cause this;




•You cannot control this;




•You cannot cure this.










This begins the journey to a separation of the addicts’ behaviour from their own.

Finally, at the end of the first session, I ask if the women would like to share phone numbers for next time. Social and emotional support and contact remain a major advantage of the groups, and often continue even beyond two years of aftercare. Texting another member in a crisis offers connection and also some accessing of the ‘adult’ part of themselves before taking other action. We end the session on a one-word feeling and I provide group members with a handout about what sex addiction is and is not.


Case study: Sue’s experience of group session one




Sue felt extremely apprehensive before the meeting and almost couldn’t get into the car to drive there. She paired up with Sarah for the introductions and was shocked to hear Sarah’s husband, a city lawyer, went ‘dogging’ frequently, sometimes disappearing for days and returning dishevelled, with his shoes muddy and ruined. Sarah’s baby was only 18 months old. When Sue thought of this back at home after the meeting, she cried for Sarah, for herself and for all the women who had been humiliated and exposed. She had felt wary about revealing too much, partly from shame but also out of loyalty to Doug. Fortunately, they had been encouraged to be time- and content-limited. When Carole had begun to describe details of her partner’s many years of ‘acting out’ (a new term, learnt during the session), Joy had gently closed it down. Sue was interested to hear Joy talk about not being an apologist for the men’s behaviour. Joy said over the years she had seen the very real tyranny of not being able to choose how to behave and live. She had no doubt sexual addiction existed, although she did offer a view from another therapist who did not share her conviction (Klein, 2016).


Group session two




I begin the second group session with a mini-meditation and will often use this intervention with individuals as well. The intention is to quieten feelings of anxiety, fear and negativity in an environment that is scanned for threat, a perpetual flight or fight. These are replaced by an initial foray into the inner landscape of a body which can be relied on to calm itself and ‘learn to listen inside’ (Davis Kasl, 1989: 334). Eventually the aim is to replace the need for outside control (gained by trying to manage the addict and his situation) with the wisdom of inner guidance (confidence to take individual responsibility for one’s life; Northrup, 2009). I use exercises from Brown and Gerbarg’s The Healing Power of the Breath
 (2012). The two psychiatrists worked extensively with 9/11 survivors and operate countrywide survivor workshops in the US. They recommend a quietening of the breath, which makes it possible ‘to restore balance to stress response systems, calm an agitated mind [and] relieve symptoms of anxiety and PTSD’ (Brown and Gerbarg, 2012: 2). By using the regular technique of coming back to the breath, the women begin to create a ‘secure base’ in the body, while sitting in a ‘circle of trust’ with others who know how this dilemma feels. My commentary during the meditation is encouraging of learning to trust ourselves, when all else may seem to be built on shifting sand.

There is then a time-limited space for sharing, as in the initial group session. Women are often primed at this point to be hyper-vigilant and are inclined to rescue others in the group, thereby not taking into account the abilities of the other members. This means there may be a tendency to pick up responsibility that is not theirs. By attempting to heal/take on another’s pain in the group setting, the invitation is to shut down, with the best intentions, the distress of another member, in the attempt to soothe and ameliorate. Differences between enabling (caring for) and supporting (caring about) are usefully illustrated by demonstrating how this works. My 
 suggestion to the group is that we experiment with ‘sitting on our hands’ in this situation, allowing another to feel their feelings, instead of them remaining unexpressed and unacceptable. As Davis Kasl writes, ‘Think no advice, give no advice’ (Davis Kasl, 1989: 335).

By encouraging these boundaries in the group setting, we also help the women to implement them in the outside world, as it is likely the same dynamics occur within the couple. I explain the concept of psychological games that we all play, using the Drama Triangle (Karpman, 1972) to help the group understand this. The Drama Triangle occurs in an attempt to make connection, when people make use of old strategies and adopt inauthentic roles to manage relationships and situations. There are three roles within the Drama Triangle: Victim, Persecutor and Rescuer. The Victim views herself as ‘one down, deserving to be mistreated or unable to get by without help’ (Stewart & Joines, 2012: 384). The Persecutor ‘puts others down or belittles them’ (Stewart & Joines, 2012: 380) and the Rescuer ‘offers help to others from a one-up position, in the belief they are not adequate to help themselves’ (Stewart & Joines, 2012: 381). All these roles involve a degree of denial of reality. The value in this concept is in the recognition that, in difficult situations, we will all be invited into our favourite role, and once on the triangle, inevitably spin between the three different roles. The aim is to step off into a more autonomous dynamic. This is a useful tool, as couple counsellors well know, to illustrate to both partners where their most inviting positions lie. In the group we talk about an antidote to the Drama Triangle, consisting of Potency (self-empowerment), Permission (to live one’s own life) and Protection (care of self; Crossman, 1966; Steiner, 1990).

During the second group session, and extending into the third and sometimes fourth meeting, we also explore a second useful TA model: Ego States. This concept helps to explain the unconscious collusion that often occurs in the addictive dynamic. Berne (1964) hypothesises that the human personality is made up of three parts or Ego States: the Parent, the Adult and the Child. Each of these is a system of feelings, thoughts and related behaviours, which we use to manifest different parts of our personality at a given time (Stewart & Joines, 2012). The Parent ego state is based on the internalised messages that our parents and society used to give us as children. We introject, or swallow, them whole. The Child acts in the way we would have reacted as children. The Adult is the part of us that is in the present, in which our thinking, feeling and behaviour is appropriate for the here and now.

In the group, we invite members to identify which ego state they are operating from, so they have greater choices in their transactions. It is important patients know these are models and not literal descriptions. For example the Child is about our developmental processes, rather than being ‘childish’. From Adult, we can explore our past with the help of both the Parent and the Child. In a positive flow of life, all three parts are in use and helpful in knowing ourselves and communicating with others, including being in a couple.

Familiarisation with the ego state model allows partners to more fully understand that an addict’s needs are internally driven as a young strategy to survive in the world. Generally, addictive energy becomes fixated in the Child, in which feelings are experienced as intolerable and the person leaves (abandons) himself to find relief, usually in a substance, object or ritual. The Parent is often at odds with these behaviours, but may also model them, a source of intra-psychic confusion. The messages may, therefore, seem to contradict each other, alternately criticising, overindulging and trashing values (Parent) to meet needs (Child). Little strength is left in the Adult part (current resources) and the person loses their sense of reality.

With the addict fixated in Child, there is little room for the partner’s Child in the relationship. This can happen even if the partner has a secure attachment pattern and little over-investment in the addict. When the couple dynamic with the Parent, Adult and Child has been drawn and explained, group members tend to recognise the joylessness of not having room for two Child 
 energies in the relationship. This diminishment of the Child ego state for the partner means that, when discovery happens, the trauma hits hard and the Child opens up and howls in pain. This ‘lifequake’ (Steffens & Means, 2009) impacts the beliefs in the Parent, with the realisation that ‘life is not as I thought it was’. It also impacts the problem-solving abilities of the Adult, with the realisation that, ‘I am totally disarmed and without resources’.

This illumination of the unconscious couple processes is perhaps the single most impactful group intervention, in that it normalises the invitation that is strongly offered to enter the symbiosis.

This session will often end with high energy for some members and silent reflection for others.


Case study: Sue’s experience of group session two




Sue found the second session both useful and difficult in parts. The idea that you could not interrupt another member to offer your own experience as a comfort was alien and felt uncaring. By the end, however, it was a bit of a relief not to have to be ‘on guard’ to intervene.

Sue found the Drama Triangle model interesting. As Victim, Sue realised she discounts (negates) herself, for example, saying, ‘poor me, I cannot cope’. As Persecutor, she discounts others, for example, seeing Doug as hopeless and beneath contempt. As Rescuer, her favourite position, she discounts Doug’s power and ability to think, and believes ‘I can fix this myself’.

Sue and Doug’s ego state diagram is shown in figure 5.4.1
 .
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Figure 5.4.1
 Ego States





Doug had developed a ‘Be Strong’ message in response to his family system, which means that talking about/expressing feelings, especially of vulnerability, was unacceptable. In TA this unconscious defence mechanism is called a ‘driver’. Doug’s Parent messages veer from being harsh, punitive and the ‘whipping boy’ to overly indulgent and entitled, such as ‘go on, you deserve this’. This inheritance from the family system can be seen as an ‘intrapsychic’ conflict between a reactive Child ego state and an influencing Parent. Doug has few Adult resources available when acting out. His major challenge in recovery is to let others in, which involves the cornerstones of trust and empathy.

In turn, Sue has her own internal messages (her Drivers) which tell her that she must ‘Be Perfect’ and ‘Please Others’. However these are not in awareness and, as feelings are pushed underground in the relationship, she becomes preoccupied with keeping the show on the road. Finances, administration, children and elderly parents all seem to fall to her now, as Doug’s life becomes increasingly unmanageable. Her own Child ego state is starved as Doug’s fixates. She hates the self-righteousness that is invited by being the keeper of the values. Her life operates in Parent and Adult. She feels lost to herself. She thought about the last time she had felt free or spontaneous. It was a lifetime since she could drop her responsibilities and dance or laugh uncontrollably. How had life become relentlessly fearful and somehow disconnected?


Figure 5.4.2
 illustrates the symbiotic position in which the couple are stuck. This mimics possible early developmental stages of carer/infant. In TA, a symbiosis is ‘a relationship in which two or more individuals behave as though between them they form a single person, hence not using their full complement of Ego States’ (Stewart & Joines, 2012: 383). This is a position often seen in couples, and is certainly not exclusive to addictive dynamics. The challenge in recovery for Doug and Sue is to get communication and energy flowing through all the Ego States, developing discussion and awareness. They will need to focus on the universal themes of how to nurture each other and have both rational dialogue and playfulness.
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Figure 5.4.2
 Unhealthy symbiosis





Sue had talked to Carole on the way back to the car park and they found common ground in that both husbands were in the public eye. For both of them, this added an additional dread to any exposure in the world. Sue confessed a longing to tell Doug’s mother of his behaviour as she knew this would hurt him, but the group had been encouraged to keep the circle of trust to people who needed to know. She reflected that her desire to tell was based on her need to punish him. The isolation of this situation had also been touched on this evening. It would be difficult for others, even her two close friends, to understand if they knew the problem; ‘sex addiction’ always seems to elicit the response to ‘just leave him’.

The galling aspect they had discussed as a group was the public face that, for addicts, was undisturbed. Doug’s charismatic and witty exterior was a mask that only she could see beneath.


 Carole told Sue she had had breast implants the year before in an attempt to boost her husband’s interest in couple sex, but to no avail. Maybe it is true that sexually compulsive behaviour is not all about us, they agreed.

On the way home Sue experienced a freedom in her driving that she had not had for as long as she could remember. She even put The Eagles on the CD player and sang for a moment. Listening to ‘Hotel California’ she wondered if that track might be a metaphor for Doug’s struggle with the tyranny of addiction, the words ‘You can check out anytime but you can never leave’ being particularly poignant.


Group sessions four to six




It is beyond the scope of this chapter to describe the whole group programme in detail but I will provide a brief overview of each session. Session four provides an introduction to the 
 neuroscience of addiction and how it might impact partners. We consider how a number of factors affect the trauma experienced by the partners. These include the type of acting out, how it was discovered, the length and strength of the relationship previously and how deceitful the compulsive behaviour is perceived to be.

In session five we draw and describe the cycle of addiction (Birchard, 2015). We explore the feelings of daily life underpinning the compulsive behaviours and explain the concept of the ‘tunnel of oblivion’ (where the cares of the world fall away and the changed neurochemistry gives focus only to the addictive goal), with reference to the science of the previous session. The partners’ version of this cycle is drawn (Hall, 2016). This includes triggers which set off reactive behaviours, including verbal and physical attacks, panic, grief and depression.

Session six focuses on the process of facilitated or therapeutic disclosure for the couple. The literature on this topic is generally in favour of the addict telling their story to their partner honestly and at the appropriate stage in recovery. This intervention is written about elsewhere in this book and I would highlight the need for sufficient preparation for addict and partner, with one or more structured sessions set aside for disclosure and careful aftercare. With one couple in my practice, the aftercare was insufficient and some mayhem ensued between them, despite all seeming well on the surface. Now I am meticulous in my support and check-ins after the disclosure. The sixth session also explores stages and timings of recovery and how these may be different for addicts and partners.


Group sessions seven and eight




The seventh and eighth group sessions focus on family of origin work. This benefits from sensitive handling, and the co-addiction model of chemical dependency is not generally of value in the ways of describing families as dysfunctional. In the partners’ groups we therefore use a different model, which touches on attachment styles and how the way we live our lives is influenced by our family of origin, life events and early threats to safety. Few and Rosen (2005) write that some women in a couple with addictive patterns may have a preoccupied attachment style, meaning that, as children, their caregiver was sometimes available and sometimes not; that hope and disappointment are then mirrored in the adult relationship with the addict. The ‘hook’ in this style is never being sure that care is available. Again, we draw on a TA model for this work; the concept of ‘Life Scripts’ offers the possibility of looking at families, and life, in ways that make sense in amongst the craziness of addiction. A life script is an unconscious life plan made in childhood, reinforced by parents, justified by subsequent events and ending in the chosen alternative (Stewart & Joines, 2012). As adults, we continue to live our lives according to the Life Scripts decided in childhood, feeling only emotions our Life Scripts allow us to feel and masking the disallowed emotions, thoughts and behaviours of childhood.

To help group members explore and understand their Life Scripts, we ask them to produce a genogram, or family tree, for homework. In this drawing they are looking for patterns of behaviour that might have resonance with the current couple situation. These behaviours may not be obvious because of family systems that do not express feelings or talk, or indeed demonstrate inappropriate feelings and talking. Behaviours might include use of alcohol, rage, affairs, gambling, hoarding, over/under eating/exercising, spending, religiosity, depression, anxiety, excessive cleaning, excesive work, breakdowns, suicides, secrets and money.

Looking at the genogram can reveal where past boundaries might have been less than healthy. It can help group members recognise that some people, places and situations might make us more vulnerable than others.



Case study: Sue’s experience of group session seven




Sue had found the family map homework absorbing and, at times, exhilarating. She decided to draw on the back of a roll of wrapping paper as she had so much to write. Looking at the patterns of her family history, she saw how much money and secrets featured, alongside alcohol, caretaking and martyrdom.

The most powerful moment in session seven was when she had been at the flip chart talking the other group members through her map. She decided in that moment to change the generational script (the messages and patterns that had been handed on to her), and notably the caretaker role, for the sake of her children. Being aware, rather than being unconscious, of unexpressed patterns and emotions felt like a gift. Out of a situation that she would never had chosen, she realised the opportunity to change and grow was on offer.

Sue noticed Carole could not help but keep the blame on her husband and his family. They were all negative, greedy alcoholics with poor boundaries (not OK), while Carole’s family were all positive, caring and of ‘higher class’ (OK). Sue could begin to see that to remain in denial and hold the safety of ‘being in the right’ was a necessary survival strategy for Carole, and to give that up might feel like going under. Sue began to understand the need to make the world fit our own reality, as had been discussed.


Group sessions nine and ten




Again there is, unfortunately, no space here to detail the remaining sessions of the group programme, so I will provide a brief overview. Session nine focuses on positive sexuality. It aims to help group members connect to their sexual self, despite the difficulties. We work through a sensuality exercise. In session ten we consider aftercare and the options for 12-step groups. Members are also invited to email ahead of the aftercare session to indicate any additional topics they would like to explore. The emphasis on the continuity of care is very important at this juncture, as women often voice fears of being out in the world alone again. As we end the ten-week programme, there are often questions about benefits of different individual therapies, as some women decide to take their self-development further.


Conclusion




Informal feedback has been collected during the ten years the partner groups have been running. Most group members report relief at being able to speak without fear of judgement. They also indicate they have gained an understanding of sex addiction and its impact on them. Members report the group helped them to understand what their role in recovery may be, and they often are surprised by the unexpected transformation of turning pain into something of value.

In 2013, Leigh Brown introduced the CORE-10 evaluation form at a ten-week group, attended by seven women. The CORE-10 (Connell & Barkham, 2007) is a brief outcome measure made up of ten items, highlighting the patient’s level of distress, social and life functioning and, importantly, risk to self. In addition, there was a question asking members to rate the quality of their marriage or partnership. Group members were asked to complete the form on a weekly basis during the group programme. They also completed it at four-weekly intervals at the two aftercare meetings. This made it possible to view the patient’s general state of wellbeing in relation to the interventions of the partner group.


 The scores were plotted on an individual graph for each member, indicating their general wellbeing from severely distressed (red) to moderately (amber) or mildly distressed (green). Initial evaluations for members, were, unsurprisingly, in the red, and varied from week to week, generally showing a small reduction in anxiety and depression over time.

The most positive outcomes came with the first and second aftercare groups, when all members had moved into the green area of the graph. The relationship question reflected how well the couple recovery was progressing. For some members there was a correlation between an improved general score and improved state of the relationship. For others, however, the relationship remained dire. As a footnote, one partner who reported her relationship as irrecoverable during the study, underwent one year of couple therapy and then reported things were better than before discovery. It is clear that the road to couple reconnection can be a long (and sometimes heartening) one.

Longer term follow-up is difficult with this population, as contact with aftercare usually lessens after 18 months, when there is a separation or a moving forward individually or as a couple, accompanied by a wish to continue life without a reminder.

My observation, anecdotally, is an outcome of ‘thirds’: in a typical group, one third will leave the relationship, one third will ‘stay stuck’ (remain together but with problems unresolved) and one third go on to have a different and often improved closeness with their partner. The challenge for many partners is learning to find their own ‘shape’, and hold it in the face of adversity; to be able to say, down the line, ‘I do/don’t choose that now’ (Watt, personal communication, 29 July 2015).

I would like to end this chapter by reflecting on key points to consider when running partners groups. In my experience, the optimum number of members per group is six to eight. One group had 11 members and veered off course; facilitators found containment difficult, with the group process being dominated by two women. It is important for the facilitator to send out information, a confidentiality agreement and reading lists ahead of time and to be reliable with administration. Time and content structure is vitally important. There needs to be a regular rhythm and a sense for members of knowing where they are. Opportunities for sharing need to be time-limited, especially initially. The facilitator will need to be willing and able to sit with the profound trauma, anger and sadness in the room, and should never accept the invitation to join the ‘aren’t men awful’ game. Providing handouts can contribute to a valuable feeling of ‘knowing’ for group members.

Finally, the facilitator must always hold hope for the future for partners. This is a learning that would never have been chosen but, whether going forward in the couple or continuing alone, it can be a positive wake-up call for one’s life.
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Navigating the minefield of facilitated disclosure






Strategies, techniques and potential pitfalls



Stefanie Carnes







Introduction: case study




Cristi was glad the tissue box was full in her first session with Dr Klein. Through streams of tears, she described the shock and horror of accidentally finding intimate email exchanges between her husband, Jack, and another woman, Michelle, complete with naked photos of Michelle in various suggestive poses. When Cristi confronted Jack, he said that he and Michelle, a co-worker, were “just joking around to make the workday go faster”, and that it “happened a long time ago”. Six months ago did not seem like a long time to Cristi, and exchanging intimate pictures and words did not seem like joking around. And if it was only joking around, why hadn’t Jack deleted the emails and photos? For obvious reasons, Cristi was confused. She did not want to make the situation bigger than it was, but she did not know what to believe.

After finding the emails and photos, Cristi was unable to hold a single thought in her mind. She misplaced things, forgot appointments, had nightmares that kept her awake for hours, lost 20 pounds and cried at every turn. She felt like she was walking around in a daze, like she was alone in a country where she had never been, listening to people speaking a language she did not understand.

Cristi and Jack had been married for 13 years and had two children: Jason, 11, and Megan, nine. Cristi, a fifth grade school teacher, loved her work, and felt blessed to have the same schedule as her children, which saved her and Jack the expense of childcare, although they still fought over finances. They had difficulty agreeing on parenting as well, and their sex life had been diminishing for years. By the time she found the exchanges between Jack and Michelle, Cristi’s sex life with Jack was practically non-existent and the presence of Michelle seemed to explain why.

That was a year ago. After this discovery, things did get better for a while. Although Cristi never really felt her trust in Jack return, for a while he was more attentive and more present at home. Then, a few months ago, the peace between them started to deteriorate, and Cristi began to feel uneasy all the time. For a while, she tried to ignore these feelings, burying herself in her work, until one day she came home to get something for her classroom she had forgotten at the house, and she found Jack looking at pornography on the computer in the den.


 Jack quickly closed the windows that were open on the computer, but it was too late. Cristi clearly saw the webpages. She didn’t know whether to scream or cry, so she did neither. Instead, she just stood there, feeling numb. Jack quickly said that the images had just popped up on his screen when he accidentally clicked the wrong button, but Cristi did not hear what he said. She was in a daze.

When the initial shock subsided, Cristi demanded Jack tell her everything. After some waffling, he acknowledged that he sometimes looked at porn. But he said it was not very often and he could not even remember the last time he had done it. As with her first discovery a year earlier, Cristi did not know what to believe. But she was a lot more sceptical now than when she found the pictures of Michelle. She did not know what to do.

After several days of internal wrangling, she searched the computer and Jack’s phone for anything he might be hiding. And she found a lot: escort sites, hook-up apps, sexts and more. At this point, Cristi decided to go to counselling for herself, before her anxiety exploded. After all, she knew her job performance was declining, she was being short-tempered with the children and she was starting to drink too much. She was losing herself and something had to give.

For the first time, Cristi also opened up to her best friend, Patti, revealing that she and Jack were struggling (and why), asking if Patti knew of a counsellor she could recommend. Patti offered an understanding ear, and then disclosed that she and her husband had some problems several years earlier and had been able to work through them, eventually landing them in a better place than they had been even before Patti’s affair with a man named Bill (Cristi was shocked when Patti told her about the affair and several other indiscretions that had almost ruined her marriage). Patti recommended Dr Klein, who had been her husband’s counsellor, and Cristi made the call immediately. She had to do something or she was going to fall apart.

Fortunately for Cristi and Jack, Dr Klein worked in a group practice that specialised in treating issues of sexual addiction and compulsivity. Their team of therapists were all trained to deal with the trauma of betrayal, issues of sexual compulsivity and relationship repair. After the initial appointment, Cristi felt hopeful that healing was possible, and that her marriage could survive and possibly even improve.

Over the next few months, Cristi was able to identify what she needed to do to regain control over herself and her life. As she became stronger, she also began to identify what she needed from Jack to regain trust in him. In particular, she decided she needed a full disclosure, including some details (such as the time frames, duration and nature of the compulsive behaviours) but not others (such as information about Michelle’s life). She needed to know exactly what she was dealing with so that she could make choices for herself based on what was actually true, rather than on what she wanted to be true or feared was true. She also knew that she needed the disclosure process to be managed by a team of professionals who could support her and Jack and their relationship through this incredibly difficult conflict.

Sadly, the story of Cristi and Jack is not an uncommon one. Individuals who engage in compulsive sexual behaviour rarely discuss their activities until they are caught, and even then they rarely tell the whole truth. And the betrayed partner, who simply wants their world to stop spinning out of control (and knows little to nothing about sexually compulsive behaviours), rarely seeks qualified help, if they seek help at all. Then, after finding more incriminating evidence later, the betrayed partner goes through the same emotional upheaval again, sometimes repeating the previous response by not getting help or not getting competent help. This process can repeat many times before the betrayed partner finally gets fed up with partial disclosures, shallow and short-lived contrition and insufficient treatment. When this cycle finally wears thin, the betrayed partner sometimes seeks qualified help and inevitably realises they need to know what is real and what is not. At that point, a full disclosure becomes necessary.



The necessity of disclosure




Facilitating a clinical disclosure is one of the most challenging aspects of sex addiction treatment. Nothing can derail an addict’s recovery or hinder a partner’s healing process like a poorly executed disclosure. Nevertheless, disclosure is an important part of the healing process for couples committed to staying together and restoring (maybe even improving) their relationship. This area of treatment can be such a minefield that it should not be attempted outside of a therapeutic setting and a therapist should only facilitate this area of work if they have received proper training in disclosure. The process of disclosure is often not covered in training programmes, as 74 per cent of surveyed marriage and family therapists noted they did not believe their professional training programmes adequately prepared them to appropriately handle affair disclosure during treatment (Softas-Nall et al., 2008). Interestingly though, 92 per cent of these same therapists stated they had worked with couples who experienced infidelity. So, training in the disclosure process is paramount for therapists working with sexual addicts and their partners. Furthermore, if a relatively new therapist conducts a facilitated disclosure, they should do so only after training and under clinical supervision. As such, this chapter is meant to provide an overview of the process and is not intended to be used as a step-by-step guide.

As in the case example above, it is typical for a sex addict in the throes of their addiction to be living a secretive double life. As the addict’s disease progresses, their life becomes more unmanageable and the consequences begin to mount. Typically, one of those consequences is the discovery of the addict’s behaviour (or, more likely, some of that behaviour) by the partner.

It is not uncommon for the addict, once caught, to initially attempt damage control by revealing only the minimal amount of information they can get away with. Fear of hurting the partner and fear of the partner’s response are the most common reasons for minimising disclosure (Corley & Schneider, 2002). Typically, over time, as the disease progresses, more and more information is revealed, but only in piecemeal fashion. Corley and Schneider have coined the term ‘staggered disclosure’ to describe this process.


Staggered disclosure versus responsible disclosure




Staggered disclosure is when the partner confronts the addict and demands the addict tell all. The addict’s most common response is to deny everything their partner doesn’t already know and to then avoid the subject. When this approach proves ineffective or when the addict is caught in yet another lie or more cheating, they again disclose only what seems necessary. Over time, the addict continues to disclose bits of information, sometimes out of guilt, other times to control the partner’s reactivity. In the end, the addict may disclose everything, but by this time the partner has built a strong suspicion because the continual lying, secret keeping and partial truths have convinced the partner the addict cannot be trusted to admit the whole truth. As mentioned, sexual addicts often engage in staggered disclosure in an effort to control the damage, to save the partner from further hurt, to avoid the partner’s reactivity and to protect the addict’s ability to continue acting out. However, for partners, staggered disclosures can actually result in increased trauma.

The typical path of disclosure is:



1.Deny everything;




2.Disclose the least amount of information you think you can get away with (in other words, what your partner already knows);




3.
 Get confronted as more information surfaces;




4.Disclose a bit more;




5.Repeat earlier steps as necessary;




6.Disclose all (or most) of your acting out history.







Staggered disclosure appears to be fairly common. Schneider et al. (1998) reported 59 per cent of addicts and 70 per cent of partners indicated there was more than one major disclosure and several of participants noted having a series of partial disclosures actually harmed the relationship. This process can be incredibly damaging to the partner as well. In fact, research tells us 70 per cent of sex addicts’ betrayed partners, after learning about (some or all of) the acting out behaviours, experienced symptoms of post-traumatic stress disorder (PTSD) and acute stress disorder and had severe impairment in functioning as a result of the discovery (Steffens & Rennie, 2006). In one study, 76.9 per cent of partners stated they believed they were “victims of interpersonal relationship trauma” (Corley et al., 2012: 272). With sex addiction, the disclosure process is typically more traumatic than with non-addictive infidelity, mostly because there tends to be a larger quantity of hidden information and the behaviours are more varied, extreme and intense. So the partner is learning about not just infidelity but about a whole double life that has probably been going on for many years. Needless to say, this is typically a devastating experience.

In most cases when the addict embraces recovery they are working through a programme based on the principles of honesty, transparency and accountability. For the addict, letting go of secrets is a pathway to shame reduction, and disclosing secrets and ‘becoming known’ in group therapy and/or 12-step sexual recovery meetings can also help to build a social support network in their recovery process. Additionally, being honest with a partner can be healing, providing relief from the anxiety of holding onto secrets.

For betrayed partners, even though disclosure is typically a very painful experience, it is usually necessary to save the relationship, to rebuild trust and intimacy. As such, most partners want to know about the secret life that the addict has been living. They want to be empowered with the truth and given the opportunity to make healthy choices based on that truth, however ugly it may be. They also want disclosure because it validates any experience of suspicion and uneasiness they may have had prior to the initial discovery.

While it may seem counterintuitive, most therapists feel that providing the partner with clear factual information about the addict’s behaviour actually opens up the relationship for healing, and most betrayed partners (and even addicts) would agree. At the very least, disclosure provides the couple with a foundation of honesty and openness, which increases intimacy in the relationship. Often, partners are hurt by the information received, but (hopefully) they now have a fully truthful experience and this, coupled with the addict’s commitment to recovery, may give them hope to continue on and work on the relationship.

In most instances, a well-managed disclosure process can start the healing process for both the partner and the relationship. In a study of 80 sex addicts and their partners, prior to disclosure happening, 60 per cent of addicts felt disclosure was the proper course of action. After giving disclosure, 96 per cent felt it was the proper course. For partners, despite the pain of the experience, 81 per cent felt disclosure was the proper course of action prior to disclosure, with 96 per cent stating it was the proper course afterwards (Schneider et al., 1998). Unfortunately, research on the process of disclosure with sex addiction is quite limited.



Preparing for disclosure




Fortunately, there are ways to structure disclosure that provide healing for the partner and the couple. In short, effective disclosure is an art form that savvy and sensitive therapists can use to skilfully manage the trauma of the initial discovery, along with the trauma of further revelations. In the best-practice scenario, three therapists manage the various aspects of a couple’s recovery: a separate therapist for each of the individuals and a third therapist to facilitate recovery of the relationship.

Firstly, the unfaithful party needs an extensive evaluation to determine if they are actually a sex addict. Due to the common co-morbidity of sex offending, paraphilias and other complicating axis I diagnoses, a proper diagnosis is essential. Any one of these other diagnoses could lead to a completely different treatment plan. Utilising a comprehensive normed sexual addiction assessment like the Sexual Dependency Inventory 4th Edition (SDI-4), coupled with a comprehensive diagnostic interview, can be helpful in making this determination (Green et al., 2015).

Secondly, it is important to assess the addict’s level of motivation for recovery. At the very least, the addict should have some traction in recovery, with a thorough sexual history that has been outlined, and they need to have demonstrated some behavioural changes and a commitment to healing. The addict should also have a solid support network of recovering peers they can turn to, before, during and after the emotionally-fraught process of disclosure.

Thirdly, the partner must be similarly supported. The partner should have their own therapist, with whom they have a good therapeutic alliance. The partner’s therapist should be seen as an ally and an advocate for the partner’s healing process. It is best if the partner is also in a support group and has a solid level of education about sex addiction and what to expect in a disclosure process. It is often helpful for the partner to have peer support from other betrayed partners, especially those who have already experienced disclosure.

Lastly, the couple’s commitment to the relationship must be examined. In most cases, disclosure is a process reserved for couples who are completely committed to their relationship and who have demonstrated they are willing to actively work on saving it, perhaps even to making it better than before. If a party is threatening divorce or has filed paperwork, disclosure work is usually contraindicated.

There are plenty of other instances when disclosure is contraindicated. If the addict has not fully embraced the recovery process or is simply disclosing out of guilt or anger, it is not wise to do a disclosure. Additionally, if the partner is unprepared for the truth, due to a lack of support, preparation and/or education, disclosure should, at the very least, be postponed. The same is true when the partner is emotionally or physically fragile. For example, if the partner is pregnant or terminally ill, disclosure may need to be delayed or avoided altogether. If the couple is planning to divorce, disclosure is always ill-advised (unless a child’s welfare is at risk).


A well-managed disclosure process




There is no one right way to facilitate a disclosure. However, some common methodologies have emerged in this new field. Although an effective disclosure process is a creative process requiring the therapist(s) to be connected with the couple and willing to change course if clinical judgement deems this necessary, there are some common elements of a well-managed disclosure process.

Ideally, a disclosure is structured by a therapist who is adequately trained to deal with sexual addiction and its impact on a couple. It is carefully planned to include support for both parties, 
 perhaps including a full schedule of support for the week of disclosure (any maybe beyond), such as extra therapy sessions, group support, peer support and self-care activities. Best-practice models involve a team approach with a therapist present for both parties. It is important the therapeutic alliance with the individuals is strong, in order to help facilitate this challenging process. Disclosure is always set up with the ultimate goal of restoring relationship trust and intimacy.

