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Abstract: Sexual addiction, which is also known as hypersexual disorder, has largely been ignored by psychiatrists, even though the
condition causes serious psychosocial problems for many people. A lack of empirical evidence on sexual addiction is the result of the
disease’s complete absence from versions of the Diagnostic and Statistical Manual of Mental Disorders. However, people who were categorized as having a compulsive, impulsive, addictive sexual disorder or a hypersexual disorder reported having obsessive thoughts and
behaviors as well as sexual fantasies. Existing prevalence rates of sexual addiction-related disorders range from 3% to 6%. Sexual addiction/hypersexual disorder is used as an umbrella construct to encompass various types of problematic behaviors, including excessive masturbation, cybersex, pornography use, sexual behavior with consenting adults, telephone sex, strip club visitation, and other behaviors.
The adverse consequences of sexual addiction are similar to the consequences of other addictive disorders. Addictive, somatic and psychiatric disorders coexist with sexual addiction. In recent years, research on sexual addiction has proliferated, and screening instruments
have increasingly been developed to diagnose or quantify sexual addiction disorders. In our systematic review of the existing measures,
22 questionnaires were identified. As with other behavioral addictions, the appropriate treatment of sexual addiction should combine
pharmacological and psychological approaches. Psychiatric and somatic comorbidities that frequently occur with sexual addiction should
be integrated into the therapeutic process. Group-based treatments should also be attempted.

Keywords: Sexual addiction, sex addict, sexual dependence, impulsivity, compulsive sexual behavior, compulsive sex, sexual compulsion,
excessive sexual behavior, hypersexual, and hypersexuality.
I. INTRODUCTION
Sexual addiction, which is also known as hypersexual disorder,
has largely been ignored by psychiatrists, even though there is evidence that the condition poses serious psychosocial problems for
many people [1]. Since the appearance of sexual addiction in the
clinical literature, various terms have been used to name the condition, including nymphomania, Don Juanism, satyriasis [2], sexual
compulsivity, sexual impulsivity[3], out-of-control sexual behavior
[4], sexual addiction, and hypersexual behavior(a theory-neutral
term) [5, 6].
In 1812, excessive sexual behaviors were clinically documented
by Rush, a physician and founding father of the United States [7].
In the 1900s, Krafft-Ebbing described patients with what he called
hyperesthesia sexual; it represented the first case of an abnormally
increased sexual desire [8]. The concept of sexual addiction was
introduced in the mid-1970s. Orford was the first to conceptualize
an excessive nonparaphilic sexual behavior as a sexual dependence.
Orford identified this out-of-control sexual behavior as a sexual
addiction and compared the behavior to alcohol addiction. He described the behavior as a maladaptive pattern of use and impaired
control over a behavior that was associated with adverse consequences [9]. In his best-selling book Out of the Shadows: Understanding Sexual Addiction, Patrick Carnes popularized sexual addiction as a psychopathological condition [10]. The book led to the
publication of a series of books and articles about excessive sexual
behavior. Later, Kinsey and colleagues developed the concept of
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total sexual outlet. The concept corresponds to the total weekly
number of orgasms that are achieved by any combination of sexual
outlets (e.g., masturbation, sexual intercourse, oral sex)[11]. According to Mick and Hollander, sexual addiction can be conceptualized as disorder on the impulsive-compulsive spectrum. From this
perspective, both impulsivity and compulsivity coexist. First, an
impulsive component (pleasure, arousal, or gratification) initiates
the cycle, and then a compulsive component leads to the persistence
of the behavior[3].
A lack of empirical evidence on sexual addiction is the result of
the disease’s complete absence from versions of the Diagnostic and
Statistical Manual of Mental Disorders (DSM). The DSM-3-R
(1987) referred to sexual addiction as a sexual disorder "not otherwise specified." The two versions of the DSM-4 omitted sexual
addiction. However, the Work Group on Sexual and Gender Identity Disorders has proposed diagnostic criteria for hypersexual disorder to be considered for inclusion in the DSM-5 [6]. Empirical
research on hypersexual behavior has increased in recent years [6,
12, 13], which has led to considerable interest in developing measures that assess problematic hypersexual behavior [14]. While there
are many similarities in how researchers and clinicians define hypersexual behavior, some differences are apparent across studies.
Recently, the American Psychiatric Association Board of Trustees
rejected several proposals for new disorders. Hypersexual disorder
does not appear in the new DSM-5. Even though clinicians have
been treating the disorder, the Board of Trustees estimated that
there was not enough research to consider adding the disorder to
Section 3 (disorders that require further research) of the DSM-5
[15].
Given the variation in definitions, conceptualizations, and assessments of sexual addiction or hypersexual disorder and its rejec© 2014 Bentham Science Publishers
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tion by the DSM-5, the purpose of the current review is to emphasize the clinical usefulness of the disorder and to provide clinicians
with a detailed description of aspects of its management. Sexual
offenses and paraphilias are not discussed in this article. Literature
searches were conducted for the period from January 1978 to June
2013 using PubMed, EMBASE, PsycInfo, and Google Scholar
databases. The following search terms were included: sexual addiction, sex addict, sexual dependence, impulsivity, compulsive sexual, compulsive sex, sexual compulsion, excessive sexual, hypersexual, and hypersexuality.
II. EPIDEMIOLOGICAL DATA
To date, no large epidemiological studies of sexual addiction
have been conducted using standardized diagnostic criteria [6, 16].
However, some studies have estimated the prevalence of sexual
addiction [17]. The prevalence of sexual addiction-related disorders
ranges from 3% to 16.8% [18-21]. In a Swedish sample of 2450
participants from the general population, Langström and Hanson
estimated that 12% of men and 6.8% of women present with hypersexuality[22]. Laumann and colleagues reported that 7.6% of
American males (n = 1320; ages 18-59) engaged in partnered sex
four or more times/week for at least one year, and 1.2% of the men
masturbated more than once/day during the year leading up to the
survey [23]. However, the majority of studies estimate the prevalence of sexual addiction to be 3% to 6%in the general adult population [12, 24, 25]. Higher rates have been suggested in specific
populations, such as sexual offenders, HIV patients [26] and people
with hypersexual disorders and paraphilias [27]. The evidence suggests that men have a higher prevalence of sexual addictions than
women; the estimated ratio of sexual addictions is between 3 and 5
men for every one woman [6, 28-30]. It is worth noting that the
dissimilar prevalence rates reported can at least partially be attributed to the use of different classification criteria along with the use
of different screening instruments and/or cut-off criteria.
III. NEUROBIOLOGICAL BASIS OF SEXUAL BEHAVIOR
AND ADDICTION
A number of imaging studies have been undertaken of human
sexual behavior in normal subjects and subjects with sexual disorders using both PET and fMRI to identify neuranatomic correlates
of visual sexual stimuli. These studies have demonstrated that visual sexual stimuli are associated with the activation of rewardrelated circuitry, including the limbic and paralimbic regions (anterior cingulate gyrus, orbitofrontal cortex) and the striatum (head of
the caudate nucleus, putamen). Notably, these regions contain DA
projections that are essential elements of the brain reward network.
Gender effects are observed in these studies, with males showing
significantly greater amygdala mobilization that perhaps reflects
differences in how men and women process sexual signals [31]. It
is interesting to note that amygdala activation in males characterizes
the “appetitive” phase of sexual behavior, whereas ejaculation,
which characterizes the “consummatory” phase of sexual behavior
in males, is associated with a reduction in amygdala activity [32].
The sexual addictive process is described by Goodman as an interaction of impairments in three functional systems: motivationreward, affect regulation, and behavioral inhibition [33].
IV. CLINICAL DATA
IV.1. What Clinicians Should Know
More than 90% of people who are categorized as having a
compulsive, impulsive, addictive sexual disorder or a hypersexual
disorder reported having obsessive thoughts and behaviors or sexual fantasies [34]. One study estimated that hypersexual men
(12.1% of the sample) and women (6.8% of the sample) were more
likely to be younger and to have been separated from their parents
during childhood. On average, these subjects initiated sexual behaviors at an earlier age, had a higher frequency of sexual behaviors,
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and had experienced more diverse sexual experiences than subjects
who were not hypersexual. The authors specified that the most important gender difference was the link between sexual addiction and
a history of sexual abuse for women [22]. Other authors found that
sexual abuse was linked to promiscuous or risky sexual
behavior[35, 36]. A dysfunctional attachment during childhood is a
hallmark risk factor for sexual addiction. Early negative childhood
attachment experiences may negatively impact upon individuals’
affective, cognitive, and behavioral development, and favor the
development and maintenance of sexual addiction [37-41].
Sexual addiction has been found to follow a cyclical pattern
[13, 42-45]that is similar to that of drug addiction. Sexual addiction
can be defined as a clinical syndrome that is characterized by the
experience of sexual urges, fantasies, and behaviors that are recurrent, intense, and cause a distressful interference in one’s daily
functioning [46].
Adapted from Carnes’s work, the following signs of sexual addiction have been described and can be used by clinicians [38] (Table
1):
Table 1.

