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Abstract Compulsive sexual behaviors (CSB) are prev-
alent among populations with substance use disorders
(SUD). The risk of relapse following SUD treatment is
increased if CSB are not addressed. Despite this risk,
few studies have examined protective factors for CSB
among individuals with SUD, and none have examined
protective factors unique to women with CSB and SUD.
Women’s CSB are believed to be motivated by efforts
to avoid painful affective experiences (e.g., trauma
symptoms, loneliness, and shame). Dispositional mind-
fulness was shown to reduce one’s risk for engaging in
maladaptive responses to aversive experiences. Thus, we
hypothesized that dispositional mindfulness would neg-
atively relate to CSB among women with SUD. For the
present study, we reviewed cross-sectional, self-report
measures which were included in the medical records
of 429 women in residential treatment for SUD.
Results of hierarchical multiple regression analyses re-
vealed that, controlling for age, and drug, and alcohol
problems and use, dispositional mindfulness negatively
related to the core dimensions of CSB. These findings
suggest that women with CSB and SUD are less likely
to willingly approach present-moment experiences with
acceptance. These preliminary findings suggest that

researchers and clinicians should consider the utility of
mindfulness-based approaches in treating women with
CSB and SUD.
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Introduction

Compulsive sexual behaviors (CSB), sometimes referred to as
sexual addiction or hypersexuality, are characterized by com-
pulsive, excessive, out of control, or otherwise problematic
sexual behavior, desire, or drive that causes distress or impair-
ment in functioning (Kafka 2010). Such behaviors might in-
clude compulsive or excessive sexual intercourse, masturba-
tion, pornography use, cybersex, sexual chat/video use, or
engagement in sexual fantasy (Kafka 2010). Though the na-
ture, terms, and etiology of CSB remain controversial, re-
search consistently demonstrated that CSB are overrepresent-
ed among individuals with substance use disorders (SUD;
Stavro et al. 2013). Indeed, 19.6% of women in residential
treatment for one or more SUD fell within the at-risk range
for CSB (Deneke et al. 2015). Researchers suggested that
underlying mechanisms, including compulsions, deprivation,
and avoidance strategies, underlie both CSB and SUD, there-
fore accounting for their comorbidity (Carnes et al. 2001;
Phillips et al. 2015). Moreover, individuals with CSB and
SUDwere at an increased risk of relapse following SUD treat-
ment if CSB are not addressed (Carnes 2001; Schneider and
Irons 2001). Despite this risk, few studies have examined
protective factors for women with CSB who are in treatment
for SUD.

Data regarding the prevalence, nature, and correlates of
CSB among women are limited as a majority of research in
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this domain has focused on men (McKeague 2014).
Prevalence estimates for women who are at-risk for CSB
ranged from 5.8 to 40% with large variability due, in part, to
poor conceptualization and measurement of CSB among
women (Carnes et al. 2001; Dhuffar and Griffiths 2014;
McKeague 2014). Specifically, Ferree (2001) argued that re-
searchers have overlooked gender differences in the etiology
and course of CSB, thereby hindering the development of
gender-specific measurement and efficacious CSB treatments
tailored for women.

Of the studies which have examined gender differences in
CSB, women with CSB reported experiencing more and
greater severity of aversive affective experiences, including
childhood trauma (e.g., sexual abuse) than did men with
CSB (Perera et al. 2009). Furthermore, loneliness, abandon-
ment, and powerlessness were commonmotivations for wom-
en to engage in CSB (Ferree 2001). Given these experiences
and motivations among women with CSB, researchers sug-
gested that women may develop CSB as a way to cope with
the aversive internal and external experiences (McKeague
2014). In a review of CSB among women, Ferree (2001)
suggested that, as a result of being hurt, controlled, and
abused, many women engaged in CSB in an effort to feel
powerful, needed, and in control. These findings are consis-
tent with empirical research which suggested that, for women,
CSB provides temporary relief from aversive experiences
(e.g., shame; Dhuffar and Griffiths 2014; Reid et al. 2009).
However, CSB ultimately increases painful affect (e.g.,
shame), which is then ameliorated by continued engagement
in CSB (Dhuffar and Griffiths 2014; Reid et al. 2009). Taken
together, the limited research investigating CSB among wom-
en suggested that women with CSB may be motivated to
engage in sexual behaviors in an effort to temporarily escape
aversive internal and external experiences (e.g., loneliness,
shame, trauma-related symptoms, powerlessness, and
abandonment).