In getting the addict ready for a responsible disclosure process, the addict’s therapist helps the addict prepare a timeline of the addiction and their acting out behaviours. This helps the addict to break through denial and begin thinking about accountability and honesty. Often, this sexual timeline, serving as a thorough account of their sexual behaviours, is coupled with the addict’s first step (in a 12-step recovery programme or a guided therapy programme).

After completion of this timeline, the addict compiles the data into one cohesive document, which they should review with their individual therapist, therapy group and 12-step sponsor/peers. During this preparation process, the addict’s individual therapist emphasises the need for total and complete honesty, and prepares the addict for what to expect during the facilitated disclosure. It is helpful for the addict to have some skill in managing feelings of shame and anxiety (beyond sexual acting out). Again, the addict will ideally be involved in group therapy and/or 12-step recovery, where they can receive peer support before, during and after the disclosure process.

Partners also need to be prepared. They should have their own therapist who can help them understand the disclosure process, advocate for their needs, help them cope with the trauma of disclosure, and assist them in setting boundaries with the addict. Partner support groups can also be used to normalise the experience, helping to reduce shame and providing much-needed social support. Ideally, the partner’s individual therapist will educate the partner on the disclosure process, helping the partner to create a list of questions they might want to ask and have answered during a disclosure. The therapist also assists the partner in planning their support for the week of disclosure and beyond, which might involve childcare issues, or even having one party move out of the house for a short period of time.


Writing the disclosure




Crafting a good disclosure statement is an art form, and there are many different methods for doing so. Strategies typically involve the use of a structured data-driven model, with categories of behaviour listed in chronological order, a timeline approach or writing the information in a narrative format (like a story that chronicles the addiction and the behaviour).

No matter what the format, the addict’s disclosure should be thoughtfully written down and then reviewed by the addict’s individual therapist, therapy group and maybe even members of their 12-step support network. The written disclosure should include the following:



•The type of acting out, expressed in general categories;




•The time frame of the acting out;




•Health issues (and potential health issues) to which the partner should know;




•Who was involved in the acting out (especially if it included someone the partner may know or run into).







The language of the disclosure is also important. There should be no minimising. The addict should take full responsibility, being completely accountable and owning their deceit and the pain they have caused. Anatomically correct terms should be used instead of graphic or colloquial terms. For instance, the addict might talk about unprotected oral intercourse rather than ‘blow 
 jobs’. Disclosure should also include accountability for lies and manipulation, such as, “I lied to you when you asked me about X, Y and Z”. Finally, the disclosure should also include information about financial costs to the couple, including how much money was spent and who/what it was spent on, as well as indirect costs such as reprimands that led to lost promotions at work, for example.

In the structured, data-driven model, information for a disclosure is usually organised chronologically or topically, focused on clarifying the facts. If there is a lot of information, it is often better to condense it topically and summarise the behaviours in each category. Disclosures with less information are often organised chronologically. Therapists should make sure the partner’s questions, prepared in advance with the help of their individual therapist, are answered in the disclosure statement.

Using the timeline model, the addict presents a timeline of their acting out behaviours and the length of time they engaged in them, specifically identifying when the behaviours changed and escalated. A timeline is usually mapped out on a horizontal sheet of paper, and the necessary details are presented chronologically. This method can be helpful in outlining the progression of the addiction over time so the partner can see the start and the escalation of the disease. This style usually takes less time to complete and it tends to be more concrete than a narrative approach.

In a narrative approach, the addict uses language that emotionally validates the partner, beginning with an expression of empathy for the partner’s traumatic experience of infidelity and disclosure. The addict tells the story of what behaviours occurred and how they escalated over time, outlining how specific acting out behaviours affected the partner. The narrative may include some timeline references, but mostly it follows a story-like format, ending with a final expression of compassion and understanding for the partner’s painful process of discovery and disclosure. Some therapists feel this narrative method, which includes more emotionally-validating language, is helpful for the partner’s emotional process of healing. Others feel that it can be perceived as manipulating the partner. So, again, how the disclosure is written is a very important part of the process.


Structure of the session




In most facilitated disclosures, co-therapy is conducted and the session is structured for safety and containment. Corley and Schneider (2002) advise setting aside two to three hours for the disclosure session. Frequently, there is an attempt to empower the partner during the process, perhaps by giving them the ability to invite the addict into the room and to ask the addict to leave at any time. The addict typically reads the disclosure statement and the therapist typically suggests pauses throughout, allowing the partner time to process and ask questions. Alternatively, the addict might read the disclosure from start to finish and then leave the room, allowing the partner and their therapist to process the disclosure and create a list of additional questions, before inviting the addict back in to answer questions and/or process the content. Typically, individual therapy will be offered just following the disclosure, followed by more individual and couples sessions over the next few days.

Ideally, the co-therapists agree on a strategy prior to the session, and the patients are prepared with information about what to expect during the process. The therapists need to stay attuned to each of their patient’s needs during the process, and they might need to change the structure to accommodate the partner’s or the addict’s needs. For instance, more frequent breaks than planned for may be necessary or parts of the disclosure statement may need to be repeated. Typically, the addict and the partner do not travel to the session together. It is also common to 
 have a support person (other than the therapists) present waiting to accompany the individual or support them following the session.

The disclosure session is usually followed up with individual therapy sessions, group peer support and couples therapy to process the information. It is not uncommon for the therapists to ask the partner to share an ‘impact letter’. This lets the partner share their feelings about the disclosure, the sexual behaviour and how it has impacted the relationship. Couples therapy usually includes ongoing work on the part of the addict to become more accountable, take responsibility and make amends to the partner. Couples therapy also asks the partner to share their pain and to process their feelings with the addict.

Hopefully, with all of the information about the addiction on the table, the couple has a foundation of honesty from which to work on rebuilding trust and intimacy in the relationship.


An addict’s disclosure




Jack’s disclosure became the focus of his own counselling process after Cristi said she would leave him if he did not agree to therapy and a full disclosure. At first, Jack agreed to Cristi’s terms simply to placate her. He did not think counselling or disclosure were necessary, saying, “I think we can do this on our own, but if that’s what you think we need, I’ll go”. However, after four sessions with Dr Swift, Jack began to experience relief as he shared about his life. He found comradery with the other men in his group and he saw himself in the stories he heard from them. Over time, he began to see how he was sabotaging both his life and his relationship with empty sexual behaviours and he committed to the recovery process.

When Dr Swift began preparing Jack for the disclosure process, he used two formats: a timeline and a narrative. The timeline simply detailed the compulsive behaviour in a chronological fashion. Later, Jack used the timeline to write a narrative about his addiction and the impact of his behaviour on Cristi.

For Cristi, preparing for the disclosure was difficult, although she knew she needed to hear it to move forward. Her greatest fear was that Jack might disclose he had another child somewhere or that he had contracted a sexually transmitted infection (STI) he had not told her about. She wondered if the precancerous cells found in her last pap smear might be from an STI. She was also afraid Jack might have inadvertently exposed their son, Jason, to porn.

After months of therapy and preparation, Dr Swift and Jack came to Dr Klein’s office for the facilitated disclosure session. Cristi was already there, having met with Dr Klein for support prior to the arrival of Jack and his therapist. When they arrived, Cristi invited Jack into the session and Jack read his disclosure. Jack was honest and remorseful as he read his account of his addiction. Cristi learned that Jack’s behaviour was more extensive than she thought and some of the facts of Jack’s secret addictive life took her breath away. She felt a mixture of rage and shame, but also hope because she could see Jack’s remorse. She also could see from the litany of behaviours he shared that this was truly an addiction that had gotten out of control over time.


Post-disclosure




A well-managed healing process includes support for the partner post-disclosure, as there is likely to be significant emotional reactivity and instability. The partner’s therapist provides support, helps the partner process the pain, and validates their continued traumatic symptoms. The partner’s therapist helps the partner to process any new information revealed in the disclosure session, to identify adequate self-protective boundaries and to express appropriate anger. Further trauma work may be necessary, using Eye Movement Desensitisation and Reprocessing 
 (EMDR), somatic experiencing, hypnosis or other emotion-processing interventions. Typically the partner has the opportunity to respond to the disclosure in couples therapy and share their thoughts and feelings. Disclosure is usually followed by intensive couples therapy to work on relationship repair.


Conclusion




Facilitating disclosure is one of the most challenging aspect of sex addiction treatment. However, when well managed it can be an important component in the healing process for the addict, the partner and also the relationship. A well-managed disclosure process fosters honesty and accountability for the addict. For the partner, it provides validation of betrayal trauma, helps to make sense of the addict’s past behaviours and empowers the partner with the truth. For the couple, it establishes a foundation for rebuilding trust and healing the relationship.

Unfortunately, very little research has been conducted on the sex addiction disclosure process. Much more information is needed on what methods and strategies provide the smoothest and least traumatic disclosure possible. Additionally, more research is needed on which couples therapy treatment techniques are most effective in repairing the damage caused by the sex addiction and healing the attachment rupture in the relationship.
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Sexual addiction and sex offenders






Andrew Smith







Introduction




This chapter explores the concept of sexual addiction and whether the term can be meaningfully applied to sex offenders and, if so, which category of sex offenders. Initially, the argument that both sex addicts and sex offenders are genetically predisposed to behave in harmful sexual ways will be briefly discussed. Hall’s (2013) predisposing categories of attachment, trauma and opportunity in relation to sexual addictive problems are reviewed in relation to both sexual addiction and sexual offending. The question of whether all sex offenders are sexually addicted is then discussed and examples of common practice are suggested. Finally, a composite, fictional case study of an internet offender with sexually compulsive, addictive behaviour, is presented.


Genetic predisposal towards sexual addiction




Sexual addiction in the context of this chapter is defined as a pattern of compulsive sexual behaviour causing harm to self or others and/or at odds with a person’s stable value base. There is research to suggest sexual addiction has a genetic component, as some individuals are more prone to becoming addicted to a range of things, including sex (Volkow & Li, 2015). The genetic argument lends validity to the concept of sexual addiction as a disease, to which some people are more susceptible. There is also growing evidence, since the development of brain scanning technologies, that addiction can alter the neurochemical balance of the brain (Barrett, 2010). Hence, addiction can be seen as an organic phenomenon, at least in part, that can be measured empirically, giving more validity to viewing the addiction process in terms of disease.

Thompson (2012) charts the development of the disease model of addiction through the influence of the Alcoholics Anonymous (AA) 12-step model, with doctors promoting, in Thompson’s view, the belief that addiction is a largely degenerative disease over which the individual has no ultimate control, needing the treatment of the group. Thompson argues this can pathologise the individual and does not account for people who succeed in managing addictions through their own efforts. The disease model of addiction has also been criticised on moral and religious grounds for discouraging personal responsibility and self-control (Cherlin, 2009).


 With regard to the sexual addictive process in particular, the disease model has been seen as a repressive social construction and has been critiqued by feminist groups. The various feminist positions are nuanced. Nevertheless, they can be summed up as, on one hand, concerns about pathologising, and hence excusing, male misuse of power and sexual exploitation and, on the other hand, limiting free sexual expression (Irvine, 1995).


Genetic predisposal towards sexual offending




A distinction must be made between individuals who sexually offend and individuals who are paedophilic. However, in clinical terms, paedophilia is termed as a sexual disorder related to the presence of ‘intense and recurrent sexual urges and behaviour towards pre-pubescent children’ (American Psychiatric Association, 2013: 5.2). Hence, paedophilia refers to an arousal pattern rather than behaviour or sexual offending, per se
 . Goode (2010) helpfully described how some adults who are sexually attracted to pre-pubescent children can also be attracted to an idealised concept of childhood, and her various descriptions of the positions that paedophilic adults adopt can be summarised as follows:



•They are sexually attracted to pre-pubescent children, but desist from sex with children, believing it is harmful and morally wrong;




•They basically believe that sex with children is wrong, but at times can be ambivalent about this belief and/or have difficulty in controlling sexual urges, leading to sexual abuse;




•They believe that sex with children is not harmful or morally wrong (nor attraction to children a disorder) and pursue this course of action;




•They do not care if sex with children is harmful or wrong, being intent on gaining sexual satisfaction in any case.







Feierman (1990) has suggested that the replacement of the normative adult paternal reaction to young, pre-pubescent children with a sexual reaction is a result of brain chemistry. As with sexual addiction, paedophilia can be seen to have a genetic base.

Of course many sex offenders would not be clinically classed as paedophiles. Sexual offences are committed against pre-pubescent children by people who are also attracted to adults, and who can be in long-term sexual relationships with adult partners. The most common victims of sexual crimes are girls, with the most common age for abuse being nine (Children’s Commissioner’s Inquiry Report, 2015). However, many victims of sexual abuse are teenage girls. Teenage victims (post-pubescent) would be legally and psychologically children, unable to give informed sexual consent, although many would have developed secondary sex characteristics such as breasts, curves and pubic hair, rendering sexual attraction to them non-paedophilic, in clinical terms.

Feminist commentators such as Macleod and Saraga (1988) and Herman and Hirschman (1977) suggest sexual offending, in general, should be seen in terms of power, as part of a patriarchal continuum of male violence against women and children. This radical feminist approach adopts the view that sexual abuse is not a problem of genetics, psychology or relationships, but rather derives from social constructions of masculinity and the misuse of power by males over women and children.


Attachment and sexual addiction




Bowlby’s (1959, 1969) seminal concept of attachment revealed how a child’s early attachment to the main caregiver (usually the mother) and other significant caregivers can have a profound 
 effect on how the child, and eventually the adult, copes with life. Glaser’s (2000) review of neurobiological research compiled convincing evidence of how the development of the brain and its neurochemical processes can be damaged by adverse traumatic attachment experiences, even as early as in the womb, resulting in dysfunctional patterns of relating, not just stemming from learnt experience but from actual curtailed brain development and functioning.

The literature on the addictive process and sexual addiction outlines a basic theory that attachment disorders result in higher levels of stress and lower levels of satisfaction in relationships. Individuals then use addictive behaviour, such as compulsively seeking sexual highs, as a way of regulating emotions. Flores (2012) states, for instance, that from an attachment theory perspective, until the addict develops the capacity to establish mutually satisfying relationships, they remain vulnerable to relapse and addiction.

Managing and replacing the ‘high’ of sexual addictions with the help of relational and communal fulfilment and accountability provided by the therapeutic group and buddy system (Carnes, 1991) is a well-documented, effective way of treating the addictive process generally, and specifically in relation to sexual addiction. Psychodynamic approaches also offer means by which, within the safety of the therapeutic alliance and over time, the individual can relearn to trust and develop more adaptive ways of relating to the world and significant others, lessening the need for the addictive buzz. Holmes (1996) and Kohut (1977), for instance, suggest a range of treatment methods and outcomes to repair attachment deficiencies which could underlie addiction problems, including sexual addiction. Hence, the theory of attachment can be seen as a relevant model in treating the problem of sexual addiction.


Attachment and sexual offending




As with sexual addiction, there is a body of research data on how poor attachments are found in the lives and family and relational networks of sex offenders (Bentovim et al., 2009). With regard to sex offenders, Beech and Ward’s theoretical risk framework (2003) incorporates the seminal child-developmental work of Bowlby (1969). In addition, Marshall (1989) found that family backgrounds of sex offenders are typified by neglect, violence and disruption as well as erratic or rejecting parenting. Poor attachment to parent figures, particularly mothers, has been seen as predictive of general antisocial behaviour and sexual offending (Smallbone & Dadds, 1998). Attachment problems, particularly with mothers, have also been shown to be consistent with difficulties in forming stable, adult relationships with age-appropriate adults, and also with sexual offending (Hanson & Bussiere, 1998). Poor attachments can lead to a lack of empathy and a tendency to sexually objectify others (Marshall et al., 1993).

Various developmental theories of sexual offending include attachment as a risk factor. Notable theories include Marshall and Barbaree’s (1990) Integrated Theory, and Hall and Hirschman’s (1992) Quadripartite Theory of Sexual Offending. In different ways, both theories describe sexual offending in terms of a developmental process, involving the interaction of dysfunctional historical and current circumstances, behaviour, thoughts and emotions, which can often be traced back to early attachment problems. Leaving aside the argument that poor attachment is merely another form of early trauma (Birchard, 2015), there is well-documented evidence that attachment problems, as they are commonly conceptualised, are relevant to both sexual addiction and sexual offending.


Trauma and sexual addiction




Much of the literature on trauma explains how trauma can result in general addiction problems (Dayton, 2000; Heller & LaPierre, 2012). Dayton (2000) draws a distinction between early 
 trauma caused through highly anxiety-provoking attachment disorders, as explained above, and traumatic experiences such as sexual or physical abuse later in life, accidents, illness or exposure to war situations. Heller and LaPierre (2012) cite post-traumatic stress disorder (PTSD) as an ongoing diagnosable condition, with common symptoms of nightmares, flashbacks and panic attacks.

Dayton (2000) explains how the various forms of trauma cited above can be stored in the brain and cellular memory, inhibiting the production of natural reward neurochemicals and overexciting fight/flight/freeze natural response systems, leading to hypervigilance. These maladaptations can then, in turn, result in high levels of depression and anxiety. Consequently, the traumatised individual can use addictions such as alcohol and drugs to manage the ongoing distressing emotions.


Trauma and sexual offending




Carnes (1991) has explained how a similar process to that involved in sexual addiction occurs with sex offenders. If an individual has experienced trauma, the ‘high’ and the escape of chasing deviant sexual fulfilment can act as a way of regulating distressing negative emotions or mental states related, for instance, to depression, perceived disempowerment and grievance.

Ward and Keenan (1999) suggest that individuals brought up in such dysfunctional and traumatic circumstances can develop faulty ‘implicit theories’ or ‘schema’ about the world, relationships and sex. Ward and Keenan suggest five main antisocial implicit theories observed in sex offenders:



1.Viewing children as sexual objects, deriving from a belief that people are primarily motivated by a desire for pleasure;




2.An exaggerated sense of entitlement, stemming from the belief that some people (men) are more important than others (women and children);




3.The core belief that we live in a dangerous world, necessitating the goal of dominance or retribution, or otherwise the forming of relationships with children because adults seem too threatening;




4.The core belief that life is uncontrollable, including one’s own emotions, desires and circumstances;




5.The core belief that sex with children causes no harm.







Ward and Keenan suggest that these faulty core beliefs about the world can go on to generate specific distorted thinking, which both facilitates and minimises sexual offending. Hence, trauma and the dysfunctional responses that trauma can generate can be seen as predisposing factors in both sexual addiction and sexual offending.


Opportunity and sexual addiction




Hall (2013) argues that, with the development of internet technologies and the widespread exposure of young people to cybersex from an early age, individuals are increasingly presenting with the symptoms of addiction, without any obvious signs of attachment problems or trauma in their pasts. She offers the possible explanation that, from an early age, pervasive exposure to sexually explicit material has desensitised individuals to normative sexual desires, resulting in them needing to seek out more frequent and extreme forms of sexual fulfilment to gain the same satisfaction that others might gain from more modest sexual experiences.


 Barrett’s (2010) supernormal stimuli theory offers an evolutionary psychological theory for Hall’s observations. Barrett contends that, for most of human history, the vast majority of people have only had a small selection of potential sexual partners to observe and mate with, from the relatively small social groups in which humans have lived. In the last 200 years this has increased exponentially through more of us living in urban areas with a large number of potential sexual partners on show, and being increasingly exposed to sexual imagery through the developing mass media: art, magazines, film, video and now the internet. As with food, we are now surrounded by a far more exotic diet of exaggerated and extreme human sexuality – supernormal stimuli. Barrett argues that, as with food, our primitive brains have been evolutionarily adapted to seek variation of sexual partners, in order for the species to have the best chance of survival. Hence, seeking out the virtual world of online fantasy sex, the world of frequent, impersonal sexual encounters or the repeated courtship rituals made possible by internet dating can become an addictive pathway. It has also been well documented (Barrett, 2010) that ‘supernormal’ sexual activity, like substance misuse, can artificially raise levels of the feel-good neurotransmitter, dopamine, while inhibiting the natural production of dopamine, causing the sex addict to be locked into the compulsive seeking behaviour. Also, as with drug addicts, Barrett points out how high-level dopamine production inhibits executive brain function, which controls rational, consequential thinking.


Opportunity and sexual offending




In 2013, the Child Exploitation and Online Protection Centre (CEOP) estimated that 50,000 people in the UK (the vast majority, men) were viewing indecent images of children online (CEOP, 2013). Based on the author’s personal experience of working with internet sex offenders, many of these individuals do not present with significant attachment or trauma problems but often have histories of looking at legal pornography on the internet from an early age. They frequently present as having similar profiles to sexually-addicted patients, described above.

There is research to suggest that internet offenders who have no previous convictions for sexual or general offending, no history of violence, antisocial behaviour or significant psychological problems and who have not used the internet to groom children to meet them offline, are at a low risk of crossing over from internet offending to hands-on sexual abuse of children (Seto & Eke, 2005; Webb et al., 2007).

For this particular group of sex offenders, the opportunity afforded by the existence of the internet may be the main predisposing factor, rather than attachment or trauma problems. Quayle et al.’s (2006) list of the motivations and rewards of sexual offending on the internet would include a large crossover with the motivations and rewards inherent in somebody becoming sexually addicted to legal sexual images and activity on the internet. These motivations are:



•Avoiding real life




•Cheap, readily available excitement without apparent risk




•Empowering marginalised people




•Challenging conventions




•Facilitating social relationships




•Sense of mastery/competence/control in getting just the right collection




•Legitimising cognitive distortions about sex and children




•Distancing offenders from harm caused to victims.









Are all sexual offenders sexually addicted?




Ward et al. (2004) propose a model of sexual offending involving four different pathways, which can lead to a sexual offence. Below is a summarised model of the pathways:



1.The Avoidant-Passive Pathway is characterised by individuals who have a general desire to avoid sexual offending but lack the coping skills to prevent it;




2.The Avoidant-Active Pathway is also where individuals want to avoid offending, but choose inappropriate coping skills to do so;




3.The Approach-Automatic Pathway refers to an individual who will not go looking for opportunities to sexually offend, but if one presents itself they will impulsively sexually offend, motivated by underlying faulty beliefs about the world;




4.The Approach-Explicit Pathway refers to fixated sexual offenders who want to offend, and who often have no particular self-management problems, but deliberately apply their often considerable resources to the pursuit of sexual offending.







The above model suggests individuals adopt different pathways to sexual offending and so offend at different rates. Recently, the largest ever report into sexual offending in the family in the UK (Children’s Commissioner’s Inquiry Report, 2015) estimated that only one in eight victims of sexual abuse come to the attention of statutory authorities. Therefore, caution must be exercised when talking about conviction rates, as sexual abuse is a dark figure crime that is underreported. There is undoubtedly a high risk group of sex offenders who are caught up in an addictive or compulsive pattern of sexual abuse, particularly if there is an availability of victims by virtue of circumstances or the power the perpetrator possesses. However, the picture is more complex than this. There are internet sex offenders who are addicted to the pursuit of legal or illegal sexual highs online, but who have never abused a child in real life (although children appearing in the online images are abused in real life) and who are at low risk of doing so. There are also individuals who have committed sexual abuse against a child or an adult at one time in their lives, at a certain stage of development or in a particular context or set of circumstances, who are at relatively low risk of reoffending and who can therefore not be classified as being addicted to sexual crime.

Finkelhor’s four preconditions for child sexual abuse (1984) has been a staple of sexual offending treatment courses since the late 1980s. This model was one of the first comprehensive theories of sexual abuse (Ward & Sorbello, 2003) and remains influential. According to Finkelhor’s theory, there are four stages involved in a sexual offence:



1.A sex offender must be ‘motivated’ to offend (such as be sexually or emotionally attracted to children);




2.A sex offender must ‘overcome internal inhibitions’ (such as bypass internalised social norms and taboos against sex with children);




3.A sex offender must ‘overcome external inhibitions’ (such as remove the child from the protection of others);




4.A sex offender must overcome the victim’s resistance (such as persuade the child to have sex by bribes or intimidation).







Finkelhor suggests (1984) that an offender must go through all four stages for a sexual offence to take place. It is a function of treatment and risk management to raise the individual’s awareness of how they have offended. With high risk offenders, who can be deemed addicted to 
 sexual offending, this cyclic process can be happening frequently, on a daily or regular basis. For low risk offenders, this cycle could be on a very slow burn, as it were, taking years to activate. Such offenders cannot be viewed as addicted to sexual offending, although they may or may not be compulsively fantasising about deviant sexual themes. Of course, if they do offend, then the harmful consequences can be far greater than in respect of an individual who is sexually addicted, for instance, to visiting a legal porn site or engaging the services of a sex worker.


Areas of common therapeutic practice




Like the above Finkelhor model, the similar Wolf (1988) model of sexual offending, which depicts more discrete stages, has been extensively used in sex offender treatment programmes. The role of both models is to enable the person who has offended to gain insight into the feelings, thoughts and circumstances which were apparent preceding, during and after the offence(s), so that risk triggers can be better self-identified and self-managed.

The use of the above models is predominantly cognitive-behavioural, making a connection between circumstances, thoughts and feelings to reinterpret events and emotions (risk triggers) to produce more constructive thought and behavioural patterns (relapse prevention or safeguarding strategies). Crossover links can be found with the cognitive-behavioural models and cycles used in the treatment of sexual addiction. Birchard (2015), for instance, identifies various cognitive-behavioural and additional eclectic methods used with compulsive and addictive sexual behaviour, which are also used in therapeutic and rehabilitative work with sex offenders: collaborative goal setting (Trotter, 2006), ‘solution-focused magic wand question’ (Jenkins, 1990) and Socratic Questioning (Mann et al., 2002). In addition, it is well documented that the quality of the therapeutic relationship is key to treatment change across patient groups (Paul & Charura, 2014), and it would be odd if this did not also pertain to work with individuals who are sexually addicted, as it does to patients with sexual offending problems (Sandhu & Rose, 2012). Hence, the relationship between patient and therapist can be seen as a site of potential healing for attachment and trauma problems which, as noted above, are common to both sexual addiction and sexual offending.


Composite counselling case study




Matthew has been married to Sarah for five years. Both are in their late twenties. They met at university. Matthew states he has always been attracted to young female teenagers, although he likes older women as well. Sarah knows he views adult pornography but does not know to what extent. He says he is worried because he has been increasingly viewing violent images involving teenage girls, and recently went onto an illegal site, with girls who looked as young as eight on it. He says he clicked off the site after a couple of minutes. The police were monitoring the site. He was arrested and given a police caution. Sarah was shocked when Matthew told her about this, but says she forgives him. Matthew says he has not looked at any illegal material since but has continued to look at legal pornography. He has also been tempted to masturbate about one of the girls on the illegal site, whom he thinks may be as young as 13 or 14 years old. A week ago, he gave in to temptation and did so. Matthew and Sarah have never stopped having sex together, although the frequency has reduced in recent years. He states he would never be unfaithful to Sarah and would never make any sexual advances to children he met in real life. However, he is concerned about the time he spends watching pornography at work and this is having an effect on his productivity. He is a self-employed graphic artist. Matthew talks of a difficult relationship with his father, who is a retired police officer, although both he and Sarah have ongoing relationships with each set of parents. Matthew talks about being attracted to the darker side of life, although he has always been law-abiding. He also likes playing internet war games. Both Sarah and Matthew say they avoid discussing difficulties in their relationship until it all blows up. These difficulties include Matthew buying gadgets they cannot afford and eating out in expensive restaurants.

After agreeing confidentiality boundaries, the initial work with Matthew was goal setting. He stated that he wanted to stop looking at pornography on the internet and to communicate better with Sarah. We drew up an initial safety plan, which we agreed would evolve as the therapy progressed. The advantage of doing this at the start of therapy rather than at the end is that it prioritises helping patients to stop or manage unwanted or harmful behaviour towards self and others from the beginning. The plan I favour is simple for ease of ongoing use, consisting of Signs of Safety, Signs of Risk and Responses to Signs of Risk. Risk was jointly agreed to constitute looking at legal internet pornography and child abuse imagery, as Matthew identified that the former could be a pathway to the latter. Matthew agreed he would share the Safety Plan with Sarah. I asked various solution-focused questions to facilitate the collaborative forming of the initial plan:


How could he, Sarah or a friend tell if he was living a safe life or a risky one?

How would he respond, and how would he like significant others to respond, if they noticed signs of risk emerging?

What had worked in the past, at times when he controlled his behaviour?

What were helpful and unhelpful sexual fantasies?





In addition to the above, we brainstormed behavioural management techniques:



•Positive self-talk




•Mindfulness




•Keeping a fantasy diary




•Using distractions such as exercise, music and carrying a photograph of Sarah and looking at it during times of temptation




•Making himself accountable to Sarah by giving her his computer passwords and negotiating times when she could inspect his computer history (we discussed how it was important that Matthew took proactive responsibility in making himself accountable to avoid, in transactional terms, a counterproductive Parent-Child dynamic in the relationship, with his taking up the rebellious child role and Sarah the rescuing parent).







Over the coming months, Matthew and I would review the Safety Plan and amend it, focusing on what seemed to be working. I was also mindful that Matthew was fairly unaware that internet offending is not a victimless crime. Raising awareness of the suffering and plights of children and young people who appear in child abuse imagery, through psycho-educational input, can be an important deterring factor, with regard to future offending, as it de-objectifies victims. However, this type of victim awareness work can consolidate feelings of unworthiness and low self-esteem, and is best completed when the therapeutic alliance has been established and after the patient’s own experiences of victimhood and disempowerment have been acknowledged, explored and understood.

Life history work with Matthew revealed a narrative in which he had felt disempowered and not valued by his father, who was a dominating presence in the family house, although never 
 physically abusive. We conducted a family sculpt exercise, where I asked Matthew to arrange empty chairs in the room, representing his birth family. I then prompted him to think about how he would have ideally liked his family to be. Certain themes predominated: being valued for who he was by his father; his family having more fun; being able to say what he wanted to his father; both his mother and father being less ambitious, competitive and worrying less about what others thought.

I encouraged Matthew to reflect on the coping mechanisms he used to manage the challenges of life in his family of origin. He said that as a child he would never express his true feelings, but would escape into fantasy activities with model soldiers, later replacing this activity with gaming on the computer. As a teenager he worked hard at school and was not confident with girls. His first serious relationship was with Sarah, whom he met at Freshers’ week at university. This was his first sexual relationship. His parents very much approved of Sarah.

Matthew came to see that, although he loved Sarah, he also resented what the relationship with her had come to represent: responsibility and the curtailment of experience and identity. This was an especially painful wound, as it echoed the repression he felt in his family of origin. His lack of communication with Sarah was a continuation of the pattern with his parents. He felt safe within the relationship with Sarah, but frustrated by what he felt had been denied him to date: sexual experimentation with teenage girls when he was a teenager; normative teenage rebellion; the ability to be assertive in relationships. When exploring the reason why he looked at the abusive image of the child, and later masturbated about the image, Matthew reflected that the thrill of behaving in such an antisocial and taboo-breaking way was very exciting. We explored what had been happening when he had first looked at the abusive images and subsequently when he masturbated about the image of the 13-year-old girl. On the first occasion, Matthew had been feeling bored and disgruntled all day and on the second occasion he had spent the evening with his father, who had been particularly opinionated.

Matthew had some difficult decisions to make about whether he wanted to remain in the relationship with Sarah, which we explored using a pros and cons exercise. At the time of conducting this exercise, I was aware of my own judgemental responses with regard to Sarah being treated unfairly and the dangers of a transference dynamic developing, with me becoming the disapproving father. I discussed these issues with my supervisor and decided I should not share my feelings with Matthew, as they derived from my own tendency towards falling into the ‘rescuing’ role on occasion and they did not constitute a repetitive dynamic interrupting the therapeutic process.

Matthew eventually arrived at the stable position of wanting to remain in the relationship with Sarah, realising there would be restrictions as well as opportunities with regard to this choice. However, the important aspect for Matthew was that he felt empowered by making this free choice, rather than unconsciously feeling he had just drifted into the relationship out of conformity and convention. Part of the adventure ahead for him was learning to be more transparent and assertive about his feelings, opinions, needs and desires with significant others, including Sarah, and particularly his father. Matthew suggested to Sarah that they see a couples’ counsellor to put their relationship on a better footing.

