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Introduction 

 
Twenty-two years after founding the sex addiction treatment field, Patrick Carnes (Carnes, 

Murray & Charpentier, 2005), wrote:  

The field of sex addiction is in many ways subversive to the larger field of addiction. 

Understanding gambling or compulsive overeating from an addiction framework does 

not offer the same challenges that sexual compulsivity does. Part of the struggle has 

been resistance to seeing sex as yet another manifestation of the eternal struggle of 

too much and too little. Acceptance of this concept has been clouded to some degree 

by larger issues of cultural and even scientific resistance to talking about sexual issues 

in general. Factor in sexual politics, divergences, and even competition among 

professional allegiances, and it becomes rapidly much more convoluted than some of 

the other addictions (p. 117).  

The issues Carnes described thirteen years ago continue to plague the sex addiction 

(SA) field to this day. The result is that there have emerged many competing models for 

understanding and “treating” (in American parlance) chronic, and often unwanted, patterns of 

sexual behaviour in individuals—patterns which undermine personal and relational health.  

It is the intention of this paper to examine and critique some of the current sex 

addiction models. While each of these models recognises the concept of chronic problematic 

sexual patterns, not all accept “sexual addiction” as a valid description of the issue. In the 

words of those who have gone before me:  
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The use of the term sexual addiction… throughout this [paper] in no way represents 

tacit approval or agreement of the use of the construct, only of its frequency of use, 

and is used for purposes of ease of communication and understanding. (Steffens & 

Rennie, 2006, p. 248) 

History of concepts and terms 

In Western medicine, excessive, impersonal, sexual behaviours were documented in 

the 18th, 19th and early 20th centuries by various European and American doctors and 

sexologists (Kafka, 2010). These writings were precursors to the later 20th century 

characterization of habitual promiscuity as “Don Juanism (Stoller, 1975) or satyriasis (Allen, 

1969) in males and nymphomania (Ellis & Sagarin, 1965) in females” (Kafka, 2010, p. 378). 

These terms would make their way into the DSM-III in the US and ICD-9, along with 

categories for paraphilic behaviours (Kafka, 2010). “Nymphomania” and “Don Juanism” 

would also become part of the common vernacular. With the introduction of Patrick Carnes’ 

model in 1983, the terms have gradually been replaced by the genderless “sex addiction.” 

The mercurial rise in popularity of entertainment technology, and the concurrent rise in 

pornography (porn) use, has also led to the popularization of the term “porn addiction” which 

some experts (Deem, 2015) like to see kept distinct from “sex addiction.”  

Other terms, many in the form of acronyms describing new models, have arisen since 

“sex addiction” was first introduced. These terms, including “sexual compulsivity” (Kafka, 

2010*; Society for the Advancement of Sexual Health (SASH); 2018) “sexual desire 

dysregulation” (Kafka, 2010*) and “out-of-control sexual behaviours” (Herring, 2018*; 

Kaplan & Kreuger, 2010*; Steffens & Rennie, 2006*) come from a variety of professional 

fields including addictions, psychiatry, sexology, and psychology. (NB: sources listed with an 

asterisk do not give preference to the term, but merely note its usage.) 
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The larger field of addictions 

To better understand the various sex addiction models, it may be helpful to review the 

birth and development of the addiction field itself. Addictions were first viewed as a moral 

issue which gave rise to what is sometimes called the “moral” or “choice” model (Laurel 

Centre, 2018a; Lewis, 2015; McAuley, 2009). This model, in its early days, could be said to 

summarise the aetiology of addiction as the “bad choices of bad people.” Proposed treatment 

was to tell the addict to make better choices. Later in the 20th century the model became 

focused on faulty core-beliefs and treatment often involved cognitive and behavioural 

interventions (Lewis, 2015). 

With the introduction of Alcoholics Anonymous (AA) and the 12-step movement in 

the 1930’s, the choice model began to be replaced by the “disease” or “medical” model. In 

this model addiction is understood to be a disease—much like any physical or mental 

illness—over which one is powerless. This model spawned the view that there can be an 

inheritable disposition towards addiction. Moreover, early neuroscience seemed to confirm 

the medical model by demonstrating definite changes in the brains of addicts, including brain 

damage in those in a more advanced stage of addiction (Lewis, 2015).  

With such an understanding of addiction, it is not surprising that treatment modalities 

were developed involving pharmacological interventions. These were often administered in 

residential facilities. Proponents of the medical model have, however, also embraced 

individual counselling, particularly evidence-based interventions such as CBT (Hall, 2018; 

Kaplan & Kreuger, 2010) or techniques such as Motivational Interviewing, which was 

developed specifically to work with addicts resistant to change (Tober, 2013). 
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In the 1970’s, psychologist Bruce Alexander’s “rat park” experiment birthed what 

would come to be referred to as the social model of addiction. This model, which was later 

combined with psychological models, was made famous in the writings of Johann Hari, 

Gabor Maté and Alexander himself (Alexander, 2015). Proponents of this joint psychosocial 

model, sometimes called the “self-medication” model (Lewis, 2015, p. 81), argue that 

addiction rates have been increasing alongside social and spiritual isolation resulting from 

such forces as economic globalisation (Alexander, 2010). Thus, they claim that social 

changes are necessary to halt the rising rates of addiction in any given population, and bring 

healing to individuals. Looking at the psychological forces at work in people’s lives, these 

same theorists have also noted that addicted individuals are commonly the victims of adverse 

childhood events such as trauma and attachment disorders (Lewis, 2015).  