Notably, researchers and clinicians have conceptualized
substance use as being motivated, in part, by efforts to avoid
unpleasant experiences (Chawla and Ostafin 2007). This
avoidance was used to explain the overrepresentation of
CSB among individuals with SUD (Carnes 2001; Phillips
et al. 2015). Examining factors which have demonstrated ef-
ficacy in circumventing the avoidance of affective experiences
may therefore offer important insights for intervening with
CSB among women with SUD.

Dispositional mindfulness, defined as a propensity to have
open and receptive awareness and attention towards present
moment experiences, is one such factor known to target avoid-
ance (Brown and Ryan 2003; Woods and Proeve 2014).
Furthermore, dispositional mindfulness was shown to protect
against negative outcomes following trauma, including nega-
tive affect, rumination, post-traumatic stress symptoms, and
negative self-referential processes (Nitzan-Assayag et al.

2015). Theoretical and empirical evidence suggested that dis-
positional mindfulness reduces individuals’ over-engagement
with internal and external experiences (Bowlin and Baer
2012). That is, individuals high in dispositional mindfulness
are better able to approach distressing cognitive, emotional,
and physiological experiences with acceptance and separate
the self from these experiences (Bowlin and Baer 2012). Such
individuals’ behavioral responses are therefore motivated by
effortful decision-making as opposed to habitual reactivity to
distress (Bihari and Mullan 2014).

Given the utility of dispositional mindfulness in facilitating
acceptance, as opposed to avoidance, it follows that women
high in dispositional mindfulness would display fewer CSB.
Specifically, dispositional mindfulness may interfere with
women’s avoidance of painful affective experiences to reduce
the likelihood of CSB in response to aversive experiences
(Reid et al. 2009). Indeed, dispositional mindfulness correlat-
ed with lower levels of CSB among a sample of men in resi-
dential treatment for SUD (Brem et al. 2017b; Shorey et al.
2016). However, dispositional mindfulness has not been ex-
amined as a protective factor for CSB among women in resi-
dential treatment for SUD. Given the demonstrated efficacy of
mindfulness-based interventions in treating individuals with
SUD (Chiesa and Serretti 2014), and the dearth of research
exploring protective factors for women with CSB, it is impor-
tant to examine dispositional mindfulness as it relates to CSB
among womenwith SUD to inform future intervention efforts.

Although CSB interfere with SUD treatment, no prior re-
search has examined protective factors for CSB among wom-
en in treatment for SUD (Schneider and Irons 2001).
Dispositional mindfulness is one such factor linked to lower
levels of CSB among men in treatment for SUD that, theoret-
ically, may relate to lower levels of CSB among women
(Brem et al. 2017b; Shorey et al. 2016). However, no such
research has examined this relationship. Therefore, the present
study aimed to (1) contribute to the limited body of research
examining CSB among women by examining prevalence of
CSB among women in treatment for SUD and (2) examine the
relationship between dispositional mindfulness and CSB
among women in treatment for SUD, controlling for alcohol
and drug problems and use. Based on existing empirical and
theoretical literature, we hypothesized that dispositional mind-
fulness would negatively relate to CSB among women in
treatment for SUD.

Method

Participants

Medical records from 485 women in residential treatment for
substance use disorders were reviewed for the present study.
The primary diagnoses for the sample, based on the
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Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition—Text Revision (DSM-IV-TR; American
Psychiatric Association [APA], 2000), are displayed in
Table 1. The majority of the sample identified as non-
Hispanic White (96.0%); a breakdown of the racial/ethnic
composition of the present sample is displayed in Table 1.
The mean age of participants was 37.40 (SD = 12.72). The
majority of participants were married (40.6%) followed by
never married (35.6%), divorced (14.4%), separated (2.2%),
engaged (2.2%), widowed (1.7%), none selected (1.5%),
remarried (1.3%), life partner (0.2%), and Bother^ (0.2%).

Procedures

Medical records for all adult women residing in a private,
residential substance use treatment facility located in the
Southeastern USA, from September 2013 to September
2016 were reviewed for the present study. To be admitted to
the treatment facility, patients must be at least 18 years old and
have a substance use disorder primary diagnosis. Diagnoses
were based on criteria found in the DSM-IV-TR (APA, 2000).
Diagnoses were made following consultation of the patient’s
treatment team consisting of a licensed psychologist, a psy-
chiatrist, a general physician, and substance abuse counselors.
Length of stay at the residential treatment facility typically

lasts between 28 and 30 days. Treatment is broadly based on
a traditional 12-step (abstinence-based) model and does not
follow a specific protocol or manual. Patients completed a
battery of self-report measures upon admission to the treat-
ment facility and following medical detoxification, if neces-
sary. Patients are informed that their medical records may be
de-identified and used for research as part of their informed
consent to treatment. Patient medical records included total
scores of each measure only; thus, reliability statistics could
not be calculated. All procedures were approved by the
Institutional Review Board of the first author.