Signs of Sexual Addiction.

Signs of sexual addiction
–

out-of-control sexual behavior;

–

inability to stop the sexual behavior;

–

persistent pursuit of high-risk behavior;

–

ongoing desire or effort to limit sexual behavior;

–

sexual behavior used as a primary coping strategy;

–

presence of the tolerance phenomenon;

–

severe mood changes associated with sexual activity;

–

excessive time spent obtaining sex;

–
excessive time spent being sexual or recovering from sexual
experiences;
–

severe social, physical, and psychological consequences. 

More than 70% of sexual addiction patients report withdrawal
symptoms between sexual episodes. Withdrawal symptoms include
nervousness, insomnia, sweating, nausea, increased heart rate,
shortness of breath, and fatigue [38, 42, 47]. Men are less likely to
feel satisfied with their sexual life, have more relationshipassociated problems and are more likely to have consulted professional help for their sexual problems [28].
In clinical practice, sexual addiction disorders can be divided
into two types that involve behavioral symptoms or cognitive and
emotional symptoms.
Behavioral symptoms include seeking new sexual partners,
having frequent sexual encounters, engaging in compulsive masturbation, the frequent use of pornography, repeated unsuccessful
attempts to reduce or stop excessive sexual behaviors, engaging in
sexual activities without physiological arousal, engaging in risky
sexual activities, paying for sexual services, and resisting behavioral changes to avert HIV risk [38, 40, 48, 49]. Cognitive and emotional symptoms include obsessive thoughts of sex, feelings of guilt
about excessive sexual behavior, the desire to escape from or suppress unpleasant emotions, loneliness, boredom, low self-opinion,
shame, secrecy regarding sexual behaviors, rationalization about the
continuation of sexual behaviors, indifference toward a regular
sexual partner, a preference for anonymous sex, a tendency to disconnect intimacy from sex, and an absence of control in many aspects of life[10, 28, 40, 42, 48].Finally, some studies find that sexual addiction is associated with or in response to dysphoric affects
[30, 50-53] or stressful life events [54].