More recently, developmental neuropsychologist Marc Lewis has built on the 

psychosocial model proposing a “development-learning model.” Rather than seeing addiction 

as a medical condition, Lewis suggests that: 

Addiction results, rather, from the motivated repetition of the same thoughts and 

behaviours until they become habitual. Thus, addiction develops—it’s learned—but 

it’s learned more deeply and often more quickly than most other habits, due to a 

narrowing tunnel of attention and attraction (Lewis, 2015, p. 204). 

Once this learning—revolving around a substance/process that causes the release of 

high doses of dopamine in the brain—has created new neural pathways and networks, it 

becomes extremely difficult for the person with the addiction to find the motivation to work 

on building new neural networks and let the networks related to the addiction disintegrate. 

The best motivator to start the journey is when the consequences of the addiction become 
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“intolerable” (Lewis, 2015, p. 325). At this point, “reflection and perspective taking” can take 

place so that “the goal of immediate relief [can switch] to the goal of long-term fulfillment” 

(Lewis, 2015, p. 383). 

Treatment models put forward by the proponents of the psychosocial and learning 

models include trauma interventions—such as somatic psychotherapy and Eye Movement 

Desensitisation and Reprocessing (EMDR) (APSATS, 2012)—contemplative processes 

(APSATS, 2012; Lewis, 2015) and community-based interventions, such as the Birmingham 

Model (Lewis, 2015). 

There are other names for the above models, as well as other addiction models which 

have been proposed or noted to have arisen over the years. However, these four models, or 

combinations and variations of them, appear to dominate in the literature. It’s also important 

to note that the lines between these models blur a great deal, with the newest models—and 

their concomitant treatment modalities—often borrowing from older ones. 

Hypersexual disorder: medical model 

Of the various modern models available for understanding and treating SA, 

hypersexual disorder (HD), developed by psychiatric researchers, is probably the most 

medicalised. Reid & Woolley (as cited in Reid, 2007) have described HD as: 

A difficulty in regulating (e.g., diminishing or inhibiting) sexual thoughts, feelings, or 

behavior to the extent that negative consequences are experienced by the self or 

others. The behavior causes significant levels of personal or interpersonal distress and 

may include activities that are incongruent with personal values, beliefs, or desired 

goals. (p. 169) 
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The HD model was originally proposed by the psychiatrist Martin Kafka (2010) to 

create a case for including a category for excessive non-paraphilic sexual behaviours in the 

DSM-V. Kafka’s literature review concluded that there was sufficient reason to list HD as a 

“sexual desire” disorder or behavioural addiction (Kafka, 2010). The American 

Psychological Association (APA) did not, at that time, share Kafka’s point of view and HD 

was ultimately excluded from the DSM-V. Nevertheless, it is scheduled for inclusion in the 

ICD-11, due to be published later this month, as “compulsive sexual behaviour disorder.”  

As Kafka (2010) was preparing his case for the APA, he was faced with a lack of 

coherent codification for the specific hypersexual behaviours consistently reported in the 

practice and research literature. To remedy this he proposed a list of four major HD sub-

categories, and suggested others which might be added with more research. At the end of his 

list, Kafka also included a potential sub-category he called “severe sexual desire 

incompatibility” which focused on the hypersexual behaviour (e.g., one partner consistently 

desiring sex at least once/day) more from the point of view of the coupleship (Kafka, 2010, p. 

387).  

In the years following Kafka’s DSM-V proposal, there have been further 

developments in the HD model. For example, an assessment tool, the Hypersexual Behavior 

Inventory (HBI), has been developed by HD researchers Reid, Garos and Fong (2012) and 

made freely available to clinicians. Reid has also noted the importance of ascertaining the 

client’s motivation level using the transtheoretical model (i.e., “stages”) of change (Reid, 

2007). 
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Strengths and weaknesses of the HD model 

The HD model, with its psychiatric roots, has been developed along evidence-based 

lines. Nevertheless, HD researchers admit that there is still much research needed to clarify 

HD aetiology and progression (Reid, 2013).   

Moreover, because the HD model has focused more on DSM-acceptable definitions 

and assessment and less on aetiology (Kaplan & Krueger, 2010), it has not contributed much 

to SA treatment, except perhaps in the area of pharmacological treatment. That said, with its 

psychiatric and medical-addictions-model background, the HD model has possibly put more 

consideration into SA as a co-morbid (Kafka, 2010; Kaplan & Krueger, 2010; Reid, 2007) 

and organic (e.g., following brain injury) disorder (Kaplan & Krueger, 2010) than have other 

models. This viewpoint could prove highly beneficial to those individuals for whom co-

morbidity and/or organic issues are a factor. 

However, as Lewis—whose theory correlates addiction with desire—has pointed out, 

“Neural patterns forged by desire can certainly complement and merge with those born of 

depression or anxiety” (Lewis, 2016, p. 81), calling into question which disorder, addiction or 

anxiety/depression causes which. Likewise, some practitioners assert a causal relationship 

between ADHD and sex addiction (Blankenship & Lasser, 2004), while others point out that 

some types of chronic sexual acting out, such as porn use, can create the symptoms of ADHD 

(Hall, 2018). Such “chicken and egg” questions muddy aetiological considerations and 

treatment planning.  