Before the therapy was finished, Matthew came to see how his unacknowledged resentment about the way life had turned out had caused Sarah a great deal of pain. He was also willing to explore how the children and young people in abusive images are often from disadvantaged and abusive backgrounds, and how viewing abusive materials creates a market for this form of child abuse.



Conclusion




There would seem to be many common predisposing factors with regard to individuals who are sexually addicted and individuals who sexually offend. There is evidence to indicate a genetic component pertaining to some individuals in both categories. In addition, attachment and trauma issues can be found in both groups. The opportunity to become sexually addicted to both legal and illegal online sexual stimulation through early and pervasive exposure to internet sexual activity is also common. Some high risk sex offenders compulsively and addictively seek opportunities to offend. However, many individuals are on a slow-burning fuse, with months and years between offending activity, and others will never go on to reoffend after an initial illegal act. Such individuals cannot be said to be addicted to sexual offending. With regard to the treatment of sexual addiction and sexual offending, there are many common therapeutic components.
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Sex addiction and professional sexual misconduct






Charles Samenow and Jennifer P. Schneider







Section one: toward an understanding of professional sexual misconduct






In every house where I come I will enter only for the good of my patients, keeping myself far from all intentional ill-doing and all seduction, and especially free from the pleasure of love with women or with men.



(Excerpt from Hippocratic Oath, quoted in Irons & Schneider, 1994: 3)









Introduction




Since the time of Hippocrates, it has been recognised that the unique nature of the physician-patient relationship is threatened and distorted by intimate emotional or sexual contact within this relationship. The Hippocratic Oath specifically warns against sexual involvement with patients, yet it commonly occurs. Nor does it happen only between physician and patient, but also in other relationships such as psychotherapist and patient, clergyperson and parishioner, and lawyer and client.

Why does this happen? Why do some professionals suddenly or repeatedly abuse their power and position? Once caught and made to face the consequences of their behaviour, can these professionals ever safely return to practice? Or is punishment, civil litigation or termination of a career society’s only recourse? This chapter will attempt to answer these questions.


Definitions, background and data




According to the Federation of State Medical Boards in the United States (2006), physician sexual misconduct is behaviour that exploits the physician–patient relationship in a sexual way. Sexual behaviour between a physician and patient is never diagnostic or therapeutic. It may be verbal or physical, and may include expressions of thoughts, feelings or gestures that are sexual or that may reasonably be interpreted by the patient as sexual. There are primarily two types of such misconduct:



•‘Sexual impropriety’: behaviour, gestures or expressions that are seductive, sexually suggestive, disrespectful of patient privacy, or sexually demeaning to a patient. Some examples are: using 
 the relationship to solicit a date or romantic relationship; initiating a conversation regarding the sexual problems, preferences or fantasies of the physician as opposed to that of the patient; performing an intimate examination without clinical justification, or without explaining to the patient the need for such; requesting details of sexual history or sexual likes or dislikes when not clinically indicated.




•‘Sexual violation’: physical sexual contact between physician and patient, whether or not initiated by the patient. Some examples are: sexual intercourse; oral to genital contact; kissing in a romantic or sexual manner; touching breasts, genitals or any sexualised body part for any purpose other than appropriate examination or treatment; encouraging the patient to masturbate in the presence of the physician, or masturbation by the physician while the patient is present; offering to provide drugs in exchange for sexual favours.







These terms refer specifically to behaviours between the professional and client or patient. When similar behaviours, such as sexual innuendos, unwanted advances or physical improprieties, occur between the professional and a member of the office or hospital staff, they are still considered exploitative but are referred to as ‘sexual harassment’, rather than sexual misconduct. However, these behaviours often overlap; many professionals who sexually exploit their clients are also likely to sexually exploit their staff.

While professional sexual misconduct has become more widely recognised, studied and disciplined in recent years, it is by no means a new phenomenon. In the US, as early as 1784, Benjamin Franklin headed a commission which demonstrated concern over the use of hypnosis and sexual exploitation of female patients (Commission Royale, Bailly, 1784). And, of course, literature, the media and popular culture have been fascinated with the topic. F. Scott Fitzgerald’s 1933 novel Tender is the Night
 is only one such example.

There has been much criticism of how the healthcare profession has handled sexual misconduct. Despite current condemnation by ethical codes of all the helping professions, sexual misconduct has not always been viewed this way. Although professional ethical codes have been in place for some time in the US, most states did not enforce a penal code until the 1980s (Schoener, 1989). Canada and New Zealand did not develop penal codes until the 1990s and Germany finally introduced sexual misconduct in medicine as a crime in 2003 (Tschan, 2014). The slowness to adopt and enforce law probably stems from societal denial that professionals can engage in such behaviour (Tschan, 2014) and societies’ mixed reaction to and messages about this type of behaviour. For example, many internet pornography sites cater to fantasies about the violations in the doctor–patient relationship.

Data on medical sexual misconduct has been provided by numerous studies published since 1986. For example, an anonymous survey of over 1,000 psychiatrists (Gartrell et al., 1986) found 6.4 per cent acknowledged having had sexual contact with their own patients; one-third of this group had been involved with more than one patient. Repeat offenders were particularly likely to believe in the therapeutic value of sexual relations with patients and to believe sexual relations would provide a corrective emotional experience. They seemed unable to recognise the harmfulness of their behaviour, even though this is generally accepted. In a follow-up anonymous survey of almost 1,900 family practitioners, obstetrician-gynaecologists, internists and surgeons (Gartrell et al., 1992), 9 per cent acknowledged sexual contact with at least one patient. Additional studies in Canada (Manzer, 2000), New Zealand (Cullen et al., 1997) and Switzerland (Moggi et al., 1992) demonstrate similar results, only enforcing the fact that sexual misconduct in medicine is a public health problem worldwide and across disciplines.

Finally, sexual violations by professionals must be looked at as similar to any form of sexual abuse and victimisation. The healthcare professional is in a ‘fiduciary relationship’ with 
 the patient. In a fiduciary relationship, one person, in a position of vulnerability, justifiably vests confidence, good faith, reliance and trust in another whose aid, advice or protection is sought in some matter. In such a relation, good conscience requires the fiduciary to act at all times for the sole benefit and interest of the one who trusts (Wikipedia, accessed 2015). Figure 5.7.1
 , adapted from Blanchard (1991; from Irons & Schneider, 1999: 51), demonstrates the resemblance between the parent–child relationship and the professional–client relationship. This model emphasises how professional sexual misconduct violates basic principles of trust, authority and power.



Figure 5.7.1
 Incest and exploitative professional relationships
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Why medical professionals offend: psychopathology, addiction, and other causes




To determine if sexually exploitative professionals can be rehabilitated, it is important to first understand why they engage in such behaviour. In a classic study (Irons & Schneider, 1994, 1999), Dr Richard Irons assessed 150 professionals, including physicians (75 per cent), dentists (5 per cent), clergy (7 per cent), therapists (6 per cent), attorneys (3 per cent) and other professionals who had allegations of professional sexual misconduct made against them. Nearly all (93 per cent) had been referred because of a work-related problem; in the remaining 7 per cent, a problem outside the workplace, such as arrest for exhibitionism, led the licensing body to be concerned about possible extension of the behaviour to the workplace. Of the group, 97 per cent were male, with a median age of 44.

Of the 150 professionals, two-thirds were found to be guilty of sexual misconduct as defined above. Their behaviour was categorised as having four basic causes:



1.Inadequate education about appropriate sexual boundaries;




2.A life crisis (such as divorce, death of a family member or lawsuit);




3.
 Addictive disorder (such as sex addiction and/or substance use disorders);




4.Psychiatric disorder other than addiction (such as depression or narcissistic, sociopathic, borderline or schizotypal personality disorder).







The characteristics of each of these categories will be described below. Half (54 per cent) of the total group of 150 were determined to be sexually addicted, and a third (31 per cent) were chemically dependent. Among the professionals found to be guilty of sexual misconduct, 66 per cent were sexually addicted. This compared with 37 per cent of those who were not guilty of sexual misconduct. The sex addicts in the first group (those guilty of sexual misconduct) were almost twice as likely (38 per cent) to have concurrent chemical dependence as defined by the Diagnostic and Statistical Manual of Mental Disorders – 4
 
th

 Edition
 (DSM-IV; American Psychiatric Association, 1994) as those in the second group (21 per cent); thus, the presence of sexual compulsivity was a comorbid marker for substance use disorders.

Others have found similar aetiologies to Irons’. Myers and Gabbard (2008) describe four categories of physicians who engage in sexual misconduct:



1.Psychosis – the most rare form;




2.Predatory Psychopathy and Paraphilia, including sexual addiction;




3.Lovesickness, which includes needy physicians who often fall for needy patients;




4.Masochistic Surrender, which includes physicians who are ‘seduced’ by patients and do not know how to fulfil their responsibility to maintain proper professional boundaries.







Similarly, Tschan (2014) describes three categories of medical professionals referred to his boundary programmes including:



1.Situational – physicians who do not have underlying psychopathology but lack training and skills in maintaining appropriate boundaries;




2.Mentally impaired professionals, including those with affective, personality and addictive disorders;




3.Forensic cases of paedophiles, rapists and other formal sexual disorders.







Common among all classification systems is the idea that some physicians simply lack knowledge about the rules of medicine or the skills to maintain appropriate boundaries. Sometimes the medical professionals’ culture may play a role in this lack of training. Poor emotional intelligence and self-awareness may also play a role. A slippery slope, in which non-sexual boundary violations lead to more formal sexual misconduct, often results when physicians are unable to see the warning signs. Swiggart et al. (2008) have developed a validated scale, the Boundary Violation Index (BVI), which can help physicians to become more aware of non-sexual boundary violating behaviour. Physicians who offend due to a lack of knowledge or skills usually can complete sexual boundary education with a good prognosis in terms of returning to practice.

Another set of physicians seem not to have psychopathology, but rather to have poor work/life balance, are socially, sexually and intimately isolated, have poor social resources, may lack spiritual connection and often have unresolved family of origin issues around sex, love and intimacy. For example, Samenow et al. (2012) found that a high percentage of medical professionals referred to a sexual boundary violation course had family patterns of rigid and disengaged parenting styles (the most dysfunctional) compared to control groups. This may lend credence to the fact that some physicians use their patients and practice to receive the love and nurturing they did not get in childhood.


Finally, there seems to be a group of medical professionals whose behaviour can best be described by psychopathology. One subset has conditions that are more open to treatment, such as depression, addictive disorders and other affective disorders. Another subset has deeper psychopathology, including personality disorders and paraphilias, which are far less amenable to treatment and change. These professionals tend to show behaviours typical of sex offenders, with grooming behaviours, cognitive distortions (such as, “I did this to improve her care”), minimisation (such as, “it wasn’t full-on intercourse”) and rationalisation (such as, “she was the one who wanted it”).

To date, there is little research on medical professionals who sexually offend and the relationship to psychopathology. Using data from the Minnesota Multiphasic Personality Inventory (MMPI), a test that assesses psychopathology and personality traits, Roback et al. (2007) found that physicians referred for sexual boundary violations had profiles with more character pathology indicating low empathy, selfishness and impulsivity than physicians referred for other disruptive behaviours. It is clear that more research is needed in this area.


Using qualitative data: Irons’ archetypal classification




To bring to life and better understand the categories of sexually exploitative professionals, Irons (Irons & Schneider, 1994; Irons & Schneider, 1999) formulated a set of archetypes that characterise these professionals. Because almost all the professional patients assessed were male, these archetypes are applicable only to men. Classifying exploitative professionals into the six archetypes clarifies their underlying motivations and helps in predicting their likelihood of rehabilitation. Figure 5.7.2
 shows the distribution of the six archetypes and the percent of sex addicts within each type.



Figure 5.7.2
 Archetypes of 88 sexually exploitative health care professionals
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(Source:
 Irons & Schneider, 1994: 102)






The Naïve Prince




Early in his career, this type of professional feels powerful in his new status and invulnerable. Although he may have been poorly trained with regard to appropriate boundaries, he is psychologically healthy. He develops ‘special’ relationships with one or a few patients, usually women with difficult problems whom he finds provocative and intriguing. A blurring of appropriate professional boundaries leads to sexual impropriety or violation. He recognises he has crossed a line, and in retrospect realises he exceeded ethical boundaries. Such professionals respond well to education, counselling and monitoring.


The Wounded Warrior




This professional, in mid-career, becomes engrossed in a demanding position, placing his personal needs in second place. His personal validation and self-worth come from his professional mantle and a need to serve. His professional demands and internal struggles over wounds from the past lead him to become sexually or romantically involved with one or more patients. He secretly carries guilt and shame, and feels relieved when confronted. He has no major psychiatric problems but may have situational depression. He may be chemically dependent and/or sexually addicted. He is usually early enough in his career and sufficiently invested in maintaining his professional status to successfully respond to therapy and his rehabilitation potential is good, following confrontation, boundary education and completion of primary treatment. Professional re-entry is possible if he remains in a state professional recovery programme under a contract that includes provisions for defined limits and boundaries, psychotherapy and monitoring of recovery.


The Self-serving Martyr




In mid-to-late career, he has become isolated, resentful and angry at the lack of appreciation of the personal and family sacrifices he has made for his career. He grooms a succession of ‘special’ patients or clients to relieve his perceived distress. He may have significant neurotic conflicts and is often withdrawn and dysthymic. He is often sexually addicted, along with having other compulsive behaviours, and may have obsessive-compulsive, narcissistic, dependent or mixed personality disorder. He will need to withdraw from practice and undergo inpatient treatment, and his return to practice is likely to be delayed and restricted.


The False Lover




This charming, creative and energetic person lives a life of intensity and continual high drama, enjoying life on the edge and the thrill of the chase and conquest. He is usually sexually addicted and possibly also chemically dependent, and his sexual exploitation takes place both in and out of his practice. The unmanageability of his life is seen in a pattern of divorces, job changes, failed geographic cures or legal problems. Character pathology may include obsessive-compulsive, narcissistic, adolescent, and dependent characteristics. Impulse control is a major concern. Withdrawal from practice and intensive treatment are needed, usually in an inpatient setting with peer professionals. He is best treated by addiction specialists. Professional rehabilitation is possible but requires substantial personal change and a commitment to a lifelong recovery programme.


The Dark King




Driven by grandiosity and a desire to control and dominate, this professional professes a rich and pathologic array of narcissistic, sociopathic, borderline and schizotypal personality disorders, often with superior intellectual gifts. He is therapy-wise, psychologically well-defended and legally informed. Addictive disease is relatively common but defects of character are often severe and only slowly responsive to treatment, even when the professional is motivated and committed to change. Their professional impairment is a risk to their patients and usually requires revocation of their licence. Most are unable to return to their previous professional practice.



The Wild Card




This mentally ill professional has an erratic, unpredictable course in his personal and professional life. He may have a major depression with psychotic features, bipolar affective disorder, or dissociative disorder, or organic mental disease, but is usually not chemically dependent. Sexual acting out occurs when management of the primary psychiatric disorder is sub-optimal and is often associated with poor social judgement and blurred professional boundaries. This results from disinhibition, lack of impulse control, cognitive distortion, dissociative, psychotic thinking or dementia. Prognosis depends on precise diagnosis and treatment, but return to professional practice is unlikely.

Similar to other classifications, there are two subsets of professionals in this model. Those in the first four categories, with appropriate assessment and confrontation, inpatient or intensive outpatient treatment, continuing care, and appropriate contractual provisions for recovery, will be able to re-enter some type of professional practice. Those in the last two categories most likely will not.


Concluding points




From this exploration, we can draw the following conclusions:



•Sexual misconduct among healthcare professionals is a worldwide problem, the scope of which is only now being fully realised;




•Data demonstrates that factors leading to professional sexual misconduct range from not knowing the rules, to wellness issues (such as isolation and poor work/life balance) to full blown psychopathology;




•For those physicians with psychopathology, affective and addictive disorders are more remediable than those with personality or sexual disorders;




•More research is needed in this area.








Section two: evaluation of the sexual-boundary-violating medical professional





Introduction




This section will focus on the medical professional accused of engaging in sexual misconduct. While there are many other types of boundary violations in healthcare, there is no area more concerning than a professional who exploits the rights of someone under their care. This section will discuss the core considerations and elements of conducting a forensic ‘fitness for duty’ evaluation. Given the complexity of this work, it is highly recommended that any therapist who wishes to practise in this area obtain specialised training.


Choosing the right therapist for assessment




Medical professionals who have been accused of violating sexual boundaries are referred from a variety of sources. These commonly include licensing boards, physician health programmes, hospital staff, lawyers and colleagues. Although self-referral is also possible, this is less often seen.

Evaluating medical professionals for alleged sexual misconduct is an extremely challenging task. By nature, most medical professionals are reluctant to seek mental health care because of shame, stigma and a culture of silence. Furthermore, not only is there a societal taboo about discussing sex, but individuals who engage in sexual misconduct also often minimise or even lie about their involvement. Given the high stakes of these evaluations, often in regard to the professional’s livelihood, there is high incentive to not fully disclose the extent of the behaviour. It is highly recommended that any professional embarking on such evaluations has specific training in evaluating medical professionals and has professional experience in working with sexual misconduct and disorders.

Outside of professional experience, the therapist must be free of any conflicts of interest that might compromise the validity of the evaluation. Potential conflicts of interest include having a relationship with the referring entity or with a potential treatment facility. Medical professionals undergoing evaluation must feel free from any potential bias or constraint in their ability to choose their own destiny. Although a conflict of interest, such as being affiliated with a facility that specialises in the treatment of sexual offences, may not prohibit participating in the evaluation, it should clearly be discussed from the outset.

Finally, throughout the process, therapists must be honest with themselves to ensure they are not in over their heads. For example, sometimes sexual misconduct is due to severe psychopathology, medical problems and/or cognitive decline. It is important to know when to refer to a specialist or for second opinion. Although evaluations are often conducted by sole therapists, an emerging model uses a team approach over multiple days with a psychiatrist, addiction specialist, internist, mental health worker and other specialists when needed.


Referral process and the dual role of therapist/evaluator




Before beginning to evaluate a medical professional accused of sexual misconduct, the therapist must first determine what their role will be. Whereas the traditional role of therapist/patient identifies the duty strictly to the patient, accusations of sexual offences by medical professionals require another duty, namely to protect patients, the public and society. Additionally, if a therapist is asked to evaluate an accused professional for the purposes of rendering an opinion about that professional’s ability to practise safely, there is a forensic role which carries a duty to the party who requests such an evaluation. So, the physician engaged in evaluating such cases has a different relationship with the accused therapist than if they are strictly providing psychiatric services, counselling and/or support.

The forensic evaluation allows for much less protection in terms of confidential information than does the therapeutic relationship. Firstly, most forensic evaluators have a duty to report their findings to the requesting party. In some cases, this could be a legal authority or licensing body. Secondly, even if the forensic evaluation is requested by the accused physician, confidentiality is still waived because the evaluator who renders an opinion may need to justify and even defend their decision in cross-examination or through subpoena. Hence, the typical ‘protections’ of the traditional therapist/patient relationship do not exist. If the evaluation is exclusively for the treatment or support of a physician accused of sexual misconduct, the traditional therapist/patient privilege applies.


Starting the evaluation process




Given the unique challenges of the forensic evaluation, it is the responsibility of the evaluating therapist to describe in detail the difference between a forensic relationship and therapeutic relationship, to ensure the accused physician has true informed consent in participating in the evaluation process. Important topics to discuss include (Gold & Metzner, 2006):



•Who is the referral source?




•What is the reason for the referral?




•What are the possible consequences of the assessment?




•Who will receive a copy of the report?




•Who will be financially responsible for the assessment?




•What access does the person being evaluated have to the report?







It is also important to note that many localities have regulations regarding mandated reporting related to sexual offences, and so the evaluating therapist must disclose what type of information is reportable to authorities. In most jurisdictions, any sexual contact with a minor mandates reporting. In some jurisdictions, such as California, accessing child pornography mandates reporting. In Canada, many jurisdictions require the reporting of therapist/patient sexual relationships. It is the responsibility of each evaluating therapist to know their local regulations. Evaluating therapists must conform to law, while at the same time not violating the rights of their patients. In the US, there is no automatic liability/malpractice immunity for reporting information to authorities, although in most jurisdictions good faith efforts to protect the public do have immunity provisions. Much like police in the US give people accused of a crime a warning about the right to not self-incriminate and the risks of divulging information to authorities (known as a ‘Miranda warning’), people who work in the field of sexual disorders are encouraged to warn their patients about what information must be reported. Although this may impact the truthfulness of the person being evaluated, it is a component of informed consent.

The above difference from the traditional therapist/patient relationship challenges not only the accuracy of information obtained but also the relationship between therapist and ‘patient’. While it is unrealistic to aim for a therapeutic alliance in these cases, the evaluating therapist should strive for an ‘evaluation alliance’ (Myers & Gabbard, 2008). This includes helping the accused professional recognise that even as a ‘dual agent’, the evaluating therapist’s job is to look for strengths, mitigating factors and treatment strategies that can help the individual improve their life and, when possible, return to practice.

For many healthcare professionals, this might be the first time they have encountered a mental health professional. Hence, an additional duty of the evaluating therapist is to provide education about the process, allow the physician to vent/express their feelings and help the physician recognise that the evaluation is not a determination of guilt or innocence, but is rather narrow in focus, the main goals being whether treatable conditions exist and whether the healthcare professional can safely return to practice.


The ‘fitness for duty’ evaluation




The American Psychiatric Association has put forward guidelines for conducting ‘fitness for duty’ evaluation in physicians (American Psychiatric Association, 2004). The central elements include:



•Careful history of the presenting complaint;




•A review of all relevant documents and collateral information;




•A review of the professional’s job description;




•A complete psychiatric history and mental status exam;




•A complete work history, with discussion of previous problem areas;




•A psychosexual and developmental history;




•Relevant medical history, psychiatric history, family history and social history.







The details of each of these sections are beyond the scope of this chapter. However, there are a few important considerations to highlight.


Information from the referral source




It is critical that the evaluating therapist have a thorough discussion with the referring entity to understand the nature of the allegations and any relevant history. This conversation should also clarify the purpose of the examination, along with the possible outcomes of the evaluation. Finally, it is important to clarify who will have access to the report. In some cases, this may be a peer-review protected entity while, in more formal charges, the results may be available to legal authorities or even the public. Although who has access to the report should not influence the decision making or opinion, it may influence what information is or is not included in the actual report.


Collateral information




It is unlikely that a simple diagnostic interview with a professional accused of sexual misconduct will yield an accurate understanding of the person or situation. False allegations (on both sides) and differing stories are quite common. It is critical that evaluating therapists obtain consent to obtain information from the accused employer, colleagues, spouse and family. The therapist should also talk with any previous mental health providers and obtain copies of any previous psychological testing and/or reports. Finally, the evaluating therapist should review all reports, data, testimony and legal documents from the incident. Such a 360-degree evaluation will ensure the most accurate picture.


Diagnostic considerations




The first section of this chapter outlines the many known and proposed aetiologies of sexual misconduct in medical professionals. Evaluating therapists must be particularly sensitive about discerning the main causes of sexual misconduct. Although psychosis and dementia are less common, they too must be considered. Special attention should be paid to personality structure, including narcissistic, antisocial and dependent tendencies. Compulsive sexual behaviours should be screened for, as well as any other sexual disorder or paraphilia. Finally, affective disorders that may lead to sexual acting out, such as depression, hypomania/mania and substance use, should also be explored.


Additional testing




Individuals suspected of sexual misconduct may need to undergo psychological testing, neuroimaging or polygraph tests. The use of psychological testing is case-specific. Psychological testing can be helpful in determining if underlying psychosis, neurocognitive disorder or personality traits/disorder may be contributing factors. Such tests should be conducted by someone skilled in neuropsychological testing. Neuroimaging may be considered for situations in which underlying brain pathology (such as a tumour or traumatic brain injury) may be a contributing factor. Finally, the polygraph is a controversial tool but is becoming seen as increasingly valuable. While 
 often not admissible as evidence in court proceedings, the polygraph can be used therapeutically to help to ensure the accused offender is being truthful and disclosing all information. The goal of such a therapeutic polygraph is to help the offender to live a more honest, reflective and remorseful life. Given the complexities of the polygraph, it is critical that therapists have experience in utilising it in a therapeutic setting and are fully aware of how the results can be used both currently and in the future.


The report




The report should reflect the practitioner’s background and experience and the sources of information used, including the number of hours spent on face-to-face evaluation and document review. A list of all collateral sources should also be provided. The report should outline the reason for referral, as well as including the questions to be answered. It is left to the therapist’s discretion as to what to include in the body of the report. This will vary depending on who the report is for, who has access to the report and the intended use of the report (legal, administrative or therapeutic). Being too thorough may violate certain privacy expectations and even laws. Not being thorough enough may risk undermining the final opinion by not providing enough data to substantiate it.

The final opinion should address the specific questions asked. Most often, this is to determine if the accused therapist is safe to continue practice. Any limitations to the final opinion should be clearly addressed, along with any recommendations as to what additional information might be needed to make the report more accurate. Finally, if asked, the report should include possible treatment recommendations, resources or additional testing/evaluation that should be considered.


Concluding points




From the analysis we can make the following conclusions:



•The evaluation of sexual-boundary-violating healthcare professionals is both clinically and legally complex. Therapists embarking on this area should have extensive experience and training;




•While the traditional therapist/patient relationship role is challenged in forensic examinations, there are strategies which evaluating therapists can utilise to form an evaluating alliance so as to improve the accuracy of the evaluation and the experience of the person being evaluated;




•Laws and regulations concerning mandatory reporting vary by jurisdiction and it is the responsibility of the evaluating therapist to be aware of those laws, to follow them and to disclose them to their patients;




•Collateral information is a key component of these examinations since there are tremendous barriers to honesty for professionals accused of sexual misconduct;




•The evaluation of sexual misconduct in healthcare professionals is complex and often requires multiple evaluations that address all of the possible biopsychosocial contributors. Additional resources, such as psychological testing, neuroimaging and polygraph tests, can be utilised but should be conducted only by those who have extensive experience with this population and with these tests;




•The role of evaluating sexual misconduct in healthcare providers is not to be judge or jury, but rather to address the specific questions being asked.









Section three: treatment





Introduction




When working with healthcare professionals, a key aspect is the obligation of the profession to protect public safety. Any healthcare professional accused and/or convicted of sexual misconduct must undergo a thorough assessment as outlined above. With respect to treatment, this includes ascertaining if the healthcare professional can safely return to practice and, if so, what appropriate measures must be taken.

For professionals who have committed minor transgressions, such as non-sexual boundary violations or one-time offences that demonstrate a lack of knowledge about the rules, continuing medical education courses are available which teach healthcare professionals ways of maintaining appropriate boundaries (Spickard, et al., 2008; Tschan, 2014). A partial list of such courses in the US is provided in the Resources section of this chapter. Such courses teach professionals proper procedures and practices to prevent boundary transgressions and do basic work exploring the psychosocial aetiologies of their behaviours. It is helpful for healthcare providers to participate in a group process since it de-stigmatises the shame associated with this type of offence.

For more severe offences, a much lengthier course of treatment is needed such as psychotherapy and/or residential treatment. The goal of this treatment is not only rehabilitative, but also to determine if a healthcare professional can safely return to practice. Prognostic factors include genuine remorse for behaviour, as opposed to narcissistic mortification over what has occurred to the healthcare professional’s reputation and/or career (Myers & Gabbard, 2008). For individuals who engage in more criminal or paraphilic-type offences, prognostic factors are more similar to those found in the sexual offender population; these include analysis of the offence pattern (situational versus personality), personality and situational factors (such as remorse, empathy, motivation, deviance and self-concept), results of rehabilitation (including acceptance, adherence, attitude and learning) and perspective (personal and professional; Tschan, 2014). Risk factors for relapse include specific victim profiles, inability to control sexual fantasies and urges, grooming behaviours, self-legitimisation and unresolved emotional/situational factors.

Published research on the efficacy of treatment is limited. A follow-up of physicians referred for continuing education in sexual boundary violations found that the majority were able to return to practice without further incident (Swiggart et al., 2016). Abel & Osborn (1999) found that, of a cohort of physicians referred for treatment of sexual boundary violations, 52 per cent were able to return to practice. Of that group, fewer than 1 per cent relapsed into exploitative behaviours. Those who did not return to practice were not allowed to do so based on criminal conviction or licence restriction.

Finally, once it is determined that a healthcare professional can return to practice, it is important that safeguards be put in place to ensure safety. These include requiring chaperones, workplace supervision and practice limitations. Most healthcare practitioners will need continued monitoring and advocacy by a professional organisation, such as a state physician health programme (PHP). Such programmes commonly require five-year contracts with continued psychotherapy and for the therapist to report treatment adherence to the monitoring programme. Finally, participation in ongoing 12-step programmes can be helpful for support and relapse prevention. Caduceus groups are 12-step groups for healthcare professionals that offer confidentiality and a sense of community.



Concluding points




From the above analysis about treatment, we can make the following concluding points:



•Treatment of healthcare professionals who engage in sexual misconduct must be matched to the type of offence. Some professionals primarily need boundary education. Others may need intensive treatment similar to sex offender treatment. For the most harmful offences, return to practice is not realistic;




•Although the goal of treatment is rehabilitation, because of public safety concerns treatment must also assess the appropriateness and readiness of a healthcare provider to return to practice;




•Having returned to practice, healthcare providers need continued support and monitoring to prevent relapse and ensure public safety;




•Resources specific to healthcare providers such as PHPs, boundaries courses and caduceus groups can help to de-stigmatise the problem and to build a community.








Resources





Remedial Courses for Professionals who have Violated Professional Boundaries





Professional Boundaries, Inc.:





www.professionalboundaries.com





University of California San Diego, Professional Boundaries course: www.paceprogram.ucsd.edu/





Vanderbilt University Center for Professional Health: www.mc.vanderbilt.edu/root/vumc.php?site= cph&doc=36613#






www.mc.vanderbilt.edu/cph/1002





Federation of State Physician Health Programs:





http://fsphp.org/






www.ncsbn.org/professional-boundaries.htm





Sante Center for Healing, Argyle TX:





www.santecenter.com
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Compulsive sexual behaviour and religious practice






Thaddeus Birchard







Introduction: Emile Zola




Between 1871 and 1893, Emile Zola wrote a 20 novel cycle, The Rougon-Macquarts: The Natural and Social History of a Family under the Second Empire
 . The saga was planned as a study of heredity and environment on the members of a single family, tracing the passage of madness and disease (Zola, translator Holden, republished 1972). The saga is a study not only of madness and disease, but also of the intergenerational nature of addictive processes. This is illustrated in the book, Nana
 , finished in 1880. The principal theme of this book is the relationship between sex and religion.

There is an assumption in Zola’s novel about the connection between compulsive sexual behaviour and religious devotion. It is aspects of this connection that this chapter seeks to explore. The chapter will define compulsive sexual behaviour and give some examples of the behaviour in combination with religion. I will introduce my own research into clergy professional misconduct, explore four major connections between compulsive sexual behaviour and religion and connect both to narcissistic damage. At the end of the chapter, I will return to Zola.


Compulsive sexual behaviour




Compulsive sexual behaviour is normally characterised by four criteria:



•A sense that the behaviour is ‘out of control’;




•Difficulty in staying stopped from the behaviour;




•It brings with it harmful consequences but is continued nevertheless;




•Its function is to relieve a negative feeling state.







In this chapter, I am focusing on the last of these criteria. The first three can apply to all sexual behaviour. Good sex needs the loss of control and dissolving into the sexual act. It is difficult to stay stopped. It is, after all, a drive. Harmful consequences, as well as beneficial consequences, can come from any sexual behaviour. However, the last criterion is important: the function of ‘out of control’ sexual behaviour is not procreation or recreation, but rather an escape from the self, 
 which is experienced by the individual as unacceptable and filled with negative feelings. In this chapter, sexual behaviour always refers to compulsive sexual behaviour.


Etymology




An aspect of the tie between sexual addiction and religious devotion can be found in the etymology of the two words ‘addiction’ and ‘religion’. ‘Addiction’ comes from the Latin addicere
 meaning ‘to be bound over’ and ‘religion’ comes from religare
 which means ‘to bind fast’ (Online Etymology Dictionary, 2016). Both words suggest the loss of freedom. Both imply something else governs one’s life. Autonomy of action has been lost. Possibly, rational action is no longer possible. Even identity could be lost, or found, in being so bound.