Sexual Addiction or Hypersexual Disorder

IV.2. Proposed Diagnostic Criteria
In recent years, some claims have emerged against the inclusion
of the condition in the DSM-5. Authors argued that this diagnosis
was unnecessary and would be harmful to patients, whereas others
suggested that the disorder does not exist [51] [52]. Recently, it was
decided not to include hypersexual disorder as a new condition in
section 3 of the DSM-5 (research appendix). Although a consensus
is still needed on the status of sexual addiction, it is useful to describe here the past attempts to define the diagnostic criteria for the
condition. In the nineties, Goodman replaced the term "substance"
in the DSM-4’s definition of "substance dependence" with "sexual
behavior"[43]. The following criteria were used to describe sexual
addiction disorder:
A. Recurrent failure to resist impulses to engage in a specified
sexual behavior;
B. Increasing sense of tension immediately prior to initiating the
sexual behavior;
C. Pleasure or relief at the time of engaging in the sexual behavior;
D. At least five of the following criteria:
(1) Frequent preoccupations with sexual behavior or with activity
that is preparatory to the sexual behavior;
(2) Frequent involvement in sexual behavior to a greater extent or
over a longer period than intended;
(3) Repeated efforts to reduce, control, or stop sexual behavior;
(4) A great amount of time spent in activities necessary for engaging in sexual behavior, or for recovering from its effects;
(5) Frequent involvement in sexual behavior when the subject is
expected to fulfill occupational, academic, domestic, or social
obligations;
(6) Important social, occupational, or recreational activities given
up or reduced because of the behavior;
(7) Continuation of the behavior despite knowledge of having a
persistent or recurrent social, financial, psychological, or
physical problem that is caused or exacerbated by the sexual
behavior;
(8) Tolerance: need to increase the intensity or frequency of the
sexual behavior to achieve the desired effect, or diminished effects obtained with sexual behavior of the same intensity;
(9) Restlessness or irritability if unable to engage in sexual behavior.
E. Some symptoms have persisted for at least one month, or have
occurred repeatedly over a longer period of time.
Others authors proposed to use the term "hypersexual disorder"
[6, 55, 56]. The diagnostic criteria for hypersexual disorder showed
good validity with theoretically related measures of hypersexuality,
impulsivity, emotional dysregulation, and stress proneness; the
criteria for hypersexual disorder also displayed good internal consistency [56]. The primary criteria included the following:
Over a period of at least 6 months, recurrent and intense sexual
fantasies, sexual urges, and sexual behavior in association with four
or more of the following five criteria:
(A1) A great deal of time is consumed by sexual fantasies and urges
and by planning for and engaging in sexual behavior;
(A2) Repetitively engaging in these sexual fantasies, urges, and
behaviors in response to dysphoric mood states (e.g., anxiety,
depression, boredom, irritability);
(A3) Repetitively engaging in sexual fantasies, urges, and behaviors
in response to stressful life events;
(A4) Repetitive but unsuccessful efforts to control or significantly
reduce these sexual fantasies, urges, and behaviors;
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(A5) Repetitively engaging in sexual behavior 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, and behaviors.
C. These sexual fantasies, urges, and behaviors are not due to the
direct physiological effect of an exogenous substance (e.g.,a
drug of abuse or a medication) or to manic episodes.
D. Person is at least 18 years of age.
These criteria are not included in the DSM-5, but are similar to
those proposed by Goodman to define sexual addiction. Whether
the disorder should be conceptualized as an addictive disorder remains controversial [34].
IV.3. Various Aspects of the Disease
Sexual addiction/hypersexual disorder is an umbrella construct
that encompasses various types of problematic behaviors[16, 44,
57].
Coleman and colleagues have classified seven subtypes of impulsive-compulsive sexual behavior: compulsive cruising and multiple partners, compulsive fixation on an unattainable partner, compulsive masturbation, compulsive use of erotica, compulsive use of
the Internet for sexual purposes, multiple compulsive love relationships, and compulsive sexuality in a relationship[48]. Bancroft
suggests that two types of sexual behavior are especially likely to
become out of control: masturbation and the new and exceedingly
important development of the sexual use of the Internet. A growing
number of men and women use the Internet for sexual purposes.
Men are more likely to access sexually explicit material online; on
the contrary, women are more likely to use the Internet for interactions and cybersex [4]. According to Kafka, the various proposed
subtypes of hypersexual disorder are excessive masturbation, which
is the most common sexual outlet for single and married individuals
over the life course[58], cybersex, pornography use, sexual behavior with consenting adults, telephone sex, strip club visitation, and
other behaviors[6].
IV.4. Consequences
The adverse consequences of sexual addiction are similar to the
consequences of other addictive disorders[57]. However, there are
also direct risks associated with unprotected and anonymous sexual
encounters, such as HIV/AIDS, other sexually transmitted diseases,
and unwanted pregnancy [10, 28, 59]. Hypersexual men and
women also engage in a variety of other risky behaviors, including
tobacco use, alcohol and illicit drug abuse (e.g., cocaine, GammaButyroLactone (GBL), and new designer drugs). Among men,
gambling is particularly prevalent [6]. Furthermore, hypersexual
men tend to be dissatisfied with their psychological health and life
in general[55]. Sexual addiction is commonly associated with psychiatric comorbidities, including mood disorders that are linked
with sleep and appetite dysregulation (increases or decreases), social phobia, anxiety disorder, dysthymia, impulsivity, attention
deficit hyperactivity disorder [3, 16, 60] and post-traumatic stress
disorder [38]. As an illustration, Carnes emphasized that a significant number of sexual addicts present more than one psychiatric
disorder. The most frequently encountered comorbidities are alcohol and drug addiction, eating disorders, and other behavioral addictions (e.g., compulsive buying, workaholism and gambling)[10,
28]. The widely reported coexistence of sexual addiction and other
addictions suggest that these disorders share etiological mechanisms, such as neurobiological and psychosocial factors (e.g., personality traits, cognitive deficits or bias) [33]. Studies reveal that
sexual addiction often coexists with other psychiatric disorders,
addictive behaviors, mood disorders, anxiety disorders, and atten-
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tion deficit hyperactivity disorders. However, studies of neurocognitive deficits are inconsistent [61].
V. ASSESSMENT OF SEXUAL ADDICTION
In recent years, research on sexual addiction has proliferated,
and screening instruments have been increasingly developed to
diagnose or quantify the disorder (see [62] for a review). In our
systematic review of the existing measures, 22 questionnaires were
identified. Five new questionnaires have been created since a 2010
review by Hook and colleagues (see Table 2 for a comprehensive
description of the existing measures). These questionnaires assess
symptoms of sexual addiction and/or the adverse consequences of
the disorder. The psychometric qualities of the existing measures
are globally low, and further validation studies are required[62].
The primary concerns for and limitations regarding the existing
measures include (1) the absence of valid cut-offs to identify sexual
addiction; (2) a lack of generalizability (e.g., some instruments have
only been used in very specific samples, such as men who have sex
with men); and (3) variation in reliability, response format (dimensional versus categorical responses), and factorial structures.
Carnes was one of the first authors to create an instrument to
assess sexual addiction[10]. The Sexual Addiction Screening Test
(SAST) was one of the first tools to measure sexual addiction
symptoms. The SAST is composed of 25 dichotomous items that
Table 2.

