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Abstract
Compulsive sexual behaviour (CSB) in women remains woefully understudied, despite emerging
evidence that up to 30% of individuals struggling with CSB are female. Thus, in this thesis, I
investigated some psychological correlates and mechanisms related to CSB in women using
cross-sectional data from the International Sex Survey (N = 20,000 women). Specifically, I
examined associations between CSB and aspects of sexual wellbeing, including sexual function,
desire, distress, and sexual and relationship satisfaction, as well as the role of sensation-seeking
and mood symptoms (depression and anxiety). Notable proportions of the sample reported sexual
dysfunction (16.4%), sexual distress (20.8%), anxiety (23%), and depression (21.9%), with 2.2%
meeting the clinical threshold for compulsive sexual behaviour disorder (CSBD). Twelve percent
of women meeting criteria for depression also reported high sexual desire. Women at risk of
CSB reported poorer sexual function; higher sexual desire, sexual distress, sensation-seeking,
depression, and anxiety; and lower sexual and relationship satisfaction than women not at risk.
Confirming previous research, CSB showed significant, moderate, and robust positive
associations with both depression and anxiety. However, for women, sexual desire predicted
CSBD symptoms at all levels of depression, not anxiety. Relatedly, high sexual desire accounted
for a small portion of the association between depression and CSB. Sensation-seeking and sexual
distress strengthened the link between desire and CSB, and relationship satisfaction attenuated it,
but these factors did not alter the indirect effect of depression on CSB. My results highlight a
constellation of factors—depression, elevated sexual desire, distress, sensation-seeking, and
relationship dissatisfaction—which might contribute to CSB and interfere with women’s sexual
wellbeing. These findings may inform the development of treatment protocols and underscore
the need for more nuanced, gender-inclusive conceptualizations of CSB. Further research is

needed to clarify the directionality of associations and causal mechanisms specific to women.
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Chapter 1: Introduction

Physical, emotional, mental, and social wellbeing are all impacted by sexuality, which is
a crucial aspect of general health (Mitchell et al., 2021). Likewise, sexual wellbeing, as defined
by the World Health Organization (WHO), is a human right; it encompasses safe, positive, and
enjoyable sexual experiences as well as aspects of sexual function such as desire and arousal
(Mitchell et al., 2021). In contrast, female sexual dysfunction (FSD) is characterized by
persistent issues with sexual desire, arousal, orgasm, or pain accompanied by clinically
significant personal distress (American Psychiatric Association [APA], 2022). Such difficulties
in sexual functioning have been well-researched in recent years as they greatly affect women’s
quality of life (Khajehei et al., 2015; McCabe et al., 2016). However, FSD focuses exclusively
on a lack of desire or an inability to be aroused rather than an excess of desire or sexual activity.
And yet, dysregulation of sexual desire—whether non-normatively low or high—has the
potential to be maladadaptive and distressing. Although excessive or compulsive sexual
behaviour (CSB) appears to be more problematic for men and gender-diverse individuals than
women (Boéthe et al., 2024; Kowaleska, 2020), this gender gap has been steadily decreasing
(Béthe et al., 2018, 2024). In fact, CSB places an arguably greater burden on women’s physical
and mental health as it is associated with adverse outcomes such as unwanted pregnancy and
sexually transmitted infections, increased substance use, social isolation, failed relationships, and
lower life satisfaction (Graham et al., 2016; Katehakis, 2018; Kiirbitz & Briken, 2021; Walton et
al., 2017). Furthermore, women who exhibit CSB may be more likely than men to experience
negative consequences due to the sexual double standard (i.e., difference in sexual
permissiveness between genders; Endendijk et al., 2019) but are less likely to seek help (Kiirbitz
& Briken, 2021). Consequently, scholars in this area have identified a pressing need for more

research on women in particular (Kowaleska et al., 2024). With the aim of adding to the limited



literature on this understudied phenomenon, in this thesis I examined important sexual and
mental health correlates of sexual compulsivity in women using a sizable, multi-country,
community sample.

Defining Compulsive Sexual Behaviour (CSB)

The validity of categorizing CSB—also known as sex addiction, hypersexuality,
problematic sexual behaviour, or out-of-control sexual behaviour (OCSB)—as a disorder has
been hotly debated in recent years (Kingston, 2018; Kraus et al., 2016; Winters et al., 2010).
CSB involves persistent and intense sexual thoughts, urges, or actions that cause personal
distress or interfere with daily functioning, and is generally categorized as either paraphilic or
nonparaphilic (Derbyshire & Grant, 2015). Paraphilic behaviours involve socially unacceptable
or non-consensual acts (e.g., exhibitionism, pedophilia), whereas nonparaphilic CSB includes
compulsive masturbation, excessive pornography use and cybersex, frequenting sex workers
and/or strip clubs, anonymous sex, having multiple sexual partners, and/or preoccupation with
romantic partners (Derbyshire & Grant, 2015; Kaplan & Krueger, 2010). A recent study on CSB
found that six behaviours were routinely endorsed by participants: masturbation, pornography
use, repeated sex with a partner, using apps or cruising to find sexual partners, and frequent
casual sex encounters (Grubbs et al., 2024).

The concept of “sexual addiction” was popularized by Patrick Carnes in the early 1980s
and based entirely on anecdotal observations (Grubbs et al., 2020a). Over the last 25 years,
however, particularly with the advent of the internet, researchers have increasingly focused on
sexual behaviours characterized as addictive, compulsive, impulsive, or difficult to control
(Grubbs et al., 2020a). Yet, efforts to classify CSB as a disorder have been hindered by several
factors, most notably a lack of convincing empirical support (Sassover & Weinstein, 2022). A

separate, but related, ongoing debate pertains to whether CSB qualifies as a behavioural



addiction—some researchers support this classification (Levi et al., 2020; Potenza et al., 2017),
whereas others reject it outright (Prause et al., 2016). Related nosological issues include the
absence of a clear definition of what constitutes “normal” sexual behaviour, as well as the
tendency to pathologize sexual expression outside traditional relationship structures (e.g., casual
sex with multiple partners; Winters, 2010). Ongoing difficulties with conceptualization and
classification have interfered with proper diagnosis, treatment, and research in this area, despite
clinicians reporting that they often encounter CSB in their patients (Briken et al., 2007).
Although disorders of low sexual desire (e.g., Female Sexual Interest/Arousal Disorder,
Male Hypoactive Sexual Desire Disorder) have long been included in the Diagnostic and
Statistical Manual of Mental Disorders (DSM-5-TR; APA, 2022), renewed scientific interest in
excessive sexual behaviour did not result in diagnostic consensus until quite recently. For
instance, Hypersexual Disorder was proposed for inclusion in the DSM-5 by Kafka (2010) but
ultimately excluded (Grubbs et al., 2020a). After much debate, compulsive sexual behaviour
disorder (CSBD) was added to the International Classification of Diseases (ICD-11) under the
rubric of impulse control disorders (WHO, 2019). CSBD! is defined as a persistent failure to
control intense sexual impulses, urges, or behaviours over a period of six months or more,
causing marked distress or impairment in functioning (Kraus et al., 2018). The ICD-11 further
characterizes this disorder as a pattern of repetitive sexual activities becoming the dominant
focus in a person’s life—interfering with health, self-care, responsibilities, or other interests;
repeated failed attempts to substantially curb these behaviours; and, ongoing engagement in such

behaviour despite negative consequences or limited personal satisfaction (WHO, 2019).

! To clarify terminology, CSB is used throughout this manuscript to refer to the broader construct of compulsive
sexual behaviour, whereas CSBD refers specifically to compulsive sexual behaviour disorder. The latter denotes the
diagnostic entity in the ICD-11 and reflects sexual compulsivity as a clinical disorder with defined symptoms
(assessed here using the CSBD-19), rather than compulsive sexual behaviour more generally.
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CSBD can be expressed through various activities, such as partnered sex, frequent
masturbation, excessive consumption of pornography, engagement in cybersex, phone sex, and
other recurrent sexual behaviours (WHO, 2019). Concerns about overpathologizing sexual
behaviours are explicitly addressed in the diagnostic guidelines—caution should be exercised in
diagnosing individuals who self-identify as having the disorder, as this appraisal can be due to
internal or societal judgment (Kraus et al., 2018). Most important, CSBD should not be
diagnosed in individuals with high sexual drive who maintain control over their behaviour and
experience no significant distress or functional impairment. The diagnosis is also inappropriate
for typical adolescent behaviours (e.g., frequent masturbation) or for temporary increases in
sexual activity due to situational context, such as relocation or changes in relationship status. An
expert panel was recently convened by the International Society for Sexual Medicine (ISSM) to
review the state of CSB as a clinical phenomenon. The panel emphasized its deleterious effects
on sexual health and wellbeing, further stressing that—given its current prevalence—CSB
represents a significant public health concern (Briken et al., 2024). Whether the mechanisms
underlying CSB are impulsive, compulsive, or addictive (Bancroft & Vukadinovic, 2004),
however, is still under active scientific discussion.

Gender Differences in CSB

Due to these longstanding issues with conceptualization and classification, research on
sexual compulsivity is still relatively nascent, and studies have been primarily conducted on men
(Grubbs et al., 2020a; Kowaleska et al., 2020). Gender norms have influenced which aspects of
female sexual dysfunction receive the most attention, resulting in an overemphasis on conditions
such as low desire and pain among women (Kiirbitz & Briken, 2021). These gender differences
are so striking, in fact, that women are overrepresented in disorders of low desire, whereas men

are more commonly linked to ones involving elevated sexual drive (Dawson & Chivers, 2014;



Klein & Kaplan, 2021). As a result, research to date on high sexual desire and sexual
compulsivity in women is limited (Kowaleska et al., 2024). This gap illustrates a broader
androcentric bias within sex research (Klein et al., 2021), shaped by gender stereotypes that men
have innately higher or uncontrollable sex drives (Conley et al., 2011; Klein & Kaplan, 2021).
Such bias is grounded in longstanding cultural double standards, wherein men’s excessive sexual
behaviour (e.g., protracted promiscuity, compulsive masturbation) was often normalized,
whereas women’s sexual expression was constrained and pathologized (Klein & Kaplan, 2021;
Schultz et al., 2014). Due to these pervasive cultural expectations, men may engage in but also
report excessive sexual behaviour more frequently (Kiirbitz & Briken, 2021). Thus, the majority
of individuals exhibiting sexual compulsivity have been male-identified (Kowaleska et al.,
2020); with a reported ratio of 5:1 men to women (roughly 80—90% men), CSB has typically
been regarded as a male? affliction (Cherkasskaya & Rosario, 2019; Kaplan & Krueger, 2010).
However, gender differences in CSB may be much smaller than previously thought
(Bdthe et al., 2018; Bothe et al., 2023; Grubbs et al., 2020a). Previous epidemiological estimates
of CSB have ranged from 3-6% in adults, 5-10% of which were women (Kraus et al., 2018).
More recently, studies in the U.S. and Europe have reported that a higher proportion of the
population struggles with distressing sexual behaviours—7% of women and 10% of men in the
U.S., and 3% of women and 5% of men in Germany and Hungary (Briken et al., 2022;
Dickenson et al., 2018). Other recent studies indicate that women comprise up to 30% of people

affected by CSB and problematic pornography use (PPU) in community samples (Castro-Calvo

21t is important to note here that I am referring to gender (i.e., a cultural construction for a person’s gender
presentation and/or expression, and the social categories of man, woman, nonbinary, trans, etc.) versus
biological/assigned sex (e.g., male, female, or intersex). Research on CSB in gender-nonconforming individuals is
even more sparse, despite the fact that many studies in this area have focused on gay men (Grubbs et al., 2020a),
who are not all cisgender. Thus, for the purpose of this paper, I will be referring mainly to research conducted on
individuals who identify as women or men. In fact, preliminary evidence indicates that gender-diverse individuals
may be at even higher risk of CSB (Béthe et al., 2024), but that is beyond the scope of this study.
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et al., 2020; Kiirbitz & Briken, 2021), with one study finding that 41% of individuals meeting
screening criteria for CSB were women (Dickenson et al., 2018). Similarly, the largest survey
conducted on CSB to date found that women were about a third as likely as men to be at risk
(Béthe et al., 2023). Over time, gender differences in CSB symptoms and behaviours have
increasingly been found to be small or negligible (Marchetti, 2013; Werner et al., 2018).