When sex and religion come together for the leaders of religious organisations, sometimes leading to visible sexual misconduct, there is often crisis, disillusionment, distress, dilemma and uncertainty. In such situations, we have people (and it is usually men, but not exclusively) who publically live a life that signifies one thing and privately live a life that signifies something else. Surely this is an impossible state to manage and brings with it additional pressures for the leaders, or strong believers, in religious organisations.


Examples




I will give some examples from different religious backgrounds: one evangelical, one Roman Catholic and one from the Church of Wales. The first example comes from my time in parish ministry. A well-known evangelist came to run a parish mission. He was a household name in church circles in the UK, a great preacher who could win over crowds. After he had left the parish, a woman came to me to tell me that he had asked improper and intrusive questions about her sexual life, as well as requesting GBP 30,000 to pay off his mortgage, which she had given to him. Some years later, in private, I confronted him, saying, ‘You came among us not as a pastor, but as a wolf’. Suddenly he became the victim and I was the perpetrator. Historically, I suspect he had always oscillated between the rapacious and the spiritual.

The second example comes from clinical practice. A Roman Catholic priest came seeking help with the problem of sexual compulsivity. He was a senior leader in a religious community. He was a gay man, living in a rigidly ordered environment. The organisation defined his innate sexuality as ‘intrinsically disordered’. He had not ‘come out’ to his community. His pattern was to attend gay saunas, which, as he said, ‘he loved’. One part of his life was spent in rigid discipline with clearly demarcated boundaries, while the other part of his life was in a place without boundaries. He lived in two worlds. One was about visible order and the other about, apparently hidden, sexually compulsive behaviour. This was his view. He oscillated between the public and the private.

On the 5 November 1997, a panel of ecclesiastical judges called for the deposition of the Reverend Clifford Williams. He was found guilty of adultery and leading a ‘double life’ within the Church of Wales. The judges recommended he be ‘removed from the incumbency of his parish, expelled from the office of a cleric and deposed from Holy Orders’ (The
 Daily Telegraph
 , Thursday 6 November 1997).

In all of the examples given above, there is a conflict between the counsels of perfection and the reality of human failure. The ‘double life’ is also the subject of this chapter. While I have drawn largely from Anglican sources, it is my hypothesis the ‘double life’ operates for committed believers in all religious systems. The ‘double life’ can be composed of religious involvement, on the one hand, and of seductive or compulsive sexual behaviours, on the other.


 There exists a string of high profile cases of sexual misconduct, from the American evangelist, Jim Bakker, in the US, to Cardinal Keith O’Brien in Scotland. Jim Bakker’s ministry was ended by a sexual scandal and a prison sentence for fraud. The Cardinal was accused of sexual predation and forced by the Holy See into retirement. It is possible to see, in each of them, the contradiction between a public life and a private person. Each person was living in a conflict between who they were and who they thought they should be. As an anonymous church member said of another disgraced American evangelist, Jimmy Swaggart, “How could he stand up there in the pulpit and preach against adultery and promiscuity when he was doing it all the time?” It was said he had used pornography all his life, so the answer might be that he was struggling with sexual compulsivity.

These men were living in a conflict between the outer and the inner self. The examples represent the contradiction between the self that was presented to the world and another secret, private self. Equally, it might be said they were moving between the poles of perfection and addiction. I suspect these men lived their lives in the pain and confusion of contradiction.

This is not limited to the Christian tradition. Booth, in his book, When God Becomes a Drug
 , writes as follows:



These are people from all walks of life: lay people, clergy, fundamentalists and mainstream Christians, Orthodox Jews, atheists, agnostics, Buddhists, Muslims, New Age disciples and Twelve Step junkies. They all share a common experience: In the name of God, they have been made to feel fear, guilt, shame and anger…In the name of God they have judged and condemned themselves and others as worthless and inherently bad.



(Booth, 1991: 16)








It might be better said that those who condemn themselves as bad or shame-filled are most likely to adopt religious systems and teachings that reflect the same theme. While reflecting and sustaining this theme, religion also sets up the alternating cycle, consisting of the movement between being bad and being good.

Vajra Regent Osel Tendzin, the second-in-command of the largest Tibetan Buddhist group in the US, had much sexual involvement with women and men in his communes (Booth, 1991). He was also an alcoholic. This is an example of ‘out of control’ sexual behaviour combined with alcohol addiction. Both alcohol and sexual behaviour are temporary escapes from the self, a self that is experienced as painful and unacceptable.


The clergyman




I was ordained as an Anglican priest in 1970 and worked in parishes in the UK for 31 years, before changing to work as a psychotherapist in the fields of cognitive behavioural therapy (CBT), psychosexual therapy and sexual addiction. Being an unmarried parish priest with a public persona and an individual man with a sex drive, I was often brought to shame and remorse. I was aware of the biblical counsels of perfection, namely ‘Be ye perfect as my Father in heaven is perfect’ (Matthew 5:48, Authorised Version) and their contradiction with my actual behaviour. This had brought me a lifetime of oscillation between high and low. When my sexual nature won the upper hand, this was followed by remorse, and remorse was followed by a further search for righteousness. This was the repeating cycle.

It seemed to me there was a contradiction between the God of creation and the God of revelation. The God of creation has made us to be sexual from around the age of 13 and for each of us to have a divinely-implanted sexual need and function. The God of revelation, or 
 the Church which speaks for him, tells us we cannot be sexual in any way until we are married. The Christian sexual ethic, like that of Judaism and Islam, had grown out of life in pre-modern societies. Few had sought to apply its central ethic of love to the realities of modern life: non-replacement populations, awareness of the multiple purposes of sex, a lowering of the age of puberty due to better nutrition, increases in the age of marriage, our ability to control most sexual infections and the single most radical change, the ability of women to control their reproductive cycle. I simply could not understand a God who would give us puberty at 13 and marriage at 28 and then demand we are only sexual with the one woman whom we marry.

Edger, writing in the Journal of Religion and Health
 (2012), states that, ‘In theory, sex addiction is rooted in shame and the church reinforces shame, repeatedly linking certain kinds of sexuality to sin and using sexual shame as a way to control’. I had long been aware of this interlinking but had never been able to put it into words. The cyclical nature of the interweaving of shame and vocation creates a vortex: ‘I am unmarried and sexual and that means I am shameful. The feeling of shame is intolerable and, therefore, I have more sex to escape the feelings of shame’. The imposition of shame and the relief of shame are connected to the doctrine of the church. Edger (2012) writes, ‘By submerging themselves in the spiritual domain, individuals can momentarily escape the moral dilemmas of their lives’. The church controls through this imposed system: it is the creator of sexual shame and the reliever of sexual shame. Religion can become an object of addiction. This is especially true when a child grows up experiencing neglect or abuse. In my case, it was neglect.


Research




In 1996, as a postgraduate student, I began a research project to explore the causation of clergy sexual misconduct. It was both quantitative and qualitative. It involved interviews with senior professionals, three focus groups and a questionnaire sent out at random to 100 clergy. The reply rate was 49 per cent. The research (which is unpublished) found clergy have higher rates of sexual misconduct than other helping professionals. The research showed a possible sexual misconduct rate of 24 per cent. This figure is similar to American research, for example, from Moeller (1995) whose study showed sexual misconduct in the clergy to be about 30 per cent.

There is a recognition that sexual misconduct sometimes arises from the psychological circumstances of the minister. Participants in the research often described ‘unresolved sexual problems’ and sex used as ‘a response to stress’ as contributing to sexual misconduct. Research suggests there is a connection between the ‘conversion experience’ and levels of sexual and romantic susceptibility (Moeller, 1995). Hatch (1989), writing in The
 Democratization of American Christianity
 , noted there was always a rise in illegitimate children whose conception coincided with the travelling revival meetings of the Great Awakening. The Great Awakening is the name given to several periods of revival in American Christianity between the 18th and 19th centuries. Hatch (1989) suggests that religious fervour and sexual fervour coincide. Another explanation might be that the revival meetings were just an opportunity for young men and women from isolated farming communities to gather together.

As I reviewed the results of the research, I noted the principal personal characteristics of misconduct are loneliness, neediness and stress. Each of these conditions can be seen in clinical practice as precursors to sexually acting out.

Baumeister notes that escaping the self and the movement into ecstasy are central to spiritual exercises. He writes:




What sort of escape from oneself is involved in religious or spiritual exercise? The answer is that people want to get away from a life seen as painful, unsatisfying or meaningless and to reach a better state of mind that may include ecstatic experience.



(Baumeister 1991:179)








The same is true with compulsive sexual behaviour. There is a double reward: one loses the negative sense of self in the process and experiences the obliteration of sexual ecstasy.


Four connections between religion and sexual compulsivity




There are many connections between sexual behaviour and religious behaviour but the following four interconnections between compulsive sexual behaviour and religious practice are relevant to this chapter:



•The loss of self




•A narrowing of the focus on the body




•An attempt to abolish negative affect states




•The reward of ecstasy







These four interconnections apply to religious practice outside of the Christian tradition, as well as within it. I will now explore each of them in turn.


The loss of self




Most religious traditions take the view that the self is the obstacle to the pursuit of God. Religious practice is about doing away with the self. In the Christian tradition, this understanding is related to the whole thrust of the New Testament and pivots, for example, on the phrase, ‘If anyone be a follower of mine he must deny himself, take up his cross and follow me’ (Matthew 16:24, Authorised Version). For some, the self is seen as an enemy of God and spiritual life starts with a renunciation of the self. Baumeister (1991) writes that the English dictionary of 1680 defines the self as the ‘enemy of God’. The goal of Sufism, an ecstatic form of Islam, is the annihilation of the self – the escape into fana
 , which means ‘annihilation’. In mainstream Islam, it is spiritual discipline ‘that frees men from slavery of the “self”, purges the soul from the lust of materialistic life and instils in humans a passion of love for Allah’ (Rassool, 2016: 27). In Buddhism, too, the driving force of practice is the loss of self. Among English mystics, there was a concept of ‘noughting’, or becoming nothing. In Haitian ecstatic folk religion, the goal is an escape from the earthly self into a world of connection with the transcendent. Baumeister (1991) asserts that escaping the self is centrally important in spiritual exercises.

The same is true with compulsive sexual behaviour. Intimate sex with a monogamous partner is promoted as the only way to have sex, but much sexual behaviour takes place without deep emotional commitment or in front of a computer screen. Human beings are almost exceptional in the animal kingdom in using sex in ways other than for procreation. For humankind, sex is a way of, among other things, escaping the self. When the self is filled with negative affect and surrounded by negative critical voices, is it any wonder people would seek to escape the self? When you feel bad about yourself, ruminate on how bad you are or experience constant anxiety, is it any wonder you would seek to escape? Sexual behaviour is an effective anaesthetic for bad feelings. The problem is that it is only an escape from the self, rather than a repair to the self. While caught up in the ecstasy of compulsive sexual pleasure, there is no feeling other than pleasure. 
 But afterwards the bad feelings come back twice as hard because, by your behaviour, you have once again demonstrated that you are, indeed, a bad person.

The first connection between sexually compulsive behaviour and religion is, therefore, that both are a means of escaping the self. The interface between sex and mystical experience is well-documented and appears in the Bible towards the end of the Letter to the Ephesians, which compares the relationship of Christ to his Church with that of husband and wife.


The narrowing of the focus on the body




In the Christian tradition, a narrowing of focus on the body can be seen in the use of penitential measures. These include physical mortification, the abstinence from food during times of fasting and the cilice as a means of penance. These techniques narrow down the focus solely on the body. The same is true of some modern approaches to treatment like mindfulness meditation, with its focus on breathing and exhalation. Among the practices of Eastern Christianity was the Jesus Prayer (‘Lord Jesus Christ, Son of God, have mercy upon me a sinner’), which was used in conjunction with the breath. Baumeister (1991) remarks that, ‘Sufism uses a syllable called zikr
 which the person inhales and exhales with normal breathing’. In some American Indian groups, the initiates were blindfolded, hit, kicked and whirled about (Lago and Thompson, 1996). By focusing on the body, even in pain, one is directed away from a contemplation of the self. William James notes that, ‘we would make known in our persons the usefulness of rule, of discipline, of resignation and renunciation, we would teach the necessary perpetuity of suffering, and explain the creative part it plays’ (James, 1902, republished 1982). Baumeister (1991) suggests meditation has many features of escaping the self, including a narrow focus on the immediate present, rejection of meaningful thought and the reduction of self-awareness to the body.

Sexual behaviour is also a body-focused activity. While all sexual responsiveness starts in the brain, there is such a powerful sensation below – so powerful, in fact, that nothing else seems to exist. I have had patients who have chaffed the penis with excessive masturbation and have not realised this had happened until the next morning. Others have ignored food, such was their involvement in the pursuit of sex. The sensations are so strong that they eclipse even the slightest consideration of the consequences of the aftermath. In men, the arousal chemistry shuts down cognitive thought. The brain chemical vasopressin, which peaks in men when they are being sexual, is the chemical of persistence and focus (Panksepp, 1998). In spiritual exercises, the focus on the body, either with pain or abstinence, fulfils the same criteria: it is a distraction from the self.


The attempt to abolish negative feeling states




Much religious practice is intended to obliterate the sensations of the self and replace them with positive thoughts and feelings. The first of the Four Pillars of Buddhism is that life is suffering, and Buddhist practice is designed to liberate one from this human condition. Similarly, Christ said in St John’s Gospel, ‘I have come that you may have joy and that your joy may be complete’ (John 15:11, New Revised Standard Version). Muslim Sufi’s role is to provide support to those in pain and distress (Lago and Thompson, 1996).

Sexually compulsive behaviour is defined largely by its function. It is sex in the service of the relief of negative feeling states. In clinical practice, when I do an initial assessment, I write on the flip chart a list of primary negative feeling states that the sexually compulsive behaviour temporarily soothes. These are depression, loneliness, anxiety, shame, boredom, anomie and problems 
 hidden in the couple relationship. Both sexual behaviour and religious practice are about the soothing of negative feelings states.


The reward of ecstasy




In its original use, the word ‘ecstasy’ means ‘to stand outside of one’s self’ or alternatively to ‘drive out of one’s mind’ (Online Etymology Dictionary, 2016). Religious traditions often have as their goal, or their by-product, the achievement of ecstasy or, as Baumeister (1991: 179) writes, ‘a better state of mind that may include ecstatic experience’. In Sufism, fana
 is a state of ecstasy. The Buddhist journey is rewarded with nirvana
 or irrepressible happiness. Sir Thomas Browne, writer and medical doctor (1605–1682), wrote in Hydriotaphia
 , ‘
 and if any have been so happy as truly to understand Christian annihilation, ecstasies…they already have had an handsome anticipation of heaven’ (Laski, 1961: xiii). St Theresa of Lisieux, at the age of 15, wrote in her diary that, after Christmas Midnight Mass, ‘love filled my heart, I forgot myself and henceforth was happy’ (Kerr & Mulder, 1983: 189). Christian mystics describe their experiences as being directly related to being lost in God’s love. This is to clearly note that the exercises associated with all, or most, religious traditions have in mind the attainment of ecstasy.

In much the same way, sexual behaviour is about the ecstasy of sexual gratification. Losing one’s self, vanishing into the internet or into sexual adventure is another way of forgetting one’s self. With sexual behaviour, there is also a double hit: there is the loss of the negative feeling state, as well as its replacement with physical ecstasy. Nature intends this to happen so we will be compelled to sustain the species. Once sexual arousal starts in the brain, the focus narrows onto the goal. The goal is sexual fulfilment, which is also about being lost to the world. I had a patient who was so involved in masturbation on his computer that he did not hear his wife and children come home. Everything else is blanked out by this psycho-physical state. Whether it is physical, as in the case of sexuality, or more esoteric, as in the case of spiritual exercise, bad feelings are obliterated and are replaced with an experience of ecstasy.


Interconnectivity




The final feature of the connection of religious and sexual behaviour is that one can lead into the other. This interaction is based on two notions. Most religions teach us we are bad and there is a need for a movement towards being better. This movement towards perfection is facilitated by grace, a gift of God’s strength. The first idea that ‘we are bad’ confirms a sense of badness in the individual. The sense of badness can be escaped by the use of compulsive sexual behaviours. The escape into compulsive sexual behaviours confirms the badness of the person and drives them back into religious behaviour. So on it goes. The connection can be illustrated as in Figure 5.8.1
 .
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Figure 5.8.1
 The interaction between sexual and religious behaviour






Figure 5.8.1
 describes the following repeating sequence of events:



•Religion, by its counsels of perfection, reinforces the notion that I am a bad person;




•Compulsive sex is an escape from the feelings of being a bad person;




•Compulsive sex confirms that I am bad;




•This takes me back to religion which promises relief from being bad.







I remember something told to me by one of the senior professionals I interviewed for the research into clergy sexual misconduct. He said that most of the men and women who came to him to discuss ordination needed to persuade him of how good they were. This suggests to me 
 that at the heart of some of these candidates there lies the possibility of narcissistic damage. The person operates on the principle that, if I take on this role, I will become this thing. Underneath the role, the same problems of loneliness and neediness operate, with the additional dimension of stress caused by the discrepancy between the internal and external, between what is sought and what is. The individual takes on a role that demands perfection and, perfection not being possible, creates the very sense of failure and worthlessness that already lies at the heart of the problem. The increased sense of worthlessness is painful and, for some, unbearable. This painful burden can find its escape in sexual behaviour.

Baumeister, in his book Escaping the Self: Alcoholism, Spirituality, Masochism and Other Flights from the Burden of Selfhood
 (1991), looks at these escape mechanisms. I take the view that religious behaviour and addictive sexual behaviour are fundamentally founded on narcissistic damage. Both are escapes from the ‘burden of selfhood’.



Narcissistic damage




Narcissistic damage is a term used to describe a configuration of the self, usually set up in the family of origin, which results in two major consequences: the self is experienced painfully and the self is experienced as unacceptable. By painfully, I mean a chronic or pervasive state of negative affect. This includes such feelings as depression, chronic anger, core loneliness and unremitting shame. By unacceptable, I mean that the self of the person is experienced as intrinsically flawed in the sight of self and others and consequently the reality of the self seeks to be hidden and masked.

Based on ideas from the Diagnostic and Statistical Manuel of Mental Disorders – 4
 
th

 Edition
 (DSM-IV; American Psychiatric Association, 1994), narcissistic damage is ‘enduring affect, cognitive, behavioural, relational patterns, laid down in the formation of the self and carried into adult functioning that are inflexible, maladaptive and cause either significant impairment or subjective distress’ (American Psychiatric Association, adapted from Goodman, 1998: 298). Goodman (1998) goes on to describe narcissistic damage as an impairment in the individual’s system for self-regulation.

Miller (1987) describes narcissistic damage as created in the family, bringing with it a sense of emptiness, loneliness and anomie. In a similar vein, Kernberg (1986) suggests narcissistic damage brings with it boredom, feeling inferior and the tendency to grandiosity. Remember the earlier comment about prospective candidates for the ministry. The origin of the self emerges from the ‘faulty interaction between the child and his selfobjects’ (Kohut and Wolf, 1986: 177). Prototypically, in self psychology and the psychoanalytic tradition, this is located in a disturbance in the mother-child relationship.

New research in brain science and developmental psychology provides further neurological evidence to substantiate the understanding of narcissistic damage and its consequences (Stern, 1998; Schore, 2003). Addictions, whether they involve substances or behaviours, are mechanisms for anaesthetising the negative feelings and other consequences of narcissistic damage. It is my hypothesis that religious behaviour provides an escape from the unacceptability and dysphoria created by narcissistic damage in much the same way as sexual behaviour can be used to escape the consequences of narcissistic damage. For some people, both emerge in tandem. This would go some way to explaining the levels of sexual misconduct associated with some leaders in religious systems.


Escape from the burden of selfhood




I was a neglected child who internalised a belief that something was wrong with me. My conversion experience came at 14. I went to church one Sunday morning. I walked in as a layman and I walked out as a priest. From that moment on, the desire for transformation took hold and I thought by becoming a priest, I would gain dignity, purpose, validation and respect. Finally, I would be not rejected and I would live a heroic life with purpose and meaning. At 14, I did not consider the ongoing nature of the flesh. It was many years later that I understood that this deep religious commitment was a response to my own narcissistic damage.

Religious commitment is a way of escaping the self. It is different, perhaps, from the escape into compulsive patterns of sexual behaviour but nonetheless it is an escape from the self. But the religious man still has a sex drive. The original meaning of drive is ‘to be pushed from behind’ (Online Etymology Dictionary, 2016). In this sense, there is a calling to religious commitment but one is pushed from behind by sexual need and in many cases by sexually compulsive 
 behaviour. A man can live part of his life in work and family life and in high levels of religious involvement but he is pushed from behind by sex. Compulsion means ‘a driving urge’ or being ‘forced to do something’ (Oxford Dictionaries, 2016). Is it surprising this combination could create a downfall? One is pulled to escape the self into overpowering religious commitment and, at the same time, driven by the need for sexual expression.


Conclusion




This chapter has been an initial exploration into the relationship between compulsive sexual behaviour and religious practice. While the emphasis has been on religious leaders, the conclusions apply to many people who maintain a deeply held religious conviction. I write as an Anglican priest, as well as a psychosexual therapist and a specialist in compulsive sexual behaviour. My ethos is deeply Anglican but there is a background in anthropology and some limited knowledge of other faith traditions. The chapter has included reference to my earlier research into clergy sexual misconduct, an explanation of narcissistic damage as underpinning both compulsive sexual behaviour and religious involvement and practice. It has endorsed the idea, promoted by Baumeister, that religion is an escape from the burden of selfhood. I have expanded this to similarly suggest compulsive sexual behaviour is likewise an escape from the burden of selfhood. These escape mechanisms can be used in cycles, leading back and forth in an alternating sequence. It is my hypothesis that this accounts for much sexual misconduct among religious leaders.

I started this chapter with Zola and I will finish with Zola. I will end by returning to the natural and social history of a family under the Second Empire. Writing at a time in France when prostitution was accepted, Zola had the ability and the courage to write about the rich and powerful and the high class prostitutes in Paris during the Second Empire. He wrote about Nana Coupeau – a story, in part, about the relationship between sex and religion (Zola, 1972).
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Protestant clergy sexual misconduct






John Thoburn, Jyssica Seebeck and Sadie Teal







Introduction




This chapter discusses the prevalence and aetiology of clergy sexual misconduct in the Protestant Church from an ecosystemic perspective, while providing a guide for assessing and treating the clergy system following sexual misconduct. The chapter ends with a discussion on prevention and clerical oversight. Clergy sexual misconduct is broadly defined as ‘ministers, priests, rabbis or other clergy persons or religious leaders who make sexual advances or propositions to persons in the congregations they serve who are not their spouses or significant others’ (Garland, 2011: 1). A more specific definition is that clergy sexual misconduct is, ‘the overt or covert expression by the clergy person towards the congregational member of erotic or romantic thoughts, feelings or gestures that are sexual or may be reasonably construed by the congregant as sexual’ (Irons & Roberts, 1995: 33). Thoburn and Whitman note that emotional infidelity is a closely associated feature of sexual misconduct that, ‘occurs when a relationship with a person other than one’s spouse is characterised by emotional intimacy, sexual chemistry and some degree of secrecy’ (Thoburn & Whitman, 2004: 493). Carnes (1991) points out that compulsive or addictive behaviour is often part of the clergy misconduct complex, in which the minister has a pathological relationship with a mood-altering experience that develops into a dysfunctional coping mechanism for dealing with early life trauma and/or dysfunctional dynamics in the minister’s family of origin.

At the time of writing, it has been 26 years since the landmark Leadership Journal
 survey of clergy sexual practices (Benyei, 1998; Blackmon, 1984; Johnston, 1996). Thoburn’s (1991) research was the first full quantitative study on clergy sexual misconduct, surveying ministers in 23 different Protestant denominations. There have been close to 30 scholarly articles published since 1991 on the subject of clergy sexual misconduct; the latest research conducted at Baylor University under the direction of Garland (2011). The books and articles written on Protestant clergy sexual misconduct have tended to focus on very specific areas, such as rehabilitation to the pastorate, prevention needs, traumatic effects of sexual misconduct on the life of the pastor, their family or the church congregation and denominational community (Ferro, 2005; Friberg & Laaser, 1998; Gaede, 2006; Hopkins & Laaser, 1995). Recently, Thoburn and Baker (2011) wrote a comprehensive book on clergy sexual misconduct that detailed the biopsychosocial factors that 
 predispose a pastor to sexual misconduct, the consequences of misconduct for victims, congregational and family consequences of misconduct, legal aspects of clergy misconduct and suggestions for denominational oversight.

This chapter will focus on Protestant Christian pastors; the issue of sexual misconduct (as opposed to sexual offending in the Catholic Church) is more salient for this faith group than others just by virtue of the sheer number of Protestant ministers. In the US, there are approximately 4,300 rabbis, and only 44 per cent of Imams serving 2,100 mosques are full-time, so the issue of misconduct within these population groups is significantly less than that seen in the Protestant Church. While there are around 414,000 Catholic priests in the US, priestly sexual misconduct most often presents as sexual abuse, so conduct is typically of a different nature from that of Protestant pastors. There are roughly 600,000 Protestant ministers in the US, meeting the needs of 300,000 congregations. Ninety-four per cent of churches have between 100 and 500 members and the average number of female victims of clergy sexual misconduct is 7 per congregation (Chaves & Garland, 2009). The chapter will also focus on male ministers, as the prevalence of sexual misconduct among female ministers is relatively low. It appears female clergy are more likely to be the target of sexual harassment than the progenitors of misconduct (Lott Collins, 2016).


Prevalence




If we assumed the numbers reflecting sexual misconduct among clergy to be similar to other helping professions, the issue would be significant (Gross-Schaefer et al., 2011; Pope, 2000). For example, 7.1 per cent of male psychiatrists have acknowledged sexual contact with patients, 5 to 7 per cent of psychologists have acknowledged sex with their patients and 10 per cent of surgeons have acknowledged sex with their patients (Bouhoutsos et al., 1983; Gartrell et al., 1986; Kardener et al., 1973; Pope et al., 1986). Less than 1 per cent of female therapists and physicians have sex with their patients, so the problem of professional helpers acting out sexually seems to be primarily a male issue. Butler and Zelen (1977) found the mean age of therapists at the time of sexual intimacy to be 43.5 years. The main reasons for the initiation of sexual intimacy by the therapist were neediness and/or loneliness – very much akin to the factors that lead ministers to act out.

Parallel studies in other helping professions actually indicate the statistics for sexual contact between the professional and those he is helping are far lower than those reported for clergy. It is difficult to determine exactly how extensive the problem of clergy sexual misconduct is, except when an individual steps forward and admits victimisation. So, statistics may not reflect the full extent of the problem. Blackmon’s (1984) survey reported nearly 40 per cent of ministers had inappropriate sexual contact with a church member and over 75 per cent of ministers knew of a minister who had sexual intercourse with a church member. In a 1990 study on sexual harassment in the United Methodist Church, 17 per cent of women who participated reported harassment from their own pastor and 42 per cent of all respondents reported unwanted sexual advances by a pastor (Simpkinson, 2008). A 1993 study of Southern Baptist pastors found 70 per cent reported knowing pastors who had sexual contact with congregants (Simpkinson, 2008). A 2008 General Social Survey, conducted by the National Opinion Research Center at the University of Chicago, with 3,559 respondents indicated that 3.1 per cent of women who attend religious services at least monthly reported that, at some point in their adult lives, they had been the target of a sexual advance by a clergyperson or religious leader in their own congregation. Eight per cent of congregants reported having known about clergy sexual misconduct occurring in a congregation they had attended (Chaves & Garland, 2009). Studies indicate that 
 an astounding 14 per cent of pastors have had sexual contact with someone other than a spouse while in the ministry, over 30 per cent have engaged in extramarital behaviour that they, the pastor, consider inappropriate and over 15 per cent qualify as functionally addicted to internet pornography (Ahmad et al., 2015; Thoburn & Whitman, 2004). While pastors engage in sexual misconduct with personal friends and with prostitutes, roughly 11 per cent of sexual misconduct by a pastor is with a counselee, church member or church staff member. A pastor is more likely to have sexual contact with a church member than with a member of the church staff or with a counselee (Thoburn & Balswick, 1998).

The factors that contribute to the problem range from attraction and lust to romantic infatuation and sexual arousal. Nearly 15 per cent of ministers have admitted experiencing sexual attraction on a daily basis towards congregational members and 21 per cent admit to a weekly attraction (Steinke, 2006). Given the overall number of clergy, this means that approximately 120,000 ministers, on a weekly basis, deal with attraction and/or lust targeted towards counselees and parishioners, who generally have their guards down, may have affectionate feelings for their pastor and are therefore particularly vulnerable to victimisation. A pastor, feeling attraction for a congregant or counselee may misinterpret spiritual affection, or the congregant honouring the ministerial office, for sexual feelings, and that attraction can lead to romantic infatuation and sexual arousal. Arousal is a psychological and physiological response to feelings of desire for another and is often accompanied by obsessive thinking and compulsive behaviour that may include trancelike or irrational elements. This form of arousal is differentiated from attraction by its emotional focus on the object of desire directed to a sexualisation of the relationship (Fisher, 2004). A sexual affair is often preceded by an emotional affair where there is a relative unawareness on the part of the pastor and the other of the growing attachment, with the relationship eventually becoming sexualised (Steinke, 1989; Thoburn & Whitman, 2004).

Garland (2011) has noted church members often accept behaviour that would raise vigilance elsewhere, dismissing unease as an overreaction and investing misplaced trust in the pastor, creating a foothold for grooming behaviours. A culture of niceness in the church overlooks socially inappropriate behaviour, rather than naming it and risking embarrassment or anger (Garland, 2011). Occasionally, a victim recognises a pastor’s behaviour as inappropriate and does not object, because she does not want to hurt the pastor or damage his role as a leader in the community. If she has an emotional bond, her feelings may be confused, with her being frightened of and enjoying the pastor’s attention. As happens with victims, if she seeks help, she is often labelled as the problem and therefore feels powerless and may fear ostracism from the faith community (Garland, 2011; Lott Collins, 2016).


Ecosystemic factors of clergy sexual misconduct




An ecology of relationships refers to the social embedding that occurs within nested environmental systems from the micro-level individual, to the meso-level family, to the macro-level community (Bronfenbrenner, 1979; Stanton, 2009). Ministers live and work within an ecology of relationships; the contextual world of a minister consists of his intrapersonal life, interpersonal relationships and how he is connected to his community. Nested systems involve ministers and their immediate families, Church communities and conferences or synods.

A systems paradigm further delineates the principles that govern systems. These systems principles embody a sense of reciprocity in which each member of a system, as well as each nested system, influence one another. The transpersonal world of the pastor is shaped by internal neurological wiring and connection with one’s personal core beliefs, attitudes and feelings. These beliefs, feelings and attitudes are shaped by the interpersonal world of his upbringing and 
 reinforced by spouse, family, church staff and members of the congregation. The pastor’s intrapersonal and interpersonal life is also impacted by the environmental constraints and conventions of the denominational system under which he works and the greater culture in which he lives.

Human beings are conceived out of, born into and develop from relationships. Ill health is related to damage or brokenness in the ecology of these relationships, resulting in a life that is unbalanced, unfocused and disintegrated (Fairbairn, 1958). An unbalanced life is one that is unrealistic, sheltering one’s self from real or perceived stressors through rigidity in cognitions, feelings and behaviours (depressive or anxiety disorders) or chaotic ways of relating to the world (addictive, personality or psychotic disorders; Siegel, 2007). An unfocused life is one that is caught up in the life of the past with its regrets, or wrapped up in the life of the future with wishful thinking or fears, rather than meaningfully attending to life in the here and now. Disintegration is defined by reactivity to real or perceived fears, an inability to appropriately recognise or differentiate between self and the environment (others), and attempts to control the environment (relationships with others) through manipulation and deception (the indiscriminate use of guilt, shame and fear against self and others). Integrated health, which is balanced and focused, is born out of reconciliation with self and others and is reflected in a culture of recovery that is based on the belief that redemption and restoration of relationship is possible for pastors, their families, current or former congregations served, and the denominations for whom they have worked (Thoburn & Baker, 2011).