are designed to measure symptoms of sexual addiction in mostly
heterosexual men. The total scores range from 0 to 25, and a score
of 13 or higher suggests the presence of a sexual addiction. The
internal consistency of the SAST was measured in four samples,
and the Cronbach’s alpha coefficients for the total score ranged
from .85 to .95. The SAST can discriminate between male sex addicts and non-addicts 63]. The SAST displays convergent validity
and is related to other measures of sexual addiction [64-66]. Since
the first version of the SAST was published, Carnes has developed
two other versions: the WSAST (the SAST for women) [67] and the
GSAST (the SAST for men who have sex with men (MSM)) [68].
However, there is little evidence in support of the clinical utility of
these tools. Consequently, the authors have developed a new version of the SAST: the SAST-R [69]. The new version applies to
heterosexual men, women, and MSM. The SAST-R measures Internet use, preoccupation, loss of control, relationship disturbance,
and affect disturbance. The internal consistency of the SAST-R is
good and is comparable to the 25-item SAST [69].Recently, Carnes
and colleagues created the PATHOS, which is a short instrument
that assesses sexual addiction. The PATHOS has six items that
relate to preoccupation, shame, treatment-seeking, hurting others,
out-of-control behavior, and sadness [70]. These items are included
in the SAST and the SAST-R. A French validation of the tool is
currently underway.

Existing measures of sexual addiction.

Instrument

Author(s)

Samples studied

Component(s)

Items

Reliability/Validity

Sexual Addiction
Screening Test
(SAST)

Carnes, P. (1989)

Psychotherapy
clients

Sexual addiction symptoms

25-item dichotomous

Internal consistency : range
from .89 to .95

Community members

Temporal stability not reported

College students

Factor evidence : 1 factors
cross-validated

Sex offenders
Veterans
Heterosexual men
Sexual Addiction
Screening Test—
Women
(WSAST)

Carnes and O’Hara
(2000)

College students

Sexual addiction symptoms

25-item dichotomous

Internal consistency not
reported
Temporal stability not reported

Heterosexual female

Factor evidence not reported
Sexual Addiction
Screening Test—
Gay Men
(GSAST)

Carnes and Weiss
(2002)

Community members

Sexual addiction symptoms

25-item dichotomous

Internal consistency not
reported
Temporal stability not reported

Gay men

Factor evidence not reported
Sexual Outlet
Inventory (SOI)

Kafka (1991)

Psychotherapy
clients
Male

Incidence and frequency of
sexual fantasies, urges, and
activities during a designated
week.
Sexual behaviors are divided
into two categories: conventional and unconventional

6-item administered by a clinician

Internal consistency not
reported
Temporal stability not reported
Factor evidence not reported

Sexual Addiction or Hypersexual Disorder
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(Table 2) Contd….
Instrument

Author(s)

Samples studied

Component(s)

Items

Reliability/Validity

Perceived Sexual
Control Scale
(PSCS)

Exner, MeyerBahlburg, and Ehrhardt (1992)

Community members

Sexual self-control:

20-item Likert

Control of sex drive

(5 point)

Internal consistency : range
from .85 to .88

College students

Control of risk behavior

Temporal stability not reported
Factor evidence : 2 factors not
cross-validated

Gay men
Sexual Compulsivity Scale
(SCS)

Kalichman and
Rompa (1994)

Community members

Sexually compulsive behavior

10-item Likert

Sexual preoccupations

(4 point)

College students

Sexually intrusive thoughts

Internal consistency :  range
from .59 to .92
Temporal stability : r = .95 (2
weeks)

People with HIV

r ranged from .64
to .80 (3 months)

Heterosexual men
and women, gay
men and lesbians
The Sexual Addiction Scale
(SAS) of the
Disorders
Screening Inventory (DSI)

Carter and Ruiz
(1996)

Sexual Dependence Inventory
(SDI-R)

Delmonico, Bubenzer, and West (1998)

Psychotherapy
clients

Factor evidence : 2 factors not
cross-validated
Compulsion

5-item Likert

Internal consistency :=.83

Control loss

(5 point)

Temporal stability not reported

Consequences
Male

Factor evidence not reported

Codependent response
Covertness

Psychotherapy
clients
Community members
Sex offenders
Heterosexual

Fantasy
Seductive role playing

179-item
Likert

Voyeurism

Internal consistency :=.99
Temporal stability : r = .89
Factor evidence not reported

Exhibitionism
Paying for sex
Trading sex
Pain exchange
Intrusive sex
Exploitive sex
Anonymous sex

Sex Addicts
Anonymous
Questionnaire
(SAAQ)

Mercer (1998)

Psychotherapy
clients

Sexual addiction

16-item Likert
(3 point)

Internal consistency not reported

Sex offenders

Temporal stability not reported

Sex offenders

Factor evidence not reported

Male
The Garos Sexual Behavior
Index (GSBI)

Garos and Stock
(1998)

Psychotherapy
clients
Community members
College students
Inmates
Sex offenders

Discordance

70-item Likert

Internal consistency :

Sexual obsession

(5 point)

Discordance:  = .82

Permissiveness

Sexual obsession:  = .80

Sexual stimulation

Permissiveness:  = .70
Sexual stimulation:  = .72
Temporal stability (18 days) :
Discordance: r = .33
Sexual obsession: r = .79

Male and female

Permissiveness: r = .91
Sexual stimulation: r = .89
Factor evidence : 4 factors not
cross-validated
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(Table 2) Contd….
Instrument

Author(s)

Samples studied

Component(s)