Yet, despite the fact that a substantial proportion of women often report out-of-control
sexual behaviours, they account for only about 5% of people seeking outpatient treatment for
CSB (Kowaleska et al., 2020). A recent study in a Polish sample of women found that
approximately 70% had not sought treatment despite scoring above clinical cutoffs for CSB
(Kowaleska et al., 2022). Factors influencing women’s underutilization of treatment include
internalization of the sexual double standard—where high sexual desire is framed as normative
for men but deviant for women (Baumeister & Twenge, 2002; van Anders et al., 2022)—and the
subsequent likelihood of being stigmatized or pathologized (Klein & Kaplan, 2021; Kowaleska
et al., 2022). Paradoxically, women are seen as less likely to engage in problematic sexual
behaviour yet judged more harshly when they do, which may discourage them from seeking help
(Ferree, 2019). Moreover, because women are often perceived as the “more emotional” gender,
sexual compulsivity in women is frequently interpreted as a symptom of bipolar disorder or
borderline personality disorder (Dickenson et al., 2018), attributed to trauma, or reframed as
“love addiction” (Ferree, 2001; Kuzma & Black, 2008). Such gendered notions about female
sexuality have contributed to women’s sexual compulsivity being overlooked, minimized, or
misdiagnosed.

Beyond clinician bias, current diagnostic tools may not adequately capture CSB in
women (Kowaleska et al., 2024). Notably, the diagnostic criteria for CSBD in the ICD-11 were

developed entirely from male clinical and forensic samples (Kowaleska et al., 2020). Yet some



recent research has reported measurement invariance with respect to gender on scales assessing
hypersexuality and CSB (Béthe et al., 2018; Kods et al., 2021). Still, owing to the limited
research on women specifically and their low rates of treatment-seeking, the clinical presentation
of CSB in women is poorly understood, preventing accurate diagnosis and effective intervention
(Klein & Kaplan, 2021; Kiirbitz & Briken, 2021). Thus, the need to examine the correlates of
sexual compulsivity in women, as well as the etiological pathways through which problematic
sexual desire and behaviour emerge, is substantive.
CSB and Sexual Wellbeing in Women
Sexual Function and CSB

According to Mitchell et al. (2021), sexual wellbeing includes good sexual function along
with comfort with one’s own sexuality, the experience of sexual pleasure, sexual self-esteem
and/or agency, and an absence of shame. Having the capacity to experience sexual desire,
physiological sexual arousal (such as clitoral erections and self-lubrication), orgasm, and a lack
of sexual pain are all indicators of good sexual function. Conversely, sexual dysfunction in
women encompasses problems with sexual desire and arousal, orgasmic dysfunction, and sexual
pain (Basson, 2008; Khajehei et al., 2015). Although FSD has been extensively researched
(especially low sexual desire, which affects up to 30% of women worldwide; Mitchell et al.,
2013), few studies have examined whether women with high sexual desire or CSB also
experience sexual difficulties. In particular, as noted by Stulhofer et al. (2016a), little is known
about hypersexual women’s sexual functioning, sexual desire, sexual distress, and the quality of
their intimate relationships.

High sexual desire and frequent sexual activity is not inherently problematic for women,;
in fact, high desire women have better sexual function and higher levels of sexual satisfaction

and wellbeing (Stulhofer et al., 2016a). Interestingly, higher levels of sexual sensation-seeking—



a trait commonly linked to CSB—have also been associated with better sexual functioning in
women (Burri, 2017). Sexual dysfunction also appears to be more common in hypersexual men
than women (Glica et al., 2023), although sexual dysfunction has been associated with CSB in
both genders (Castellini et al., 2018). The sparse research to date on women has been mixed; that
is, the relationship between CSB and sexual function in women is not well understood. Some
studies have found that CSB women have better sexual function (i.e., are more orgasmic and
experience less sexual pain; Glica et al., 2023), whereas others have found the opposite (Burri,
2017; Cherkasskaya & Rosario, 2019; Khayer et al., 2024)—particularly in comparison to high
desire women without CSB (Stulhofer et al., 2016a).

These mixed findings may reflect several contributing factors, one of which is societal
judgment and shame. Individuals with non-normative levels of desire—whether low or high—
experience similar societal shaming, harassment, pathologization, and relational distress
(Rothmiiller, 2024). However, because low sexual desire is seen as normative for women
(Cherkasskaya & Rosario, 2019), women with high desire may be seen as violating gender
norms and judged more harshly (Baumeister & Twenge, 2002; Calogero & Siegel, 2019). In fact,
many highly sexual women experience shame as inherent to their sexual experiences; they are
often “slut-shamed” and stigmatized for their behaviour (Graziani & Chivers, 2024). Yet even in
the absence of internalized shame, following the addiction model of wanting versus liking
(Toates, 2022), women who engage in sexually compulsive behaviour may appear sexually
functional (e.g., able to orgasm) but still experience diminished sexual satisfaction. That is, the
orgasms they experience may be less satisfying or diminish in reward value over time. Likewise,
orgasm does not always resolve sexual arousal or desire. For instance, individuals with Persistent

Genital Arousal Disorder (PGAD) experience ongoing, unwanted genital arousal that can persist



for hours or even days, which is generally not alleviated by orgasm (or only temporarily;
Leiblum & Chivers, 2007).

Evidence on sexual function and CSB in women may also be mixed because certain
aspects of sexual compulsivity differentially affect sexual health. The Compulsive Sexual
Behavior Disorder Scale (CSBD-19; Béthe et al., 2020) includes five core dimensions aligned
with the ICD-11 criteria: difficulties regulating sexual behaviour (control), preoccupation with
sexual activities (salience), repeated failed attempts to reduce the behaviour (relapse), diminished
satisfaction from sexual experiences (dissatisfaction), and clinically significant distress or
functional impairment (negative consequences). In two studies on CSBD and sexual health in
men and women, domains of salience and relapse were linked to enhanced sexual function (i.e.,
stronger sex drive, easier sexual arousal, better lubrication/erections, easier and more satisfying
orgasms), whereas negative consequences and dissatisfaction were associated with diminished
functioning (i.e., weaker sex drive, difficulties in sexual arousal, worse erections/lubrication, less
ability to reach orgasm, and less satisfying orgasms; Glica et al., 2023). Thus, greater attention to
and repeated engagement in sexual activity may be associated with greater sexual function,
whereas sexual dissatisfaction, distress, and shame may interfere with it. Although this
phenomenon may not be gendered, hypersexual women’s greater experience of sexual shame
could present a more significant barrier to their sexual satisfaction and functioning.
Consequently, sexual functioning among women with CSB presents a complex clinical picture
that merits further investigation.

Sexual Desire and CSB

Apart from the physiological aspects of sexual functioning, such as lubrication and

erections, sexual functioning also includes an appetitive or motivational dimension—namely,

sexual desire (commonly referred to as sex drive or libido). Sexual desire is generally defined as



the motivation to engage in sexual activity and/or achieve sexual gratification, with or without
partners (Dawson & Chivers; Holloway & Wylie, 2015). In addition, sexual desire can take
many different forms, such as solitary or dyadic (i.e., alone or for another person; Dawson &
Chivers, 2014) and spontaneous versus responsive (i.e., arising in absence of sexual cues or in
response to them; Basson, 2001). Further, it can be experienced or measured either as a transient
state or as a more enduring trait (Dawson & Chivers, 2014). Although sexual desire may
motivate sexual behaviour, this relationship is not always straightforward. Relying on behaviour
as a stand-in for desire can misrepresent actual levels of desire, which may differ by gender. For
example, individuals may feel desire without acting on it, such as when a partner is unavailable
or the timing is unsuitable; this disconnect between desire and behaviour appears to be especially
common among women (Dawson & Chivers, 2014). Similarly, women sometimes have different
motivations underlying sexual behaviour—such as the need to feel desired (Meana, 2010) or
enhance emotional closeness (Brotto et al., 2009)—rather than sexual desire per se. Further,
sexual activity can occur for reasons entirely unrelated to desire, such as relationship
maintenance, alleviating stress, enhancing self-esteem, or gaining resources (Dawson & Chivers,
2014). As such, gender comparisons based solely on sexual activity may over or underreport
women’s desire.

A high level of sexual desire or drive is considered to be an essential characteristic of
CSB in men (gtulhofer et al., 2016b; Winters et al., 2010), but it is unclear whether this is the
case for women. Although women tend to report lower sex drive on average (Baumeister et al.,
2001; Frankenbach et al., 2022), these apparent gender differences most likely reflect
sociocultural influences rather than innate biological disparities (Conley et al., 2011). Dawson
and Chivers (2014) further suggest that sexual desire and motivation emerges similarly across

genders and that any observed differences have more to do with gender norms, issues of
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measurement, and biased reporting (also see Fisher, 2013) rather than reflecting innate
differences. Preliminary data from female samples (Khayer et al., 2024) suggests that elevated
sexual desire and drive may similarly characterize sexually compulsive women; highly sexual
women also report greater sexual desire and engage in more frequent sexual activity
(Cherkasskaya & Rosario, 2019). This distinction is important, as some evidence indicates that
difficulties in controlling sexual behaviour may be more closely linked to heightened sexual
desire and arousal rather than compulsivity (Moholy et al., 2015). By the same token, some
scientists have argued that CSB may be better conceptualized as a normophilic high sex drive
that is challenging to manage and/or causes significant distress versus an addiction per se
(Prause, 2017; Winters et al., 2010).