Intrapersonal context




The ministry is a lonely calling, with 70 per cent of a representative sampling of pastors reporting they have no close friend. The ministry’s relative lack of job structure, coupled with boredom, can interfere with personal checks and balances and result in little personal accountability (Steinke, 2006). This lack of accountability, when coupled with the high expectations that many churches have on ministerial performance, can lead to both pressure and procrastination, building up to an overwhelming anxiety. The stress and anxiety of church growth comes when congregations focus on the minister promoting religious factors, such as church membership and church programming, rather than spiritual matters. The feeling of carrying the church on one’s shoulders is a common cause for burnout, feeling overworked, anxious, depressed and fatigued. The pastors who are more prone to burnout are those who are afraid of intimacy, who overwork out of fear of failure or rejection or who put emotional and physical energy into their careers because things are not going well at home. Burnout leads to behaviours that are characterised by depersonalisation and withdrawal; the pastor begins to resent parishioners and see them as a strain rather than people, with a related loss of intimacy. When ministers start to feel overwhelmed and anxious they may withdraw not only from congregants, but also from nurturing relationships with family and from healthy practices such as spiritual disciplines (including prayer, Bible study, meditation or fasting), leaving them feeling alone. Wilson and Hoffman (2007) note that, ‘the most miserable people in the world are Christians whose intimacy with God has gone cold’ (p. 34).

Steinke (2006) noted that 45 per cent of pastors have acknowledged experiencing career burnout. The average age at which pastors act out with extramarital sexual activity is their early 40s (as with other helping professions; Butler & Zelen, 1977) and the average age at which pastors experience burnout is also their early 40s (Steinke, 2006; Thoburn & Balswick, 1998). The combination of loneliness, imbalance, narcissism, lack of accountability to God or man and burnout creates the perfect storm for lust and sexual misconduct.

Many people who are drawn to the ministry struggle with underlying feelings of inferiority and inadequacy and intense and chronic feelings of shame and rejection, which manifest in low 
 self-confidence, with a need for positive input from their congregations (Francis & Baldo, 1998; Laaser, 2011; Thoburn & Balswick, 1998). Davies (2003) asserts that people who become pastors have certain dependency features that are more unique to clergy. Insecure attachment can occur in a child when they lack a sense of safety, security and soothing in their life, leading to dysregulation in the mesolimbic-cortical-dopaminergic brain system. This imbalance in brain function can motivate people to seek pleasure or self-soothing activities that involve the mid and limbic areas of the brain, where dopamine is produced and potentially inappropriate pleasure-based activities are cultivated and reinforced (Lustyk, 2010). An insecure, anxious orientation to life can result in an increased need for pleasure-inducing stimulation for the release of dopamine, a feeling of misery when the dopamine-stimulating pleasurable activity is absent, and a disconnection from the prefrontal cortex and subsequent reduction in executive functions, such as decision making and impulse control (Lustyk, 2010). Some ministers will go to great lengths for accolades that produce this temporal pleasure, and may become imbalanced in their lives, devoting more time to performance-oriented ministry and less time to their marriage and family, losing intimacy with their spouses. When a pastor is engaged in primarily self-focused coping patterns, he will not allow himself to be vulnerable with others or to be known and, therefore, cannot be truly intimate with his spouse.

Pseudo-sexual intimacy can take many forms but always engages the tension between the yearning for soothing temporal pleasure and a sense of shame and fear of rejection. Addictive self-care can ultimately result in behaviour that is experienced as uncontrolled and unmanageable. The pastor seeks out experiences that will alter his mood, effectively using people and situations (such as the internet) to self-medicate. Over time, the pastor’s brain adapts to the pleasure-creating chemical interaction and he acquires a neurochemical tolerance, needing higher stimulation to achieve the desired pleasure (Laaser & Gregoire, 2003).

Some clergy hope that being ordained as a minister will reduce the shame they feel in their lives. Pastors hope to gain approval by pleasing their parishioners. Clergy often experience significant denial about their own issues because they would suffer severe consequences if their problems were acknowledged or disclosed. Ministers can have entrenched judgemental thinking that is strengthened by their theology. Pastors often have a great deal of unexpressed anger, because they feel at heart unaccepted as people and afraid that if they were truly known, they would be rejected (Carnes, 1991). Therefore, clergy loathe to disclose their behaviour, fearing repercussions; they assume they will be punished. Even if denominational conference leadership embraces grace and mercy, there is pressure to not be seen as treating clergy sexual misconduct lightly. Therefore, pastors are often terrified they will be turned out of their parishes, defrocked, lose their livelihood and be shunned by the Protestant community. Because he recreates an insecure adult attachment with his significant other, he is at risk of pseudo-intimacy in a physical/sexual relationship whose purpose is to soothe his need for attention, stroke his ego through conquest and gain a sense of safe closeness through sex.


Interpersonal factors




Eighty per cent of pastors have felt that the ministry is a hardship on their families (Johnston, 1996). Ministers are expected to put the work of the Church ahead of everything else, including their families and their marriage relationships. Marital conflict and lack of marital intimacy are significantly correlated with sexual misconduct among pastors. In a scientific survey, 41 per cent of pastors who acted out sexually acknowledged marital dissatisfaction, and 75 per cent of pastors who had longstanding marital difficulties for five to 20 years were at risk of sexual misconduct (Johnston, 1996). As such, emotional distance (such as, lack of intimacy) in marriage is a strong predictor of clergy sexual misconduct. Intimacy is defined as, ‘two committed people who are 
 completely naked and unashamed before one another – completely known and accepted with nothing hidden’ (Wilson & Hoffman, 2007: 34). The pastoral marriage is a fishbowl, in which the couple acts out their marriage in front of the congregation. Those who never obtain the love they seek tend to fall into a desperate striving for what they cannot have. In seeking to procure their sense of value through others, their sense of unworthiness often becomes reinforced. They become unbalanced in their lives, devoting more time to ministry and less time to marriage, family and self-care. If a couple cannot have an emotional intimacy that is naked and unashamed, they often feel forced to hide the fact from their congregation. So, marital dysfunction festers until it explodes in the crisis of misconduct.


Environmental context




Church communities often have unrealistic expectations for ministers as servants, routinely expecting ministers to work or be on call 24/7. Ministers are expected to be masters of many domains: successful preachers, teachers, evangelists, healers, sacramentalists, administrators and programme managers. It is no wonder that 90 per cent of pastors feel inadequate in their jobs, and 25 per cent have been dismissed from their positions because they could not meet the high expectations of their congregations (Steinke, 2006).

Churches can be petri dishes of dysfunction. Steinke (2006) has noted that congregations carry viruses of secrecy, gossip, deceit, complicity and murmuring. Viruses seek to replicate themselves, have no boundaries and go where they do not belong, have no life of their own and feed off the host (Steinke, 2006). When all of the players – pastor, spouse, parishioners, counselees, Church board and staff persons – are enacting primitive scenarios from their unique childhoods, the complexities can create environments ripe for conflict and conquest – the perfect environment for sexual misconduct.

Garland (2011) has noted trust is given too freely in the church, a fact arising out of the motif of Jesus as the good shepherd and protector. This good shepherd role is seen to be a hallmark of Protestantism, which considers clergy to be stand-ins for the Spirit-led loving work of Christ. Trust leads to an intimacy that defines the Church as the household of the faith. When people are at home, they let down their guard. When clergy commit sexual sins there is a sense of betrayal by all who are in a significant relationship with the minister, including his marital partner, children, congregation, the broader community and the victim of the misconduct, who might be a counselee or parishioner. There is a sense that the henhouse has been raided by one of its own and that the offending minister is a wolf who has masqueraded as a shepherd.

Denominations have been critiqued for failing to protect ministers or educate churches and Church boards about what to realistically expect regarding the role of ministers (Thoburn & Baker, 2011). Conferences, synods and presbyteries all have agendas that are both idealistic and pragmatic. Competing agendas often have to do with numbers: how many churches, how many parishioners in each church and budgets. The denominational conference often finds itself in the most uncomfortable and perhaps untenable position of serving both God and mammon. The result is covert and sometimes overt pressure on the pastor to be both a talented spiritual leader of a community and an experienced manager of a small business enterprise.


In the aftermath of clergy sexual misconduct




A culture of recovery seeks to deal with clergy sexual misconduct in a way other than retribution, through justice-making by restoring to health and wholeness what has been broken or harmed. Justice begins with truth-telling, acknowledging there has been a violation, protecting the vulnerable, creating accountability through making amends and finally vindication and forgiveness, in which victims are hopefully set free from suffering and pain (Pope-Lance, 2006).

The accusation of clergy sexual misconduct usually galvanises the conference or synod to act on behalf of the congregation, offering one or two congregational full disclosure meetings. The conference or synod should have already established a protocol for beginning an investigation following the allegation of sexual misconduct, ensuring a fair process for the accused, including a protocol for the position of the pastor and his family during the investigation. The conference should have access to experienced legal advisors and have a paid specialist on staff to deal with the often unique issues of clergy sexual misconduct. The conference or synod should also have trained response teams who can reach out to alleged victims, their families, congregational families who might have been affected, church staff, lay leaders, congregational members in general and also the pastor and his family. Referrals may need to be made for mental health evaluation and treatment and there may be a need for legal counsel as well.

Congregational steps for healing include full disclosure, as well as education about denial, grief, disillusionment and feelings of betrayal. There often is reactivity at first, with church members taking sides in disbelief, defending the pastor, and confusion may persist for some time if the extent of the misconduct is kept a secret due to legalities or overt or covert collusion on the part of leaders. Sometimes church members feel manipulated, coerced and sabotaged by the conference, synod or congregational leaders. To achieve meaningful recovery and restoration for all parties, intervention and treatment need to take place in an environment of trust and confidentiality. Those providing oversight often pursue two primary goals that may be in dynamic tension: looking out for the needs of the pastor and his family, and conversely, looking out for the needs of victims and the needs of the congregation as a whole. Confidentiality must be treated with sensitivity; sharing too little information can be perceived as withholding and undermine the congregation’s sense of trust, while sharing too much information can be harmful to individuals.

The congregation will need to be led through a lengthy process of listening to one another and spiritual reflection (Hopkins, 1991). When a pastor steps down from the pulpit, he must be replaced by an interim pastor, euphemistically referred to as the after-pastor. After-pastoring is not merely about filling the vacated role of pastor in the church, but providing ongoing support for remaining staff, lay leaders and the congregation as a whole. After-pastors must deal effectively with matters such as triangulation, transference, clear boundaries, rebuilding trust, emotional neutrality, doing no harm and fostering healing.

Counselees, church members and staff are considered victims because the pastoral role is one that occupies a superior position of trust that is betrayed by the misconduct. Denominations, churches and ministers are open to civil liability when sexual misconduct occurs; the US District Court has upheld a number of decisions in favour of victims, citing the fiduciary nature of the pastoral relationship (Dewhirst & Littrell, 2011).

While victims may occasionally sue their pastors, the more pervasive consequence is emotional impairment that needs psychotherapy. The conference, synod or congregation must also consider the question of responsibility towards a pastor and his family who may not return to the pulpit or to professional ministry, as well as potential responsibility to provide for the care of victims who may have left the church and are no longer under its care. The conference or synod must determine the allocation of financial resources for an investigation, including obtaining professional assessment, evaluation and possibly treatment for clergy and his family. A determination must also be made regarding the time commitment that the conference or local Church is willing to make in the remediation of one of its pastors.

Denominational guidelines for determining if a pastor can remain in the pulpit while going through treatment are varied and often vague. Some experts recommend that if the misconduct involved no contact with another, such as internet pornography, then the pastor should remain in the pulpit. However, other experts recommend that pastoral sexual misconduct should always involve stepping down from the pulpit during an investigation and while in treatment (Roberts, 2011). One factor of importance is the pastor’s motivation in submitting to an investigation and potential assessment and evaluation. If his motivation is to simply avoid losing his job, then the prognosis will likely be poor (Baker & Thoburn, 2011).

Clergy families are often hard hit when sexual misconduct comes to light. Not only do families have to deal with the emotional fallout of the pastor’s conduct, there are also often brutal financial and community consequences. Sexual misconduct often excludes ministers from current work in the ministry and from consideration for a future pastoral position, leaving the family in financial difficulties. A care plan attending to the needs of the pastor’s spouse and family can be provided by experienced practitioners. Their losses are profound and often traumatic. Appropriate trauma and loss therapy is vital for those impacted by the pastor’s sexual misconduct. In terms of restoring the clergy marriage, it is important to evaluate and determine an appropriate care plan early on, once each spouse’s specific care plan has been initiated. From a foundation of individual recovery for each, the couple have more of the grounding that is essential for thoughtfully addressing the dynamics of their marriage relationship. A conjoint marital therapist, in co-ordination with the team therapist, can evaluate the status of the marriage, clarify the couple’s goals and develop a care plan accordingly.

There is limited research on how clergy spouses cope when their spouse engages in sexual misconduct. King (2003) found that significant emotions experienced by wives during recovery were anger, depression, isolation and shame. Wives tend to feel guilty and not seek outside help. They tend to utilise more personal, reflective strategies during recovery, such as prayer and devotions. Typical psychotherapy for spouses follows a pathway that resembles trauma therapy: disclosure, trauma and grief, reconciliation and forgiveness (Neufeld-Ellis, 2011). Disclosure is perhaps the most difficult aspect of the therapy process because pastors often hide the full extent of their behaviour (Laaser, 2011; Neufeld-Ellis, 2011). Traditional marriage vows have a sacramental quality for clergy spouses, so the traumatic nature of betrayal needs a trauma/grief approach that recognises and processes the shattered assumptions of fidelity in marriage (Janoff-Bultman, 2002; Neufeld-Ellis, 2011).

A culture of recovery begins for the pastor with assessment and treatment that targets not only current thoughts, beliefs, emotions and behaviours, but also past dynamics that resulted in personality pathology and relationship rupture. Therapy, to be effective, must be ecosystemic, targeting for treatment the intrapersonal, interpersonal and contextual worlds of the pastor. The goals of treatment are to:



1.Disrupt the denial system;




2.Shame, guilt, anger and fear reduction;




3.Cognitive restructuring to develop new schemas;




4.Develop new behaviours that arise out of a stronger sense of self.





(Carnes, 2005, 2009)








An effective comprehensive approach to treatment encompasses the following four dimensions for the pastor who has acted out sexually:



1.Full disclosure of the pastor’s behaviour. While the aetiology of sexual misconduct is varied and complex, behaviour tends to be maintained through lying and deceit. Pittman (1989) 
 has declared that it is not who one lies with, but who one lies to that defines infidelity. The beginning of treatment is to bring a person’s thoughts, feelings and behaviours into the light.




2.Resolution of personal core beliefs and feelings that govern how a pastor sees himself, others and life, in order to build a more integrated and focused sense of self, leading to greater autonomy and self-regulation of affect and responsive, rather than reactive, behaviours. The core of therapy is processing lifelong trauma, loss and the corresponding issues of shame and inferiority that often originate from dysfunctional family of origin dynamics. While pastors may intellectually give assent to a loving God, they rarely believe they are loved or accepted for who they are; therefore, significant emphasis is placed on spiritual formation, learning to recognise and relate to God as a secure attachment figure.




3.Relationship healing and reconciliation, including the development of healthy relationship competencies. If psychopathology is the result of ruptured relationships (Fairbairn, 1958), then psychological health is the result of relationship repair (Thoburn & Baker, 2011). Therapy addresses reconciliation of the person’s marital and family relationships (whether the couple is still together or not). Attention is also devoted to repairing relationships with the church community.




4.Behavioural relapse prevention. Therapy includes monitoring the pastor’s ongoing health regarding problematic antecedent behaviours and affect related to problematic sexual behaviour or addiction and other interactive or co-occurring addictions. Relapse prevention strategies are shaped and therapy aids in redefining the work life of the pastor with a more realistic perspective.







Appropriate therapy may include group treatment and support groups, as well as individual, marriage and family therapy under the care of professional healthcare providers. In some instances, inpatient or intensive outpatient treatment may be appropriate.


Prevention of clergy sexual misconduct




The process of recovery is a long and often difficult process for all parties involved in sexual misconduct, including the pastor, his family, the victim(s) and the congregation. Recovery is also resource-intensive in terms of time, energy and money. Recovery tends to have long-term consequences for all parties. The minister may lose his family, the family may lose its livelihood, the victims may lose innocence and trust in the Church, and the congregation often loses membership in the wake of disclosure and the emotional confusion that follows. Therefore, the proverb, ‘an ounce of prevention is worth a pound of cure’, is particularly applicable to the issue of clergy sexual misconduct.

In keeping with the theme of this chapter, a relevant and useful model for prevention should include all elements of the system. The key factor is not relying on treatment, which is akin to shutting the barn door after the horses have escaped, but on promoting education, health and support that upholds sexual integrity for all members of a church, including the pastor.

Education must first be understood in its broad context. Most ministers enter their vocation from a sense of calling, that God has specifically spoken to them about being a pastor. Unfortunately, it is estimated that 1,700 pastors leave the ministry each month because they, among other things, experience burnout and discouragement (Lane, 2014). Most young people who feel called to ministry do not in essence count the cost commensurate with the vocation. The hours are long, the pay is poor and family life is impacted. Seminary should be the place where students evaluate the true nature of their calling and determine if the ministry is the right vocation through rigorous clinical and objective assessment.

People have conscious motives for doing what they do and also unconscious motivations (Anderson, 1986). People may think they have been called to the ministry, when in fact, they use ministry to lessen underlying feelings of guilt, shame and unworthiness. People with addictive personalities can become addicted to religion, and the ministry can be a natural outgrowth of addictive behaviour. The ministry can feed narcissistic attributes, as individuals seek out leadership roles in the church. Seminary students are immersed in theology and practical ministry education, but they are given little attention in the way of personal spiritual formation, developing personal resilience and effective relationship skills. The roots of later problems are often nuanced or shrouded behind multi-generational family histories. Therefore, care must be taken to do a comprehensive assessment at the beginning of a potential pastor’s career, not in the middle. Those who pathologically fit the personality profile for potential misconduct need to be gently but firmly redirected in their career goals and encouraged to seek resources for change and growth.

If call and formation are vital at the beginning of ministry, direction is just as important in the ongoing spiritual life and ministry of the pastor. Ministers do not have many intimate outlets or sources for personal spiritual growth. Many tend to rely on Bible study and prayer, alone in their prayer closets. Spiritual direction is about a pastor having a relationship with support programmes and resources that will help him grow up in the faith through intimacy, vulnerability and accountability. Specific focus areas can include the provision of spiritual mentors, training for personal and relationship development, peer support groups, regularly scheduled spiritual respite and recreational retreats.

Denominational leadership needs to intentionally instruct the local church in how to be a community of balance. Burnout results from a combination of the pastor giving in to the unrealistic expectations of the congregation, while attempting to compensate for personal feelings of unworthiness and fears of rejection. He can become prone to being out of balance, relating to others solely in the ministerial role as counsellor, shepherd or staff leader. By the same token, a local church which tasks a pastor with far-reaching expectations may be out of balance, expecting the pastor to do the work that the congregation should be doing with pastoral oversight. Being out of balance can lead to inappropriate emotional relationships from both pastors and congregants, which can become sexualised. The church tends to recognise that pastors need sabbaticals for further theological education, but the church needs to also provide ongoing formats for Sabbath time, for the pastor to become revitalised. Clergy members need guidance on how to restore balance when it has been lost, focus on life issues that have been diluted and cultivate a renewed sense of religious conviction.

It is essential that human sexuality is an area that the Church speaks to cogently as a vital part of the human condition. Forty four per cent of churchgoers want to hear more scriptural teaching from their pastors on the subject of sex, and 22 per cent of pastors feel they should spend more time on the topic (Moeller, 2005). Yet, very little time is spent on the topic in seminary training for clergy. Support and care groups for parishioners in the church often deal with almost every area of life except sex. In a more open and supportive environment, the shame that propels problematic sexual behaviour can be dispelled, and educational and support formats can be implemented to cultivate sexual integrity and healthy intimacy for individuals, couples and families in the church. Integrating these priorities into the mission of the church is the best intervention for problematic sexual behaviour and its devastation (Abbott, 2011).

The church as a whole needs to be educated around issues of transference and countertransference. Transference occurs when one person transfers onto another deeply-held feelings that are actually not about that person. These feelings may be positive or negative, but they are powerful and may result in fantasy-relating. Countertransference has to do with the feelings the other person has when a transference is made to them. People such as pastors, who are in positions of 
 care or authority, often are objects of transference. Pastors direct parishioners in intimate areas of their spiritual lives and care for parishioners during sacramental moments of their lives, such as birth, marriage and death. If the pastor does not understand the love feelings from the members of his congregation for what they are – love for God – he is at risk of thinking that the feelings are about him and, if he is in a vulnerable position, he might possibly develop counter feelings of his own and act on them. Doctors, psychologists and counsellors are intentionally trained to recognise and deal with patient transference and their own countertransference. Amazingly, there is rarely, if ever, any training for pastors on this issue and it is essential (Thoburn & Whitman, 2004).


Conclusion




The problem of clergy sexual misconduct is daunting, just in terms of the sheer numbers of pastors likely caught up in its grasp. If there are 600,000 clergy and 10–14 per cent are acting out, that is 60,000 to 75,000 clergy who need intervention (Thoburn & Balswick, 1998). Seminaries, denominations and the local church must pool resources and focus on education and prevention, especially in training regarding transference and countertransference. Ministers must become more aware of their motivations for entering ministry and more aware of the effects of ministry on their personal and family lives. They must have access to support and direction that catches isolation, burnout and family conflict before it develops into a harmful problem. When clergy sexual misconduct does occur, the Church must mobilise, with a sense of integrity, to provide care and treatment for people affected. To do so, denominations and conference/synods must have protocols in place that focus on recovery and restoration, rather than punitive face-saving measures. While the Church has justly been referred to as a hospital full of the sick and wounded, it also can be a haven where people can trust one another and relate in brotherly love.
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Alternative discourses on sex addiction









6.1





Out of control sexual behaviour






A sexual health problem



Michael A. Vigorito and Douglas Braun-Harvey







Introduction




It is understandable that a consensus has yet to materialise about the aetiology of dysregulated sexual behaviour. The factors that contribute to sexual behaviour problems are varied and are intertwined with a range of sociocultural influences and bio-psychological factors. ‘Sex addiction’ (SA) is probably the most popular label used by the general public and the term that sparks the most contention among physicians, psychotherapists, sex therapists, sex researchers and addiction counsellors. ‘Impulsive/compulsive sexual behaviour’ (ICSB; Coleman, 2011) and ‘hypersexual disorder’ (HD) (Kafka, 2010) are also terms used to describe a prospective clinical disorder that classifies out of control sexual experiences. However, research supporting SA, ICSB and hypersexual disorder as distinct clinical disorders is lacking (Levine, 2010a; Moser, 2013; Reid, 2013) and as a result, the latest edition of the Diagnostic and Statistical Manual of Mental Disorders
 (DSM-5) and the International Statistical Classification of Diseases and Related Health Problems
 (ICD-10) do not include a diagnosis for dysregulated sexual behaviour problems (American Psychiatric Association, 2013; World Health Organization [WHO], 1992).

How should therapists therefore respond when their patients request therapy to treat their ‘sex addiction?’ How are therapists to conceptualise dysregulated sexual behaviour without scientific consensus about its aetiology or the establishment of a clinical disorder? How do psychotherapists develop a clinical picture to inform their treatment plans and interventions?

In this chapter, we offer a contrast to disease models of sex addiction and provide an alternative, non-pathological model that integrates the distinct and interrelated factors that contribute to out of control sexual behaviour. We define out of control sexual behaviour as a sexual health problem in which an individual’s consensual sexual urges, thoughts or behaviours feel
 out of control. We organise the chapter by walking the reader through each segment of this definition. The chapter concludes with a detailed discussion of a ‘dual-process’ model of human behaviour as the concept by which we understand a patient’s out of control sexual experiences.

(The following discussion reflects the clinical treatment that the authors provide for cisgender men who identify as heterosexual, bisexual or gay. As such, all the clinical examples reference men only.)



Sexual health




The first two words of our out of control sexual behaviour definition are ‘sexual health’. We base our conceptualisation of sexual health on the WHO working definition:



A state of physical, emotional, mental and social well-being in relation to sexuality; it is not merely the absence of disease, dysfunction or infirmity. Sexual health requires a positive and respectful approach to sexuality and sexual relationships, as well as the possibility of having pleasurable and safe sexual experiences, free of coercion, discrimination and violence. For sexual health to be attained and maintained, the sexual rights of all persons must be respected, protected and fulfilled.



(WHO, 2006: 5)








Sexual health is the starting place for the provision of effective and ethical treatment for men with out of control sexual behaviour. We developed the six sexual health principles to create a user-friendly clinical framework that mitigates the influence of proscriptive, disapproving or stigmatising sociocultural sexual values:



1.Consent




2.Non-exploitation




3.Protection from HIV/sexually transmitted infections (STIs) and unintended pregnancy




4.Honesty




5.Shared values




6.Mutual pleasure







These sexual health principles were summarised beautifully in the proceedings of a regional consultation convened by the Pan American Health Organization (PAHO) and WHO, in collaboration with the World Association of Sexology (WAS) in 2000:



Responsible sexual behaviour is expressed at individual, interpersonal and community levels. It is characterized by autonomy, mutuality
 , honesty
 , respectfulness, consent
 , protection
 , pursuit of pleasure
 , and wellness. The person exhibiting responsible sexual behaviour does not intend to cause harm, and refrains from exploitation
 , harassment, manipulation and discrimination.



(PAHO/WHO/WAS, 2000: 8)








We have italicised the concepts we have adopted from this description of responsible sexual behaviour. In essence, we have translated the language of responsible sexual behaviour into a series of sexual health psychotherapy goals.

Our aim is to provide a useful application of the sexual health concept. This is similar to the aim of Stayton’s relationship-centred sexual values system, which is ‘to help individuals, families, and society to develop criteria for decision making regarding sexual matters, taking into account motives and consequences of sexual acts’ (Stayton, 2007: 82). This contrasts with act-centred sexual value systems that judge specific sexual acts as holding moral or immoral value (Stayton, 2007). We refer to our application of the sexual health concept as ‘principle-centred’ as opposed to Stayton’s ‘relationship-centred’, in order to avoid the possible misperception that we are privileging sex within romantic relationships.


 By integrating sexual health principles into the out of control sexual behaviour treatment protocol, we attempt to remedy the justified critiques that sociocultural norms overly influence clinical interventions in sex addiction treatment. These norms lead to stigmatising high frequency sex, as well as any unconventional content of sexual urges, thoughts and behaviours. Simply put, integrating these principles into the psychotherapy treatment frame is how we ‘first, do no harm’. The principles are intended as protection from interventions that overly rely on act-centred judgements. At the same time they can help patients to make personal decisions that will benefit their sexual health and their overall wellbeing.


A sexual health problem




Our definition of out of control sexual behaviour describes it as a ‘sexual health problem’. Levine (2010b) organised sexual difficulties on a spectrum from worries to problems to disorders. Sexual worries are common, almost universal concerns that people have about their sexuality. Worries are the most frequently occurring sexual difficulties because they are ‘concerns that are inherent in the experience of being human’ (Levine, 2010b: xi). Examples include: When will I first have sexual intercourse? Will my partner be less attracted to me if I am bald? Do my genitals look good? Is it normal to be less interested in sex when raising an infant? Sexual worries are unavoidable and occur throughout life.

At the other end of the spectrum are sexual disorders. These are the most frequently studied and least prevalent of all sexual difficulties. They include officially recognised medical and psychiatric diagnoses such as erectile dysfunction, vaginismus or premature ejaculation. Despite their lower prevalence rate, sexual disorders are assumed to be more prevalent than healthcare professionals actually diagnose and they have the greatest potential to disrupt people’s lives (Levine, 2010b).

Sexual problems fall between common sexual worries and discrete sexual disorders. They are a source of distress that is not universal. They afflict groups of people and attract little research, due to the varied contributing factors and underlying causes inherent in sexual problems. To further complicate this section of the spectrum, ‘what is regarded as “problematic” sexual functioning may be normative in a different cultural context’ (Hall & Graham, 2013: 1). It is essential to consider the role of sociocultural values when labelling sexual behaviours as problematic. Societies centred in Western Europe, Britain, Canada and the US have conducted most of the treatment research for sexual problems (Hall & Graham, 2013). Unfortunately, this means that much of what is understood under the term ‘sexual problems’ may too often be culturally defined. What is understood as normative in one culture can often be highly stigmatised in another. Social mores and stigma related to sexuality may skew the statistical information-gathering that informs sexual disorder definitions (Giugliano, 2004). Sexual orientation, termination of pregnancy, differing levels of desire between couples and notions of sexual pleasure are viewed as sexual problems in some contexts and symptoms of pathological disorders in others.

To understand the line between ‘problem’ and ‘disorder’ in relation to sexual dysregulation, Bancroft and Vukadinovic (2004) pose a question that theorists and researchers have not yet answered: is out of control sexual behaviour a problem on the extreme end of the ‘normal’ range of sexual behaviour or is it a distinct behaviour that is ‘qualitatively different from the norm in ways that are problematic’ (Bancroft & Vukadinovic, 2004: 225)? Phrases like ‘sexual addiction’ and ‘compulsive sexual behaviour’ describe the sexual behaviour problem using diagnostic labels that fuse a disease model with a description of a human behaviour problem. Because various factors separately and collectively contribute to problematic and out of control sexual behavioural patterns, it is premature to refer to them as a clinical disorder, especially when a disease 
 model does not add an explanatory value in most cases. We believe Bancroft and Vukadinovic’s (2004) recommendations remain an important contemporary position. It is premature and perhaps iatrogenic to establish a sexual dysregulation clinical disorder and instead we recommend using the phrase ‘out of control sexual behaviour’. Until such time that evidence supports the establishment of a sexual disorder, we view out of control sexual behaviour as a problem within the normal range of human sexual expression. We believe that, if disordered levels do exist, they are extremely rare, comprising a small proportion of out of control sexual behaviour treatment-seeking men.


Excluding non-consensual sexual behaviour from out of control sexual behaviour treatment




The next component of our out of control sexual behaviour definition involves the sexual health principle of consent, which is a clinical distinction in the out of control sexual behaviour treatment protocol. Assessment and treatment is limited to men whose consensual sexual behaviour is experienced as out of their control and who do not use force or coercive behaviour to engage in sexual activity with another person. We believe non-consensual sexual behaviours pose a far greater risk to the individual, family and society than consensual sexual problems. Furthermore, the factors that contribute to a pattern of non-consensual sexual activity significantly differ from the factors related to consensual sexual dysregulation. Therefore, prospective patients who engage in non-consensual sex should be assessed and treated by trained specialists in non-consensual sexual behaviours. Our distinction is supported by studies on sexual offending youth and adults and the Standards of Care for the Treatment of Adult Sex Offenders
 (Coleman et al., 2000). These standards and practice guidelines advocate specialised training and programming for assessing and treating non-consensual sexual practices. Non-consensual sexual behaviour includes a wide breadth of human psychopathology. Measures of sex offender populations include scales to assess the following: antisocial attitudes and behaviours, hostility towards women, sexual interest in prepubescent and pubescent children, various motivations for rape, voyeurism, exhibitionism, cognitive distortion scales for child molesters and a separate scale for rapists (Clipson, 2009). Given this additional range in psychopathology is more frequently present in men who engage in non-consensual sex, there is little doubt that treatment for this population should not be merged with men seeking treatment for consensual sexual problems.

Differences between erotic arousal in consensual and non-consensual situations lend themselves to different treatment approaches. For instance, some consensual sexual problems stem from an obstructed erotic-identity development involving an unconventional turn-on. In this scenario, the goal is to integrate these erotic orientations into the patient’s self-concept and sexual relationships. The ultimate objective is to create congruence between their sexual behaviour, orientation and identity. This ‘coming out’ process usually involves changing shame-based attitudes and beliefs about the turn-on, within the larger sexual health goal of accepting and integrating their turn-ons into their sexual expression. As is typical with any coming-out process, grieving the sexual ideal and accepting the reality of one’s sexual self is a significant journey towards sexual health.