Items

Reliability/Validity

The compulsive
sexual behavior
Inventory (CSBI)

Coleman, Miner,
Ohlerking, and Raymond (2001)

Psychotherapy
clients

Control (ability to control sexual behavior)

28-item Likert

Internal consistency : range
from .67 to .87

Community members

Abuse (past history of abuse)

College students

(5 point)

Temporal stability (7-10
days) : r = .86

Violence (experience of sexual
violence)

Factor evidence : 3 factors
cross-validated

Heterosexual men
and women, gay
men
Sexual Symptom
Assessment
Scale (S-SAS)

Raymond, Lloyd,
Miner, and Kims
(2007)

Psychotherapy
clients

Intensity of current sexual
urges; severity of problematic
sexual behavior

12-item Likert

Internal consistency :=.92

(5 point)

Temporal stability (1 week) :
r = .94

Male
Diagnostic Interview for Sexual
Compulsivity
(DISC)

Morgenstern et al.
(2009)

Community members

Factor evidence not reported
Symptoms of sexual addiction

Semistructured
interview

Temporal stability not reported

Gay and bisexual
men

The Yale-Brown
Obsessive Compulsive Scale—
Compulsive
Sexual Behavior
(YBOCS—CSB)

Morgenstern et al.
(2004)

Cognitive and
Behavioral Outcomes of Sexual
Behavior Scale
(CBOSB)

McBride et al. (2007)

Factor evidence : 1 factor not
cross-validated
10-item Likert

Community members

(5 point)

Internal consistency :  range
from .80 to .91
Temporal stability not reported

Gay and bisexual
men
College students

Internal consistency not
available

Factor evidence : 1 factor not
cross-validated
Internal consistency :

Consequences associated with
sexual addiction (legal/occupational; psychological/spiritual; social; physical
(pain/injury); physical (disease/pregnancy); financial. 2
subscales:

Subscale: s ranged from .75
to .95
Cognitive:  = .89
Behavioral:  = .75
Temporal stability not reported

Cognitive outcomes scale
Behavioral outcomes scale

20-item Likert (4
point)

Factor evidence : 6 factors
not cross-validated

16-item dichotomous
Compulsive
Sexual Behavior
Consequences
Scale (CSBCS)

Internet sex
screening test
(ISST)

Muench et al. (2007)

Community members

Consequences associated with
compulsive sexual behavior

21-item Likert
(5 point)

Temporal stability (3 months) : r = .70

Gay and bisexual
men
Delmonico and
Miller (2003)

Community members

Factor evidence not reported
Online sexual compulsivity
Online sexual behavior-social
Online sexual behavior-isolated

Heterosexual men
and women, gay
men

Internal consistency :  range
from .86 to .89

Online sexual spending
Interest in online sexual behavior

25-item dichotomous

Internal consistency :  =.78
Temporal stability not reported
Factor evidence : 5 factors
not cross-validated

Sexual Addiction or Hypersexual Disorder
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(Table 2) Contd….
Instrument

Author(s)

Samples studied

Component(s)

Items

Reliability/Validity

Hypersexual
Behavior Inventory (HBI)

Reid, Garos and
Carpenter (2011)

Outpatients sex addicts

Control

19-item Likert

Internal consistency :

Male

Consequences

(5 point)

Overall scale :  range from
.95 to .96

Coping

Subscales : Control :  range
from .94 to .95
Coping :  range from .90 to
.91
Consequences :  range from
.87 to .89
Temporal stability (2
weeks) : r = .91
Factor evidence : 3 factors
not cross-validated
Hypersexual
Behavior Consequences Scale
(HBCS)

Reid, Garos and
Fong (2012)

PATHOS

Carnes, Green,
Merlo, Polles,
Carnes, and
Gold (2011)

Hypersexual patients
Patients with a general
psychiatric condition

Consequences of hypersexual
behavior

22-item Likert

Internal consistency :  =.84

(5 point)

Temporal stability (2
weeks) : r = .76

Male and female

Factor evidence : 1 factors
not cross-validated

Outpatients and inpatients sex addicts

Preoccupied

College students

Treatment

Male and female

Out of control

Ashamed

6-item dichotomous

Internal consistency :  range
from .77 to .94
Temporal stability not reported

Hurt others

Factor evidence not reported

Sad
Sexual Addiction
Screening Test
Revised (SASTR)

Carnes, Green,
and Carnes
(2010)

College students

Preoccupation

Clergy

Loss of control

Outpatients and inpatients sex addicts

Relationship disturbance

45-item dichotomous

Temporal stability not reported

Affect disturbance

Factor evidence not reported

Heterosexual men and
women, gay men
Pornography
Consumption
Effect Scale
(PCES)

Hald and Malamuth (2008)

Heterosexual men and
women (18-30 years
old)

Positive and negative effects of
pornography consumption

Internal consistency :  range
from .77 to .91

47-item Likert

Internal consistency :

(7 point)

Positive effect dimension : 
=.91
Negative effect dimension :
 =.82
Temporal stability not reported
Factor evidence : 2 factors
not cross-validated

One of the most frequently used scales is Kalichman and
Rompa’s Sexual Compulsivity Scale (SCS). The SCS is a 10-item
questionnaire that assesses sexual compulsive behavior, sexual
preoccupations and intrusive sexual-related thoughts. The items are
scored on a 4-point Likert scale, which allows for the measurement
of dimensions of sexual compulsivity. The total scores range from
10 to 40, with higher scores indicating higher levels of sexual addiction. A cut-off score of 24 or higher has been used to indicate
problems with sexual addiction [71]. The SCS displays good psychometrical properties. The internal consistency of the scale has

been measured in 30 samples, and the Cronbach’s alpha coefficients for the total score ranged from .59 to .92. Only one sample
reported an alpha of less than .70. The temporal stability coefficient
was .95 for 2 weeks and ranged from .64 to .80 for 3 months (see
[62]). The SCS displays evidence of having convergent validity and
is related to other measures of sexual addiction [71]. The SCS also
has discriminant validity and displays evidence of being unrelated
to ethnicity [72, 73], education, and income [72]. Miner and colleagues report that the SCS can predict the practice of engaging in
unprotected sex, a large number of sexual partners, the use of co-
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caine in HIV-positive men and a high frequency of sex-seeking
behavior on the Internet [54].