Closely tied to the constructs of solitary and dyadic sexual desire, ongoing research
continues to explore whether individuals with CSB exhibit gender-based differences in their
preference for partnered versus solitary sexual outlets. In numerous studies, regardless of sexual
orientation, men are more likely to engage in PPU and cybersex over partnered sexual behaviour
(Grubbs et al., 2024; Kurbitz & Briken, 2021). Conversely, women with CSB may be more
motivated by relational behaviours than anonymous or solitary ones. For instance, hypersexual
women often report promiscuity and extradyadic affairs (Briken et al., 2007; Ferree, 2019; Klein
et al., 2014; Stupiansky et al., 2009), indicating a possible preference for novel or emotionally
charged interpersonal encounters. Some studies similarly indicate that women pursue multiple or
simultaneous partners rather than solitary sexual activities such as masturbation or pornography
use (Ferree, 2019; Kuzma & Black, 2008; McKeague, 2014), although conflicting findings exist
(Klein et al., 2014). This potential gender difference has interesting implications with regard to
sexual wellbeing and treatment—one study found frequent intercourse (i.e., partnered sex) was

generally linked to favourable outcomes, whereas higher levels of masturbation and impersonal
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sexual activity were more often associated with negative outcomes (Langstrom & Hanson,
2006). Still, not enough research has been conducted on CSB in women to conclude whether
they prefer dyadic or solitary sexual behaviours as outlets, and whether this preference is
reflected in their preferred object of sexual desire (e.g., known partners versus attractive others).
Sexual Distress and CSB

Sexual distress involves feelings of unhappiness, stress, frustration, worry, anger, guilt,
and embarrassment around one’s sex life (Shifren et al., 2008). Sexually-related personal distress
was included as a diagnostic criterion for FSD to reflect its centrality to quality of life (Derogatis
et al., 2002), in addition to distinguishing individuals who do not view their sexual issues as
problematic (Derogatis et al., 2008). For example, individuals who identify as asexual often
experience minimal or absent sexual desire without accompanying distress (Brotto & Yule,
2017). Further, psychological distress and sexual functioning have a bidirectional relationship;
that is, individuals experiencing sexual difficulties are more likely to report sexual distress, and
people with mood disturbances tend to be more prone to sexual concerns (Lin et al., 2024).
Although ample research exists on sexual distress in women with low desire (Stephenson &
Meston, 2012), very little research to date has examined whether women who engage in CSB
experience distress related to their high desire. In one recent study, distress was associated with
sexual compulsivity in men but not women (Kiirbitz et al., 2022). In another study, 8.6% of
participants in the U.S.—7.0% of women and 10.3% of men—reported significant distress or
functional impairment related to challenges in managing sexual thoughts, urges, or behaviours
(Dickenson et al., 2018). However, distress does not always accompany non-normative levels of
low or high desire. Shifren et al. (2008) reported that although approximately 40% of U.S.
women experienced sexual problems and 22% reported sexual distress, only 12% met the criteria

for both a sexual difficulty and associated distress.

12



In a similar vein, distress around self-diagnosed CSB may have more to do with
moralistic attitudes or lack of perceived self-control rather than an actual excess of sexual
activity and desire (Carvalho et al., 2015; Montgomery-Graham, 2017). Likewise, self-identified
sex or pornography addiction often occurs in individuals with highly conservative or religious
beliefs where sexuality is associated with taboo or shame (Grubbs et al., 2020b). In addition, as
previously noted, the very experience of sexual desire in women has historically been
pathologized—characterized as either deficient (e.g., “frigidity”) or excessive (e.g.,
“nymphomania”; Stulhofer et al., 2016a)—making it even more fraught. Consequently, women
with elevated levels of desire may internalize these gender norms, leading to increased distress,
shame, and self-stigmatization (Stulhofer et al., 2016a).

CSB and Sexual/Relationship Satisfaction

Similarly, little is known about how hypersexuality in women relates to sexual and
relational wellbeing. Interestingly, women labeled with sexual “dysfunction” do not necessarily
show inherent deficits in sexual response. FSD can also be linked to situational factors, as
women sometimes identify relationship conflict as central to their sexual difficulties (Basson,
2008). Therefore, addressing women’s sexual concerns requires a thorough understanding of
their relational context and dynamics (Basson, 2008). Yet studies on hypersexual women’s
sexual and relationship satisfaction are also scant. The perceived balance of benefits and costs in
a sexual relationship, how these experiences compare to individual expectations, and the fairness
of this balance between partners are all included in the Interpersonal Exchange Model of Sexual
Satisfaction (IEMSS; Lawrence & Byers, 1995; Paquette et al., 2025). Relatedly, positive
feelings and favourable views toward a partner who is perceived as meeting one’s needs are
indicative of relationship satisfaction (Biihler et al., 2021). Although CSB appears to be more

common among single rather than partnered women (Kowaleska, 2022; Vaillancourt-Morel et
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al., 2016; Vaillancourt-Morel et al., 2025), women with CSB in relationships often experience
worse sexual and relationship satisfaction (Khayer et al., 2024; Klein & Kaplan, 2021; Mark et
al., 2011; Stulhofer et al., 2008) and compromised relational intimacy (B6the et al., 2021b).
Sexual frustration or a lack of sexual outlets is also associated with CSB, particularly when
coupled with the sexual dissatisfaction often reported in long-term relationships (Winters et al.,
2010). However, the directionality of these associations is unclear—that is, is sexual and
relationship dissatisfaction an outcome or predictor of sexual compulsivity? These core aspects
of sexual and relational wellbeing—sexual function, desire, distress, and satisfaction—are
essential to examine for understanding the correlates and consequences of CSB in a more
gender-inclusive manner.
Mood and CSB in Women
The Link Between Depression and CSB

Shifting from proximal correlates to more foundational causes, a number of individual
differences in personality, mental health, and developmental history are associated with CSB,
regardless of gender or sexual orientation. Factors identified to date include childhood sexual
abuse (CSA), insecure attachment, parental neglect, and other forms of trauma, as well as traits
such as sensation-seeking or sexual excitation, emotional dysregulation, and affective disorders
like depression and anxiety (Klein & Kaplan, 2021; Kowalewska et al., 2020; Kurbitz & Briken,
2021; Slavin et al., 2020b; Vaillancourt-Morel et al., 2025). Certain associated variables show
distinct gender differences, such as the experience of sexual trauma and CSA, which tend to
affect women more on average (Scoglio et al., 2025; Vaillancourt-Morel et al., 2025). There are
yet more complicated associations via intermediary factors. For example, Fontanesi et al. (2021)
found that the etiological pathway between trauma and hypersexuality was mediated by

depression, shame, and guilt. Reis et al. (2023) similarly found that depression mediated the link
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between CSA and CSB in men. However, evidence on whether these various mechanisms
differentially affect individuals across genders is still mixed; for example, some researchers have
found CSA to be more implicated in CSB among men (Slavin et al., 2020a).

Among these individual vulnerabilities, mood dysregulation—particularly depression and
anxiety—has a particularly salient link with CSB. People with hypersexual tendencies display
heightened sensitivity to negative emotions and may use sexual behaviour as a means of soothing
or escaping these affective states (Kingston, 2018; Rahm-Knigge et al., 2023). Indeed, one of the
most prominent correlates of CSB is depressed mood, with numerous studies reporting high rates
of comorbid depression among individuals exhibiting CSB (Bancroft et al., 2003a, 2003b;
Bittoni & Kiesner, 2022; Brem et al., 2017; Ciocca et al., 2021, 2022; Castro-Calvo et al., 2020;
Fontanesi et al., 2021; Hegbe et al., 2021; Nair et al., 2013; Scanavino et al., 2018; Storholm et
al., 2016), or indicating that depressive symptoms can intensify CSB presentations (Reis et al.,
2023; Shivakumar et al., 2024). A large meta-analysis found a moderate, positive relationship
between hypersexual behaviour and depression, regardless of gender (Schultz et al., 2014), and
individuals at risk of CSB in a large community sample were more likely to have received
treatment for depression (Briken et al., 2022).

Furthermore, the relationship between mood and sexual behaviour is complex. This
association may be understood in part by the dual control model of sexual response, which posits
individual differences in excitation and inhibition of sexual response (Schultz et al., 2014;
Toates, 2022). Although most people with depression experience a decline in sexual interest and
desire, for a small subset of people the opposite is true (Bancroft et al., 2003a, 2003b; Bancroft
& Vukadinovic, 2004; Bittoni & Kiesner, 2022). For instance, a majority of men report declines
in sexual desire during episodes of depression or anxiety, while a smaller proportion—

approximately 15% to 25%—experience heightened sexual drive (Levi et al., 2020). And
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although this phenomenon has been found in men of all sexual orientations, it may be somewhat
more pronounced in gay men (Bancroft et al., 2003a, 2003b). Similarly, Lykins et al. (2006)
found that although just over half of women reported diminished sexual desire during episodes of
depression, around 10% experienced an increase. Yet a greater proportion of men seem to
experience increased desire when depressed than women (for whom depression more often
results in decreased desire). This effect appears to be stronger among heterosexual men in
particular (Bancroft et al., 2003b; Janssen et al., 2012). Depressed mood is also more likely to
result in excessive sexual behaviour in individuals with a propensity towards sensation-seeking
and sexual excitation (Schultz et al., 2014), a phenomenon that has been more firmly established
in men. Further, increased sensitivity to sexual rewards may be present in people struggling with
depression and/or mania (Prause, 2019). Yet again, this relationship is not conclusive—at least
one study on men who have sex with men indicated that negative mood doesn’t adversely affect
arousal (Janssen et al., 2020). Still, such paradoxical effects of mood disturbances on sexual
desire appear to be more robust in men than in women (Bittoni & Kiesner, 2022).

Moreover, there is mounting evidence that CSB may represent an attempt to self-soothe
or regulate dysphoric mood states, in order to achieve a sort of emotional homeostasis (Carvalho
et al., 2014; Garofalo et al., 2015; Gola et al., 2020; Katehakis, 2018; Lew-Starowicz et al.,
2020; Toates, 2022). Difficulties in regulating, identifying, and accepting emotions have also
been associated with CSB (Rahm-Knigge et al., 2023). Certain individuals appear to cope with
their depression via sexual fantasies, urges and behaviours that temporarily relieve their distress
(e.g., by focusing on pleasurable arousal and releasing tension through orgasm), just as some
people become addicted to substances because of their ability to modulate negative affect
(Schultz et al., 2014). Paradoxically, the concomitant shame and guilt ultimately increase

distress, prompting further attempts to self-soothe—thereby perpetuating a vicious cycle. This
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phenomenon may alternately be characterized as emotional or experiential avoidance, that is, a
tendency to escape one’s own internal aversive states (Brem et al., 2017). According to
Shivakumar et al. (2024), negative mood may trigger sexual compulsivity for a number of
reasons. Increased sexual activity may fulfill emotional or connection needs, temporarily assuage
loneliness or low self-worth, distract from distressing thoughts or feelings, or help to release
negative emotions. In fact, this relationship between attempted emotional regulation and CSB is
so robust that the definition for the proposed Hypersexual Disorder in the DSM-5 included
“repetitive engagement in sexual fantasies, urges, or behaviours in response to dysphoric mood
state or stressful life events” (Garofalo et al., 2015, p. 5). The ICD-11 guidelines for CSBD
likewise acknowledge that people often use sexual activity to cope with negative emotions (e.g.,
anxiety, depression, boredom, loneliness; WHO, 2019).

Germane to this discussion is the well-established finding that women experience
depression at approximately twice the rate of men (Girgus & Yang, 2015). Some preliminary
research has found higher rates of concurrent depression among female versus male sex addicts
(McKeague, 2014; Reid et al., 2012b). Likewise, more recent studies suggest that severe
depression and anxiety may play a greater role in CSB among women (Kowaleska et al., 2024),
although some report that this link is greater in men (Levi et al., 2020). In fact, stress
vulnerability and negative emotionality may be more strongly implicated in the expression of
CSB in women than in men (Kiirbitz & Briken, 2021). One study found that CSB-treatment-
seeking women, not men, reported higher negative affect (i.e., depression and anxiety; Winters et
al., 2010). Still, research on the association between depression and CSB in women remains
mixed—some studies report a strong relationship (Khayer et al., 2024; Opitz et al., 2009;

Winters et al., 2010), whereas others have been inconclusive (Carvalho et al., 2014).