For patients with an erotic orientation that includes non-consensual themes, the goals are different. Treatment is not directed towards helping men integrate non-consensual behaviour with partners. In this clinical situation, the primary duty of the therapist is to maintain public safety, rather than to promote a man’s sexual autonomy to engage in violent, coercive or forced sex. So, we recommend referring treatment-seeking patients who are concerned about non-consensual 
 sexual experiences to specialists trained in navigating the public safety concerns and meeting the clinical needs of this population.

Lastly, the out of control sexual behaviour protocol was developed as an outpatient, combined group and individual psychotherapy intervention. Our style of group psychotherapy is a semi-structured, process-oriented approach incorporating here-and-now interactions for understanding defences, interpersonal patterns and regulation skills. Through group process, patients become aware of how they behave in relationships and the mental tricks performed by their defences. These insights help them to gain more control over their process of change (Prochaska et al., 1994). Patients engaged in non-consensual sex, especially those well beyond coarse sexual impropriety, rely on aggressive defences that can harm other group members. The defences often found in non-consensual actors, combined with their more complex psychopathology, create conflict beyond what would be productive in a group of patients with out of control, consensual sexual behaviours. In our opinion, a process-oriented psychotherapy group with a combined membership of consensual and non-consensual presenting problems poses a formidable challenge for maintaining group cohesion.


Sexual urges, thoughts and behaviours




Our definition of out of control sexual behaviour includes the phrase ‘sexual urges, thoughts or behaviours’. These are the components of sexuality that are continually assessed and monitored to understand the intrapersonal and interpersonal sexual experiences of each patient. As such, it is important to define these terms and discuss how they are related to and distinct from each other.

Sexual urges are the embodied sensations and physiological experiences that motivate sexual action. A sexual urge can feel like a force pushing the self from within or like a force pulling the self from without. Nancy Raymond, co-author of the Sexual Symptom Assessment Scale
 , describes urges as ‘having both a visceral and affective component’ (Raymond, personal communication, 19 March 2014). A sexual urge may be generated before or after a sexual thought or behaviour, but is not dependent on either (Raymond, personal communication, 19 March 2014).

Sexual thoughts are the mental pictures, ideas and fantasies that contain sexual themes. A limitless supply of external and internal stimulation activates sexual scenes that run through people’s minds. Sexual thoughts also have the potential to evoke sexual urges and behaviours.

Sexual behaviours are outward sexual expressions and are not limited to the actions that surround sexual intercourse. Sexual behaviours include all types of sexual expression that involve one or more people, such as masturbation, sensual touch, vaginal and anal intercourse, oral sex and online sexual chatting. Sexual behaviours are not dependent on sexual thoughts or urges. They can precede and follow, or influence and be influenced by, urges and thoughts.

Sexual urges and thoughts are products of a person’s mind and are understood as subjective internal experiences. Sexual behaviour is the observable action with oneself or others.


Feeling out of control




The last element of the definition involves the concept of ‘feeling’ out of control. We use the term ‘feel’ to ground the definition in the patient’s subjective experience rather than a generalisable threshold consistent with a disorder that is diagnosed by a third party. It is a man’s personal description of his agency when managing the various sensations, thoughts, perceptions and emotions involved in his sexual problem. Men may report feeling out of control regularly or in different situations. Onset may be recent or decades in the past. Although some symptoms 
 may fit the criteria of proposed sexual behaviour disorders, we are more interested in exploring the patient’s subjective experience.

Klein (2012) makes a subtle but significant distinction: feeling
 out of control is different to being
 out of control. It is unlikely that the patient is without any ability to direct his sexual behaviour. In fact, what patients are communicating is an affective experience in which they feel they lack support during certain sexual situations. Another limitation of the phrase ‘out of control’ is the implication that patients have no power to direct or manage their behaviours. This has been criticised as a justification for patients remaining unaccountable for the consequences of their actions. This critique is linked with the assumption that being an addict or ‘out of control’ means the person has no agency. Under this assumption, labelling sexual behaviour as ‘out of control’ risks reinforcing a disempowered, victim-like position in which a person is overtaken by an external or internal force greater than himself. Don’t get us wrong, sex can be magical, metaphorically. But, one’s drive to have sex is not literally stronger than one’s ability to choose or direct behaviour and we have yet to treat a patient whose sexual experiences were pervasively out of control. We invite you to think of ‘out of control sexual behaviour’ as a description of an individual’s subjective experience during certain sexual situations that does not also assume an aetiological mechanism.

Rather than repeating ‘out of control sexual urges, thoughts or behaviour’ in our term for this human problem, we condense the string of words to out of control sexual behaviour or out of control sexual experiences. We are not excluding urges and thoughts when referring to out of control sexual behaviour. We also use the phrase ‘problematic sexual behaviour’ or ‘sexual behaviour problems’. Problematic sexual behaviours are behaviours that generate significant negative consequences, but the phrase is not meant to infer a felt sense of being out of control. In short, out of control sexual behaviour is likely to be problematic, but not all problematic sexual behaviours are considered out of control sexual behaviour. Problematic sexual behaviour is also the term of choice during the early stages of an assessment as we are clarifying the patient’s subjective experience.

There is a long history of diagnostic labels and specific treatment paradigms for sexual dysregulation disorders (see Bancroft et al., 2009; Cantor et al., 2013; Joannides, 2012). Unfortunately, current sexual dysregulation labels imply scientific certainty where none exists and patients frequently enter therapy after coming to the conclusion they are ‘sex addicts’. After 30 years of consumer-based literature, media sensationalism and the sociocultural forces evident since the 1980s (Reay et al., 2013), sex addiction is the dominant lens through which sexual behaviour problems are evaluated and the cultural meme that is present in the therapeutic relationship. Unfortunately, when patients self-identify as ‘sex addicts’ or ‘hypersexual’, they do not reveal much about their experiences. Without further inquiry into the meaning of the patient’s language, therapists risk prematurely basing their clinical interventions on a yet-to-be-established clinical disorder and may overlook a host of potential contributing factors.

When a patient’s chief complaint is SA, ICSB or HD, the term may inaccurately describe the core issues causing his problems because patient perception rarely evolves independently from cultural or environmental influences, such as religiosity, social media and family values (Reid, 2013). From the start of psychotherapy, it is crucial to understand the patient’s meaning and the utility of his sexuality language, as well as to maintain a persistent curiosity about his subjective ‘out of control’ experiences. In developing our out of control sexual behaviour protocol, we intended to create a process that encouraged a conversation about the patient’s internal world. Therapists create a space that encourages patient curiosity and honest self-reflection and they avoid prematurely endorsing the patients’ (or spouses’) diagnostic conclusions. Maintaining this non-judgemental stance can be difficult for therapists because of the sociocultural forces 
 influencing the conversation. It may also be hard to maintain this stance when therapists are faced with patients in significant distress stemming from the consequences of their sexual behaviour. Patients often contact mental health professionals when in the midst of a personal crisis and press for an immediate resolution. They may say something like, “I don’t have time for any tests – treat my sex addiction!” By carrying out a comprehensive assessment of the potential underlying factors that contribute to out of control sexual experiences, the therapist has the opportunity to establish a therapeutic alliance, while tempering the patient’s panic that is distorting the narrative of his sexual problems.

When a patient offers the term ‘sex addiction’ as a description of his presenting problem, we treat it like any other metaphor patients use when talking about their concerns (such as ‘co-dependency’ or ‘nervous breakdown’) and encourage them to use non-figurative language when discussing their subjective experiences. We often ask questions like, “What are you trying to tell me when you say you are a sex addict?” “Tell me more about what you mean when you say you are addicted to sex?” Or “How did you come to the conclusion that you are a sex addict?” We invite patients to move past their initial statements and evaluate any overarching diagnostic labels that might conceal the underlying factors that contribute to their felt sense of being sexually out of control.


The dual-process model of human behaviour




If this clinical presentation cannot be explained in terms of an addiction, than why are men repeatedly sexual in ways that are problematic? From Plato’s Chariot allegory (Plato & Scully, 2003) to neuroscientific research, philosophers and scientists have attempted to explain the complexities and contradictions of human behaviour. The mechanisms that produce human behaviours are often described as a combination of rational, goal-directed processes and a reflexive process, which is driven by emotions, drives and motivational states. The rational components influence behaviour through restricting or directing the unpredictable, erratic and complex emotional (or affective) system. A range of dual-process models has been developed to describe the interaction between these two systems. These models span the fields of psychology (Evers et al., 2014; Hoffmann, 2014; Metcalfe & Mischel, 1999; Sherman et al., 2014), economics (Andersen et al., 2014; Brocas & Carrillo, 2014; Fudenberg & Levine, 2006) and sexology (Bancroft et al., 2009; Janssen et al., 2002). The different dual-process models share the notion that there are two distinct systems of the mind that motivate human behaviour and decision-making. Each dual-process model describes an interaction between a programmed, unconscious, quick, evolutionarily older system balanced with a rule-based, conscious and slower system (Evans & Frankish, 2009). Neuroscience suggests that numerous specialised systems interact within the multifaceted brain to generate human behaviour. In his book, Incognito
 , Eagleman (2011) observes the neurological oversimplification of condensing brain functioning into two systems. He likens the brain to a team of rivals made up of an entire parliament of pieces, parts and subsystems, writing, ‘We are collections of overlapping, ceaselessly reinvented mechanisms, a group of competing factions’ (Eagleman, 2011: 148). Consequently, a dual-process model might seem reductionist. However, the most natural neurophysiological division within the brain is the evolutionarily older brain structures and the prefrontal cortex (Loewenstein & O’Donoghue, 2007). We adopted Loewenstein and O’Donoghue’s (2007) dual-process model of human behaviour to conceptualise how sexual experiences feel out of control and to answer our question, ‘Why are men repeatedly sexual in ways that are problematic?’

In this dual-process model (see Figure 6.1.1
 ), human behaviour is seen as ‘the joint product of a deliberative system that assesses options in a consequentialist fashion and an affective system that encompasses emotions such as anger and fear and motivational states such as hunger, sex and pain’ (Loewenstein & O’Donoghue, 2007: 3). The affective system houses our potential for action in any given situation. The potential for action is generated by changes in physiological activation that include:



•emotions (for example: mad, glad, sad, fear, shame, disgust);




•drives (for example: survival, hunger, thirst, sex, romantic love);




•motivational states (for example: physical pain, discomfort, drug craving, attachment).
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Figure 6.1.1
 Dual-process model







The affective system contains the automatic processes that run without conscious control and includes our sense of wanting, as well as our desire to acquire something or to engage in an action.

The deliberative system houses the executive functions. It has the capacity to assess the consequences of behaviour and influences behaviour by asserting energy (willpower) over the affective system. According to Reid et al. (2010), ‘Executive functions are hypothesized to consist of a constellation of mental processes associated with adaptive behaviour that function to assist an individual to interact with his or her environment in an efficient and acceptable way’. The deliberative system contains processes that provide conscious control, as well as remembering how much someone actually enjoys or finds pleasure in a particular action. This system critically considers various choices with a particular focus on the emotional consequences of an action. These consequences include predicted or expected emotions, which are used to determine the best course of behaviour.

The affective system, with its sensitivity to immediate situations, is constantly running and is primed to assert dominance over the deliberative system to protect the whole person (for example, the fight, flight and freeze response). The deliberative system influences behaviour through its ability to transcend the immediate situation to foresee consequences of particular responses. Those future consequences could come as quickly as in the next few minutes or as delayed as a few days or years.

To help understand how these two systems interact to generate behaviour, Haidt uses an apt metaphor that depicts the relationship between the affective and deliberative systems of the mind. He describes the dual process as being like the interaction between an elephant and its rider:



Reason and emotion must both work together to create intelligent behaviour, but emotion (a major part of the elephant) does most of the work. When the neocortex came along, it made the rider possible, but it made the elephant much smarter, too.



(Haidt, 2006: 13)











Although these interconnected subsystems were evolutionarily designed to promote our survival, reproduction and wellness, they influence behaviour through unseen internal conflicts between competing elements of the self. In other words, while the motivations of the affective and deliberative systems are usually compatible, there are times when their motivations compete.


Competing motivations




Decisions, big and small, can be the result of competing motivations. Each day is filled with mundane routines like getting out of bed, commuting to work and selecting foods to eat. Within our daily routines, there are infinite moments of choice. Somehow, in each of these moments, we consciously and unconsciously make decisions. Opportunities to choose elicit forces in our bodies that motivate us towards action or inaction. Choosing is a complicated mixture of priorities that frequently split the mind into short-term versus long-term interests. Much of the time, our immediate priorities and future concerns are consistent. Other times, short- and long-term goals are contradictory. In other words, our immediate desires sometimes run counter to our long-term interests. Because the affective and deliberative systems respond differently to environmental stimuli, they may have different motivations (Loewenstein & O’Donoghue, 2007). Thankfully, people have the capacity to see the long-term consequences of their decisions. Individuals know the outcomes of persistent smoking on health or of tardiness on job evaluations. However, awareness of consequences does not always stop actions that contradict long-term interests. Predicting long-term consequences does not always lead to avoiding them. And yet, people are often surprised or disappointed when they act counter to either short- or long-term goals.

The dual-process model of human behaviour is a useful model for understanding the complexities and contradictions in sexual behaviour. It accounts for the central tension in out of control sexual behaviour, namely being of two minds – wanting to do one thing, while doing another. A patient may report being motivated to have sexual fantasies only about his wife but he continues to masturbate while watching online videos of other people having sex. Another patient wants to stay married but he continues to violate his relationship agreements by meeting men at sex shops for anonymous sex. A third patient wants to avoid the risk of HIV infection but continues having anal sex with men without condoms and/or taking Truvada, a pre-exposure prophylaxis medication. These situations can be envisioned as internal conflicts that occur within the dual-process concept. The patients’ deliberative systems attempted to steer their behaviour, evidenced by their conscious boundary settings and stated intentions. There were emotional consequences they did not like and made efforts to avoid. However, other motivations were present and steered their behaviours in another direction. This internal and uncomfortable tension over their sexual behaviour is the out of control feeling frequently disclosed by our patients in out of control sexual behaviour treatment.

Jim, a heterosexual, cisgender man, had been married for six years. In group therapy he described how, three days earlier, he had paid for sex on his way home from work. When a group member asked him to elaborate on what he recalled about driving home, he sheepishly replied, “I don’t really know. I was driving home and all of a sudden, I found myself driving down 10th Avenue looking to hook up. I left work and it was like my addict brain took over”. Jim’s felt sense of being ‘out of control’ was described with reports of lost time, which he expresses as “all of a sudden”, and metaphors like “addict brain”. These phrases allude to a force that he perceives has hijacked his behaviour in such a way that he no longer believes or remembers having any choice. Using the dual process to frame Jim’s experience, 
 we can see that either his affective system was overactive or his deliberative system was under-responding to a stimulus, resulting in sexual behaviours he later regretted. Jim’s difficulty in remembering what happened prior to driving down 10th Avenue is common among men in treatment for out of control sexual behaviour. When executive functions are disengaged, recalling what motivated the behaviour is challenging. For Jim, 10th Avenue was a familiar location and he relied on habit to steer his actions. Unfortunately, with a disengaged rider, Jim was unprepared to assert the energy needed to steer the elephant towards his long-term goals when he became sexually activated.

Conceptualising Jim’s experience as an interaction between his affective and deliberative systems allows the therapist and group members to explore his internal experience without perpetuating his belief he was not in control of his sexual behaviour. The day Jim drove down 10th Avenue, his boss told him that management would not replace the employees who had recently quit. He immediately realised that this decision meant his strenuous workload was not going to change. Jim recounted more details about the time from walking to his car after work and eventually propositioning a sex worker. Memories that initially he had implied were absent (with the words “all of a sudden”) revealed a series of motivations that influenced his behaviour. He remembered how angry he felt after the conversation with his boss. He was particularly hurt by management’s decision and the casual manner in which his boss told him that his workload would remain high. Jim thought his boss ignored his rationale for replacing the vacated positions and remembered feeling stressed and resentful when he reached his car.

Jim’s motivation to relieve his affective discomfort (anger, resentment and disappointment) was competing with his deliberative goals of honouring his marital commitments. With the help of the group, Jim identified these competing motivations and recalled the rationalising thoughts he had had. These included, “My wife will not find out”, “Paying for sex is a victimless crime” and “I’m just going to see if anyone is out there”. These thoughts were the result of a deliberative system that was more invested in short-term emotional relief than in his long-term attachment goals. Jim’s thoughts diverted his focus from future consequences and away from exerting the willpower necessary to balance his highly activated state. This gave control to his affective system. When faced with a moment in which his long-term goal of remaining married by restricting his sexual behaviour competed with his desire to feel something other than his heated resentment, he chose the short-term goal of regulating his uncomfortable activation. This ‘heat of the moment’ decision did not mean Jim was disinterested in being married or no longer believed in honouring his marital commitments. The competing motivations coexisted but shifted priority in response to his workplace distress and environmental cues.

Patients often judge themselves as being weak, perverse or disordered for knowingly and repeatedly engaging in sexual behaviours that risk negative consequences. They often develop erroneous conclusions based on their contradictory behaviours. These include, “I must want to lose my job if I’m repeatedly violating the internet policy about watching porn” and “I must not love my partner if I keep watching sexual videos despite being asked to stop”. They assume that the contradictory behaviour is indicative of their most authentic desires. Observable behaviour is often thought to be the best resource to determine the intent underlying contradictory behaviours. This assumes that behaviour is the real story. Do actions speak louder than words? Possibly, but louder does not necessarily mean more accurate. Alternatively, framing out of control sexual behaviour within the dual-process model conceptualises contradictory behaviour as quintessentially human, seen in the same imperfect and dynamic process that describes much of human behaviour and its problems.



How to apply the dual-process model to sexual health treatment




Out of control sexual behaviour outpatient psychotherapy helps men to change and to maintain sexual health by recalibrating their deliberative and affective interactions. It does not involve a new theoretical orientation or novel form of psychotherapy. The out of control sexual behaviour concept provides a model therapists can use to facilitate gradual improvement in mens’ balance between their affective and deliberative systems. Changing the interaction between these two systems does not mean achieving equal influence between the two systems. It is unlikely that psychotherapy will affect the evolutionary development of affective primacy. Our older brain system will continue relatively unchanged in obtaining nutrition, maintaining body temperature and reproducing under favourable conditions. Instead, out of control sexual behaviour treatment explores how an individual’s affective and deliberative systems respond to various stimuli to produce the sexual behaviour about which they are concerned. Over time, patients increase or decrease deliberative involvement or intensify or deintensify affective involvement; in a sense, the patient learns to better use the rider and retrains the elephant. One primary objective is to facilitate a change process that motivates patients to change their behaviour to fit within set sexual health principles. This needs a process that evaluates and addresses the factors that influence the affective-deliberative interaction. Figure 6.1.2
 illustrates this goal.
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Figure 6.1.2
 Process of change for sexual health







At the heart of out of control sexual behaviour treatment is the concept of competing motivations. Miller and Rollnick (2013) describe four variations of internal conflicts that expand this concept. First, the approach-approach conflict occurs when a person is faced with a choice between two attractive options. We may jokingly refer to this as a good problem to have. Second, an avoidance-avoidance conflict involves choices in which all options have negative consequences. Here, patients are left to choose the least bad option; as we often say to our patients, “Which disappointment do you want to choose?” Third is the approach-avoidance conflict. In this scenario, one is ‘both attracted to and repelled by the same object’ (Miller & Rollnick, 2013: 14). For example, someone might think, “I want to have sex with a man but I’m disgusted by the thought of being gay”. Fourth, the double approach-avoidance conflict is really tormenting and may have much in common with out of control sexual behaviour. Both options have significant positive and negative attributes. When leaning towards one, the negative aspects are noticeable while enhancing longing for the other. Major life decisions frequently fall into this category, such as changing jobs or relocating. In a sexual context, one common example we hear contemplated in treatment is ending a long-term romantic relationship because the patient feels sexual excitement towards another person with an intensity that has been absent in his primary relationship.


Figure 6.1.3
 illustrates the role of competing motivations on the affective-deliberative interaction. The up and down arrows represent the affective-deliberative interaction that is set in motion when a person is exposed to a stimulus. We are careful to avoid simplifying competing motivations as just a conflict between the pleasure and rational centres or a repackaged conflict 
 between the id and ego. The competing motivations that are specific to out of control sexual behaviour encircle both affective and deliberative systems. Each system may contain similar or conflicting motives. The wants of the affective system may be contradictory. Or, the deliberative system can be locked in a contemplative pro/con loop. In the out of control sexual behaviour model, feeling out of control describes the difficulties in resolving these competing motivations in a manner that produces satisfactory and responsible sexual behaviour. Hence, ‘competing motivations’ encircle the entire system of the mind to capture the various ways competing motivations influence the affective-deliberative system interaction that produces behaviour outside of the sexual health principles.
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Figure 6.1.3
 The role of competing motivations on the affective-deliberative interaction





Effective psychotherapy models encourage flexible clinical approaches to addressing mental health and behavioural issues related to the patient’s intra- and interpersonal experiences. Out of control sexual behaviour treatment relies on evidence-informed practices when providing treatment for the many ways it can mask, mimic or exacerbate the symptoms of another condition. When considering how out of control sexual behaviour may be related to the interaction between the patient’s affective and deliberative systems, it is essential to assess the health of these two systems. Factors such as the patient’s relationship with drugs and alcohol, untreated mental health disorders, physical safety concerns and physical health problems should be routinely assessed and addressed whenever a patient presents with sexual behaviour problems or out of control sexual behaviour. Assessment and treatment assimilates a range of psychotherapy practices and rests on a multidimensional understanding of the patient that informs treatment decisions. Out of control sexual behaviour treatment planning is incomplete without a comprehensive approach to addressing each man’s clinical picture.

With the dual process as an organising concept for out of control sexual behaviour, therapists can have an organised map which they can use as they listen to patients describing their internal conflicts and the competing motivations about their sexual lives. Out of control sexual behaviours may represent honourable attempts by patients to solve the complex and conflicting interactions between the affective and deliberative systems of their minds. Out of control sexual behaviour may result from the way in which some men regulate the struggle between instant sexual gratification and long-term sexual rewards, between the sexual ‘wanting’ of their affective systems and the ‘disliking’ of their deliberative system. It may result from the struggle between two affective drives, such as love for their spouse and lust for a different sex partner. The dual-process model and the sexual health framework offer a compassionate alternative that helps patients to examine their sexual problems, identify new solutions for these internal conflicts and promote their sexual health.
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What’s wrong with sex addiction?






Helen Keane







Introduction




The volume of research on sex addiction has increased dramatically in recent years and the publication of this handbook reflects a field that is flourishing in the wake of a surge of interest in behavioural addictions. However, despite the existence of a substantial psychological and psychiatric literature, the category and concept of sex addiction remains contested (Moser, 2013). There is disagreement about terminology, the nature of the condition, diagnosis and screening, aetiology and the appropriate form of treatment (Reid, 2013; Samenow, 2010). The field of sex addiction research is described as being at a formative stage, with researchers setting out different theories, models and measurement scales in an attempt to bring clarity, certainty and coherence (Kaplan & Krueger, 2010; Kingston & Firestone, 2008). In contrast to work that aims to identify the singular and specific disorder underlying the competing models of compulsive sexuality and hypersexuality, this chapter approaches sex addiction as a discourse, that is, a regulated way of writing, talking and thinking about a topic which produces certain practices and forms of knowledge (Foucault, 1978). From this perspective, sex addiction literature constructs rather than simply describes a disordered subject, ‘the sex addict’, who then becomes the target of therapeutic intervention (Keane, 2002).

While not denying the distress and harm that can be caused by sexual behaviour experienced as excessive and compulsive, the chapter focuses on the way sex addiction has been constituted as a particular kind of problem in both popular and scientific literature. It builds on critical accounts of addiction that understand this category as a culturally and historically specific set of ideas and practices, which shapes varied problems and predicaments into a disorder located in the individual (Fraser et al., 2014). One of the characteristics of addiction from this perspective is its hybrid quality: it combines the medical and moral to define a state of being distinguished by the loss of control (Room, 1985; Valverde, 1998). As Race (2009) stated, addiction places the self as the moral locus of consumption. In the case of sex addiction, there is an inevitable engagement with judgements about healthy sexuality versus disordered sexuality, which produces a moralised and narrow vision of the normal. Sex addiction discourse medicalises these judgements and presents them through the authoritative and supposedly objective language of science.


 The chapter begins by examining sex addiction in the 1980s, focusing on some of the troubling claims made as the disorder was constructed as analogous to alcohol or drug addiction. It then moves to contemporary literature, which is informed by developments in the neuroscience of addiction and rising concern about the role of the internet in individuals’ sexual lives. In both cases it argues that the focus on the disordered individual takes attention away from the tensions within contemporary sexual culture, which combines liberalism and availability of erotic experiences with continued anxieties about sex and sexual relations (Jackson & Scott, 2004).


Making a sexual disorder




Sex addiction was recognised as a disorder in the social context of the US in the 1980s. Janice Irvine argues convincingly, in her account of the ‘invention’ of this disorder, that the concept gained visibility and traction because it expressed cultural anxieties dominant at this time (Irvine, 1995). She identifies the HIV/AIDS epidemic and critiques of heterosexuality and sexual liberalism, promoted by both the New Right and feminism, as key to the success of sex addiction discourse (Irvine, 1995). These historical phenomena fostered anxieties about lust, as well as supporting a view of sex as a destructive and antisocial force with the potential to produce individual and collective harm if not carefully regulated. In addition, the expansion of the cultural language of addiction to include non-drug behaviours, which took place through the rise of the 12-step and recovery movement, also supported the legitimacy of sex addiction (Sedgwick, 1993).

Unsurprisingly, the sex addiction movement was started by individuals already involved in self-help groups for drug and alcohol abuse. In the late 1970s, they began to articulate the idea that sex could be addictive and as potentially dangerous as other mood-altering pursuits. They put forward the existence of a disease that compelled its sufferers to repeatedly engage in self-destructive sexual activities, and they set up 12-step groups to help the afflicted attain ‘sexual sobriety’(Augustine Fellowship, 1986). The interest of professionals in sex addiction, which soon followed, helped legitimise and publicise the concept. To create this new field of expertise, psychologists, psychiatrists and therapists used medicalised languages and technologies and constructed aetiological models, diagnostic criteria, screening tests and treatment modalities. This enabled diverse patterns of sexual expression – from excessive masturbation to serial rape – to be formed into a unitary disorder with a predictable and ordered pattern of symptoms (Keane, 2002).

The books published by psychologist and pioneering sex addiction expert, Patrick Carnes, in the 1980s, Out of the Shadows: Understanding Sexual Addiction
 (1983) and Contrary to Love: Helping the Sexual Addict
 (1989), were central to the establishment of sexual compulsion as a disorder analogous to alcoholism or drug addiction, and similar in its capacity to destroy lives. In these texts (which have since gone through several editions), sex addiction is constituted as a powerful and malevolent force which transforms the addict and completely overcomes their agency:



…the obsessional illness transforms sex into the primary relationship or need, for which all else may be sacrificed, including family, friends, values, health, safety, and work. As life unravels, the sex addict despairs, helplessly trapped in cycles of degradation, shame, and danger.



(Carnes, 1989: 5)








In these texts Carnes also employs the familiar trope of the widespread disorder that remains hidden and underdiagnosed due to its changing and deceptive nature:




[it] is so strong that it can span a person’s entire life and spread through whole generations of a family. It is so virulent it can survive in many environments and even become dormant only to emerge at the least expected time. It is so deceptive that even intimate family members can be in its presence and not know its impact.



(Carnes, 1989: 45)








Carnes’ writing, and that of other sex addiction experts, combined this kind of apocalyptic prose with the language and techniques of clinical psychology and psychiatry. Carnes outlined a model that identifies 11 broad types of sex addiction: fantasy sex, seductive role sex, anonymous sex, paying for sex, trading sex, voyeuristic sex, exhibitionist sex, intrusive sex, pain exchange, object sex and sex with children. ‘Presenting behaviours’ are also classified into three levels of addiction, ranging from the socially acceptable to the illegal and highly taboo, and there are six developmental phases that describe the progress of the addiction from initiation to the terminal ‘chronic phase’(Carnes, 1989; Carnes, 1992).
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Carnes also developed standardised screening tests for sexual addiction: the Sexual Addiction Screening Test (SAST) for heterosexual men, the G-SAST for gay men and the W-SAST for women. In 2010, a revised version of the SAST was designed to work across all populations (Carnes et al., 2010). The tests have the effect of solidifying sex addiction, constituting it as a disorder that can be detected through the application of a diagnostic test. In the original test, giving positive answers to 13 of the 25 questions strongly suggests addiction (Carnes, 1989; Schneider, 2001). However, many of the questions seem to almost guarantee affirmative replies from members of a culture which constitutes sexuality as a central aspect of the individual, but one that somehow exists outside of everyday life, and as a realm of activity which is both uniquely exciting and uniquely dangerous (Foucault, 1978; Jackson & Scott, 2004). Questions include: do you often find yourself preoccupied with sexual thoughts? Has anyone been hurt emotionally because of your sexual behaviour? Has sex been a way for you to escape your problems? Do you ever think that your sexual desire is stronger than you are? Being preoccupied with sex and overwhelmed by desire may be troubling and interfere with other aspects of life, but constituting them as symptoms of disease pathologises common dilemmas and ignores the pleasures and rewards of intense emotions. And while hurting others and/or turning to sex to gain relief from life’s stresses may neither be admirable nor ideal, interpreting this behaviour as symptomatic of a deep inner disorder imposes a medical framework on moral judgements about how to live a good life. The model of health and normality that is constituted by these tests is a life in which sexuality is confined to its own clearly defined and sanitised locus, has no impact on other areas of functioning and involves no conflict, risk, guilt or regret.

Like drinking or drug consumption, sex is constituted in this discourse as prone to harmful escalation if relied on to escape problems, lift mood or numb emotional pain. In the early sex addiction literature, the ability of sexual activity to produce opiate-like chemicals in the brain is presented as evidence that sex addiction is a literal chemical dependence – these endorphins become the sex addict’s fix (Carnes, 1992). The phenomena of withdrawal, tolerance and craving are applied to sex addiction as evidence of its physiological basis but description of their operation moves back into a figurative register. For instance, one guide illustrates tolerance through the example of a man whose pornography addiction started with underwear advertisements in magazines and progressed to hard core videos (Griffin-Shelley, 1991). This movement from soft to hard, in search of ever-increasing stimulation, echoes the inevitable progress from soft to hard drugs, which exists in popular images of drug addiction, but it relies on cultural rather than chemical measurements of increasing potency.


 The notion of continued use despite harm or adverse consequences, central to the diagnostic criteria for substance dependence, is also relied on in sex addiction discourse to emphasise the loss of control experienced by addicts. The listing of pervasive harmful consequences – physical, psychological and social – highlights the difference between the disorder of sex addiction and the case of someone who simply enjoys lots of sex. In early literature, the image of sexually transmitted diseases, especially HIV/AIDS, provided the most dramatic examples of harm. One case presented by Carnes describes a young couple who are both dying of AIDS because the husband failed to get treatment for his sex addiction. His body is ‘being destroyed by the advanced stages of cancer’ but he struggles to look after their young children because his wife has been hospitalised with pneumonia (Carnes, 1989: 3). Indeed Eric Griffin-Shelley, author of Sex and Love: Addiction, Treatment and Recovery
 (1991), attributed the emergence of the truth about sex addiction to the AIDS epidemic: ‘until recently, most people had trouble considering love and sex addictions as potentially fatal problems. Now, especially with the presence of HIV, people are beginning to respect the potential lethality of unsafe sexual activity’ (Griffin-Shelley, 1991: 3). His statement ignores the distinction between unsafe sex in terms of HIV transmission and ‘unsafe’, addictive sex, as classified by sex addiction discourse.

In the case of the latter, sex is defined as unsafe when it threatens the marital relationship, for example when a husband’s addictive sexual activities involve ‘gay men or prostitutes’ (Schneider & Schneider, 1991: 48). These accounts are of moral, as much as viral, contamination, in which deviant bodies invade the sacred space of marriage, placing the wife at risk. The danger of the husband infecting his gay lovers or the sex workers he hires is never mentioned. Another element which is not addressed in relation to men’s sexual conduct is the role of cultural norms of masculinity, which not only normalise but also celebrate sexual adventurism (Levine, 2010). The category of addiction can act in these contexts to preclude a discussion of male privilege and its consequences.