[4]

VI. THERAPEUTIC APPROACHES
Because of a lack of consensus and empirical research on sexual addiction/hypersexual disorders, clear diagnostic criteria are
needed to test the efficacy of psychological and pharmacological
treatments in controlled studies. However, as with other behavioral
addictions (e.g., pathological gambling, compulsive buying) the
appropriate treatment of sexual addiction should include a combination of pharmacological and psychological approaches [74]. Psychiatric and somatic comorbidities that frequently occur with sexual
addiction should be integrated into the therapeutic process. Groupbased treatments should also be attempted.
Pharmacological treatments have limited evidence of success.
To date, no large double-blind clinical trials have been conducted in
patients with sexual addiction/hypersexual disorders. One small 12week randomized trial showed an effect of selective serotonin reuptake inhibitors (SSRIs) (citalopram 20-60 mg) on sexual desire,
sexual drive, frequency of masturbation, and pornography use [75].
Open-label studies and case reports of fluoxetine [76], other SSRIs
[77], naltrexone [78] and topiramate [79] show promise in decreasing the frequency of excessive sexual behavior.
Motivational interviewing, cognitive behavior therapy, and
couples and family therapy have been shown to be potent interventions for several forms of drug and behavioral addiction[80-82].
Behavioral therapies may be associated with reductions in substance use and may have effects on the neural systems that are involved in cognitive control, impulsivity, motivation and attention
[83]. These effects may also benefit patients with behavioral addictions. Further research is needed to explore this area.
Group-based treatments are an adjunct therapeutic possibility
[84]. While Sex Addicts Anonymous is not affiliated with any other
organization, the basic principles of the group are found in the
twelve steps and twelve traditions of Alcoholics Anonymous.

[5]

VII. CONCLUSION
The expression and power of sexual urges and addiction, together with personality and the developmental and personal characteristics of patients, can determine the clinical picture characterized
by preoccupation and obsession with sex or sexual activity. Patients
lack control of this activity, which has long-term harmful consequences both functionally and socially, as well as sometimes economically and legally. Although the neurobiological and psychological mechanisms of sexual addiction have begun to unfold, currently there is no validated pharmacological or psychological treatment for this disorder. This absence of validated treatment is at
least partly because sexual addiction is an umbrella construct that
regroups different subtypes of problematic behaviors. Future research should thus be conducted by taking into account the heterogeneity of the condition.
CONFLICT OF INTEREST
The authors confirm that this article content has no conflicts of
interest.

[6]
[7]
[8]
[9]
[10]
[11]
[12]
[13]
[14]
[15]
[16]
[17]
[18]
[19]
[20]
[21]
[22]
[23]
[24]
[25]
[26]
[27]

ACKNOWLEDGEMENTS
Declared none.

[28]

REFERENCES

[30]

[1]
[2]
[3]

Quadland MC. Compulsive sexual behavior: definition of a
problem and an approach to treatment. J Sex Marital Ther 1985;
11(2): 121-32.
Rinehart NJ, McCabe MP. Hypersexuality: Psychopathology or
normal variant of sexuality. J Sex Marital Therapy 1997; 12: 45-60.
Mick TM, Hollander E. Impulsive-compulsive sexual behavior.
CNS Spectr 2006; 11(12): 944-55.

[29]

[31]
[32]

Bancroft J. Sexual behavior that is "out of control": a theoretical
conceptual approach. Psychiatr Clin North Am 2008; 31(4): 593601.
Gilliland R, South M, Carpenter BN, Hardy S. The roles of shame
and guilt in hypersexual behavior. . Sexual Addiction Compulsivity
2011(18): 12-29.
Kafka MP. Hypersexual disorder: a proposed diagnosis for DSMV. Arch Sex Behav 2010; 39(2): 377-400.
Rush B. Medical inquiries and observations upon the diseases of
the mind. Birmingham, AL: Gryphon Editions Ltd 1979.
Krafft-Ebbing R. Psychopatia Sexualis. New York: Paperback
Library, (original work published in 1886) 1965.
Orford J. Hypersexuality: Implications for a theory of dependence.
Br J Addiction 1978; 73: 299-310.
Carnes P. Out of the Shadows: Understanding Sexual Addiction.
Hazelden Information & Educational Services; Édition : 3rd
Revised edition 2001.
Kinsey A, Pomeroy W, Martin C. Sexual Behavior in the Human
Male. Philadelphia: Saunders 1948.
Krueger RB, Kaplan MS. The paraphilic and hypersexual
disorders: an overview. J Psychiatr Pract 2001; 7(6): 391-403.
Levine SB. What is sexual addiction? J Sex Marital Ther 2010;
36(3): 261-75.
Womack S, Hook J, Ramos M, Davis D, Penberthy K. Measuring
Hypersexual Behavior. Sexual Addiction & Compulsivity: J
Treatment Prevention 2013; 20(1-2): 65-78.
APA. Diagnostic and statistical manual of mental disorders - Fifth
Edition (DSM-5) - American Psychiatric Publishing, Washington
DC 2013.
Garcia FD, Thibaut F. Sexual addictions. Am J Drug Alcohol
Abuse 2010; 36(5): 254-60.
Sussman S, Lisha N, Griffiths M. Prevalence of the addictions: a
problem of the majority or the minority? . Evaluation Health
Professional 2011; 34(1): 3-56.
Cooper A, Morahan-Martin J, Mathy RM, Maheu M. Toward an
increased understanding of user demographics in online sexual
activities. J Sex Marital Therapy 2002; 28: 105-29.
Cook DR. Self-identified addictions and emotional disturbances in
a sample of college students. Psychol Addictive Behaviors 1987; 1:
55-61.
MacLaren VV, Best LA. Multiple addictive behaviors in young
adults: Student norms for the Shorter PROMIS Questionnaire. .
Addictive Behaviors 2010; 35: 252-5.
Seegers JA. The Prevalence of Sexual Addiction Symptoms on the
College Campus. Sexual Addiction Compulsivity 2003; 10: 24758.
Langstrom N, Hanson RK. High rates of sexual behavior in the
general population: correlates and predictors. Archives Sexual
Behavior 2006; 35(1): 37-52.
Laumann EO, Gagnon JH, Michael RT, Michaels S. The social
organization of sexuality: Sexual practices in the United States.
Chicago: University of Chicago Press 1994.
Freimuth M, Waddell M, Stannard J, et al. Expanding the scope of
dual diagnosis and co-addictions: Behavioral addictions. J Groups
Addiction Recov 2008; 3: 137-60.
Kuzma JM, Black DW. Epidemiology, prevalence, and natural
history of compulsive sexual behavior. Psychiatr Clin North Am
2008; 31(4): 603-11.
Marshall L, Marshall W. Sexual addiction in incarcerated sexual
offenders. Sexual Addiction Compulsivity 2006; 13: 377-90.
Kafka MP, Prentky R. A comparative study of nonparaphilic sexual
addictions and paraphilias in men. J Clin Psychiatry 1992 Oct;
53(10): 345-50.
Carnes PJ. Sexual addiction and compulsion: recognition,
treatment, and recovery. CNS Spectr 2000; 5(10): 63-72.
Black DW. The epidemiology and phenomenology of compulsive
sexual behavior. CNS Spectr 2000; 5(1): 26-72.
Black DW, Kehrberg LL, Flumerfelt DL, Schlosser SS.
Characteristics of 36 subjects reporting compulsive sexual
behavior. Am J Psychiatry 1997; 154(2): 243-9.
Hamann S, Herman RA, Nolan CL, Wallen K. Men and women
differ in amygdala response to visual sexual stimuli. Nat Neurosci
2004; 7(4): 411-6.
Holstege G, Georgiadis JR, Paans AM, Meiners LC, van der Graaf
FH, Reinders AA. Brain activation during human male ejaculation.
J Neurosci 2003; 23(27): 9185-93.