17



Although CSB has been found to be highly comorbid with mood disorders, the nature and
direction of these associations are unclear, particularly in women. For instance, it is not yet
known whether depression is a symptom of or a precursor to CSB (Carvalho et al., 2014). Some
researchers have even gone so far as to propose that CSBD is not a distinct nosological entity but
merely a symptom of depressed affect (Opitz et al., 2009; Prause, 2024; Winters, 2010) or an
emotion-focused coping strategy (Kingston, 2018; Rahm-Knigge et al., 2022). Despite its recent
classification, whether sexual compulsivity constitutes a distinct diagnosis remains a point of
contention in the field. Given that women, on average, experience higher rates of depression,
disentangling the nature of this comorbidity may offer valuable insights with respect to nosology.
The Role of Anxiety

Engaging in sexual behaviours repeatedly to alleviate symptoms of anxiety or depression
has been recognized as an increasingly common but maladaptive coping strategy (Grant
Weinandy et al., 2023). Just as engaging in sexual behaviour to cope with depressive symptoms
can create a self-perpetuating cycle of compulsivity, CSB may also intensify anxiety, which in
turn strengthens the urge to seek relief through further anxiety-reducing sexual behaviours,
thereby reinforcing the cycle (Dickenson et al., 2018). Bittoni and Kiesner (2022) suggest that
the link between anxiety and increased sexual arousal may be due to similar sympathetic nervous
system activation; that is, anxiety-related physiological arousal can linger and generalize to
sexual stimuli. Accordingly, anxiety has been consistently reported as comorbid with sexual
compulsivity (Brem et al., 2017; Briken et al., 2022; Castro-Calvo et al., 2020; Hegbe et al.,
2021; Khayer et al., 2024; Scanavino et al., 2018), particularly among gay men (Grant Weinandy
et al., 2023). Although some studies have found no gender differences in the link between
anxiety and CSB (Reid et al., 2012b), others report a stronger association among men, regardless

of sexual orientation (Janssen et al., 2012; Levi et al., 2020). Yet Lykins et al. (2006) discovered
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that the contradictory effect of anxiety on women’s sexual desire was even more noticeable than
depression—34% of respondents said that their desire decreased while they were nervous,
whereas 23% said that their desire increased. However, overall, anxiety has a weaker association
with CSB than depression, with effect sizes in the small to moderate range (Grant Weinandy et
al., 2023; Reis et al., 2023). And similar to depression, the directionality of the association
between anxiety and CSB is unclear (Grant Weinandy et al., 2023). Nonetheless, anxiety and
depression are often intertwined and frequently overlap with sexual compulsivity, making it
difficult to tease them apart.
Other Moderators of the Relationship Between Mood, Sexual Desire, and CSB

Along with compulsivity, impulsivity has been strongly and consistently associated with
hypersexual behaviour (Béthe et al., 2019; Castro-Calvo et al., 2020; Carvalho et al., 2015; Du &
Knight, 2024; Hegbe et al., 2021). Past theoretical frameworks have positioned problematic
behaviours like CSB along a spectrum with impulsivity at one end and compulsivity at the other
(Bdthe et al., 2019). However, emerging evidence from studies on gambling, CSB, and substance
abuse suggests that impulsivity and compulsivity frequently co-occur and even overlap (B&the et
al., 2019; Carvalho et al., 2015). The construct of impulsivity is typically thought to have five
core dimensions: sensation-seeking (i.e., a preference for thrilling or risky experiences); negative
urgency (i.e., the tendency to act impulsively to alleviate distress); lack of perseverance (i.e.,
difficulty sustaining focus on tedious tasks); lack of premeditation (i.e., acting without
considering consequences); and, more recently, positive urgency (i.e., rash behaviour triggered
by intense positive affect; Béthe et al., 2019). Both sensation-seeking and increased sexual
excitation have been independently linked to sexual compulsivity, along with other personality
traits like neuroticism, extraversion, narcissism, psychopathy, and sociosexuality (Brazil, 2025;

Rettenberger et al., 2016).
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Sensation-seeking is considered to be a stable trait (Cross et al., 2013), whereas sexual
excitation refers to individual differences in physiological arousal and responsiveness to sexual
stimuli (Rettenberger et al., 2016). Men generally exhibit higher sensation-seeking tendencies
than women (Cross et al., 2013), which may help explain some of the observed gender
differences in CSB. However, in at least one study, hypersexual women had a greater propensity
towards excitement-seeking than men (Reid et al., 2012b), even though their overall trait
impulsivity was almost identical. In a similar vein, Lykins et al. (2006) found that a
predisposition to sexual excitation in women was the strongest predictor of the relationship
between low mood and compulsive sexuality. Relatedly, pharmacological interventions that
affect both mood and impulsivity seem to also attenuate CSB (Lew-Starowicz et al., 2020).
Bittoni and Kiesner (2022) further note that women high in sensation-seeking and sexual
excitation can experience elevated sexual desire under both low and high mood conditions. That
is, when sex is consistently associated with emotionally intense experiences, these women may
be more likely to use sexual activity to regulate negative affect or enhance positive states,
thereby reinforcing this link (Bittoni & Kiesner, 2022).

In sum, given women’s greater vulnerability to affective disorders, I wanted to examine
whether depression and and/or anxiety would strengthen the link between sexual desire and CSB
in women. Further, whether in some women, depressed mood might result in increased—versus
decreased—sexual desire, which then might be associated with a higher risk of CSB. The
aforementioned findings also underscore the importance of examining individual traits like
sensation-seeking as moderators of the sexual desire—CSB relationship. Indeed, a recent large-
scale study found that anxiety, depression, compulsivity, and impulsivity together explained
approximately one-third of the variance in CSB, highlighting a complex interplay of emotional

and trait-based vulnerabilities (Levi et al., 2020). Identifying such moderating and mediating
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factors may help to clarify why some female-identified individuals are more vulnerable to
dysregulated sexual behaviour when experiencing negative affect.
The Current Study

In this study, I examined the relationship between CSB and number of sexual and mental
health correlates in women from a non-representative, cross-sectional sample collected from 42
countries (see Bothe et al., 2021a). To date, the majority of the evidence showing significant
comorbidity between CSB and mood disorders comes from clinical samples, which may not
accurately reflect the general population (Carvalho et al., 2014). Thus, a large community sample
was used to further investigate these relationships. I formulated the following research questions
(RQ) and hypotheses (H) to explore the relationships among variables, as well as their mediating
and moderating effects.
Research Questions
RQ1: Do women at risk of CSB differ significantly from women not at risk on aspects of
sexual wellbeing (i.e., sexual function, desire, distress, and satisfaction) and traits such as
impulsivity (i.e., sensation-seeking)? Further, do women at risk of CSB have stronger
sexual desire for unknown partners?
H1a. Women at risk of CSB (i.e., scoring above the clinical cutoff on the CSBD-19) will report
higher sexual function (e.g., greater ease of arousal and orgasm) but lower orgasm satisfaction
compared to women below the cutoff.
H1b. Women at risk of CSB will report higher levels of sexual desire than women not at risk.
Hlc. Among women at risk of CSB, sexual desire will be strongest for sexual activity with
attractive others, followed by known partners, and lowest for solitary activity.
H1d. Women at risk of CSB will be higher in sensation-seeking, report greater sexual distress,

and lower sexual and relationship satisfaction, compared to women not at risk.
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RQ?2: Is the association between sexual desire and CSB in women moderated by depression
and/or anxiety?

H2a. Depression and anxiety will be positively associated with CSB; depression will have a
stronger association with CSB than anxiety.

H2b. Beyond these direct associations, depression and anxiety will moderate the sexual desire—
CSB relationship, such that the positive link between desire and CSB will be stronger at higher

levels of negative affect (see Figure 1).

Figure 1
Moderation Model (RQ2)

Depression Anxiety

Sexual desire Y L4 CSB

Y

RQ3: Does sexual desire mediate the relationship between depression and CSB in women?
H3a. Among women with elevated depression scores, a subset will also report elevated sexual
desire.

H3b. The association between depression and CSB will be mediated by increased sexual desire

(see Figure 2). Depression is expected to moderate the effect on the b path.
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Figure 2
Conditional Mediation Model (RQ3)

Sexual desire
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CSB
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H3c. A reverse-direction model (sexual desire — depression — CSB) will be tested against the
hypothesized mediation model in H3b to compare explanatory plausibility.

H3d. This indirect pathway will be further moderated by contextual or intrapersonal factors (i.e.,
sexual distress, sensation-seeking, sexual satisfaction, and relationship satisfaction). Depression

will also be included as an additional moderator of the b path (see Figure 3).

Figure 3
Moderated Mediation Model (RQ3)

Sexual distress

Sensation-seeking
Sexual satisfaction
- “4 Relationship satisfaction

CSB

Sexual desire

Y

Depression

23



Chapter 2: Method

Procedure

The International Sex Survey (ISS) was an international, multi-language, cross-sectional,
self-report survey of a very large community (i.e., not epidemiological or demographically
representative) sample of adults; for detailed study protocol, see B6the et al., 2021a. Recruitment
was conducted in 423 countries between October 2021 and May 2022; participants were eligible
if they reached the minimum age specified for their country (e.g., 18 years or older in Canada).
Materials advertised a “sex survey on problematic and non-problematic sexual behaviours.”
Eligible participants completed an anonymous, self-report online survey on Qualtrics, supplied in
24 different languages, which took approximately 30 minutes. The study was approved by all
collaborating countries’ national/institutional ethics review boards; see details here.
Participants

Data cleaning on the overall sample was conducted by the original research team (see full
procedure for the ISS at this link). The survey was completed by 215,252 participants; after data
cleaning, a total of 82,243 participants were included in the final ISS dataset. Data cleaning steps
included removing participants who did not consent, were under the age of 18 or did not report
their age, quit before the attention testing questions or failed to pass them, gave the same answers
to all items in a scale (even when reverse-coded), or reported answers in certain demographic
questions that were clearly wrong (e.g., length of relationship longer than their age). Participants
were also removed from the dataset who gave inconsistent answers to at least two out of the

three difference scores for sexual frequency and number of partner variables (e.g., number of

3 Egypt, Iran, Pakistan, and Romania were included in the study protocol paper as collaborating countries (BSthe et
al., 2021a); however, it was not possible to get ethical approval for the study in a timely manner in these countries.
Chile was not included in the study protocol paper as a collaborating country (Bdthe et al., 2021a), but joined the
study after the protocol was published. Therefore, instead of the planned 45 countries, only 42 countries were used
in the final study; see details at https://osf.io/ypnbw.
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casual sex partners in the past year was higher than the total number of sex partners in the
participant’s lifetime).

Of the total 82,243 participants, 38.5% were cisgender men (n = 31,640), 55.8% were
cisgender women (n = 45,852), and 4.8% were gender-diverse individuals (n = 3,684). The mean
age of the ISS sample was 32.4 years (SD = 12.5). The majority of participants were
heterosexual (68.2%; n = 56,117) and 31.3% (n = 25,775) were sexually diverse; 63% (n =
51,773) were partnered (e.g., in a relationship or married).

For the purpose of this study, I used a subset of the ISS data consisting of women from
Western/Central Europe and North American countries only (N = 19,870), where English is
widely spoken and understood, and which have similar gender equality indices (see Table 1 in
Results for participating countries). The selected countries are in the top third for gender equality
worldwide; Europe and North America both lead the world in gender equality, and four others
(Ireland, Spain, Germany, and New Zealand) are in the top 10 (World Economic Forum, 2024).
This narrowing of the dataset was important with respect to measuring women’s sexual
behaviour in aggregate; there is less chance of measurement invariance error among women in
countries with similar sexual norms and practices. Paring the sample down in this way also
helped to guard against statistical issues associated with the higher power of a dataset this size,
such as the risk of detecting trivial effects and increased Type I error (Breur, 2016).