Measures

Compulsive Sexual Behavior The 20-item Core scale of the
Sexual Addiction Screening Test-Revised (SAST-R; Carnes
et al. 2010) was used to assess core components of CSB an
individual experienced in her lifetime. Items are presented in a
forced-choice (Yes/No) format; possible scores may range
from 0 to 20 with higher scores indicating greater presence
of, and problems related to, CSB. Individuals who score 6 or
higher on the Core scale are considered Bat-risk^ for clinical
levels of CSB. The SAST-R demonstrated adequate psycho-
metric properties in clinical and non-clinical samples of wom-
en and across sexual orientations (Carnes et al. 2010).

Dispositional MindfulnessWe used a 14-item version of the
Mindful Attention Awareness Scale (MAAS; Brown and
Ryan 2003), which does not contain the item BI drive places
on ‘automatic pilot’ and then wonder why I went there,^ to
assess self-reported dispositional mindfulness. The treatment
facility used the 14-item version of the measure because pa-
tients cannot drive while in treatment. Participants indicated
the extent to which they experience 14 statements (e.g., BI find
myself preoccupied with the future or the past^) with re-
sponses ranging from 1 (almost always) to 6 (almost never).
Scores are summed then divided by 14 to result in a mean
MAAS score with possible scores ranging from 1 to 6.
Higher scores correspond to higher levels of dispositional
mindfulness. Existing literature supports the psychometric
properties and use of the MAAS in assessing dispositional
mindfulness within treatment-seeking populations (Brown
and Ryan 2003; Dakwar et al. 2011).

Alcohol Problems and Use The Alcohol Use Disorders
Identification Test (AUDIT; Saunders et al. 1993) assessed
women’s self-reported alcohol use and problems in the year
prior to treatment admission. Ten items examined the intensity
and frequency of alcohol use, symptoms of alcohol tolerance
and dependence, and negative consequences of alcohol use.
Scores are summed such that higher scores are indicative of
greater levels of alcohol use and problems. The AUDIT

Table 1 Prevalence of primary substance use diagnoses and
race/ethnicity within a sample of women in residential substance misuse
treatment

%

Diagnosis

Alcohol dependence 29.0

Opioid dependence 19.6

Sedative, hypnotic, or anxiolytic dependence 13.8

Polysubstance dependence 8.9

Cocaine abuse 6.7

Sedative, hypnotic, or anxiolytic abuse 5.4

Amphetamine abuse 3.6

Cannabis dependence 2.7

Opioid abuse 2.2

Amphetamine dependence 2.2

Cannabis abuse 2.2

Alcohol abuse 2.2

Cocaine dependence 0.9

Other 0.4

Race/ethnicity

Non-Hispanic White 96.0

Black 2.0

Hispanic/Latino/a 0.7

Native American/American Indian 0.2

Other 0.7
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demonstrated excellent reliability and validity across multiple
populations (Babor et al. 2001).

Drug Problems and Use The Drug Use Disorders
Identification Test (DUDIT; Stuart et al. 2003a, b) assessed
patients’ drug use (i.e., cannabis, cocaine, hallucinogens, stim-
ulants, sedatives/hypnotics/anxiolytics, opiates, and other sub-
stances [e.g., inhalants]) and problems in the year prior to
treatment admission. Like the AUDIT, the DUDIT’s 14 items
examined the intensity and frequency of drug use, symptoms
of drug tolerance and dependence and negative consequences
of drug use. The DUDIT evidenced good psychometric prop-
erties (Stuart et al. 2003a, b).

Data Analyses

All analyses were conducted using SPSS 23.0. We removed
26 participants who had one or more outlier scores (i.e., z-
scores with an absolute value greater than 2) for a final sample
size of 459. We first conducted a one-way, between subjects
analysis of variance to determine whether SAST-R Core sub-
scale scores differed based on race/ethnicity, relationship sta-
tus, or diagnosis to determine the need for control variables.
We then examined bivariate correlations between participant
age and study variables to determine whether any additional
variables needed to be included as controls in subsequent
analyses. Prior to conducting the regression analysis, we ver-
ified that our data met the necessary assumptions (Osborne
and Waters 2002). Because our data were non-normally dis-
tributed for our criterion variable (i.e., SAST-R Core subscale
scores), we logarithmically transformed this variable. We then
conducted a hierarchical multiple regression analysis to deter-
mine whether dispositional mindfulness related to CSB, con-
trolling for alcohol and drug problems and use. Alcohol prob-
lems and use, and drug problems and use, were entered into
the first block of the model. Dispositional mindfulness was
entered into the second block of the model. SAST-R Core
subscale scores were entered as the criterion variable.