In more recent models of sex addiction, the risk of sexually transmitted diseases and unwanted pregnancies is still prominent in the list of serious, adverse consequences along with ‘severe pair-bond impairments, excessive financial expenses, work or educational role impairment and other associated morbidities’ (Kafka, 2010: 389). These lists of consequences, medicalised through the use of terms such as ‘impairments’ and ‘morbidities’, describe potential consequences of sexual activity that can occur independently of addiction. For example, unwanted pregnancies can result from a lack of access to contraception or contraceptive failure and are not necessarily a sign of excess or loss of control. But in the context of sex addiction discourse, any form of risk or harm associated with sexuality is interpreted as evidence of disease.


Healthy and unhealthy sex




One important feature of sex addiction discourse is its need to frame itself as modern and scientific, and to distance itself from sexual purity or repression. Although it relies on the notion of excessive interest in sex as pathological, it reproduces rather than challenges the contemporary secular view of sexuality as an essential element of a balanced and healthy life (Carnes, 1989). It does not advocate celibacy nor specify the amount of sex that is excessive, rather it constitutes the quality and meaning of sex as the defining features of healthy versus unhealthy sex. However, as many have argued, health is itself a moral category built around the contemporary ideal of the productive and responsible citizen (Petersen et al., 2010). Addiction discourse reproduces a specific model of health by constituting individual self-control, expressed through particular patterns of consumption, as the key to a meaningful and good life (Fraser et al., 2014).


 According to Carnes, the ‘twin pillars’ of the disease of sex addiction are ‘absence of a relationship’ and ‘desire for heightened excitement’ (Carnes, 1983: 32). The way in which these features are interpreted makes the boundary between healthy and disordered sex conform to conventional sexual morality. Varieties of sexual expression which deviate from norms of ‘loving intimacy’ within a monogamous, long-term, heterosexual (or at least heteronormative) and preferably marital relationship are viewed as potentially pathological and risky. The use of pornography and sex toys, the enjoyment of sexual role-playing and casual affairs and encounters are signs of addiction because they reflect a search for a more intense high (Griffin-Shelley, 1991; Kasl, 1989). Sexual experimentation and exploration is perilous, even lethal. The vignettes which illustrate sex addiction texts are cautionary tales of heartbreak and shame, often featuring professional men whose career success and apparently stable family relations hide a secret life of pornography, sordid paid-for sex and close encounters with the law.

The emphasis on ‘relationship’ as the marker of healthy non-addictive sex explains why masturbation appears as a dangerous form of sexual expression in sex addiction discourse, although it lacks the predatory nature of other types of compulsive sexual behaviour found in Carnes’ model. Masturbation is problematic in the context of sex addiction because it exemplifies the prioritisation of selfish physical pleasure over the demands of maintaining a relationship. Indeed pornography, fantasy and masturbation are constituted as the unholy trio that introduces the individual to the thrills of addictive sex (Arterburn, 1991).

Sex addiction discourse draws on feminist critiques of sexual objectification to highlight the deviance of the sex addict who ‘does not see people as real human beings’ but rather as means to their own gratification (Griffin-Shelley, 1991: 35). But it removes political and social critique from this notion and instead reads objectification as an individual pathology demonstrated in practices such as BDSM (bondage and discipline, dominance and submission, sadism and masochism), anonymous sex and commercial sex. The assumption is that certain kinds of sex have singular and obvious meanings (for example, BDSM practices and role-play are about fear and domination, and therefore exclude tenderness and love) rather than being encounters which derive their meaning and effects from the context in which they take place (Griffin-Shelley, 1991; Kasl, 1989). Intimacy is also understood as present only in long-term relationships, achieved through verbal communication and mutual exchange of information, feelings and secrets. For intimacy to be achieved, both partners must acknowledge their ‘equal investment and responsibility for the success of the venture’ (Griffin-Shelley, 1991: 206). This rational and contractual model of intimacy excludes experiences centred around erotic desire and corporeal connection, which individuals may value as part of their sexual lives. These forms of intimacy can be experienced in anonymous and fleeting encounters (Keane, 2004). The narrow ideal of intimacy in sex addiction discourse reveals that it does not value sexual pleasure in itself, but only when it is rendered useful, working in the service of higher goals such as marital contentment and family life.

Another issue that emerges from the notion of objectification, as employed by sex addiction discourse, is the role of the ‘other’ in sexual practices. Sex addiction texts state that recovery needs the addict to recognise the other as an equal partner, rather than an object to be used (Carnes, 1989; Carnes, 2001). But there is a curious lack of such others in sex addiction literature. While the illustrative vignettes and case histories recount what addicts have done to, with and for other people, there is very little sense that these people are also participants in the dramas described. For example, the figure of ‘the prostitute’ features frequently in stories of heterosexual men’s descent into sexual degradation but she is not presented as a victim of the man’s addiction nor as an agent who has her own desires, goals and motivations (Collins, 2010; Schneider & Schneider, 1991). Instead ‘the prostitute’ is a symbol of the man’s disease, reproducing traditional 
 understandings of sex workers as a particular type of damaged and damaging woman (Bell, 1994). In a recent sex addiction text, the role of the prostitute as other is presented vividly in a story in which the author, a therapist specialising in sex addiction, accompanies one of his patients to pick up a ‘prostitute’. The author describes pressuring the woman into confessing her despair at her degrading life and her hatred of men, thereby producing an epiphany in his patient who had based his encounters with her on a fantasy of mutuality (Collins, 2010). So ‘the prostitute’ is used by one man as a therapeutic tool for the benefit of another. The issue of ethical relevance in this scenario is the healing of the addict, rather than the obligations of care for another. The author does express his compassion for the woman and explains that he views her as a person rather than an object, but this reinforces rather than undermines the attribution of agency and expertise in his favour and at her expense.

Two case studies presented by psychologists Earle and Earle in an earlier text provide another striking example of this narrow focus of ethical concern. The first is of David, who molested his stepdaughter for eight years, beginning when she was 10. The second is of Maria who had a series of extramarital affairs and also spent a lot of time fantasising about other men (Earle & Earle, 1995). These cases are presented as homologous examples of the same fundamental process of addiction. This is only possible because the experiences of the other people involved have been removed. Even though the authors make strong statements about the ‘severe damage’ that sex offenders cause to their victims, analysing such dissimilar conduct under the same heading undermines ethical differentiation. David’s use of his stepdaughter and Maria’s use of her lovers are produced as analogous, as are David’s betrayal of his stepdaughter’s trust and Maria’s betrayal of her husband. The concern of sex addiction discourse with sexual ethics and good behaviour is limited by the focus on the motivations of the diseased self.


Hypersexual disorder





In the contemporary scientific literature on sex addiction that has developed in the 21st century, variations in terminology have been proposed and debated. As well as ‘sex addiction’, researchers have advocated the terminology of ‘hypersexual disorder’, ‘compulsive sexual behaviours’ and ‘sexual impulsivity’ (Samenow, 2010). In a similar way to early sex addiction discourse, these options suggest a comparison with already established categories of disorder. However, despite the range of terminology, there is a common focus of concern: sexual behaviour that is categorised as excessive, repetitive, out of control and ‘maladaptive’ (Kafka, 2010; Kaplan & Krueger, 2010). In this sense, an addictive process, whereby an individual loses control over a particular form of consumption or behaviour, and as a result loses control over their life, remains central to the problem, whatever the terminology used (Room, 1985).

In the lead up to the publication of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders – 5
 
th

 Edition
 (DSM-5) in 2013, hypersexual disorder was developed as a proposed new diagnostic category of mental illness (Kafka, 2010). With its list of criteria and behavioural specifiers, hypersexual disorder is the latest manifestation of sex addiction as a medicalised condition, although it was proposed for the sexual disorders rather than addictive disorders section of the manual. It is noteworthy that many of the specific behaviours identified in hypersexual disorder (masturbation, pornography, sexual behaviour with consenting adults, cybersex, telephone sex and strip clubs) are forms of sexual expression that continue to be viewed with suspicion (Kafka, 2014). And while ‘sex with consenting adults’ sounds morally blameless, in this context it tends to refer to patterns of extramarital and casual sex familiar from the early sex addiction literature and still condemned in the face of a cultural ideal of monogamy (Jackson & Scott, 2004; Levine, 2010).


 The institutional and epistemological authority of the DSM would have given hypersexual disorder a new status in clinical and research contexts, as well as stabilising its name and defining features. However, it was rejected by the relevant DSM work group because of insufficient evidence of ‘a distinct clinical syndrome’ and concerns about the misuse of the diagnosis in criminal justice settings (Kafka, 2014). Although this might seem to be a blow to the hypersexual disorder model, the fact it has been described, debated and investigated in the scientific literature has enabled it to maintain its status as ‘a milestone in the field’ (Reid, 2013: 4). Rather than discrediting the attempt to medicalise excessive sexuality, the DSM exclusion is interpreted as a sign of the need for more research and further clarification, so ensuring the continued expansion of sex addiction discourse through the terminology of ‘hypersexuality’.

The shift to the language of hypersexuality from that of addiction suggests a conceptual move from a problem of compulsion to a problem of excess. In this sense hypersexual disorder is part of a long tradition of pathologising excessive sexuality via conditions such as nymphomania, moral insanity and satyriasis (Foucault, 1978; Rinehart & McCabe, 1997). However, in an age of sexual liberalism and diversity, it is difficult to identify acceptable and unacceptable levels of sexual activity and justify these as scientific measures, rather than expressions of social disapproval (Wakefield, 2012). Kafka, the author of the hypersexual disorder proposal, does discuss ‘Total Sexual Outlet’ levels (the number of orgasms an individual achieves from any source) and identifies seven per week as a possible threshold (Kafka, 2010: 379). However, the diagnostic criteria for hypersexual disorder do not specify quantity or frequency, instead using terms such as ‘recurrent and intense’ to describe the sexual fantasies, urges and behaviours characteristic of the disease (Kafka, 2010: 379). Despite the move away from the language and category of addiction, the hypersexual disorder diagnostic criteria incorporate several items familiar from models of addictive disorder, including continuation despite harm, unsuccessful efforts to control or cut down the behaviour and significant time spent on the behaviour, to the detriment of other important areas of functioning (Fraser et al., 2014; Room, 2003). The diagnostic items that are different from those included in substance disorders are those which identify particular motivations for sex as pathological: sexual behaviour as a response to stress or to ‘dysphoric mood states’ (Kafka, 2010: 379). Thus there is a continuation of the idea, central to classic sex addiction discourse, that there are right and wrong reasons for having sex. Masturbation is included in this model, but the idea that masturbating to relieve stress, boredom or loneliness is a sign of sexual disorder does raise the question of why these motivations are suspect and indeed how a distinction between healthy and unhealthy motivations for auto-eroticism can be made and justified.

While Kafka’s hypersexual disorder proposal only mentions neurochemistry in passing (Kafka, 2010), the notion of sex addiction, along with other behavioural addictions, has been given a new form of scientific legitimacy by the rise of brain disease models of addiction (Fraser et al., 2014). By hypothesising a common pathway and mechanism for all addictions, based on the ‘hijacking’ of the brain’s reward systems, this model challenges the distinction between drug and non-drug compulsions (Vrecko, 2010). Any rewarding behaviour that is associated with dopamine release can become an addiction via neuroadaptation. Indeed the reason drugs are such powerful reinforcers is because they mimic the effects of ‘natural’ pleasures such as eating and sex (Hyman, 2014). Evidence from neuroscience, and especially brain imaging studies, was frequently invoked to argue for the inclusion of behavioural addictions in the DSM-5, although gambling disorder is currently the only disorder included in this category (Holden, 2010; American Psychiatric Association, 2013).

In the case of sex addiction, the rise of the dopamine model of addiction means that direct comparison with drug and alcohol disorders, specifically their physiological elements, has become less important for legitimacy. Neurochemistry now provides the biological truth of 
 addiction, and the existence of withdrawal syndromes and evidence of tolerance have lost their centrality in the understanding of addictive processes (Fraser et al., 2014). In the 21st century, sex addiction is incorporated in an expanded category of addiction that also includes substance disorders, rather than gaining its credibility from comparison with drug addictions (Sussman et al., 2011).


Sex on the internet




Another historical change which has influenced contemporary sex addiction discourse is the digital technological revolution and its profound alteration of communication patterns, media consumption and interpersonal relationships. The availability of pornography on the internet and the possibilities of cyber-sexuality are central to current accounts of sex addiction (as seen in the model of hypersexual disorder) (Carnes, 2007; Collins, 2010; Kafka, 2010). As well as established experts like Carnes expanding their models to incorporate cyber-sexuality, researchers whose primary focus is internet addiction have identified the online sex addict as one of the main subtypes of internet addict (Widyanto & Griffiths, 2006; Young, 2008).

In the online age, it could be argued that the iconic sex addict has shifted from the philandering husband to the solitary internet porn addict. Certainly the stories found in contemporary texts feature anonymous and readily accessible sexual gratification online as a ‘gateway’ to addiction. Here the discourse of sex addiction intersects with the discourse of internet addiction, producing a disordered individual whose erotic attachments are seen as problematic in multiple ways (Young, 2008). Not only is the cybersex addict’s life characterised by excess and loss of control, it is also marked by the infinite variety, 24/7 temporality and the distance from reality that is associated with online spaces (Johnson & Keane, 2015). So 21st century sex addiction discourse combines anxieties about uncontrolled and uncontrollable desire with anxieties about the destructive power of technology and its ubiquitous presence in our lives.

But when compared to some of the perils and costs described in earlier sex addiction literature, where respectable men and women are compelled to trawl dangerous parts of the city at night for casual encounters or to pay for commercial sex, online sexual activity is in some senses relatively low risk. Online pornography is cheap, convenient and has the protection of anonymity. Chat rooms enable the participant to experience sexual encounters from the safety of their own home and without the risk of pregnancy or disease. But rather than a solution to the harms of addiction, sex addiction discourse presents the internet as a technological escalation and expansion of the risks of addiction, with cybersex routinely referred to as the ‘crack cocaine’ of sex addiction (Orzack & Ross, 2000; Riemersma & Sytsma, 2013). The apparent safety of virtual sex is revealed to be danger in disguise. For example, for the married, middle-aged lawyer described by Young, ‘stumbling’ onto an online adult website while working late one night soon leads to spending every spare minute looking at pornography, missing work meetings and deadlines and finally losing his job and marriage when he is discovered by one of his firm’s partners (Young, 2008).

As this case suggests, online sex addiction is constituted as particularly virulent, as it not only provides a new outlet for established addicts, it also tempts innocent and naïve people who would never otherwise be exposed to addictive forms of sexual imagery and fantasy. Another of the stories illustrating Young’s article is of Barbara, a Mormon teacher and grandmother whose life and faith have been challenged through her compulsive involvement in ‘sadomasochistic chat rooms’ (Young, 2008: 23). The abundance and variety of sexuality available online enables addicts to rapidly expand their repertoire of obsessions, with novelty providing an extra rush: ‘they may become fixated on specific topics such as women urinating, black heavy-breasted women, men over sixty or hairless young men’ (Carnes, 2001: 85). This list is designed to emphasise the perversity and unnaturalness of online sex, although it is unclear why these kinds of boutique preferences in sexual fantasy are inherently more harmful than less specific desires.

The fact that cyberspace allows for the investigation of different forms of desire could be expressed as a positive development, as found in research on isolated Queer youth who turn to the internet to explore their identity and develop a sense of community (Gray, 2009a; Gray, 2009b). Indeed, the story of Barbara could be understood in these more positive terms. She explains she has had a desire for BDSM encounters since high school but, until the availability of online chat rooms, she had hidden this desire for fear of social disapproval from the ‘good Mormon boys’ she dated. Now she is able to ‘act upon fantasies I kept bottled up inside of me’ (Young, 2008: 23). Her secret obsession with her online submissive persona is damaging her marriage, but it could be argued that the problem here may not be addiction, but rather a repressive moral code which has taught her that her desires are wrong. In sex addiction discourse, however, exploration of specific and idiosyncratic desires is pathologised as an unhealthy escalation of what should remain as pure fantasy (and is a sign of disorder even at the level of fantasy).

The constitution of pornography as ubiquitous, inescapable and biologically, as well as socially and morally, harmful is another important feature of internet sex addiction discourse. Riemersma and Sytsma argue that ‘early and chronic exposure’ to graphic sexual content on the internet is producing a new generation of young addicts (Riemersma & Sytsma, 2013: 311). In their account, the neurological, social and emotional development of youth is being damaged in a traumatic process similar to that produced by childhood abuse. Drawing on Carnes, they deploy the language of neuroscience to signal the existence of a profound and deep change in the online pornography addict’s being: an ‘addictive neuronal adaptation to cybersex’ leads to ‘prolonged brain stimulation’ and ‘alteration of synaptic connections’ (Riemersma & Sytsma, 2013: 312). But this biomedical explanation (supported by references to other sex addiction articles, rather than any neuroscientific research) is tied back to a social and moral judgement. The depersonalisation and dehumanisation of sexual behaviour leads to a loss of interest in ‘normal’ sexuality, as exemplified by romance and courtship (Riemersma & Sytsma, 2013). This vision of a monstrous immersion in online sex relies on a familiar binary between humanity and technology, in which the soulless but enticing machine destroys human capacities for love, care and reflection (Agger, 2007; Haraway, 1987). The oppositional logic suggests that any participation in online sex represents a diminishment in human relationships, ignoring the way contemporary relationships are almost inevitably mediated through social media and online content of some sort (Barraket & Henry-Waring, 2008; Isin & Ruppert, 2015).

The human/technological binary also maps onto an understanding of the real and the virtual as inevitably in tension (Johnson & Keane, 2015). In sex addiction discourse ‘real life’ is constituted as the life of the marriage, family, work, school and church, characterised by embodied rather than virtual relationships. It is this realm of existence that is undermined by the encroachment of virtual sexuality, which is understood as antisocial and devoid of any form of genuine relationship. The ‘unreality’ of online sex is part of its virulence and reinforces the idea of the sex addict as someone escaping the demands of real life, an idea present from early sex addiction discourse. Interestingly however, one of the cautionary themes in stories of online sex addiction is the inevitability of the boundaries of the virtual being breached – a spouse or a boss discovers the online activity or, in the more melodramatic vignettes, meeting online leads to meeting in person, which leads to sexual assault, suicide or death (see Carnes, 2001; Young, 2008). Thus online sexuality is constituted in sex addiction discourse as problematically unreal, yet also terrifyingly and unpredictably real.


 Because of its focus on individual disorder, sex addiction discourse does not engage with the social and cultural impact of digital technology, apart from as a catalyst and enabler of disease. The enmeshment of online experience with daily life renders the simplistic virtual/real distinction deployed by sex addiction discourse anachronistic and unconvincing as a conceptual or empirical observation. More specifically, the demarcation of dangerous cybersex from real relationships ignores the now common and mundane use of dating and hook-up sites and apps by a wide range of individuals seeking long-term relationships, as well as mutually pleasurable casual encounters (Ben-Ze’ev, 2004). It also ignores the generative and enriching possibilities of internet communities built around identities and practices, including sexual identities and practices (Cavanagh, 2009).

While discussions of internet sex addiction often begin with an account of online pornography as a tidal wave of explicit content, supported by statistics demonstrating the phenomenal profitability and popularity of the industry, the implications of this abundance and popularity beyond addictive consumption are not considered. For instance, this dramatic change in sexual culture could produce a general increase in sexual interest and activity, in the same way that other social and technological changes, such as the declining (or at least shifting) authority of religion and availability of the contraceptive pill, have altered sexual norms and practices. These changes may be positive, benign or harmful, or a mixture of all three but they cannot be reduced to a diagnostic category. Rather than simply being a producer of ‘hypersexuality’, digital culture alters societal patterns of sexual practice in multiple ways that should be subject to careful and specific investigation, rather than being massed under a universal discourse of addiction. As Jackson and Scott state in their analysis of the contemporary sexual landscape, ‘we need to ask what counts as “good sex”, who is defining it, why it is thought of as important, [and] what forms of cultural or social capital accrete around it’ (Jackson & Scott, 2004: 244).


Conclusion




This chapter has argued that sex addiction is a discourse, a particular way of understanding and explaining individually- and socially-troubling forms of sexual activity, which emerged in response to specific cultural anxieties about sex and desire. It suggests that sex addiction discourse uses the trope of addiction and the language of science to translate codes of morality and social disapproval into supposedly objective diagnostic categories. The categories of ‘good/healthy’ and ‘bad/addictive’ sex promote a narrow vision of intimacy as the only worthy and safe context for sexual experience and depoliticise the concept of sexual objectification. The discourse thus disavows the significance of bodily connection and sexual pleasure. In its most recent manifestations, sex addiction discourse employs the language of neuroscience and the spectre of the unlimited possibilities of online sex to construct a disorder that is biologically, socially and morally devastating. It combines the sexual anxieties of early sex addiction discourse with anxieties about the destructive effects of technology on human existence.



Note







1
 This model has remained fundamentally the same in later editions of these texts.
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Sex addiction






An iatrogenic and moral concept



David J. Ley







Introduction




As one of the critics of the sex addiction industry, I am quite pleased, and humbled, to be invited to contribute to the International Handbook of Sexual Addiction
 . I do not expect my views to necessarily dissuade believers in sex addiction, as there are certainly long-lived arguments and controversy over research and treatment in this area. Instead, my hope is to invite mindfulness, caution and self-examination in therapists who employ sex addiction theory or treatment. Therapists hold tremendous responsibility as we render diagnoses, and recommend treatment. Ethical and therapeutic diagnosis and treatment requires that we be aware of the risks and limitations of our knowledge. This chapter is intended to spark questions and thoughts for therapists, inviting them to consider the reasons, consequences and effectiveness of employing the concept of sex addiction.

Sex addiction is a concept based on social and moral values towards sex, tainted by subjectivity and an overreliance on anecdotes as evidence. Like the archaic theories of nymphomania and satyriasis, the modern concepts of sex addiction are an attempt to medicalise the belief there is a ‘right’ amount or form of sex. This is despite the fact that science has shown that sexual desires and behaviours occur in a great diversity, and that there is no amount or type of sex that is inherently unhealthy. Repeatedly, the notion of sex addiction has been rejected from the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders – 5
 
th

 Edition
 (DSM-5), due to serious, deep-seated concerns over a lack of scientific basis for this concept (Ley, Prause & Finn, 2014). Even proponents of the concept have acknowledged that it, and related concepts such as hypersexual disorder, are not appropriate for diagnosis, due to a high risk for over-diagnosis and pathologisation, especially among sexual minorities and in moral or religious conflicts (Reid & Kafka, 2014). Despite this lack of formal acceptance, the concept of sex addiction has garnered a significant following in the media, therapists, and moral groups concerned about sexuality. For therapists, it is critical to understand how the concept of sex addiction may be a distraction from appropriate treatment methods, and puts therapists in the position of becoming enforcers of social attitudes towards sex, rather than healers of pain.



Historical context of sex addiction




The concept of sex addiction was introduced into the modern lexicon in the 1970s and 1980s. Early proponents of the concept framed homosexuality itself as an addiction, and the sex addiction movement has a long history of describing non-monogamous and non-heteronormative sexual behaviours as though they are pathological (Reay, Attwood & Gooder, 2015). It is important to recognise the social context within which sex addiction was adopted, clinically and by society at large. Three major social shifts occurred at this time.

First, the AIDS/HIV crisis of the early 1980s contributed to significant changes in the perception of male homosexuality, bisexuality and sexual promiscuity. Secret, unrestrained sexual behaviours were portrayed as posing life-threatening risks. Over the years, I have treated and counselled countless men who reacted to the AIDS crisis by identifying their sexual desires as disease and as risks to their life and safety. These men identified as sex addicts, and some even became sex addiction therapists, as ways to try to exert control over their socially-condemned sexual desires. Gay and bisexual men appear to be at three times the risk of being labelled as sex addicts (Reid et al., 2012).

Second, American society shifted in the early 1980s from a relaxed, open and recreational attitude towards sexuality (exemplified by the ‘Free Love’ movement of the 1960s and 1970s) to a far more socially conservative view of sexuality. This shift rejected the open, recreational views of sex and portrayed sexual behaviours within stable, monogamous, intimate relationships as the ideal. Sexaholics Anonymous, one of the first 12-step sex addiction treatment programmes, explicitly identifies as unhealthy any sexual behaviour that occurs outside a heterosexual, monogamous marriage, including masturbation and homosexuality. Most criteria lists for sex addiction diagnosis explicitly pathologise the use of sex for stress management, for entertainment or when outside intimate relationships (Ley, 2012).

Finally, the Feminist Revolution changed the ways in which society treated male and female sexuality. Constraints upon female sexuality were challenged, and in particular, the concept of nymphomania was attacked as a medicalised suppression of female sexuality based on social sexism (Groneman, 2000). Male sexual privilege, whereby powerful men were not held to the same standards of sexual behaviour imposed on women, was challenged in the court of public opinion. One of the most striking examples of this shift lies in a comparison of the treatment of John F. Kennedy to Bill Clinton. As US Presidents, both enjoyed the sexual privileges that came along with power and fame. But, while Kennedy’s notorious sexual exploits were ignored or tolerated, Clinton’s sexual indulgences were labelled as not just inappropriate, but as evidence of a disease. Clinton, and countless other powerful men such as Dominique Strauss-Kahn have been called sex addicts, when their sexual misbehaviours (as compared to social expectations of propriety, monogamy and heterosexuality) are debated in the court of public opinion.

It is noteworthy that the concept of sex addiction is viewed as a largely American concept, reflecting the American obsession with sex, at the same time that our culture and media fears sexuality (Reay, Attwood & Gooder, 2015). As American media sweeps the world, however, the idea that sex or pornography are addictive have tagged along. Interestingly, the idea that sex is addictive has taken greatest root in more sexually conservative cultures. Sexually liberal cultures in which promiscuity is not demonised, and monogamy is not idealised, have seen less value in the ideas of sex addiction. But, it is still only in the US that sex addiction treatment is a well-funded industry, and where residential treatment for sex addiction is a lucrative, cash-based business. Because sex addiction remains excluded from formal diagnosis, it is not a reimbursable service under health insurance or other funders. As a result, it is only available to individuals with 
 disposable income. Consistent with the notion of sexual privilege, and the idea that such treatment serves as a form of public penance, over half of the patients in sex addiction treatment in the US are white men, who make incomes well above the national average (Reid et al., 2012).


Research on principles of sex addiction




In recent years, many core components of the sex addiction model have been empirically tested and researchers have consistently found that addiction is a poor way to explain sexual behaviour problems. In 2010, Jason Winters, PhD, of the University of British Columbia demonstrated that alleged sex addicts appear to have just as much self-control as their counterparts, that libido predicts sexual behaviours much better than measures of addiction and that an internalised religious–moral conflict over sex is at the core of the sex addiction label.

Joshua Grubbs of Case Western Reserve University recently replicated this latter finding, showing that belief in porn addiction was predicted by moral conflict and religiosity and not by levels of pornography consumed (Grubbs et al., 2015a). Nicole Prause, PhD, and other researchers at the University of California, Los Angeles (UCLA) have demonstrated there is no evidence of the brain effects associated with chemical addictions in those who are self-described sex addicts and that pre-existing traits such as libido and sensation-seeking explain far more of the variance in people’s behaviours (Prause et al., 2015; Steele et al., 2013).

Sex addicts are seen by others and by self-report as having executive function deficits in areas such as impulsivity and self-control. However, Rory Reid, PhD, of UCLA has shown that neuropsychological testing reveals that sex addicts demonstrate no measurable problems in impulse control and executive functioning (Reid et al., 2011).

Overwhelmingly, the research invoked by proponents of the sex addiction model is based on cross-sectional data, with poor research design, extreme sample bias and core assumptions which are rarely, if ever, considered or tested. For instance, sex addiction therapists have commonly assumed that when they see a man who is depressed having lots of sex or watching lots of pornography, that the sex or pornography are causally related to the depression. Instead, longitudinal research has revealed in multiple cases that sex and pornography are ways in which males commonly, and effectively, cope with negative emotions (see Wright, 2012). In other words, sex addiction mistakes a symptom for the cause. While many life problems are commonly blamed on sex, these problems most often reflect conflict with social and relational expectations, and with moral conflicts. ‘Sexual addiction’ problems are always symptoms of other issues; this is tantamount to diagnosing and treating ‘sneezing disorder’ and distracts from assessment and treatment of the more complex underlying issues.

What is commonly called sex addiction is a label without explanatory power applied to a heterogeneous group of people and problems (Cantor et al., 2013). Calling something a sex addiction implies an explanation, a cause and a treatment. But unfortunately, this is really nothing more than naming something we don’t understand; giving it a name might relieve some anxiety, but does nothing to further greater comprehension. Indeed, the label is a diagnostic distraction, because by asserting that sex is addictive, it deters further investigation into the complex, nonsexual issues involved in these behaviours. But this is not just a semantic debate over what to call a syndrome. The sex addiction label negatively distracts from addressing the many other significant emotional, personality, social and relational issues involved in sexual behaviour problems. This focuses attention on sex in a manner that is a disservice to patients. It promotes treatment based on an addiction theory, treatment for which there is no evidence of effectiveness in the area of sexual problems (see Grubbs et al., 2015b; Reid, 2013).


 This is a critical point for therapists to understand. There is a lack of evidence that treatment for sex addiction has a positive effect, diminishing symptoms, improving quality of life or resolving relationship conflicts over sexuality. In today’s world of increased demands for evidence-based treatment, with demonstrated outcomes, sex addiction treatments have nothing to stand upon. Literature for sex addiction treatment is entirely anecdotal, published in non-refereed journals and has not been subjected to peer review. Sex addiction treatment is almost entirely based on concepts of 12-step group treatment, and recent publications now suggest 12-step treatments may have a positive effect in fewer than 10 per cent of people referred, while actually having a harmful effect in a majority of people sent to such programmes (Dodes & Dodes, 2014; Fletcher, 2013).


Sex/porn addiction as iatrogenic illness




Indeed, now we must begin to wonder if the concepts of sex and porn addiction are in fact harmful. Further research by Grubbs et al. (2015c) demonstrates that self-perception as a porn addict is contributing to psychological difficulties. In longitudinal research, Grubbs and his team have shown that, regardless of how much pornography an individual views, symptoms of depression, psychological pain and negative life events are causally related to self-identity as an addict. In other words, pornography use or sex do not predict distress, but believing that oneself is addicted to sex does. This finding is replicated in European research showing that men labelled as sex addicts do not use more pornography or have more sex than other groups, nor do they experience more consequences related to their sexual behaviours. Instead, these men are most often those who are not exclusively heterosexual, are more religious, and have more negative attitudes towards sex and pornography use (Štulhofer, Jurin & Briken, 2015).

Our society’s adoption of the idea that one’s sexual desires are addictive is a form of iatrogenic harm, which leads to shame and fear of one’s sexuality. When proponents of sex addiction argue they are being compassionate and supportive of people in need, their methods may in fact be part of the problem. Until it can be empirically demonstrated that sex addiction is the best and most effective explanation for these problems, it is unethical to render this experimental, unproven and informal diagnosis, or to treat based upon this concept.

The sex addiction model has become a vehicle for moral and religious forces to mask their moral judgements behind pseudo-scientific and quasi-healthcare-related facades. Religiously motivated groups have adopted the concept of sex addiction as a means to attack homosexuality, alternative sexualities and pornography. Various forms of addiction are commonly blamed for ‘causing’ homosexuality and used as justification for treatments that mirror gay conversion treatment. I’ve treated and interviewed countless individuals who were told their sexual attractions were a disease and evidence of an addiction, when in fact these were men struggling with being gay or bisexual, in conflict with their family’s religious values.

The idea that pornography and alternative sexual behaviours are addictive is also used by secular and political groups as a tactic to justify a widening range of sexual restrictions. Cries that people must be protected from the dangerous, addictive effects of sex are currently used to justify censorship of internet access in Great Britain, as well as claims that pornography should be restricted because it causes erectile dysfunction or sex crimes. These claims are universally based on hyperbolic and non-scientific concerns, and ignore a wealth of research regarding the positive health effects of sexuality and even pornography (see Whipple, 2007 for benefits of sexual expression; Diamond, 2009; Hald & Malamuth, 2008; Kohut, Baer & Watts, 2016; McKee, 2007; Štulhofer, Buško & Landripet, 2010; Watson & Smith, 2012 for research demonstrating personal and social benefits of pornography exposure).