Materials and Measures
Demographic Information

Participants indicated their country of residence with one question at the beginning of the
ISS, which they took in one of 24 applicable languages. Relevant sociodemographic factors (e.g.,
gender, ethnicity, relationship status, education, etc.) were mainly captured by single questions in

the ISS survey (Bdthe et al., 2021a). Participants’ gender was identified based on the intersection
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of sex assigned at birth, gender identity, and trans status, yielding six categories: cisgender man,
cisgender woman, transgender man, transgender woman, gender-diverse individual, and
questioning or another gender identity. Sexual orientation was categorized in eight ways:
heterosexual, gay or lesbian, bisexual, queer or pansexual, homo- or heteroflexible, asexual,
questioning, and “other.” Relationship status choices were single, dating, married/common-law,
and widowed or divorced.
Compulsive Sexual Behaviour

The 19-item Compulsive Sexual Behavior Disorder Scale (CSBD-19; Béthe et al., 2020;
Béthe et al., 2023) was recently developed to assess CSB based on the ICD-11’s diagnostic
guidelines (Kraus et al., 2018; WHO, 2019). The CBSD-19 assesses compulsive sexual urges,
thoughts, and behaviours and their consequences in the past six months along five factors:
control (three items, e.g., “I could not control my sexual cravings and desires”), salience (three
items, e.g., “I would rather have had sex than to have done anything else”), relapse (three items,
e.g., “Trying to reduce the amount of sex I had almost never worked”), dissatisfaction (three
items, e.g., “Although sex was not as satisfying for me as before, I engaged in it”), and negative
consequences (seven items, e.g., “I did not accomplish important tasks because of my sexual
behaviour”). Participants indicated their levels of agreement with each item on a four-point
Likert-type scale (1 = fotally disagree; 4 = totally agree). A total sum score was computed
ranging from 19 to 76, with higher scores indicating higher CSB (> 50 being the clinical cutoff;
Bdthe et al., 2020). See Appendix A for the full questionnaire.

The original study validated the CSBD-19 in the United States, Hungary, and Germany in
gender-inclusive samples; the scale showed strong psychometric properties with high internal
consistency, reliability, and construct validity across the different samples (Béthe et al., 2020). A

subsequent study by Béthe et al. (2023) revealed that the CSBD-19 demonstrated strong
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psychometric properties across a number of other cultures and languages. The scale’s internal
consistency was also excellent, with Cronbach’s alpha consistently above .90. With respect to
convergent validity, the CSBD-19 correlated well with other measures of hypersexuality,
showing that it effectively captures elements related to CSB. In addition, the measure
demonstrated appropriate discriminant validity, as it showed weaker correlations with unrelated
constructs like general sexual activity. Furthermore, in a study on married Iranian women, the
Iranian version of the CSBD-19 was also found to have excellent validity and reliability
(Cronbach’s a > .95; Khayer et al., 2023).
Sexual Function

Sexual function was assessed using the Arizona Sexual Experience Scale (ASEX;
McGahuey et al., 2000). The ASEX encompasses key aspects of sexual function—specifically
sex drive, sexual arousal (i.e., ease of arousal and presence of lubrication), orgasmic potential,
and sexual satisfaction—with evidence supporting its use in various populations. Participants
indicating that they would like to answer the “female-bodied” version of the sexual function
measures received a female version of the ASEX (i.e., containing questions about
vulvas/vaginas). Sample ASEX questions include “How strong is your sex drive?”” and “How
easily does your vagina become moist or wet during sex?”’; these were measured on a 5-point
scale with response options suited to each question (e.g., 0 = extremely strong to 5 = very weak,
0 = extremely easily to 5 = very difficult). Higher scores reflect greater sexual dysfunction across
domains of desire, arousal, orgasm, and satisfaction; a total score of 19 or greater indicates
clinically significant sexual dysfunction (McGahuey et al., 2000). See Appendix D for the full
questionnaire. The ASEX has shown excellent psychometric properties—McGahuey et al.

(2000) reported a Cronbach’s a of 0.91, indicating high internal consistencys; it also displayed
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strong test-retest reliability (» = .80, p <.01). A more recent study has also validated the scale in
this sample (see Ballester-Arnal et al., 2024).
Sexual Desire

In the present study, sexual desire was assessed using the commonly used and well-
validated Sexual Desire Inventory (SDI-2) developed by Spector et al. (1996). The SDI-2 is
designed to measure sexual desire across two primary dimensions: dyadic sexual desire (desire
for sexual activity with a partner) and solitary sexual desire (sexual interest or fantasies without a
partner). Dyadic sexual desire is further split into two categories—partner-related desire and
attractive-person related desire. Regarding its reliability, the SDI-2 demonstrates high internal
consistency, with Cronbach’s alpha values of .86 for dyadic sexual desire and .96 for solitary
sexual desire (Spector et al., 1996). A factor analysis revealed that these two dimensions capture
the core components of sexual desire in both men and women, making it a robust tool for
assessing sexual desire in diverse populations (Spector et al., 1996). Further, more recent tests of
measurement invariance conducted on the full ISS sample confirmed that the measure functions
equivalently across different countries, languages, genders, and sexual orientations (Castro-
Calvo et al., 2024b). The SDI-2 contains 14 items, with questions such as “How long could you
go comfortably without having sexual activity of some kind?”” and “When you first see an
attractive person, how strong is your sexual desire?” answered along a 9-point scale suited to
each question (e.g., 0 = no desire to 8 = strong desire); see Appendix C. Higher scores on the
SDI-2 indicate stronger levels of sexual desire, assessed across both solitary and dyadic domains.
The scale yields subscale scores as well as a total score, with higher values reflecting greater
frequency and intensity of sexual desire (Spector et al., 1996). Although the SDI-2 has been
extensively validated, no established clinical cutoff scores exist for identifying “high” sexual

desire (Castro-Calvo et al., 2024b). Accordingly, high sexual desire was operationalized in the
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present study using a sample-based 90th percentile cutoff (total score > 81) representing the
upper tail of the distribution.
Sexual Distress

Sexual distress was measured by the short, gender-neutral version of the original 12-item
Female Sexual Distress Scale (FSDS; Derogatis et al., 2002), named the Sexual Distress Scale
(SDS-3; Lin et al., 2024; Paquet et al., 2018). The SDS-3 contains three questions in which
participants answer how often they feel distressed about their sex life, inferior because of sexual
problems, or worried about sex, on a scale of 0 (never) to 4 (always). Higher SDS-3 scores
indicate elevated sexual distress (i.e., more frequent or intense negative feelings related to one’s
sexual experiences); see Appendix E for the full questionnaire. The SDS-3 has good internal
consistency, with Cronbach’s a values ranging from .86 to the low .90s, and the measure
demonstrated both good criterion sensitivity and discriminant validity (Derogatis et al., 2002; Lin
et al., 2024). A recent study found its factor structure to be invariant across countries, languages,
gender, and sexual orientation (Lin et al., 2024).
Sensation-Seeking

Most existing research on impulsivity and hypersexuality has either treated impulsivity as
a unidimensional construct or focused solely on sensation-seeking (B6the et al., 2019). The
measure of impulsivity used in the ISS, the Short UPPS-P Impulsivity Scale (UPPS-P; Billieux
et al., 2012) was found to have a three-factor structure consisting of the constructs of urgency,
lack of conscientiousness, and sensation-seeking. As the four questions that loaded on sensation-
seeking were found to be a distinct subscale in the original validation paper, they were the only
ones used in this analysis (see Appendix F). In the UPPS-P, the sensation-seeking subscale
includes questions such as “I generally seek new and exciting experiences and activities” and “I

quite enjoy taking risks”, on a 4-point Likert scale (1 = disagree strongly to 4 = agree strongly);
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higher values on each subscale indicate stronger tendencies toward that facet of impulsive
behaviour. The short version of the 45-item UPPS-P has been found to be valid and reliable, with
Cronbach’s a values ranging from .70 to .84, suggesting good internal consistency for the
various subscales. Internal consistency and test-retest reliability for each impulsivity factor was
also very good (Billieux et al., 2012).

Sexual and Relationship Satisfaction

Sexual Satisfaction. The Interpersonal Exchange Model of Sexual Satisfaction (IEMSS),
developed by Lawrance and Byers (1998), evaluates sexual satisfaction within relationships,
focusing on the exchange of rewards and costs between partners. The model conceptualizes
sexual satisfaction as the balance between what partners give and receive sexually and
emotionally. The Global Measure of Sexual Satisfaction (GMSEX; Lawrance & Byers, 1998) is
based on this model and assesses participants’ satisfaction with their sexual relationship. Items
are rated on 7-point semantic differentials (e.g., bad—good, unsatisfying—satisfying), and total
scores range from 5 to 35; see Appendix G. Higher scores indicate greater sexual satisfaction,
whereas lower scores reflect dissatisfaction. Because no formal clinical cutoffs have been
established, scores are typically analyzed as continuous indicators of satisfaction. Various studies
have confirmed its psychometric soundness; the GMSEX has recently been validated in diverse
populations, including cross-cultural samples, showing robust internal consistency with
Cronbach’s alpha values typically above .80 (Paquette et al., 2025).

Relationship Satisfaction. The Relationship Assessment Scale (RAS) is a widely used 7-
item measure of global relationship satisfaction (Hendrick, 1988), with a validated 1-item short
form (Single-item Relationship Assessment Scale; RAS-1) proposed by Fiilop et al. (2022). In
the RAS-1, respondents rate their overall relationship satisfaction on a 5-point scale (1 =1 am not

satisfied to 5 = I am very satisfied); see Appendix H. Higher scores reflect greater relationship
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satisfaction. The RAS-1 was examined across two independent studies (Fiilop et al., 2022) and
showed strong concurrent validity with the full RAS, as well as consistent convergent validity
with theoretically related constructs, supporting its use as a brief indicator of relationship
satisfaction. No clinical cutoff scores have been established; the measure is typically interpreted
continuously or holistically (e.g., a score of 4 or 5).
Depression and Anxiety

Both depression and anxiety were measured using the Brief Symptom Inventory (BSI-18;
Derogatis, 2000), deemed suitable for cross-cultural samples (Asner-Self et al., 2006). The BSI-
18 includes three six-item subscales—Somatization, Depression, and Anxiety—and a Global
Severity Index (GSI) computed from all 18 items (Franke et al., 2017). Only the Depression and
Anxiety items were administered in the ISS; the GSI, which reflects overall severity of distress,
requires the full item set so it was not reported. The Depression and Anxiety subscales assess
participants’ depressive (six items, e.g., “Feeling hopeless about the future”) and anxiety
symptoms (six items, e.g., “Nervousness or shakiness inside”) over the past seven days.
Participants indicate their answers on a 5-point scale (0 = not at all to 4 = extremely), with higher
values indicating greater levels of depression or anxiety; see Appendix B for subscale items. The
BSI-18 has good internal consistency with alpha coefficients ranging from .74 to .89 across
subscales (Derogatis, 2000); it has also consistently shown test-retest reliability and construct
validity through correlations with other measures of psychological symptoms. The range of the
measure is 0-24, with higher scores reflecting greater reported depression and anxiety
symptoms. The most recommended clinical cutoff is a subscale 7-score of > 63 (equivalent to
raw scores > 10 for men and > 13 for women; Zabora et al., 2001), with more recent studies
suggesting a cutoff of > 12 for women as having more clinical utility in identifying ICD-11 cases

(Grassi et al., 2018).
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Statistical Analysis

All analyses, including descriptive statistics, were conducted in R (R Core Team, 2025).
Given the very large sample size, the statistical power of the analyses was extremely high,
increasing the likelihood of identifying even trivial effects as statistically significant. To address
this concern, the alpha threshold for significance testing was set a priori at oo = .001 rather than at
the conventional .05. Though an alpha of .01 or less is recommended for large samples, Maier
and Lakens (2022) suggest that as sample size increases, alpha levels should decrease. This more
stringent criterion reduces the probability of Type I error and ensures that the effects detected are
more likely to be meaningful (Maier & Lakens, 2022). In addition, effect sizes (e.g., variance
explained, Cohen’s d, standardized coefficients) are reported and interpreted alongside p values
to better assess practical significance. Normally, assumptions underlying linear regression
models should be checked to ensure the validity of all results (i.e., linearity, homoscedasticity,
normality, multicollinearity). With a sample of this size, however, violations are a matter of
course—even trivial model misfit is likely to produce statistically significant chi-square tests,
leading to rejection of otherwise acceptable models (Zhang et al., 2024). Therefore, results of the
normality testing were not reported.