Results

Means, standard deviations, and bivariate correlations are
displayed in Table 2. A majority (53.2%) of women endorsed
at least one concern with CSB on the SAST-R Core subscale.
Furthermore, 12.6% of women fell within the at-risk range of
CSB (i.e., scored six or higher on the SAST-R Core subscale).
Alcohol problems and use positively related to core subscale
scores. Alcohol problems and use are negatively related to
drug problems and use and dispositional mindfulness. Drug
problems and use positively related to core subscale scores
and negatively related to dispositional mindfulness.
Dispositional mindfulness negatively related to core subscale

scores. Age was negatively related to core subscale scores and
positively related to dispositional mindfulness; age was there-
fore entered as a control variable in step 1 of all regression
equations along with alcohol and drug problems and use.
SAST-R Core subscale scores did not significantly differ
based on relationship status, race/ethnicity, or diagnosis.
These variables were not included as controls in subsequent
analyses.

Results of the hierarchical multiple regression analyses are
displayed in Table 3. Controlling for the influence of age,
alcohol, and drug problems and use, dispositional mindfulness
is significantly related to the SAST-R Core subscale scores.

Table 2 Means, standard deviations, and bivariate correlations among
study variables

1 2 3 4 5

1. AUDIT –

2. DUDIT −.50** –

3. MAAS −.14** −.26** –

4. Core .12* .18** −.27** –

5. Age .30** −.50** .14** −.17** –

M 14.78 17.18 3.68 2.10 37.40

SD 12.93 15.13 .97 3.08 12.72

AUDIT Alcohol Use Disorders Identification Test total score, DUDIT
Drug Use Disorders Identification Test total score, MAAS Mindful
Attention Awareness Scale average score, Core Total score for the core
items on the sexual addiction screening test-revised

*p < .01; **p < .001

Table 3 Hierarchical regression analyses predicting compulsive sexual
behavior among women in residential treatment for substance use
disorders

Predictor R2 ΔR2 β F

Step 1 .06 4.62**
Age −.09
AUDIT .21**

DUDIT .19*

Step 2 .09 .03 5.58***
Age −.08
AUDIT .16*

DUDIT .14

MAAS −.19**

SAST-RCore scores were logarithmically transformed prior to regression
analyses AUDIT Alcohol Use Disorders Identification Test total score,
DUDIT Drug Use Disorders Identification Test total score, MAAS
Mindful Attention Awareness Scale average score

*p < .05; **p < .01; *** p < .001
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Discussion

The present study examined dispositional mindfulness as a po-
tential protective factor for CSB among women in treatment for
SUD, thereby extending mindfulness research to women’s CSB.
Results of the present study supported our hypothesis; disposi-
tional mindfulness negatively related CSB among women in the
present sample controlling for age, alcohol, and drug problems
and use, which are known correlates of both CSB and disposi-
tional mindfulness (Chiesa and Serretti 2014; Deneke et al.
2015). Notably, alcohol problems and use, but not drug problems
and use, remained a significant predictor of women’s CSB even
after dispositional mindfulness was added as a predictor.
Furthermore, a majority of women (53.2%) endorsed at least
one concern with CSB, and 12.6% fell within the at-risk range
for CSB. These preliminary findings support and extend existing
CSB and mindfulness research and theory.

Previous research provided preliminary evidence for the pro-
tective utility of dispositional mindfulness for CSB (Brem et al.
2017b; Shorey et al. 2016). Individuals with higher levels of
dispositional mindfulness tended to accept internal and external
experiences as transient and therefore displayed fewer efforts to
avoid aversive experiences through compulsive, maladaptive be-
haviors (Brown et al. 2007). Similarly, mindful individuals will-
ingly approached, as opposed to compulsively reacted to, distress
such that more adaptive emotion regulation strategies were used
in place of maladaptive responses (e.g., CSB; Brown et al. 2007).
Because women who engage in CSB experience a number of
aversive internal and external experiences intricately linked to
their CSB (e.g., trauma symptoms, loneliness, and shame), it
follows that women who are more mindful may be less likely
to engage in CSB as a coping strategy for these and other painful
experiences. Indeed, our results suggested that women who were
more mindful were less likely to experience problems controlling
sexual behavior.