Moreover, the very term “hypersexual” may not resonate with clients (Hall, 2010). 

Some with patterns of problematic sexual behaviours do not perceive their sex drive to be 

high, and some of these when assessed will rate as having a lower than normal sex drive. 
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Indeed, it is not unusual for there to be a “binge/purge” cycle with sex addiction, much as 

there is with many eating disorders (Carnes, 2002).  

In addition, with its emphasis on a behavioural list, there is concern about “the misuse 

of the concept of hypersexuality, which might label normative behavior as pathological” 

(Kaplan & Kreuger, 2010, p. 188). Indeed, this raises the larger issue that there is no 

universally accepted definition of “normative” sexual behaviour, and the therapist must 

therefore tread cautiously when working with those whose goals and values may differ from 

her own. However, client distress (emphasised in this model), when it is present, can help the 

counsellor identify a client’s values.  

Finally, HD researchers do, to some extent, recognise the impact of an individual’s 

hypersexual behaviours on the bonded pair relationship. Kaplan and Kreuger (2010), quoting 

infidelity researchers, encourage clinicians to remember that: 

learning the skills of intimacy is essential to recovery and to building a sense of trust. 

This process begins with dealing with issues of honesty, access to emotions, owning 

responsibility, setting and respecting boundaries, becoming emotionally vulnerable, 

and developing reasonable expectations for the relationship. (p. 191) 

IITAP model: mixed addictions approach 

Patrick Carnes’ early counselling work with sex offenders and drug addicts led him to 

embrace the AA, 12-step model of sex addiction treatment (Carnes, 2001). While AA’s 

model today has far more in common with the medical than other addiction models, its 

“founders… did not see addiction as a disease, exactly, but as a mental and spiritual 

‘malady’” (Lewis, 2015, p. 39). This original AA model probably had more in common with 

the choice model, though unlike that model it claimed that addicts were not solely responsible 
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for their condition. Carnes’ model, which has had 35 years to mature, has in some ways 

followed the development phases of the AA model. 

For example, despite his assertions in his first book Out of the Shadows that, “For the 

addict, however, there is no choice. No choice” (Carnes, 2001, p. 42), his early, proposed 

aetiology of sex addiction focused on the addict’s faulty core-beliefs (Carnes, 2001), one of 

the focal points of the choice model (Lewis, 2015). Treatment, often consisting of cognitive 

and behavioural interventions (Carnes & Adams, 2002), was recommended for addressing 

these beliefs and other cognitive distortions. The recommended treatment format was 

individual therapy and either therapist or peer-led group therapy (Carnes, 2001)—similar 

again to AA.   

In later works Carnes (2005) would clarify and soften his “no choice” stance, taking 

the viewpoint—one with which Lewis (2015) would later concur—that choice simply 

becomes more difficult as the addiction progresses. Moreover, he and his team would 

eventually align themselves with the psychosocial model and propose childhood trauma as 

one of the main causes of sex addiction (Carnes & Adams, 2002; Carnes et al., 2005). 

Therapeutic interventions were then expanded to include trauma treatments, which Carnes 

sited as being particularly helpful for the building of empathy (Carnes & Adams, 2002). 

Just as the AA model itself shifted to align more closely with the medical model, so 

also would Carnes’ International Institute of Trauma and Addictions Professionals (IITAP) 

model. This shift is seen in the adoption of detailed assessment tools, the creation of 

residential treatment centres, research into “interactive addiction disorder,” and an emphasis 

on the need for relatively prescriptive treatment plans to be delivered through trained sex 

addiction experts, i.e., IITAP’s certified, sex addiction therapists (CSATs).  
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Strengths and weaknesses of the IITAP model 

Of all the models in existence, the IITAP model—still very much influenced by the 

Carnes’ family and others with decades of experience in this field—has the deepest 

theoretical and clinical history. Nevertheless, critics of this model, state that most of the 

research in support of IITAP’s sex addiction model has been anecdotal (Braun-Harvey, 

2016). SASH, nevertheless, points to a wealth of neuroscience studies—over 30 on internet 

porn use alone—that support sex addiction as a process addiction. And while Douglas Braun-

Harvey (2016) dismisses these studies as inherently biased, there is, nevertheless, acceptance 

of porn and sex as potential addictive mediums by neuroscientists not specifically researching 

in the SA field (Amen, 2012; Lewis, 2015; P. Rossouw, personal communication, May 6, 

2016). Still, there is certainly room for further study on SA—and not only from the 

neuroscience perspective. For as Reid, Carpenter & Fong (2011) point out, the neuroscience 

research on addictions is inherently challenging as the “delineation of what constitutes an 

addiction has no agreed-upon standard” (Reid et al., 2011, p. 64).   