Sexual Addiction or Hypersexual Disorder
[33]
[34]
[35]
[36]
[37]
[38]
[39]
[40]
[41]
[42]
[43]
[44]
[45]
[46]
[47]
[48]
[49]
[50]
[51]

[52]
[53]
[54]
[55]
[56]
[57]
[58]
[59]

Current Pharmaceutical Design, 2014, Vol. 20, No. 00

Goodman A. Neurobiology of addiction. An integrative review.
Biochem Pharmacol 2008; 75(1): 266-322.
Stein DJ. Classifying hypersexual disorders: compulsive,
impulsive, and addictive models. Psychiatr Clin North Am 2008;
31(4): 587-91.
Bensley LS, Van Eenwyk J, Simmons KW. Self-reported
childhood sexual and physical abuse and adult HIV-risk behaviors
and heavy drinking. Am J Prev Med 2000; 18(2): 151-8.
Shrier LA, Pierce JD, Emans SJ, DuRant RH. Gender differences
in risk behaviors associated with forced or pressured sex. Arch
Pediatr Adolesc Med 1998; 152(1): 57-63.
Earle R, Crow G. Lonely all the time: Recognizing, understanding,
and overcoming sex addiction of addicts and codependents. New
York: Pocket Books 1998.
Carnes P. Don’t Call It Love. New York, NY: Bantam Books 1991.
Mellody P. Facing love addiction: Giving yourself the power to
change the way you love. San Francisco: Harper SanFrancisco
1992.
Coleman-Kennedy C, Pendley A. Assessment and diagnosis of
sexual addiction. J Am Psychiatric Nurses Association 2002; 8(5):
143-51.
Katehakis A. Affective neuroscience and the treatment of sexual
addiction. Sex
Addict Compulsivity 2009; 16: 1-31.
Carnes P, Schneider JP. Recognition and management of addictive
sexual disorders: guide for the primary care clinician. Lippincotts
Prim Care Pract 2000; 4(3): 302-18.
Goodman A. Sexual addiction: designation and treatment. J Sex
Marital Ther 1992; 18(4): 303-14.
Goodman A. Diagnosis and treatment of sexual addiction. J Sex
Marital Ther 1993; 19(3): 225-51.
Schneider JP, Irons RR. Assessment and treatment of addictive
sexual disorders: relevance for chemical dependency relapse. Subst
Use Misuse 2001; 36(13): 1795-820.
Storholm ED, Fisher DG, Napper LE, Reynolds GL, Halkitis PN.
Proposing a tentative cut point for the Compulsive Sexual Behavior
Inventory. Arch Sex Behav 2011; 40(6): 1301-8.
Nakken C. The addictive personality: Understanding the addictive
process and compulsive behavior 2nd ed. Center City, MN:
Hazelden 1996.
Coleman E, Raymond N, McBean A. Assessment and treatment of
compulsive sexual behavior. Minn Med 2003; 86(7): 42-7.
Kalichman SC, Rompa D. Sexual sensation seeking and sexual
compulsivity scales: Reliability, validity, and predicting HIV risk
behavior. J Personality Assessment 1995; 65: 586-601.
Reid RC. Assessing readiness to change among clients seeking help
for hypersexual behavior. . Sexual Addiction Compulsivity 2007;
14: 167-86.
Reid RC, Carpenter BN, Spackman M, Willes DL. Alexithymia,
emotional instability, and vulnerability to stress proneness in
patients seeking help for hypersexual behavior. J Sex Marital
Therapy 2008; 34: 133-49.
Raymond NC, Coleman E, Miner MH. Psychiatric comorbidity and
compulsive/impulsive traits in compulsive sexual behavior. Compr
Psychiatry 2003; 44(5): 370-80.
Reid RC, Carpenter BN. Exploring relationships of
psychopathology in hypersexual patients using the MMPI-2. J Sex
Marital Ther 2009; 35(4): 294-310.
Miner MH, Coleman E, Center BA, Ross M, Rosser BR. The
compulsive sexual behavior inventory: psychometric properties.
Arch Sex Behav 2007; 36(4): 579-87.
Marshall LE, Briken P. Assessment, diagnosis, and management of
hypersexual disorders. Curr Opin Psychiatry 2010; 23(6): 570-3.
Reid RC, Carpenter BN, Hook JN, et al. Report of findings in a
DSM-5 field trial for hypersexual disorder. J Sex Med 2012; 9(11):
2868-77.
Gold SN, Heffner CL. Sexual addiction: many conceptions,
minimal data. Clin Psychol Rev 1998; 18(3): 367-81.
Kafka MP, Prentky RA. Compulsive sexual behavior
characteristics. Am J Psychiatry 1997; 154(11): 1632.
Parsons JT, Grov C, Golub SA. Sexual compulsivity, co-occurring
psychosocial health problems, and HIV risk among gay and
bisexual men: further evidence of a syndemic. Am J Public Health
2012; 102(1): 156-62.