Following best data analysis practices (Sellbom & Tellegen, 2019), confirmatory factor
analyses (CFAs) were conducted for all measures prior to hypothesis testing*. Given the high
correlations among the five CSBD-19 dimensions, I also used a second-order CFA to evaluate
whether these dimensions reflected a common higher-order CSBD construct. The hierarchical
model specified five first-order factors loading onto a single second-order latent factor and did

not include correlated residuals. The five established factors loaded substantially onto a higher-

4 All factor analyses, along with other psychometrics for this sample, are reported in the Results section.
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order factor, supporting the use of the total CSBD-19 score as an index of overall CSB severity
(see Results section for details).

Depending on the research question, the CSBD-19 was analyzed either continuously or
dichotomously? (i.e., using a validated clinical cutoff to separate women into at risk versus not at
risk groups). Conceptually, CSB is understood as a dimensional construct, and continuous
CSBD-19 scores preserve variability and statistical power when examining associations,
mediation, and moderation across the full range of symptom severity (Markon et al., 2011).
Accordingly, continuous scores were used for analyses focused on symptom severity and
underlying mechanisms. Continuous scoring preserves information, maximizes statistical power,
and avoids the well-documented drawback of dichotomizing continuous traits (Altman &
Royston, 2006).

The CSBD-19 can also be used to identify individuals at elevated clinical risk, consistent
with ICD-11 diagnostic criteria, using an empirically validated cutoff intended to group
individuals as high or low CSB risk (B6the et al., 2020, 2022). This cutoff grouping approach is
commonly used to define at-risk groups (e.g., Bothe et al., 2023; Droubay et al., 2025; Golder et
al., 2024; Jepsen et al., 2024; Finkenstaedt et al., 2025; Vaillancourt-Morel et al., 2025). Thus,
for group-based analyses, participants were classified as “at risk” or “not at risk” of CSBD using
the validated CSBD-19 cutoff score (> 50; B6the et al., 2020). So while CSB is understood as a
dimensional construct, most extant studies using this measure employ a cutoff-based approach
for clinical or epidemiological purposes (Kraemer et al., 2004).

Zero-order correlations were used to provide a descriptive overview of bivariate

associations among study variables. Next, a multiple regression model was conducted to examine

> The combined use of dimensional scores and clinical thresholds for the same measure in this study was entirely
intentional, and reflects my limited understanding of research design at that time.
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the joint contribution of these variables to CSB. To address the primary hypotheses, moderation
analyses were performed to test whether depression and anxiety moderated the sexual desire—
CSB association. Mediation and moderated mediation models were then used to evaluate
whether sexual desire mediated the depression—CSB association and whether this indirect
pathway was further conditioned by contextual or intrapersonal variables. Demographic
variables that differed between CSBD risk groups at the a priori alpha level were additionally
included as covariates in adjusted models. To assess the robustness of findings, primary analyses
were conducted both with and without covariates, consistent with recommendations from
Simmons et al. (2011).

Lastly, direction dependence analysis (DDA) was employed to further examine the
plausibility of directional relationships between mediation variables—specifically, whether
depressive symptoms led to elevated sexual desire and subsequent CSBD symptoms, or vice
versa. DDA is a confirmatory approach that compares the residuals of competing mediation
models (original vs. reversed direction) to test a priori hypotheses about causal flow
(Wiedermann & von Eye, 2015). Under certain assumptions, DDA may be able to uncover the
true causal direction between two variables (Thoemmes, 2015a). Further, despite being a
common practice, simply reversing arrows in equivalent models and comparing the difference is
not defensible (Thoemmes, 2015b). Although DDA does not firmly establish causality, it can
strengthen theoretical conclusions by identifying the direction most consistent with the observed
data. Given the scarcity of research on CSB in women, DDA may serve as a valuable tool for

clarifying developmental pathways in this area, albeit with appropriately cautious interpretation.
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Chapter 3: Results
Demographics
Women from 16 Western/Central European and North American countries were included
in this study (see Table 1). Participants were primarily from Hungary, Italy, Portugal, Germany,
and Spain. Other major contributors included New Zealand, Canada, the United States, and

Ireland.

Table 1
Participants’ Country of Residence

Country Participants (n) Percent of sample (%)
Hungary 4,529 22.80
Italy 1,847 9.30
Portugal 1,821 9.20
Germany 1,759 8.90
Spain 1,494 7.50
New Zealand 1,399 7.00
Canada 1,335 6.70
USA 1,150 5.80
Ireland 995 5.00
France 908 4.60
UK 859 4.30
Switzerland 744 3.70
Austria 431 2.20
Australia 289 1.50
Belgium 277 1.40
Gibraltar 33 0.20
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Detailed sociodemographic characteristics of the entire sample are presented in Table 2.
Participants ranged from 18 to 91 years of age, with a mean age of 30.6 (SD = 10.8). Women at

risk of CSB (n = 438) had a slightly different demographic presentation; see comparisons below.

Table 2
Sociodemographic Characteristics of Sample (N = 19,870) Stratified by CSBD Risk

Not at risk At risk

Variable (n = 19,378) (n = 438) Test p-value
Age (M, SD) 30.64 (10.81) 28.36 (9.98) t test <.001
Sex assigned at birth, n (%) ya .004
Male 265 (1.4) 14 (3.2)
Female 19,112 (98.6) 424 (96.8)
Gender identity — —
Feminine/Woman 19,378 438
Trans identity* Ve .007
Not trans 19,060 (98.4) 417 (95.2)
Trans 148 (0.7) 8(1.8)
Other/Don’t know 164 (0.9) 13 (2.9)
Sexual orientation ya <.001
Heterosexual 12,677 (65.4) 196 (44.7)
Gay/Lesbian 575 (3.0) 10 (2.3)
Heteroflexible 1,596 (8.2) 53 (12.1)
Homoflexible 45 (0.2) 3(0.7)
Bisexual 2,435 (12.6) 114 (26.0)
Queer 266 (1.4) 6(1.4)
Pansexual 644 (3.3) 30 (6.8)
Asexual 360 (1.9) 1(0.2)
Questioning/Other 759 (4.9) 25 (4.3)

v <.001
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Education
Elementary school
High school
Post-secondary

Student status
Not studying
Currently studying

Employment status
Employed full-time
Employed part-time
Employed occasionally
Unemployed

Ethnic minority
Yes
No

Life circumstances
Low SES
Average SES
High SES

Relationship status
Single
In a relationship
Married/common-law
Widowed/widower
Divorced

Number of children
None
1-2
3-5

6 or more

154 (0.8)
4,302 (22.2)
14,918 (77.0)

11,042 (57.0)
8,330 (43.0)

9,146 (47.2)
3,905 (20.2)

1,646 (8.5)
4,679 (24.1)

1,409 (7.3)
17,962 (92.7)

954 (4.9)
6,067 (31.3)
12,357 (63.8)

6,040 (31.2)
8,120 (41.9)
4,590 (23.7)
94 (0.5)

529 (2.7)

14,565 (75.2)
3,777 (19.8)
963 (4.9)

25 (0.1)

6 (1.4)
132 (30.1)
300 (68.5)

213 (48.6)
225 (51.3)

187 (42.7)
98 (22.4)
38 (8.7)
115 (26.3)

56 (12.8)
1,409 (87.2)

63 (14.4)
149 (34.0)
226 (51.6)

173 (39.5)
173 (39.5)
74 (16.9)
3(0.7)

14 (3.2)

335 (76.5)
73 (16.7)
28 (6.4)
1(0.2)

.002

.30

<.001

<.001

.002

42
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Note. Age is presented as mean (standard deviation). All other variables are presented as n (%), based on available
data for each variable; percentages may not sum to 100 due to rounding or missing data (e.g., N/A, don’t know,
refuse to answer). Group comparisons were conducted using Welch’s ¢ test for age and chi-square tests with Monte
Carlo—simulated p values (10,000 iterations) for categorical variables. Inferential tests were not conducted for
variables with insufficient variability across groups (e.g., gender). Due to substantial group size imbalance,
statistically significant differences should be interpreted with caution.

Factor Analyses

Factor analysis is essential before conducting substantive analyses, as it provides
structural evidence for construct validity (Tavakol & Wetzel, 2020). Confirmatory factor
analysis (CFA) is more appropriate when there are a priori expectations about factor structure,
whereas EFA is more useful when establishing measures (Henson & Roberts, 2006; Kline,
2023). Thus, I conducted CFAs on all measures and subscales, with the exception of the RAS-1,
as it consists of only one question; a minimum of three items are needed for factor analysis.
Compulsive Sexual Behavior Disorder Scale (CSBD-19)

First, a confirmatory factor analysis (CFA) was conducted to test whether the established
five-factor structure of the CSBD-19 (Bdthe et al., 2023) could be replicated in this subsample of
women. Overall model fit according to traditional fit indices (see Hu & Bentler, 1998) was
mixed, ¥*(142) = 13,590.40, p < .001, with incremental fit indices approaching recommended
thresholds (CFI = .896; TLI = .875) and acceptable to good absolute fit (RMSEA =.070, SRMR
=.055). Given the large sample size, the chi-square test was expected to be statistically
significant; therefore, model evaluation focused primarily on approximate and incremental fit
indices. Standardized factor loadings were moderate to strong across dimensions (F1: .53-.71;
F2:.57-.66; F3: .55-.72; F4: .72—.89; F5: .53—.69), and item-level R? values ranged from .28 to

.79. Latent factors were positively correlated (s = .21-.83), with the strongest associations

observed among F1, F2, and F3. Overall, items loaded cleanly on five factors, and strong
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interfactor correlations suggested the presence of substantial shared variance consistent with a
potential higher-order latent construct.

To explore this possibility, I conducted a second-order CFA examining whether the five
first-order CSBD-19 factors loaded onto a single higher-order CSBD factor. The hierarchical
model demonstrated acceptable absolute fit to the data, ¥*(147) = 15,956.91, p <.001, RMSEA =
.074 (acceptable fit), SRMR = .069 (good fit), though incremental fit indices were slightly lower
than those observed in the correlated five-factor model (CFI = .878; TLI = .858), and the Akaike
Information Criterion increased (AIC = 710 961.47 vs. 708 604.96), indicated reduced relative
fit. However, the change in RMSEA between models was small (ARMSEA = .004), indicating
good fit, suggesting that the hierarchical model provided an adequate representation of the data.
Four of the five CSBD-19 dimensions (F1-F3, F5) loaded strongly onto the higher-order CSBD
factor (standardized loadings = .73—.98), indicating substantial shared variance across domains.
One dimension (F4) exhibited a comparatively weaker but statistically significant loading (.35),
suggesting that this factor retains a greater degree of domain-specific variance not fully captured
by overall CSBD severity. Nevertheless, the presence of a well-defined higher-order factor and
consistently strong loadings across the remaining factors support the use of the CSBD-19 sum
score as measuring a general CSB construct (while still retaining meaningful dimensionality).