It should be noted, however, that all of the women who
participated in the present study were diagnosed with one or
more SUD, which suggests that even those with higher levels
of dispositional mindfulness still engaged in problematic and
potentially impulsive behaviors (e.g., substance use). That al-
cohol problems and use related to women’s CSB even after
controlling for dispositional mindfulness suggest that other
variables (e.g., impulsivity) may account for the association
between alcohol problems and CSB. Due to the limited
understanding of CSB among women with SUD, the
function of CSB among this population is largely unknown.
For instance, Carnes (2001) posited that CSB and substance
use are complexly intertwined such that increased substance
use may contribute to more risky behaviors, including sexual
activity. Alternately, for some individuals, substance use may
heighten the experience of sexual activity, thus reinforcing the
pairing of illicit substances with sexual activity. Among wom-
en with SUD, it is plausible that CSB are prompted less by a

need to avoid aversive experiences and is instead used as a
method to obtain illicit substances. While findings from the
present study provided preliminary evidence for dispositional
mindfulness as a protective factor for women’s CSB, a more
comprehensive understanding of the relations between CSB
and substance use among women would help elucidate for
whom, and under which circumstances, dispositional mindful-
ness is beneficial.

Limitations and Future Research

Despite these implications, the present study has a number of
limitations which should be considered when interpreting re-
sults. First, the present study used chart-review, cross-
sectional methodology which precludes the ability to deter-
mine directionality or draw causal inferences from the data.
While data suggest that women’s CSB are motivated by ef-
forts to avoid unpleasant experiences, the motivations for CSB
among women in the present study could not be ascertained.
Longitudinal research using event-level research methods
(e.g., daily diaries) would better elucidate women’s affective
experiences before, during, and after CSB, as well as the ex-
tent to which having an open, non-judgmental approach to
present-moment experiences prevents engagement in CSB.
Second, patient medical records included total scores of each
measure only, thus reliability statistics could not be calculated.
Third, the generalizability of our findings is limited as our
sample was comprised of primarily White, married women
who were diagnosed with one or more SUD. Future research
should examine the relations among dispositional mindfulness
and CSB among more diverse samples, which include indi-
viduals in same-sex relationships. Fourth, results of the pres-
ent study were limited by self-report methodology.
Specifically, the present study did not include structured diag-
nostic interviews for SUD. Dispositional mindfulness was
assessed with the MAAS, which conceptualizes dispositional
mindfulness as a unitary construct as opposed to a multiface-
ted construct (e.g., Baer et al. 2006). Furthermore, social de-
sirability associated with CSB self-reports may be minimized
by including partner or observer reports (e.g., reporting on
their frequency of pornography use, masturbation, and extra-
dyadic relationships, etc.). Researchers should consider using
structured, multifaceted assessments of SUD, CSB, and dis-
positional mindfulness to provide a better approximation of
relationships among study variables. Additional research in-
vestigating the role of mindfulness in relation to CSB within a
population of womenwho fall within the at-risk range of CSB,
or who self-identify as having CSB, is warranted.

In addition to the present study, only two other studies
examined dispositional mindfulness in relation to CSB among
a population of individuals in treatment for SUD (Brem et al.
2017b; Shorey et al. 2016). Therefore, there is much to be
discovered with respect to the mediating mechanisms
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underlying the relations between dispositional mindfulness
and CSB among adults in treatment for SUD. For instance,
recent evidence suggested that dispositional mindfulness may
facilitate distress tolerance and emotion regulation such that
women’s engagement in potentially impulsive, maladaptive
behaviors (e.g., aggression) is minimized (Brem et al. 2017a;
Shorey et al. 2014). It is plausible that higher levels of dispo-
sitional mindfulness increase one’s ability to tolerate and ap-
propriately respond to aversive experiences (e.g., shame, guilt,
anxiety, depression, or loneliness) such that CSB are less like-
ly to occur. Future research should consider these and other
mediatingmechanisms (e.g., impulsivity) in longitudinal stud-
ies to elucidate the relations between dispositional mindful-
ness and CSB, particularly among women. Similarly,
mindfulness-based interventions have demonstrated efficacy
in treating SUD (Chiesa and Serretti 2014). Future research
should examine whether CSB moderate the efficacy of such
interventions, and whether increases in mindfulness among
women in treatment for SUD correspond with fewer CSB.
Specifically, researchers should determine whether helping
women who endorse problems related to CSB become more
willing to approach internal and external experiences without
judgment attenuates their use of CSB to cope with aversive
experiences. Finally, developing a comprehensive understand-
ing of the thoughts and situations which elicit and follow CSB
using event-level research methodology (e.g., daily diary
methods) may inform research aiming to determine whether,
and to what extent, mindfulness-based interventions may be
beneficial for women with SUD.
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