Received: July 15, 2013

Accepted: August 26, 2013

[60]
[61]
[62]
[63]
[64]
[65]
[66]
[67]
[68]
[69]

[70]
[71]

[72]

[73]

[74]
[75]

[76]
[77]
[78]
[79]
[80]
[81]
[82]
[83]

[84]

9

Semaille P. [The new types of addiction]. Rev Med Brux 2009;
30(4): 335-57.
Reid RC, Garos S, Carpenter BN, Coleman E. A surprising finding
related to executive control in a patient sample of hypersexual men.
J Sex Med 2011; 8(8): 2227-36.
Hook JN, Hook JP, Davis DE, Worthington EL, Jr., Penberthy JK.
Measuring sexual addiction and compulsivity: a critical review of
instruments. J Sex Marital Ther 2010; 36(3): 227-60.
Carnes P. Sexual addiction screening test. Tenn Nurse 1991; 54(3):
29.
Delmonico DL, Bubenzer DL, West JD. Assessing sexual addiction
with the Sexual Dependency Inventory—Revised. . Sexual
Addiction Compulsivity 1998; 5: 179-87.
Delmonico DL, Miller JA. The Internet Sex Screening Test: A
comparison of sexual compulsives versus non-sexual compulsives.
Sexual Relationship Therapy 2003; 18: 261-76.
Garos S, Stock WA. Measuring disorders of sexual frequency and
control: The Garos Sexual Behavior Index. Sexual Addiction
Compulsivity 1998; 5: 159-77.
Carnes P, O’Hara S. The Women’s Sexual Addiction Screening
Test. Unpublished measures, Wickenburg, AZ 2000.
Carnes P, Weiss R. The Sexual Addiction Screening Test for Gay
Men. Unpublished measures, Wickenburg, AZ. 2002.
Carnes P, Green B, Carnes S. The Same Yet Different: Refocusing
the Sexual Addiction Screening Test (SAST) to Reflect Orientation
and Gender. . Sexual Addiction and Compulsivity 2010; 17(1): 730.
Carnes PJ, Green BA, Merlo LJ, Polles A, Carnes S, Gold MS.
PATHOS: a brief screening application for assessing sexual
addiction. J Addict Med 2012; 6(1): 29-34.
Kalichman SC, Johnson JR, Adair V, Rompa D, Multhauf K,
Kelley JA. Sexual sensation seeking: Scale development and
predicting AIDS-risk behavior among homosexually active men. J
Personality Assessment 1994; 62: 385-97.
Benotsch EG, Kalichman SC, Kelly JA. Sexual compulsivity and
substance use in HIV-seropositive men who have sex with men:
prevalence and predictors of high-risk behaviors. Addict Behav
1999; 24(6): 857-68.
O’Leary A, Fisher HH, Purcell DW, Spikes PS, Gomez CA.
Correlates of risk patterns and race/ethnicity among HIV-positive
men wh have sex with men. . AIDS and Behavior 2007; 11: 70615.
Dawson GN, Warren DE. Evaluating and treating sexual addiction.
Am Fam Physician 2012; 86(1): 74-6.
Wainberg M, Muenc F, Morgenstern J, et al. A double-blind study
of citalopram versus placebo in the treatment of compulsive sexual
behaviors in gay and bisexual men. . J Clin Psychiat 2006; 67(12):
1968-73.
Kafka MP, Prentky R. Fluoxetine treatment of nonparaphilic sexual
addictions and paraphilias in men. J Clin Psychiatry 1992; 53(10):
351-8.
Stein DJ, Hollander E, Anthony DT, et al. Serotonergic
medications for sexual obsessions, sexual addictions, and
paraphilias. J Clin Psychiatry 1992; 53(8): 267-71.
Bostwick JM, Bucci JA. Internet sex addiction treated with
naltrexone. Mayo Clin Proc 2008; 83(2): 226-30.
Khazaal Y, Zullino DF. Topiramate in the treatment of compulsive
sexual behavior: case report. BMC Psychiatry 2006; 6: 22.
Carroll KM, Onken LS. Behavioral therapies for drug abuse. Am J
Psychiatry 2005; 162(8): 1452-60.
Orzack MH, Voluse AC, Wolf D, Hennen J. An ongoing study of
group treatment for men involved in problematic Internet-enabled
sexual behavior. Cyberpsychol Behav 2006; 9(3): 348-60.
Young KS. Cognitive behavior therapy with Internet addicts:
treatment outcomes and implications. Cyberpsychol Behav 2007;
10(5): 671-9.
DeVito EE, Worhunsky PD, Carroll KM, Rounsaville BJ, Kober H,
Potenza MN. A preliminary study of the neural effects of
behavioral therapy for substance use disorders. Drug Alcohol
Depend 2012; 122(3): 228-35.
Southern S. Treatment of compulsive cybersex behavior. .
Psychiatr Clin North Am 2008; 31(4): 697-712.