Finally, with respect to scale reliability for this sample, the CSBD-19 was good (a = .88)
to excellent (o =.91), which was similar to the Cronbach’s alpha and McDonald’s omega values
reported in previous studies (.90 in B6the et al., 2023; .90 in Vaillancourt-Morel et al., 2025).
Arizona Sexual Experience Scale (ASEX)

Given that the ASEX has been validated primarily as a unidimensional screening measure
(e.g., Ballester-Arnal et al., 2024; McGahuey et al., 2000; Sanchez Fuentes et al., 2019; Sierra et

al., 2023), I first conducted a one-factor CFA. This model demonstrated very poor fit to the data,
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v(5)=17,247.41, p <.001, CFI =.756, TLI = .511, RMSEA = .272, 90% CI [.266, .277], SRMR
=.111. The RMSEA far exceeded conventional cutoffs for acceptable fit, and both the CFI and
TLI fell well below recommended thresholds, indicating that a strictly unidimensional structure
did not adequately represent the data in the present sample.

In light of this issue, I subsequently tested a two-factor model. This approach was
consistent with emerging evidence suggesting that the ASEX may exhibit a multidimensional
structure in some samples (e.g., Jannini et al., 2022). In the present sample, the two-factor
model—comprising items 1-3 (Desire/Arousal) and items 4-5 (Orgasm)—demonstrated
acceptable-to-good fit, y*(4) = 604.23, p <.001; CFI =.980; TLI = .949; SRMR = .033; RMSEA
=.087, 90% CI [.082, .093]. Although the RMSEA slightly exceeded conventional cutoffs for
good fit, all other indices indicated good overall model fit. All standardized factor loadings were
statistically significant (ps <.001) and ranged from .612 to .895. The two latent factors were
moderately correlated (» = .48), indicating substantial shared variance.

Despite evidence that a multidimensional structure fit the data better than a one-factor
model in this sample, the ASEX total score was retained for subsequent analyses, consistent with
the measure’s original design as a brief screening instrument, its predominant use as a summed
score in prior research, and the present study’s focus on global sexual dysfunction severity.
Internal consistency for the total score was acceptable to good (o =.77; o = .85), comparable to
recent validation work using the same dataset (Ballester-Arnal et al., 2024) and slightly lower
than in earlier studies (e.g., a = .91; McGahuey et al., 2000). Reliability estimates for the two
factors were more variable; the larger subscale demonstrated adequate reliability (o= .51),
whereas the smaller subscale showed higher reliability (o, = .74). Reliability indices further
indicated substantial shared variance across items (o, = .74; ECV = .91), suggesting that a

general dysfunction factor captures much of the common variance. Thus, results using the ASEX
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total score should be interpreted as reflecting overall sexual dysfunction severity, with this
limitation in mind®.
Sexual Desire Inventory (SDI-2)

The original Sexual Desire Inventory (SDI; Spector et al., 1996) was based on two
dimensions of sexual desire—dyadic versus solitary—but more recent studies indicate that
dyadic desire can be further split into two subcomponents (Moyano et al., 2017). Thus, I
conducted a CFA to evaluate the fit of a three-factor model for 13 items’ of the SDI scale,
comprising partner-focused dyadic desire, dyadic desire for another person, and solitary desire.

The three-factor model demonstrated mixed fit, ¥*(62) = 14,963.34, p <.001, CFI =.906,
TLI=.882, RMSEA =.111, 90% CI [.109, .112], and SRMR = .053. The SRMR demonstrated
good fit, the CFI was acceptable, and RMSEA and TLI indicated poor fit according to a priori
criteria. Given the large sample size, chi-square was interpreted with caution as it is not a good
measure of fit. All standardized factor loadings were statistically significant (ps <.001) and
ranged from .605 to .911, indicating that items were meaningfully associated with their intended
latent dimensions. The three latent factors were moderately intercorrelated (rs = .42—.45),
suggesting substantial shared variance among desire dimensions.

To evaluate whether more parsimonious structures could account for the data, alternative
models were also tested. A two-factor model reflecting the original dyadic versus solitary

distinction fit the data more poorly than the three-factor model (CFI = .812, RMSEA = .154,

¢ These factor analyses highlight a common but underexamined issue in social science research: scales that are
routinely analyzed using summed scores often demonstrate multidimensional structure when formally tested. In the
present study, factor analytic results indicated that neither the ASEX nor the SDI-2 functioned as strictly
unidimensional measures in this sample, despite their widespread use as total scores in the literature.

7 As in prior validation studies, Item 14 was not included in the three-factor CFA because it does not map onto any
of the SDI-2 desire dimensions, but rather refers to the length of time an individual can go without engaging in any
sexual activity. However, because this item reflects overall strength of sexual desire, it was retained for the one-
factor CFA and included in the total SDI-2 sum score. One-factor models specifying either 13 or 14 SDI items
demonstrated extremely poor fit; excluding SDI14 did not meaningfully improve model fit.
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SRMR = .093), indicating that collapsing dyadic desire into a single dimension resulted in a
meaningful loss of structural information. A one-factor CFA was also tested to evaluate whether
sexual desire could be represented as a unidimensional construct. This model demonstrated very
poor fit (CFI = .552, RMSEA = .221, SRMR = .145) and fit substantially worse than the three-
factor model across all indices (ACFI = .354; ARMSEA = .110). Consistent with this pattern, the
one-factor model also showed markedly poorer relative fit according to information criteria
(larger AIC). Together, these findings support the multidimensional structure of the SDI-2,
particularly when distinctions between desire types are theoretically relevant.

At the same time, the moderate intercorrelations among factors and strong internal
consistency estimates for the total score (a0 = .89; ® = .93) indicate substantial shared variance
across desire dimensions. Although the CFA results do not support a strictly unidimensional
structure in this sample, the SDI-2 total score was retained in selected analyses where the
research question concerned overall level of sexual desire rather than desire type, and to facilitate
comparability with prior research in which the SDI-2 is most often analyzed using a summed
score (e.g., Moyano et al., 2017; Castro-Calvo et al., 2024b). Thus, this decision reflected a
pragmatic analytic choice rather than a claim of unidimensionality. Accordingly, SDI-2 subscale
scores were used in analyses examining distinct desire types, whereas the total score was used in
mediation and moderation models assessing overall desire intensity. Results based on the total
score should therefore be interpreted with the recognition that this approach obscures meaningful
distinctions among desire dimensions (see Footnote 6).

Sexual Distress Scale (SDS-3)

A CFA was conducted to evaluate the fit of a unidimensional model for the SDS-3 scale,

comprising three items (the minimum for factor analysis). The model was just-identified (df = 0),

preventing assessment through a ¥? test of model fit (not an issue due to sample size). However,
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alternative fit indices indicated perfect model fit, with both the CFI and TLI equal to 1.000, and
the SRMR at 0.000. The RMSEA was also 0.000, though confidence intervals and p-values were
not reported due to the model’s just-identified nature. Standardized factor loadings ranged from
751 to .827, and item R? values ranged from .565 to .684, indicating moderate to strong factor
saturation. These findings support the adequacy of a unidimensional structure for the SDS-3
scale. The scale also displayed good reliability (o = .83; @ = .83); values were almost identical to
those reported in a recent validation study on the entire sample (Lin et al., 2024).

Short UPPS-P Impulsivity Scale (UPPS-P)

I conducted a CFA to evaluate a unidimensional model for the four-item UPPS
Sensation-Seeking subscale (comprised of items 3, 9, 14, and 18). The model was over-identified
(df =2); as expected with such a large sample, the chi-square test was significant, ¥*(2) = 574.27,
p <.001. Alternative fit indices indicated adequate-to-good fit, CFI1 =.975, TLI = .924, and
SRMR = .028. The RMSEA indicated poor fit (RMSEA =.120, 90% CI [.112, .128]); however,
model fit was evaluated holistically, so RMSEA was interpreted alongside other fit indices.
Standardized factor loadings were .66—.73, with item R? values of .43—.54. This pattern of strong,
uniform loadings justified treating the subscale as unidimensional; further, use of a total score for
subsequent analyses was justified. Consistent with these results, reliability of the total subscale
was acceptable to good (a0 =.79, @_total = .83).

Global Measure of Sexual Satisfaction (GMSEX)

Lastly, a CFA was conducted to test a unidimensional model of the GMSEX scale, with
all five items loading onto a single latent factor. The model demonstrated excellent standardized
loadings (range = .859—-.934), and all estimates were statistically significant (p <.001). The CFI
(.991) and TLI (.981) indicated excellent fit, and the SRMR (.011) was below the recommended

cutoff, supporting model adequacy. However, the RMSEA (.102, 90% CI [.095, .108])

43



displayed poor fit, whereas R* values ranged from .738 to .872, suggesting good fit. Finally, with
respect to scale reliability, the GMSEX was excellent (o = .96; ® = .96); values were identical to
those reported in a previous validation study on the entire sample (Paquette et al., 2025).Brief
Symptom Inventory (BSI-18)

For this well-established scale, I conducted a CFA using the lavaan package (Rosseel,
2012) in R (R Core Team, 2025) to test a two-factor model of the BSI Anxiety and Depression
subscales (items 1-6 and 7—12, respectively). The model demonstrated acceptable to good fit:
*(53) =6,259.17, p <.001, CFI = .948, TLI = .935, RMSEA = .080, 90% CI [.078, .082], and
SRMR = .033. All standardized factor loadings were statistically significant and ranged from
.635 to .816, supporting the intended two-factor structure. The two latent factors were strongly
correlated (» =.75, p <.001), indicating substantial shared variance. Given this very high
correlation, a one-factor CFA was also tested to evaluate the plausibility of anxiety and
depression being represented as a single construct (despite being separate phenomena clinically).
However, the one-factor model demonstrated poor fit (CFI =.837, TLI =.801, RMSEA = .140,
90% CI[.139, .142], SRMR = .070), whereas the two-factor model showed substantially better
fit. The large change in incremental fit (ACFI =.111) and increase in RMSEA (ARMSEA =
.060) far exceeded recommended thresholds for model equivalence in large samples, indicating
that collapsing the two factors resulted in a meaningful degradation of model fit. Consistent with
this pattern, the two-factor model also showed a smaller AIC, indicating superior relative fit.
Together, these findings support conceptualizing anxiety and depression as related but distinct
constructs. Accordingly, subsequent analyses treated the two subscales as separate predictors
entered simultaneously to partition shared and unique variance.

With respect to reliability in this sample, overall it was excellent (o = .92; ® = .94),

comparable to prior reports (e.g., .93 in Derogatis et al., 2000; a = .93, Franke et al., 2017; .90 in
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Wiesner et al., 2010). Internal consistency was also good for both subscales (Anxiety: o = .88, ®
= .88; Depression: o = .88, o = .88), similar to values reported in previous psychometric studies
(Anxiety a = .84, Depression a = .87; Franke et al., 2017).
Descriptive Statistics

Next, descriptive statistics were conducted to examine the parameters of this ISS

subsample; see Table 3.