Moreover, despite the depth and breadth of the organisation, IITAP has proven over 

the years that its model can adapt and mature—a necessity given the changing sexual milieu 

which supports porn and sex addiction. For example, Carnes’ early understanding of sex 

addiction was strongly influenced by his work with a population comprised predominantly of 

heterosexual males. Nevertheless, when his model’s shortcomings for working with and 

assessing sex addiction in other populations became apparent, he and his team researched sex 

addiction in women (Ferree, 2002) and homosexual men (Weiss, 2002) and adjusted their 

assessment tool (Carnes, Green & Carnes, 2010), which had focused on specific sexual 

behaviours but today puts more emphasis on the effects of those behaviours (IITAP, 2018).  
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Another weakness in the initial Carnes’ model was its systems-focused approach 

based on the AA model, which made spouses “co-dependents:” a term which Carnes and 

team eventually changed to “co-addict.” In incorporating this framework, they pathologised 

those who were generally, unsuspecting partners alongside the addict. Even after research 

was published showing that the non-offending partner, in cases of intimate betrayal, suffered 

from trauma (Gordon & Baucom, 2003; Johnson, Makinen, & Mallikin, 2001; Steffens & 

Rennie, 2005), and did not as a class show any more psychopathology than would be found 

within a community sample (Reid, Carpenter, Draper & Manning, 2010), it would take the 

IITAP team many years to change their original stance and adopt a partner trauma model. 

And while they do currently teach trainees about partner trauma, there appears to be room for 

further growth here as partners of sex addicts continue to complain that they are being 

harmed by CSATs using the co-addict or co-dependent model in their therapy (Schmidt, 

2016; Taylor, 2015). 

One of the IITAP model’s strengths, arguably, is that its definition of sex addiction 

has always been broad enough to include some types of offending behaviours. In the early 

days, Carnes backed up this stance with research showing a cross-over between sex addiction 

and sex offending (Carnes, 2000). This broad definition has probably helped destigmatise 

some forms of offending, leading more offenders to seek early help. That said, some with 

problematic sexual behaviours have been turned down for help by CSATs because of 

assessment scores showing they lack any personal sense of their behaviours being “out of 

control” or “compulsive.” However, as Lewis (2015) explains, the compulsive drive “marks 

the final stage [Emphasis added] of addiction” (p. 274), thus it may be that some who could 

benefit from working with a specialist are being turned away. 
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Moreover, Carnes was an early researcher on the complex issue of sex addiction and 

co-occurring mental health issues and addictions (Carnes & Adams, 2002; Carnes et al., 

2005). Based on his survey (Carnes, 2000) in the 1990’s of nearly 1000 sex addicts, he 

created a framework for the treatment of co-occurring addictions or “addiction interaction 

disorder,” wherein he proposed that addiction “packages” could—rather than being tackled 

piecemeal as was the practice at the time—be treated as a whole (Carnes et al., 2005). 

 IITAP treatment models 

This broader view of sex addiction, as rarely existing in isolation (Carnes & Adams 

2002), has leant strength to IITAP’s current treatment approach. Thus, CSATs today are 

encouraged to take a broad view of sex addiction, particularly looking to address acting out 

behaviours—through their 30-task model (Carnes, 1998)—followed by dealing with adverse 

childhood events which would have resulted in trauma (Carnes, 2002). They are also 

encouraged to have clients join groups as soon as is suitable: participation in groups having 

been a part of helping millions of addicts since the advent of AA (Lewis, 2015).  

Whether emphasising trauma and adverse childhood events is a strength or weakness 

of the IITAP model rather depends on one’s perspective. According to a recent survey 

conducted in the UK by Paula Hall, a minority of sex addicts felt they had experienced 

childhood trauma or attachment injuries (Laurel Centre, 2018a, Day 2).  However, it has been 

noted that clients in the early stages of counselling are frequently unaware of their own 

psychological injuries and traumas (D. Drake, personal communication June 10, 2018; C. 

Thompson, personal communication, May 19, 2017).  

Perspective also dictates how one sees other areas of the IITAP treatment model. For 

example, some IITAP detractors criticise Carnes’ lack of emphasis on 
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psychopharmacological interventions (Kreuger & Kaplan, 2005). Others, such as Lewis, find 

pharmaceuticals to be “far from foolproof,” as an intervention for addictions (Lewis, 2015, p. 

355). Likewise, some addictions professionals find residential programmes to be a good 

choice for addicts who are at risk of harming themselves or others (Carnes & Adams, 2002). 

Lewis, however, argues that residential treatment is inherently disempowering (Lewis, 2015, 

p. 388). This is particularly concerning since he believes self-efficacy is a “necessary 

resource for lasting recovery” (Lewis, 2015, p. 34). Nevertheless, a survey of addicts with “a 

significant time in recovery” conducted by Carnes (1998) showed far more participants rating 

inpatient treatment as “helpful” (35%) than “unhelpful” (3%) in their recovery (Carnes, 1998, 

p. 5). 

Traditional counselling approaches for working with addiction tend to be more 

directive and less person-centred than other forms of counselling, and many CSATs take such 

an approach. The reason for the popularity of this style is that addicts can indeed be 

“manipulative” (Fulton, 2002, p. 43). As will be demonstrated later in this paper, there are 

other models for sex addiction counselling which may better safeguard client autonomy.  

Whatever one’s point of view on these various aspects of addiction/sex addiction 

treatment, there can be no doubt that IITAP, and its founder Patrick Carnes, have had more 

influence on the field of sex addiction treatment today than any other. 

TINSA: mixed addictions model  

In his book TINSA: Trauma-induced sex addiction, Michael Barta (2018) borrows his 

definition of sex addiction from Patrick Carnes and Robert Weiss, emphasising the “out of 

control” and “negative consequences” symptoms (Barta, 2018, p. 3). Barta’s model, which he 
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uses in his treatment centre in Colorado, indeed seems to be a pluralistic mix of IITAP 

philosophy, neuroscience and the social/psychological model of addiction. 