 Applying the concept of sex addiction to patients reporting sexuality-related problems and conflicts treats these issues as though they are homogenous. Nothing could be further from the truth. People identified as sex addicts commonly include: lesbian, gay, bisexual, trans and queer (LGBTQ) people raised or living in cultures which reject their sexual orientation; people raised with moral or religious attitudes against sexual expression, masturbation or promiscuity; people with personality disorders who treat others poorly, including in their sexual relationships; people who have high libidos and high tendency towards sensation-seeking; people who choose to embrace sexually open or uncommon sexual lifestyles; and people in monogamous relationships with mismatched libidos, as well as a host of other presentations. There are effective treatment strategies for each of these issues, without invocation of the concept of sex addiction.

Effective assessment must guide and direct treatment. Ultimately, applying the label of sex addiction to these varied dynamics reveals that the concept of sex addiction is based on the idea that there is a ‘right’ form or amount of sex. This is a moral concept, not one based on scientific or medical research. It is critical for therapists to apply assessment and treatment strategies based on sound, sexuality-informed therapeutic treatments. This is the ethical, therapeutic way to avoid harming patients, and to ensure effective therapeutic treatment.


Conclusion




Many people have adopted the label of sex addict into their personal sense of identity and mental health, and they experience challenges to the concept as though it is a deeply personal attack on their core sense of self. My challenges are never meant to be personal, but come from an ethical commitment that healthcare and medicine should never be used to assert or impose morality, particularly around sexuality. I believe that understanding, accepting and owning one’s sexuality is the first step towards gaining the ability to feel in control of oneself. Sadly, the concept of sex addiction often moves away from that personal responsibility, understanding and acceptance, as well as being used in legal proceedings to avoid guilt for sexual crimes (Ley, Brovko & Reid, 2015).

As a therapist and a scholar, I believe it is critically important for us to recognise that healthcare, and mental healthcare especially, can do great harm when we allow treatment to be based on morality rather than science. We have seen this many times in our historical treatment of homosexuality, nymphomania and recovered memory. The field of sex addiction represents a similar intrusion of moral judgement about sex into healthcare, without sound science. Furthermore, the concept appears to be creating social and personal harm, without adequate evidence that these harms are counterbalanced by social benefit. Our tenet as healthcare providers is “First, do no harm”. As a result, it is essential we critically examine our use of this concept in treatment.
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Concluding remarks






Thaddeus Birchard







Introduction




Coming to the end of this book, there are some things I want to consider. Firstly, we are witnessing a paradigm shift in the understanding of addiction, influenced largely by developments in the field of neuroscience. At the same time, we are in the process of a gathering moral backlash, which contributes to pathologising and stigmatising innate and biologically determined sexual behaviour. Additionally, there has always been the oppression of sexual minorities within the traditions of Abrahamic religions, and this oppression should be named for what it is: the oppression of the different by the normative. I also believe the critiques of sexual addiction should be treated with serious thought and the response should be one of thoughtful introspection rather than instant rejection. The development of digital media has had far-reaching consequences for sexual behaviour. The future of this remains to be seen. Finally, we might consider the development of narratives of addiction – and sex addiction is one of these – as reflective of a particular kind of individualism, with its notion that the goal of life is the improvement of the self.


Paradigm shift




In 1963 the University of Chicago Press published The Structure of Scientific Revolutions
 by Thomas Kuhn. Kuhn was a professor of the history of science at the University of California. In a nutshell, and so greatly oversimplify and probably do an injustice to the depth of the work, Kuhn’s thesis is as follows: when a scientific field is going through a stable period, most of the practitioners in the discipline hold a common body of beliefs and assumptions; they agree on the problems that need to be solved, the rules that govern research, and the standards by which performance is to be measured. They share a conceptual model that Kuhn calls a paradigm, and that paradigm governs activity in their profession. Students who enter the discipline prepare for membership in its intellectual community by studying that paradigm.

But paradigms are not necessarily immutable. Eventually when enough anomalies accumulate to make a substantial number of scientists in the field question if the traditional paradigm can solve many of the serious problems that face them, a few innovative thinkers will devise a new 
 model. And if enough scientists become convinced that the new paradigm works better than the old one, they will accept it as the new norm (Hairston, 1982).


Kuhn used the term ‘paradigm’ in a distinctive way and applied the term only to major changes in scientific fields, when there is a breakdown in systems and old methods will no longer solve new problems. When the paradigm is incapable of producing a solution, it enters a crisis; this leads to a paradigm shift. We are witnessing such a paradigm shift in the field of the study and treatment of addiction. This is a shift away from thinking about addiction as only related to substances, to also thinking of it as relating to behaviours. There is a growing body of newly emerging data, largely from neuroscientific research, that now takes the view that behaviours can be part of an addictive process, and sexual addiction would fall into this category (Hedelius & Freestone, 2010; Hilton & Watts, 2011; Katehakis 2016).

During such times of paradigm shift, there is generally a high level of conflict between people who champion one view and those who are wedded to another. We have seen this in the challenge and controversy that has surrounded, and continues to surround, the debate about sexual addiction. The early critiques of the concept of sexual addiction show the beginning of this conflict. Barth and Kinder (1987) reject the concept because it was not in the Diagnostic and Statistical Manual of Mental Disorders – 4
 
th

 Edition
 (DSM-IV; American Psychiatric Association, 1994), while Levine and Troiden (1988) reject the concept on the grounds that, in their view, by definition, addiction is about a substance. Meanwhile, Goodman, writing from a neuroscientific perspective, states that, ‘to speak of dependence or distress that is psychological but not physiological is meaningless’ (Goodman, 1998: 25).

Looking at the changes from DSM-IV to DSM-V, we can see this paradigm change in slow motion. It is possible to see the beginning of an introduction of behaviours to the lexicon of addiction. DSM-IV-TR (American Psychiatric Association, 2000: 192) does not use the word ‘addiction’ but rather the term ‘dependency’ in reference to drugs of abuse. The general description given is the same one that we would give for any behavioural addiction. DSM-V lists gambling as a ‘non-substance related disorder’. This note follows: ‘Although some behavioural conditions that do not involve ingestion of substances have similarities to substance-related disorders, only one disorder – gambling disorder – has sufficient data to be included in this section’ (American Psychiatric Association, 2013: 586). In addition, under categories for further study is ‘internet gaming disorder’. Further on in DSM-V, ‘internet gaming disorder’ is described as a topic for further study (American Psychiatric Association, 2013: 795). Furthermore, the section of DSM-V that refers to paraphilia, states all paraphilias – with the exception of paedophilia – may present with ‘hypersexuality’. This is another term for sexual addiction. I also note that DSM-V has a chapter entitled ‘Substance related and addictive disorders’ (American Psychiatric Association, 2013: 481). So, it is possible to see the beginning of a transition to the concept of a behavioural addiction. The last word on this topic will go to DSM-V:



Thus groups of repetitive behaviour which some term behavioural addictions, with such categories as ‘sex addiction’, ‘exercise addiction’ or ‘shopping addiction’ are not included because at this time there is insufficient peer-reviewed evidence to establish the diagnostic criteria and course descriptions needed to identify these behaviours as mental disorders.



(American Psychiatric Association, 2013: 481)








The preceding paragraphs have been painstaking, but necessary, as an illustration of change. We can see the emergence of the paradigm shift from identifying addiction as entirely related to substances to an early recognition that addiction is a term that can be applied to behaviours as well as substances. Addiction is a chronic disease of brain reward. This involves motivation and memory. 
 The ‘paradigm shift’ from substance-based addiction to behavioural addiction, as has been made clear, grows out of new understandings and developments in the field of neuroscientific research.


Pathologising male sexual behaviour




One of the features of contemporary discourse about sexuality, largely found in the press, seems to be an increasing tendency to turn male sexuality into a pathology. It is to the advantage of the woman to be good at attracting and it is equally advantageous for the man to notice and pursue an attractive female. This is a universal human dynamic. However, this human tendency can be vilified by the language of ‘predation’ and ‘grooming’. If a man pursues a woman, which is a natural part of maleness, this process can be made to look offensive and dangerous by the application of such terms to this behaviour. Let us be clear that I am not referring here to serious violations of the personal integrity of the woman. Naturally every woman will have a line between what is harmless forwardness on the part of the male and what is intrusive and besieging. There is a line where male forwardness stops and stalking starts. But, setting aside such cases, usually the male does the running and the woman is sought.

Women know this instinctively. Surely this explains female efforts to look young and attractive and to dress in colourful (and alluring) clothes; surely it explains the time, attention and income given towards manicures and hair colouring. This also explains why men ‘ask for a phone number’, check women out on the streets, stare and wolf-whistle. This is just how it is and ‘how it is’ is a function of our biological formation.

Let us say that I have my eye on an attractive female. I chat her up, I flirt with her, I ask for her telephone number. This might happen more than once with the same woman. I am keen on her and I want to connect with her and probably want to be sexual with her. I might have, at the back of my mind, the possibility of a long-term relationship. At what point does this natural process become a violation of her integrity as a person? We are sometimes still imbued with the notion that women say ‘no’ when they mean ‘yes’. Am I a predator because I pursue? Am I grooming her because I press on with my advances in the hope that she will change her mind? I am reminded of the rugby song in which each subsequent verse begins with one of the following phrases:




Oh Sir Jasper do not touch me…




Oh Sir Jasper do not…




Oh Sir Jasper do




Oh Sir Jasper…




Oh Sir…




Oh…




Refrain: As she lay between the lily white sheets with nothing on at all. (Online Dictionary of Playground Slang, 2007, Author Unknown)









Each verse drops one word at the end. Although not correct in its understanding of the interpersonal dynamics between men and women, the song nevertheless illustrates something of the biologically determined juxtaposition of male and female positions or historic gender-role social construction.

There is great power in the sex drive. That is why we call it a drive and not a casual choice. Nature intends procreation and those who are good at attracting, and those who are good at noticing, have an enhanced chance of maximising their DNA. Little in the human experience has the power of sexual motivation. This can be set aside by other values such as spirituality, 
 religious conviction, scholarly learning or the demands of war. However, even in such cases, there is a lifelong battle between the natural embedding of our biological sexuality and our commitment to higher order values. For instance, in Sex, Priests and Power
 (1995), Michael Sipe estimates that only around five per cent of Catholic priests manage to keep their lifetime promises of celibacy.

If we add to this a realisation of the underlying neuroscience that lies behind male sexual processes, the picture becomes more complete and more pertinent. Male sexual arousal shuts down the ability to consider consequences. There is a shutdown between the prefrontal cortex and the limbic system. Furthermore, the brain chemical that dominates in men when they are being sexual is vasopressin. This arousal chemical is one of persistence and focus (Panksepp, 1998). Once a man moves into sexual arousal, this comes to the fore and makes the consideration of other options difficult or almost impossible. This is a natural process and, while especially relevant in the outworking of sexual addiction, it operates in all male sexual functioning.

Sexuality often responds to pictures and body parts. Herein lies the appeal of pornography. Pornography is made almost exclusively for a male audience. We know there is a tendency for male sexual addiction to escalate. After viewing a set of images for a long time, the efficacy of these images wears off and some men then look at new images. This can sometimes take men into the realm of the illegal. It is illegal in the UK to download an illegal image even if you do not look at it, are not aroused by it and did not know that it was coming through. This is a particular danger with file-sharing; a man could be sent anything or things labelled in a misleading way. I had a case of one man who had been file-sharing and did not even know he had downloaded illegal material. This was no defence in a court of law and he still suffers from the impact of the traumatic events of arrest and incarceration.

Another point to consider is ‘informed consent’. What does this mean? Suppose both of you have been drinking: are you capable of giving informed consent? This question raises a host of other questions. We have seen in a number of court cases recently that much has turned on the question of consent. How do you know if the other partner is capable of giving informed consent? Suppose she gives consent and, halfway through a sexual act, changes her mind and withdraws consent. The nature of informed consent is difficult to determine and the difficulty applies to the initiator as well as the receiver in sexual activity. There is the body language that goes with the words. I was with a young man the other day who made this point usefully. A woman can say ‘no’ in a coy way as a possible prelude to saying ‘yes’ or a woman can say ‘no’ in a clear way that cannot be mistaken for a ‘yes’. In a court of law, it is possible to say ‘I said no’, and this would be true, except that the tone of voice and the body language would have suggested alternative meanings. The question of real and actual consent is difficult to determine. Voice, tone and body language should be factored into the judgement.

While I would not want to overstate this, there is a growing tendency to see male sexuality as predatory and rapacious. It would also be possible to re-word that statement to say that male sexuality is, in its essence, about pursuit and directed towards congress with the desired woman. It is less monogamous in its application than is often true for women. I take the above statements to be facts, but these facts are often portrayed, in the press, as part of male aggression and boundary violation.


Oppression of sexual minorities




In every society and in every age, there have been attempts to control human sexuality. These attempts have advanced and receded as the times have changed. They also differ from culture to culture and from age to age. While we saw a liberalisation of the Western sexual ethic 50 years 
 ago, we can see the pendulum swinging the other way in the early part of the 21st century. The huge controversy over internet pornography is an example of a conflict between the libertarian and the conservative. Religious organisations are much in evidence in their support of an anti-libertarian stance. Over and over, this is a stance of the normative over the non-normative. One group, not content with choosing a way of life that suits them, seeks to impose the same way of life on others who do not seek to make the same choices.

It is not only religious organisations that seek to impose their view on others but also elite social groups, legal organisations and even the armed forces. I had one patient who was in the army and his commander told him he had to marry his pregnant girlfriend because ‘it was his duty’. Needless to say, the marriage was not a success. I realise journalists have to write continuously and often, therefore, write outside of their field of expertise. This has repercussions on public thinking. Sometimes social mores can be enshrined in law. For example, it is unlawful in Britain to have sex with an animal. The reason given is that an animal cannot give consent. The pig that provided my morning bacon, or the chicken I had for supper last night, did not give consent either. The prohibition against sex with animals is an example of something that one would consider to be disagreeable, even disgusting, that has been enshrined in law.

Gayle Rubin, feminist and anthropologist, has written about the tendency to place sexual preferences in a hierarchy of acceptability. She writes that ‘a radical theory of sex must identify, describe, explain and denounce erotic injustice and social oppression’ (Rubin, 1984: 267). Rubin goes on to write: ‘sexuality in Western societies has been structured within an extremely punitive social framework and has been subjected to very real formal and informal controls’ (Rubin, 1984: 277). It is her argument that sexual behaviour is put into a hierarchy like a pyramid, with normative heterosexual marriage at the top. Lower down would come cohabiting couples and homosexual people whose lives mirror that of the normative heterosexual. Further down would be masturbation, internet pornography and same-sex behaviours that involve multiple partners. At the bottom of the hierarchy would be transsexuals, sex workers and, perhaps, bondage and domination. I share Rubin’s view that such oppression must be denounced. Individuals do not choose their erotic template or their sexual orientation. This constitutes an oppression of the different by the normative and is, in fact, no different from the oppression of those who are different by reason of class, ethnicity, race, lifestyle or religion. It is part of the tragedy of the human condition that a ‘we group’ almost always needs a ‘they group’. The ‘they group’ can be deprived of their freedom of expression, their dignity and, at worse, life itself. I remember with sadness, Giles, a Roman Catholic gay man, who could not live with his same-sex orientation and jumped under a train at Highgate Station in London. Is it too much to wonder if he freely took his own life or if he was pushed under a train by homophobia? We must take care that our understanding of sexual addiction does not, in itself, contribute to the oppression of sexual minorities, nor does it contribute to the pathologising of non-normative behaviours.


Respectful discussion




As I noted earlier, we are in the midst of a paradigm shift and, during such changes, there can be argument. This is a plea to keep the argument respectful, to focus on the relevant issues and not to engage in hostile and sometimes personal attacks on those with differing views. Some time ago, I joined an American society concerned with sexual health. One of the facilities that came with membership of this organisation was a circulation of membership emails. Members were allowed to engage in email correspondence that was open to all. I let the email subscription run for three weeks and then closed it down because I could not bear to read the vitriolic and harsh language of those in disagreement. The experience was unpleasant and undignified. This has now 
 changed and a moderator has been appointed. So this is a plea for those of us who are involved in the paradigm shift to stay with the issues and avoid hostile and disrespectful communication, especially with those who advance a different view. Intemperate language is out of place and hinders rather than furthers a cause.


The critiques of sexual addiction




There are many critiques of the concept of sexual addiction. These include the subjective nature of the criteria, the tendency to heuristic predominance and the presentation of value judgements in scientific language. Two men could use sex workers in exactly the same way and one could be a sex addict and the other not. Sometimes therapists with a personal background in addiction and addiction recovery can claim a ‘special’ knowledge that is, by their personal experience, unavailable to others. Value expressions like ‘appropriate and inappropriate’ can be synonyms for good and bad or right and wrong.

Another problem is that addiction narratives seem to be value judgements about the relative ways that one anaesthetises unwanted feeling states. If you use masturbation to get to sleep – the anaesthetisation of insomnia – why is this a problem? It seems a more natural and healthy means of going to sleep than taking a sleeping tablet. If you look at internet pornography to relax after a day’s work, what is wrong with that? It might actually be more effective than meditation. Once again, these seem to be value judgements that are placed upon the means of escape. We all escape and escape is an important contribution to the ongoing process of work. Another, and I think justifiable, criticism of the concept of sexual addiction is the idea that balance is the goal of life. This is the belief that we need to avoid extremes and seek a balanced life as the goal of living. I am not persuaded that this is true. Would the world really be a better place without the contributions of Mother Theresa, Coleridge, Gaugin or Mapplethorpe? The preoccupation with a single idea or group of ideas can create a life of outstanding meaningful work and, in its own right, create an ongoing experience of considerable satisfaction.


Addiction narratives




The last problem with the proliferation of addiction narratives, and in my mind the most persuasive, was put forward by Helen Keane, who has written elsewhere in this volume. She critiques the expansion of addiction narratives (and, therefore, sex addiction) as the outworking of a particular Western (read American) notion about the nature of the self. These ideas are also central to the work of Baumeister (1991) who has written widely on the concept of the self in American thought. Addiction narratives are, to Keane, an outworking of a particular notion of the self as an object that needs to be inspected and rectified by what she suggests is a technology of the self.

While I think these critiques are relevant to our discussion about addiction and sexual addiction, they can also represent possible misuse of the term and the concept. The fact that a concept can be misused is not a statement about the concept itself, but rather about the misuse. During times of paradigm shift such as this, there can be torrents in the streams of intellectual development. When working with individual patients, I am cautious in the use of the term ‘sexual addiction’ and would rather use the term ‘problematic sexual behaviour’. However, in Arousal: The Secret Logic of Sexual Fantasies
 (2003), Bader writes that patients prefer the expression ‘sexual addiction’. I think this is because no other words quite catch the repetitious tyranny of the process. The term sexual addiction also provides practitioners with a systematic theoretical model. It gives them a systematic approach to treating a wide range of problems caused by sexual 
 behaviour. Finally, since nobody but the patient can say whether they are in the grip of an addiction, it transfers the locus of treatment and diagnostic authority from the medical and therapeutic establishment to the individual patient.


Looking ahead




As we have already seen, in this final chapter, we are able to chart the acknowledgement of behavioural addictions in the transition from DSM-IV-TR to DSM-V. I would expect this will continue and become more fully apparent in DSM-VI. These developments are based on the increasing recognition of the contribution of neuroscience to our understanding of addiction and to programmes of treatment. Whether or not sexual addiction actually finds a place in DSM-VI is a matter of uncertainty. There are larger factors at play than clinical needs and treatment demands, and these have complex, far-reaching political and legal implications.

Cognitive behavioural therapy (CBT) has the best evidence base for effectiveness in the treatment of many domains adjacent to sexual addiction. This particularly includes the treatment of internet pornography addiction (Ge et al., 2011; Griffiths, 2011). The CBT community has begun to take an interest in the treatment of sexual addiction. Most treatment approaches are CBT, although without a clear understanding of the format and thinking that lies behind CBT. It involves the application of tested protocols, which are evidenced-based, to the resolution of sexually compulsive behaviour. I would expect this trend to continue.

The attention given to the needs of the partner will also develop and expand. We have moved away from the concepts of the co-addict and the co-dependent to an acknowledgement that the partners are affected by a uniquely disturbing trauma. The protocols for the treatment of psychological trauma seem not to take into account the distinctive nature of this type of traumatic injury. It is apparently wilful and, sometimes, it has been sustained over many years. The partner is living with the ‘abuser’ and would have normally turned to him/her for consolation and support. They might be married to and have children with the one who has injured them. There needs to be a trauma treatment that recognises the multifaceted nature and the complexity of the situation and yet is helpful in attenuating the effects of the traumatic injury.

It is impossible to underestimate the effect of digital media on sexual behaviour. Of much concern is the involvement of young people with internet pornography. The UK is currently considering barring young people from access to sexually explicit sites, and this is a trend we might see elsewhere. Additionally, there is the impact of the development of online dating apps and other online facilities. The future impact of digital media and virtual reality sites on sexual behaviour is an important subject for constant review by psychosexual therapists and sex addiction specialists.

Finally, I would expect that further findings in the neuroscience of addiction would help us to more completely understand the mechanisms behind addiction, be it substance abuse or harmful repeating behaviours. An important work in this respect is Sex Addiction as Affect Dysregulation: A Neurobiologically Informed Holistic Treatment
 (Katehakis, 2016). She draws on neuroscience, CBT and sensitive individual work to create a holistic programme of treatment.

Ultimately, none of us can know the future. It is possible to make predictions but these may be wrong. As I have said earlier, the sex addiction narrative may be part of another tendency to pathologise sexuality. However, to those who I see, sex addiction treatment provides hope and help for men and women who experience great distress. I believe there can be little to criticise in giving people the tools to control the problematic behaviour, contribute to good parenting and family life and to feel good about themselves.


 It is perhaps apt to finish with the Serenity Prayer, which is read out at the end of every 12-step meeting, including Sex Addicts Anonymous:



God grant me the serenity to accept the things I cannot change, the courage to change the things I can and the wisdom to know the difference.



(Niebuhr, 1951)
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1) CNRT assumes that addictions are a result of the brain having been altered by some traumatic
process. Trauma occurs when an individual i thrust into a state of disequilibrium and is striving
to regain homeostasis without sufficient innate resources.

2) Al behaviours and emotional processes, both healthy and unhealthy, are a result of neural
pathways that have been developed within the brain. A neural pathway is a network of neurons
‘within the brain and body responsible for the automation of emotions and behaviours within the

individual,

3) The brain develops in a use-dependent fashion. Unhealthy coping mechanisms that have been
incorporated as a result of trauma develop into unhealthy pathways. These unhealthy coping
‘mechanisms often lead to addictions.

4) Healing is a process of changing the brain at the cellular level and developing healthier neural
‘pathways. Its not enough to just know the steps of getting well. Healing must take place at the
cellular level.

5) The unhealthy neural pathways that have been developed will continue to exist. Treatment con-
sists of assisting the patient in developing healthier pathways and then in being able to choose
to activate the healthy pathways.

6) As unhealthy pathways within the brain are utiised less frequently, they become less primary in
the decision making process.

7) As healthy pathways are activated more frequently, they become more primary in the decision
‘making process.

8) If the individual returns to the addiction after a period of abstinence, regardless of how long the
period has been, the unhealthy addictive pathways can be re.activated.
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1. 1 have some sexual stes bookmarked.
2 1 spend more than § hours per week using
my computer for sexual pursuis.

3. | have Joined sexual sites o gain access to
online sexual mats

4.1 have purchased sexual producis online.

5. 1 have searched for sexual material
through an internet search tool.

6. 1 have spent more money for online sex-
ual material than 1 planned.

7. Intemet sex has sometimes interfered
with certin aspects of my lfe.

8. 1 have participated In sexually elated
chats

9. 1 have 3 sexualized usemame or ickname
that  use on the ntemnet.

10. 1 have masturbated whi on the intemet.

11, 1 have accesed sexua e from other
computers besides my home

12. No one knows | use my computer for sex-
ual purposes.

13, I have trid to hide what s on y com-

puter of monito so others cannot see t.

14, 1 havestayed up after midnigh to access

sexual matril oniine.

15. Luse the intemet to experiment with i
ferent aspets of sexualy (e, bondage,
Romosexuaity anlsex, etc)

16. 1 have my own website which contains
some sextal material.

17. 1 have made promises to myself 1o stop
using th intemet for sexual purposes.

18. 1 sometimes use 252 reward for
sccampltingsometfing (e, iishing
susis. gk dayrmig A

When | am unabl to acces sexual nfor-
‘mation online, | feel anxious, angey,or
disappoinied.

1 have ncreased the sk  take onl
(give out name and phone number, meet
people ofine, etc)

1 have punished myself when | se the
intemet for sexual purposes (e, time-
out from computer, cancel Intemiet sub-
scrption etc)

1have met fae toface with someone

1 met online for romanti purposes

1 use sexual humour and nnuendo with
others while onine.

I have run across legal sexual material
while on the nternet.

Tbelleve 1 am an intemet sex addic
repeatedy attempt to stop certain sex-
wal behavioursand al.

1 continue my sexual behaviour desite it
having cavsed me problems.

Before my sexual behaviour, [ want t, but
afterwards | regret .
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By structuring the tasks we help peopie access help aste and more ffecivly:

2. The task performabls aid the clint in educating them about how addiction functions in
therlve,discovering new e competencies and increasing sef-awareness,allowing the
Inlvidualto better move though the stages of recovery with better understanding and
coping strategies. This new mincluinss n tun adds to soldiying th recovery process by
increased relapse prevention.

The tasks, as evidence-based practice, become measurable:
a. Because there are a number oftasks to complete, we can measure the success of recovery
(by lack of relapse) by how many tasks the indvidual has completed.

The crtical transition s to help the patient move from obsessions to focus:
3. The Recovery Zone encourages each indiidual not ust to find his/her own happy medium,
bt to live up to thelr best potential. This method encourages the individual to uiise the
same abilty that drives them during their active addiction(s) and use it instead to focus on a
fulle e in recovery. Als, this technique helps the individual to better understand and Inte-

grate both sides of themselves, namely the recovering person and the addict.

The primary objective of  task-centred approach s to assst the clent to re-engineer ther lfe
presence, to grow neural networks to support a zone of excellence, and to base decisions on
passion and meaning.

There is a range of desirable goals and outcomes (sobriety s not the sole goal).
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Systemic approach:

a. Family and soclal istories are taken nto account;

b. Focus on the social aspect of addiction;

. Incorporates exerciss that address various aspects of relationships and how these relaton-
ships fuel the addiction;

. Identifies how lfe competency skl and healthy relationships can shape the recovery
process.

Systems have theshalds of dseas:

2. Addresses the s of thought, fantases and behaviours and when they become
problematic;

b. Stresses the reaity thatsexusl addiction is ot merely about quantty of sexual behaviour

. Addresses the cynamicsof preoccupation, compulsiveness, withdrawal, tolerance patterns
and consequences of behaviour.

predictable pattems of sexual behaviour:
a. Escalating behaviours are prevalent n both acting out and internet behaviours.

Patterns organized around relational and persanal deficits:
a. Unhealthy attachment styles should be assessed for and nee to be addressed In therapy.

Core fssues manifest sexually
a. Sexualsef-schemas are cognitive generalisations regarcing sexual aspects of the selfthat
represent a core component of one's sexualty.

Addictions Interact and reinforce one anather:

. Are there ways these addictions interact making the whole more than just the sum of
the addictions themselves? Can we explain these interactions from what s known from
neurobiology?

b Ave these interactions comprehensible o patients?

Deprivations share the same architecture and are part of the cycles:
a. The term Sexual Anorexia suggests how the cycles and attachment styles can be the same in
deprivation as n addiction.

Living i extremes creates curvlinearresuls:
2. Detecting these patterns in patients will allow more eficient triage to treatment specifcally
appropriate for each pattem.

‘Addictions thrive in resing contradictions and discontinuites

There are predictable stages of recovery

. Embedded in the process is  recipe we have termed ‘tasks

2. Each taskincudes a main theme (30 tasks n al), exercises or worksheets called ‘performa-
bles that help to make the learings concrete and personal: there i e competencies sl
to be gained after completing each task.
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1. Sum the number of check marks placed in ftems 1 through 25. Use the following scale o interpret
the final number.

1 to 8 = You may or may not have a problem with your sexual behaviour on the intemet. You are in
2 low risk group, but fthe intemet is causing problems n your e, seek a professional who
‘can conduct further assessment.

9 to 18 = You are “at-isk” for your sexual behaviour o interfere with significant areas of your fe. If
You are concemed about your sexual behaviour online, and you have noticed consequences
25 a esult of your online behaviou, it s suggested that you seek a professional who can
further assess and help you with your concens.

194 = You are at highest is for your behaviour to interfere and Jeopardize important areas of your
Iife (social, occupational, educational, etc). It s suggested that you discuss your online sexual
behaviours with'a professional who can further assess and assist you.

2. items 26 through 34 are an abbreviated version of the Sexual Addiction Screening Test (SAST).

paired with a high number of tems in 26 through 34 should be seen as an even greater isk for sex-
ual acting out behaviour on the internet

Please note: Items 26 through 34 should nt be calculated i the total score for part 1
3. Noitem alone should be an indicator of problematic behaviour. You are looking for a constela-
tion of behaviours,including other data, that may indicate the client s struggling with their inter-

et sexuality. For example, it would not be unusual to have sexual ites bookmarked, or o have:
searched for something sexual online, but paired with other behaviours, it may be problematic

. 2003)
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used: perto-peer (e.g,, Kazaa), Internet Relay Chat (2.9, MIfc), Newsreader (2.3, FreeAgen),
Webcam (e.g, Paalk)?

Section Il Social, Sexual, and Psychological

®

Has your offine sexuality ever been impacted by your online sexual behaviours?
9. Has there ever been a elatinship between your masturbation and cybersex behaviours?

10. Have you ever noticed a progression i your sexual istaking behaviour (either on or offine) as a
result of your cybersex behaviour?

1. Have you ever experienced consequences, or jeopardized important lfe areas e.g., work,family,
tiends) a a resut of your online sexual béhaviours?

12. Has your partner ever complained about your intemet sexual behaviour?

13. Have you ever become more isolated (physially or emotionally) from family and friends as aresul
of your oniine sexual behaviours?

14. Have you ever noticed your ntemet sexual behaviours affecting your mood, eithr positively or
negatively?

15. Have you ever wished you could stop using sex on the intemet, but are unabe to set fmitsor stop
the behaviour?

(Source: Delmonic

& Griffin, 2005)
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1. Over the past six months, on average how many hours per week Is your computer 1ogged on to the
intemet? On average, how many of those online hours do you sit i front of your computer and use
the intemet (not necessariy or sexual purposes)?

2. Over the past six months, on average how many hours per week have you actively engaged in nter-
et sex, including downioading images, sexual chat, etc.?

3. Have you ever posteditraded any sexual material on of through the intemet? This would incude sel
Photos, photos of others, sexual tories, videas, audio clps, sexual blogs, sexual profiles, etc.

4. Have you ever viewed child pomography or images of individuals who appeared to be less than
18 years old?

5. Have you ever tried to conceal yourself or the places you have been online (e.g, clearing your his-
tory or cache, using programs to hide/ciean your oniine tracks, delted|enamed downioaded fies,
using anonymous services, stealth surfers, etc.)?

6. Have you ever had offine contacts with individuals (chldren, teens, or adults) you met online (e.9,
L R S RncAS AN S e nal o e Ty e Sk Y
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Tam worthless
Tam not good enough

MANAGEMENT TECHNIQUES:
1f1 make money, then 1 am ok.
If I please people, then they will like me.
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ESCAPE MECHANISMS:
Sex addiction, alcohol, drugs, shopping.

SELECTIVENEGATIVE ATTENTION:
Focus is on negative thoughts, memories,
intentions and expectations

DEPRESSION/ANXIETY
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negative
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In order to break the cycle, the individual needs to change the core beliefs and create

more positive ones that they can draw upon when a situation triggers negative
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