Barta’s attachment to the medical or disease model is seen in his focus on the 

American Society of Addiction Medicine’s definition of addiction, which defines addiction in 

terms of brain changes (Barta, 2018), as well as his preference for intensive treatment 

programmes. However, Barta’s intensives—which can be spread out over the course of 

several weeks or done consecutively while the addict lives near the centre—likely safeguard 

the addict’s autonomy more than a residential treatment setting. 

Barta’s affinity with the psychosocial approach is clear from the title of his book. He 

understands sex addiction, and indeed all addictions, as being rooted in trauma resulting from 

adverse developmental events (Barta, 2018). Indeed, like the internationally renowned 

author/therapist Gabor Maté (Lavitt, 2016), he faults 12-step models for not looking at the 

underlying causes of addiction (Barta, 2018).  

Contradictory statements Barta makes around the addict’s lack of agency in the 

addiction—while maintaining the addict still has no excuse for his behaviour (Barta, 2018)— 

highlight the difficult task he has set out for himself in trying to balance conflicting 

addictions models. That’s not to say Barta is misguided in borrowing from various models, 

only that it is indeed difficult to explain some of the seeming contradictions. Lewis (2015) 

also takes on this challenge, and with perhaps more success. 

Because Barta sees trauma as underlying all sex addiction, and because he favours a 

neurological understanding of trauma, the treatment protocols he endorses include EMDR, 

brainspotting and sensorimotor psychotherapy techniques (Barta, 2018). For dealing with 

attachment injuries he proposes “outer” regulation (Barta, 2018, p. 129) through participation 
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in a recovery group and then “inter” regulation through intimacy with others capable of 

attunement (Barta, 2018, p. 130).   

Strengths and weakness of the TINSA model 

As well as being a CSAT, Barta has also been trained in the APSATS model of 

partner trauma. Thus, his model—as described in his book—shows a great deal of partner-

sensitivity. Moreover, his understanding of the healing role intimacy plays in sex addiction 

(Barta, 2018) makes TINSA a more holistic, less individual-focused model. These factors 

may make the model more appealing to some. 

Moreover, Barta is up-to-date in his understanding of trauma, and interpersonal 

neurobiology. Some of his assertions based on the medical/disease model of addiction may, 

however, require re-examination. For example, his dismissal of talk therapy and behavioural 

therapies because they “do not address the root cause of addiction” (Barta, 2018, p. 46), fails 

to take into account recent advances in the understanding of the role of corrective emotional 

experiences in talk therapy—and their ability to address developmental attachment issues 

(Lawson-McConnell, 2018).  

Perhaps a more fundamental concern that must be raised with this model is the 

possibility that trauma, and adverse developmental events, are not the root cause of all 

addiction. While pre-internet research showed traumatic events in the history of the majority 

of sex addicts (Carnes, 2000), more recent research demonstrates this may no longer be the 

case (Hall, 2018).  

That said, it is still early days for this model, and one suspects it will be developing 

for years to come. With its solid theoretical and practice-based foundations, TINSA shows a 
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good deal of promise for guiding therapists working with those for whom trauma and 

attachment injuries are a primary contributing factor to their sex addiction.  

ISAT: biopsychosocial /sex therapy model 

In her book Understanding and Treating Sex Addiction, ISAT founder Paula Hall 

(2013) states that the simplest definition of sex addiction is “any pattern of out-of-control 

sexual behaviour that causes problems in someone’s life” (Hall, 2013, p. 6). Like most 

current sex addiction models, ISAT’s de-emphasises the types of sexual activity clients 

engage in, saying rather that “the problem is the relationship to the activity, not the activity 

itself” (Laurel Centre, 2018a, Day 1). That said, offending behaviours are considered outside 

the scope of the ISAT treatment framework. 

The “bio” in the ISAT biopsychosocial model comes from its emphasis on 

understanding the neurobiology of addiction. Hall argues that presenting the biological 

underpinnings of addictions to clients—e.g. dopamine dysregulation, hyper/hypo arousal 

states, orbitofrontal affect regulation—“can considerably reduce feelings of shame and 

confusion” (Hall, 2010, p. 219). 

Hall’s sex addiction assessment tools—which are much simpler than IITAP’s full 

SAST assessment—focus primarily on ascertaining whether the behaviour is out-of-control, 

resulting in negative consequences, for purposes of self-medication, against a client’s values, 

and/or escalating over time. If these criteria are met, the client is deemed to be struggling 

with sex addiction and may be treated within the ISAT model. 

Hall also encourages the practitioner to assess for addiction aetiology. Here she again 

differs from the IITAP and other models in that she states—and backs up with her own UK-

based research (Laurel Centre, 2018a, Day 1)—that there is an increasing number of clients 
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who have become addicted sheerly through opportunity, or through opportunity combined 

with childhood trauma and/or attachment issues (Hall, 2013). Thus, Hall is looking at both 

psychological and social factors that underlie the addiction. Moreover, she states that clients 

will also have their own theories as to the aetiology of their addiction, which also need to be 

taken into account (Laurel Centre, 2018a, Day 1).  

Treatment 

Overall, Hall encourages a pluralistic approach to sex addiction treatment, tailored to 

fit the client’s “personal situation and personality” (Hall, 2010, p. 224). She also emphasises 

the importance of the therapeutic alliance, stating:  

It has long been known…that successful treatment for any psychological condition is 

ultimately dependent on the relationship between the client and the therapist and on 

the motivation of the client…. As long as both client and therapist have a good 

knowledge of sex addiction and agree [on] goals for treatment, there is no wrong way 

for it to be delivered. (Hall, 2013, pp. 79, 84)  

With the client in the early stages of change (e.g., pre-contemplation), ISAT 

recommends using motivational interviewing and popular psychology (Laurel Centre, 

2018b). Their approaches for helping the addict, once motivated to achieve sobriety, include 

mindfulness, sex therapy techniques and many of the cognitive and behavioural-based tools 

that have long been used in this field, including core-belief worksheets, psychoeducational 

resources on the acting-out cycle and trigger-identification worksheets (Laurel Centre, 2018a, 

Laurel Centre, 2018b). Group therapy is also recommended, though the emphasis of the Hall 

Recovery Course is on psychoeducation rather than on “sharing feelings” (Hall, 2018). Like 
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Barta, Hall also offers intensives, which, again, may provide some of the benefits of 

residential treatment without loss of client autonomy. 

Latter-stage work under the ISAT model “is likely to focus on developing secure 

attachment and self-integration whilst working through any trauma issues, perhaps with 

additional resources such as sensori-motor work or EMDR” (Hall, 2010, p. 22). Moreover, 

Hall encourages clients to “develop a healthy life,” including healthy couple relationships, 

satisfying sexuality, and optimal physical health (Hall, 2013, p.84).   

The influence of present-day sex therapy philosophy on the ISAT model is evident in 

Hall’s views that not all porn use is inherently problematic (Hall, 2013), emphasis on the 

client’s “right to sexual expression” (Hall, 2013, p. 155), and warnings against “hetro-

normative” views of sexuality and intimacy (Laurel Centre, 2018a, Day 3). 

Strengths and weakness of the ISAT model 

The ISAT model possesses many unique strengths, most of which have already been 

covered. These include its biopsychosocial foundation, pluralistic approaches to treatment 

and consideration for recent changes in sex addiction aetiology. 

ISAT’s treatment framework also embraces a systemic approach while, nevertheless, 

acknowledging that the partner has traditionally been unfairly pathologised by designations 

such as “co-dependent” and “co-addict” (Hall, 2010, p. 223; Hall, 2013, pp. 70-73). Yet 

while ISAT teaches partner trauma, its training resources, such as the “Partners’ Cycle of 

Reaction” worksheet (Laurel Centre, 2018a) are clearly based more on a co-dependency 

model than a trauma model. Moreover, partners’ normal, trauma-based reactions are 

intimated to be hurting the addict’s recovery by shaming him (Hall, 2013), which, while 

taking system functioning into account, is hardly partner sensitive.  
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ISAT’s definition of sex addiction, with its requirement for signs of escalation (Laurel 

Centre, 2018a, Day 1), also disqualifies many potential clients from treatment under this 

model. This is unfortunate, because as Lewis explains, addiction includes “periods of rapid 

change, periods of coasting, and temporary remissions” (Lewis, 2015, p. 317). 

Finally, Hall’s emphasis on the technique of mindful masturbation in recovery (Hall, 

2015) has raised concern in some quarters due to its potential to serve as, what Carnes would 

call a “replacement addiction” (Carnes, 2005), as well as its potential lack of partner 

sensitivity. However, ISAT, perhaps due to its sex therapy influence, dismisses these 

concerns about masturbation, even when it is the client who has raised them (Laurel Centre, 

2018a, Day 1). This dismissal seems particularly short-sighted given recent research 

confirming compulsive masturbation (Carvalheira, Træen, Stulhofer, 2015; Porto, 2016), and 

unusual masturbatory practices (Bronner & Ben-Zion, 2014) as factors in sexual dysfunction. 

Moreover, SASH (2018) lists over 40 studies demonstrating a relationship between the more 

commonly researched porn/masturbation habits and lower sexual and relationship 

satisfaction.  

Thus, there are some areas where ISAT could consider conducting research to either 

support those tenets which differ from other SA treatment models, or provide direction for 

future development of its model. There are also some incongruences in the model, with 

regards to how the partner is viewed, which ISAT would do well to address. Nevertheless, 

this model has a number of strengths that make it likely to assist many struggling with SA.   

OCSB: sexology model 

While it was addictions theorists who first introduced a model for understanding and 

treating sex addiction, there are some, such as Douglas Braun-Harvey (2016), who contend 
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that it’s time to rethink sex addiction. Braun-Harvey’s sexology-based Out of Control Sexual 

Behavior (OCSB) model emphasises sexual health over sexual issues (Braun-Harvey, 2016).  

The model is particularly influenced by a social sexology perspective. Much mention 

is made of the social factors that are likely to be contributing to the client’s experience of 

distress around his sexual behaviours. Braun-Harvey has a great deal to say about society’s 

role in OCSB, stating the need to create socially liberated spaces to protect his male-only 

clientele from “America’s sexual illiteracy, misinformation, and sex-negative judgments” 

(Braun-Harvey, 2016, p. 219).  

Braun-Harvey defines OCSB as “a sexual health problem in which an individual's 

consensual sexual urges, thoughts, or behaviors feel out of control.” He places particular 

emphasis on the words “individual” and “feel” stating that OCSB is a very subjective and 

affective experience for the client (Braun-Harvey, 2016, p. 28). “Consensual” is another key 

word in this definition, with Braun-Harvey explaining that his “clinical emphasis on 

integration of erotic orientation within men’s sexual lives is one of the reasons why clients 

with nonconsensual sexual urges, thoughts, or behaviors are excluded from OCSB treatment” 

(Braun-Harvey, 2016, p. 29). In fact, one of the many issues Braun-Harvey has with the other 

models discussed is that practitioners regularly treat some forms of non-consensual sexual 

behaviours (Braun-Harvey, 2016).  

However, like most of the other models, OCSB does not focus on specific categories 

of sexual behaviour. Rather, the model looks to identify “behaviors that violate sexual health 

principles” (Braun-Harvey, 2016, p. 31). These principles, according to the OCSB model are: 

consent, non-exploitation, protection from STIs/pregnancy, honesty, shared values, mutual 

pleasure. Treatment outcomes are measured based on these criteria (Braun-Harvey, 2016). 
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Like Hall, Braun-Harvey (2016) emphasises the importance of taking a person-

centred approach to working with clients, and goes as far as to say that clinicians with an eye 

to sexual health can learn the skills to “enjoin in a collaborative process of change,” with the 

client (p. xix). Learning these skills does not require any particular clinical training: though 

his organisation, the Harvey Institute, does offer training around OCSB and sexual health. 

The importance of a comprehensive assessment process, including a sexual health 

assessment, is stressed in the OCSB model with an eye to identifying client vulnerabilities. 

From there a “Unique Clinical Picture” is constructed from which a treatment plan is created 

(Braun-Harvey, 2016, pp. 28-29). Once the client is in the contemplation or preparation stage 

of change, Braun-Harvey (2016) recommends conjoint individual and co-led group therapy 

(Braun-Harvey, 2016). With his stress on sexual health, rather than dysfunction, inpatient 

treatment is not part of the OCSB model. That said, Braun-Harvey recommends inpatient 

addiction treatment for those with acute alcohol and drug dependency issues or mental illness 

(Braun-Harvey, 2016) and he has even developed an OCSB curriculum for those in addiction 

recovery in collaboration with a San Diego-based residential facility.  

Strengths and weaknesses of the OCSB model 

The OCSB model challenges clinicians to be careful about assuming problematic 

sexual behaviour aetiology, arguing that clinicians should look at each client as presenting 

with a unique set of needs and values. His treatment methods are not as prescriptive as most 

of the models previously discussed, and thus have potential to safeguard client autonomy. 

Moreover, Braun-Harvey (2016) acknowledges that much of the research to-date on 

problematic sexual behaviour has come out of Western societies and may contain a cultural 

bias, a rather refreshing perspective and one that is lacking in some of the other models. 
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However, Braun-Harvey (2016) seems to miss that this same concern regarding bias 

applies to the definitions of “normative” sexuality and “sexual health” on which his model is 

based. In a day where Psychotherapy Networker (Dockett & Simon, 2017) is highlighting the 

differences in sexual health philosophies of therapeutic celebrity Esther Perel with 

researchers Sue Johnson and John and Julie Gottman, it is important to acknowledge that this 

is a topic which is up-for-debate, even within American culture.  

And while Braun-Harvey claims to be a proponent of person-centred approaches, 

critics have raised concerns about his dismissal of client distress (Lam & Berry, 2016), which 

he assumes to be, for the most part, externally motivated by those with a sex-negative 

viewpoint. If we assume shame is a factor in client distress, then Paula Hall, as if in answer to 

Braun-Harvey’s assumption, writes: 

Contrary to the belief of some clinicians, the shame experienced by sex addicts is 

frequently not from any ethical or anti-sex perspective. On the contrary, most of the 

clients I work with have no moral objection to watching pornography or visiting sex 

workers, their shame comes from prioritising these activities over and above their 

commitments to partners, children, friends, work, finances, health and career and 

personal development. (Hall, 2010, p. 225) 

Likewise, insisting that clients—the majority of whom Braun-Harvey admits have 

come to therapy to talk about their sexual “problems” (p. 130)—focus on sexual health with 

the goal of “integrating the man’s arousal patterns into his self-concept” (Braun-Harvey, 

2016, p. 28), does not hit some marks for person-centred counselling. 

And while Braun-Harvey does recommend taking a systemic viewpoint when trying 

to unearth the origin of the client’s sex-negative values, he admits that “for some partners, 
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OCSB treatment’s lack of a disease model is a significant source of distress” (Braun-Harvey, 

2016, p. 255). One counsellor who specialises in working with partners of sex addicts 

summarised this source of distress from sexology models saying:  

In my opinion the AASECT [American Association of Sexuality Educators, 

Counselors and Therapists] stance furthers gaslighting of partners, as viewing 

pornography and hypersexuality is normalized by their version of human sexuality 

(knowledge and review of literature)… [There is] casting blame on the traumatized 

partner for being a prude or not understanding the needs of their partner. I have heard 

from attendees of AASECT conferences how viewing pornography does not 

necessitate consent by both partners, rather if the consent is there it’s fine, otherwise 

the partner is simply providing self-care to satiate their sexual urges, behaviors, and 

thoughts as a personal sexual right. (McKellar, 2018, para 1) 

Thus, it seems that the more sexological-based models are the least partner-sensitive. 

However, much depends on the individual therapist. Perhaps the best way to avoid potential 

landmines that the “sexual health” debate opens is to acknowledge that there is no one way to 

look at the issue. As one sociologist reminds us, “All perspectives of sexuality are embedded 

in a cultural context” (Graham McMinn, 2004, p. 5). A modern American definition of sexual 

health which focuses on “personal sexual rights” comes from one cultural context and is not 

necessarily any more valid than definitions which might emphasise that “healthy sexuality 

requires both partners to value being an intimate sexual team” (McCarthy & Wald, 2012, p. 

310).   
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CPSB: multidisciplinary framework 

The recently introduced, “theory-neutral” Chronically Problematic Sexual Behavior 

(CPSB) framework (Herring, 2018), while not a fully developed model, looks to have 

potential to contribute significantly to the field. Rather than focusing on a client’s sense of 

their behaviour as out of control, Herring recommends accepting a sexual pattern as 

problematic if it: conflicts with a person’s commitments, values, or self-control; or results in 

negative consequences; or lacks fundamental sexual responsibility (Herring, 2018).  These 

categories combine the client’s subjective perspective with objective and principled 

perspectives (Herring, 2018).  

Herring acknowledges that the aetiology of such patterns of behaviour may be many 

and varied—including addiction, mental illness, trauma re-enactment, a deficit in a person’s 

reflective abilities, cultural influence—and treatment should rely on models that address the 

issues that underlie the patterns (Herring, 2018).  

One of the many strengths of Herring’s model is that it would allow therapists to 

validate the concerns of a broad spectrum of clients struggling with patterns of behaviours 

(their own or other’s)—including anything from fantasising to offending—and which do not 

necessarily feel out of control, have negative consequences or appear to be escalating. 

Treatment could still be ethically undertaken, because a range of models and interventions 

from various fields could be drawn upon. 

Conclusion 

Sixteen years ago Patrick Carnes lamented that the “assessment and treatment of 

sexual addiction… are still being challenged on the grounds of their overlap with other fields 

such as sexology, psychiatry, addiction medicine, and the criminal justice system” (Carnes & 
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Adams, 2002, p. 6). This statement is just as true today, with each of these fields justifiably 

wanting a say in the issue.  

And while a mixed addictions model still dominates SA treatment, there are other 

contenders—including sexology, couple’s therapy, multidisciplinary counselling and 

developmental neuropsychology—beginning to contribute to the field.  

One point the author noted as she studied the various SA models was how much they 

had in common when it came to counselling, and otherwise treating, those with the problem. 

Moreover, their weaknesses, while exaggerated in a couple of the newer models, also seemed 

to be shared, to a degree: some disregard for the client’s perspective and autonomy, at least 

some reliance on an increasingly disputed and highly American medical viewpoint, and 

failure to show cultural and partner sensitivity. Many of these models, in their desire to create 

an understanding of the problem that would be acceptable within a medical model, have 

ended up excluding many whom they might otherwise help.  

Thus, the author hopes to see further research conducted on the broad-spectrum CPSB 

framework. Moreover, the field would benefit from researching the outcomes obtained from 

combining traditional addictions counselling approaches (directive, prescriptive, 

psychoeducational) with person-centred and partner-sensitive approaches. Finally, research 

which examines how “learning the skills of intimacy” (Kaplan & Kreuger, 2010, p. 191)—as 

mentioned in three of the current models, as well as the Multidimenstional Partner Trauma 

(APSATS, 2012) framework—affects client outcomes would likely be worth pursuing. 

Finally, the author hopes to see a modern sex addiction treatment model developed 

from a distinctly Christian perspective. Such a model could be helpful to those working from 

a Christian or faith-based worldview who serve a clientele who share his or her faith 



 27 

 

perspective. That said, some of the frameworks presented—IITAP and ISAT—offer training 

or materials specifically for Christian therapists or Christians struggling with sex addiction. It 

is important to note, however, that while Christians are likely to have more agreement on 

issues such as “normative” or “healthy” sexuality than secular practitioners, there are still 

disagreements, and this will likely continue to be an issue in the future. One of the key 

reasons we increasingly see Christian practitioners moving towards the sexology “anything 

goes” definition of healthy sexuality is well summed up by recovered porn addict and former 

pastor, Marcus Warner who, along with psychologist Jim Wilder (2018), writes: 

It is the inability to find effective means of change that has led our culture to make 

tolerance its highest value. To improve the tolerance alcoholics received and give 

them a chance to start again, alcoholism was reframed as a disease…. Tolerance as it 

is being used in our culture and our churches, however, is more like giving up on the 

possibility of change…. Tolerance is much more hopeless than mercy. Mercy gives 

people who have failed another chance by providing something they did not have 

before” (Warner & Wilder, 2018, pp 55-59). 

Warner and Wilder go on to propose that we in the church can help people find 

freedom and healing from addiction as we lead them toward a vibrant attachment relationship 

with God and other Christians, because it is attachment love that transforms character.  

Once again, the author hopes that this hypothesis will be explored and researched in 

the future.  
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