Table 3
Descriptive Statistics for Study Variables

Variable Measure Range M SD
Compulsive sexual behaviour CSBD-19 19-76 28.06 7.96
Sexual desire SDI-2 0-109 57.78 19.01
Sexual function ASEX 5-30 14.66 4.23
Sexual distress SDS-3 0-12 3.20 2.67
Sensation-seeking UPPS-P 4-16 9.56 2.70
Sexual satisfaction GMSEX 5-35 28.47 7.47
Relationship satisfaction RAS-1 1-5 4.25 0.93
Depression BSI-18 0-24 6.89 5.88
Anxiety BSI-18 0-24 7.28 5.65

Note. M = Mean; SD = Standard Deviation

With respect to prevalence of concerns (see Table 4), of the approximately 19,870
women in the sample, about 2% met or exceeded the clinical cutoff for compulsive sexual
behaviour (similar to the percentage of women in the entire sample, Bothe et al., 2023). In terms
of other sexual concerns, approximately 16% of the sample met the threshold for sexual

dysfunction, and around 21% reported clinically significant sexual distress. Given the absence of
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established clinical cutoffs for the SDI-2 (see Method), high sexual desire was operationalized as
scores at or above the 90th percentile (> 81), representing the upper 10% of desire scores (n =
1,999). Sensation-seeking was elevated in roughly 13% of participants. About a third scored in
the top quartile for sexual satisfaction, and almost half reported being “very satisfied” in their
romantic relationship. Rates of clinically elevated depression and anxiety, using updated BSI-18

clinical cutoffs for women (Grassi et al., 2018), were evident in about a quarter of the sample.

Table 4
Percentage of Sample Meeting Clinical or Distributional Cutoffs (N = 19,870)

Variable Cutoff criteria % Above cutoff
Compulsive sexual behaviour (CSBD-19)  Clinical cutoff (> 50) 2.21%
Sexual dysfunction (ASEX) >19 (1 SD above mean) 16.38%
Sexual desire (SDI-2) > 81 (90™ percentile cutoff)® 10.06%
Sexual distress (SDS-3) Clinical cutoff (> 6) 20.80%
Sensation-seeking (UPPS-P) > 13 (1 SD above mean) 12.84%
Sexual satisfaction (GMSEX) > 34 (top quartile) 29.95%
Relationship satisfaction (RAS-1) Score =5 (“very satisfied”) 49.43%
Depression (BSI-18) Clinical cutoff (> 12) 21.86%
Anxiety (BSI-18) Clinical cutoff (> 12) 22.98%

Inferential Analyses
Relationships Between Variables of Interest
Before proceeding with the substantive analyses, I examined zero-order correlations

between CSB and the other study variables to provide a descriptive overview of their bivariate

8 Sensitivity analyses using alternative distribution-based thresholds (> 1 and > 1.3 SD above the mean) yielded
similar findings (approximately the top 15% and 9% of the sample, respectively), indicating that results were robust
to the choice of cutoff.
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associations (see Table 5). CSB was significantly and positively associated with depression,
anxiety, sexual desire, sexual distress, and sensation-seeking, and significantly and negatively

associated with sexual function, sexual satisfaction, and relationship satisfaction.

Table 5
Zero-Order Correlations Between CSB and Study Variables

Variable r with CSB
Sexual desire 33"
Sexual distress 33"
Depression g
Sensation-seeking 4%
Anxiety 3
Relationship satisfaction -20™"
Sexual satisfaction 14
Sexual function - 117

Note. *p < .05, **p < .01, ***p < .001.

I then conducted a multiple regression to examine the joint contribution of the main study
variables to CSB (see Table 6). The overall model was significant, F(8, 11,733) =532.40, p <
.001, and accounted for approximately 26.6% of the variance in CSBD scores (R? = .266),
considered a large effect (Cohen, 1988). The largest effects were observed for sexual desire and
sexual distress, followed by sensation-seeking, whereas depression, anxiety, sexual satisfaction,

and relationship satisfaction showed comparatively weaker associations.
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Table 6
Multiple Regression Predicting CSBD Symptoms from Study Variables

Predictor b SE S t p
Sexual function 0.00 0.02 0.00 0.13 .893
Sexual desire 0.12 0.00 0.28 28.21 <.001
Sexual distress 0.73 0.03 0.25 28.04 <.001
Sensation-seeking 0.44 0.02 0.15 18.79 <.001
Sexual satisfaction -0.05 0.01 -0.05 -5.67 <.001
Relationship satisfaction -0.65 0.08 -0.08 -8.65 <.001
Depression 0.14 0.02 0.11 9.43 <.001
Anxiety 0.06 0.01 0.05 4.36 <.001

Note. CSBD-19 sum scores were entered as the dependent variable. All predictors were entered simultaneously.
b = unstandardized coefficients; B = standardized coefficients. Overall model: F(8, 11,733) = 532.40, p < .001;
R>= 266 (Adjusted R> = .266).
Hypothesis Testing

Research Question 1. I examined whether women at risk of CSB differed significantly
from women not at risk in terms of sexual function (H1a), sexual desire (H1b), sexual distress
(H1d), sensation-seeking (H1d), and sexual and relationship satisfaction (H1d). Additionally,
among women in the at-risk group, I proposed that their dyadic desire would be stronger than
solitary desire, in particular for attractive others (H1c).

Hypothesis 1a. The hypothesis concerning whether women at risk of CSB have better
sexual function but tend to have less satisfying orgasms was only partially supported. Using a

Welch’s ¢ test®, sexual functioning scores were significantly lower in women at risk of CSB (M =

? Note: Independent-samples ¢ tests were conducted using Welch’s correction for unequal variances, which yields
non-integer degrees of freedom based on the Welch—Satterthwaite equation (see Welch, 1947).
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12.91, SD = 4.08) than women not at risk (M = 14.70, SD = 4.21), #(455.11) =9.03, p <.001,
95% CI [1.40, 2.18], d = 0.43, 95% CI [0.33, 0.52] (small-to-medium effect'?). However, the
groups did not differ significantly with respect to orgasm satisfaction!!, #(441.62) =-0.97, p =
.33, 95% CI [-0.18, 0.06], d = -0.05, 95% CI [-0.14, 0.05] (negligible effect).

Hypothesis 1b. Further, I predicted that higher sexual desire would be present in women
at risk of CSB, and found a significant, moderate, positive correlation, 7(19,807) = .33, p <.001,
95% CI [.32, .34], indicating that higher levels of sexual desire were associated with greater CSB
severity. Consistent with this pattern, women at risk of CSB reported significantly higher sexual
desire (M = 75.46, SD = 17.54) than women in the non-risk group (M = 57.43, SD = 18.80),
#(460) =-21.25, p <.001, 95% CI [-19.70, -16.37], d = -0.96, 95% CI [-1.06, -0.87], a large
effect.

Hypothesis Ic. A planned linear contrast tested whether sexual desire among women at
risk of CSB was strongest for attractive others, followed by known partners, and lowest for
solitary activity. Contrary to prediction, the linear contrast was significant in the opposite
direction, #(436) =28.03, p <.001, d. = 1.34, indicating a large effect. Estimated sexual desire
was highest for partners (M =41.42, SE = 0.46), followed by solitary activity (M = 20.39, SE =
0.39), and lowest for attractive others (M = 9.55, SE = 0.20). A significant quadratic component
further supported a curvilinear pattern, #(436) = 62.78, p <.001, d- = 3.00, reflecting a very large
effect, with partner-related desire markedly exceeding both solitary and attractive-other desire.
Thus, the hypothesis that women at risk of CSB would report the strongest desire toward

attractive others was not supported.

10 Note: Cohen’s d values are reported with their original sign to indicate the direction of the group difference, with
magnitude interpreted according to Cohen’s (1988) guidelines (small = 0.20, medium = 0.50, large ~ 0.80).

' The ASEX total score was used to measure global sexual functioning, while the orgasm item was examined
separately to assess subjective orgasm quality.
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Hypothesis 1d. A mixed repeated-measures ANOVA examined whether the pattern of
sexual distress, sexual satisfaction, and relationship satisfaction differed by CSB risk group. The
Outcome x CSB group interaction was significant, F(2, 25,538) = 88.10, p <.001, n*G) = .005,
indicating that the pattern of scores across outcomes varied between groups.

Bonferroni-adjusted simple effects analyses revealed that women at risk of CSB reported
significantly higher sexual distress (M = 5.86, SE = 0.30) than women not at risk (M = 3.06, SE =
0.04), as well as significantly lower sexual satisfaction (M = 25.63, SE = 0.30 vs. M =28.53, SE
= 0.04) and relationship satisfaction (M = 3.63, SE = 0.30 vs. M =4.27, SE = 0.04), all ps <.001.

The main effect of CSB group was not significant, F(1, 12,769) =2.29, p = .13, G, <
.001. The main effect of Outcome was significant, (2, 25,538) = 1.16 x 10°, p <.001, G, =
.86; however, this effect is interpreted in light of the significant interaction.

With respect to sensation-seeking, women at risk of CSB (M =11.61, SD =2.51)
reported significantly higher scores than women not at risk (M =9.51, SD = 2.68), #(459.85) =
17.30, p <.001, d = 0.78, indicating a medium-to-large effect. Taken together, these findings
indicate that women at risk of CSB report higher sexual distress and sensation-seeking, along
with lower sexual and relationship satisfaction, relative to women not at risk.

Research Question 2. Second, I investigated whether the association between high
desire and CSB in women was moderated by depression and/or anxiety (RQ2).

Hypothesis 2a. To test whether the correlation between depression and CSBD symptoms
(r =.25) was significantly stronger than between anxiety and CSBD symptoms (r = .23), |
conducted a statistical comparison using the cocor package (Diedenhofen & Musch, 2015) for
dependent overlapping correlations. Depressive symptoms were significantly more strongly
associated with CSBD symptoms than were anxiety symptoms in this sample (z=3.71, p =

.0002, 95% CI [.0094, .0306]).
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Hypothesis 2b. 1 conducted a moderated regression analysis to examine whether
depressive and anxiety symptoms jointly moderated the association between sexual desire and
CSBD symptoms, given their high intercorrelation and shared measurement within the BSI. All
predictors were mean-centered prior to analysis, and simple slopes were probed at clinically
significant levels (BSI > 12; see Method). The overall model was significant, F(5, 18,291) =
781.20, p <.001, adjusted R?= .18, and explained 18% of the variance in CSBD symptoms.

The interaction between sexual desire and depression was significant (b = 0.004, SE =
0.001, t=6.51, p <.001), whereas the interaction between sexual desire and anxiety was not (b =
0.001, SE=0.001, t=0.91, p = .364); see Figure 4. This pattern remained unchanged when
demographic covariates (age, sexual orientation, education, ethnic minority status, and

socioeconomic status) were included in the model.

Figure 4
Moderation Results for Sexual Desire Predicting CSB

Depression

b=

Anxicty 012\)
b=0.13*

Sexual desire CSB
p = 0.004""

Depression x Desire -

-

11,.5- _ - -

Anxiety x Desire |~

Note. ¥*¥p < 001, n.s. = non-significant.
Coeflicients are unstandardized (5); predictors are mean-centered.
Paths reflect partial effects controlling for the other predictors and interactions.
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To probe the depression interaction, simple slopes were examined at +1 SD, the mean,
and the clinical cutoff of BSI > 12 (see Figure 5). The effect of sexual desire on CSB was
significant at low (-1 SD; 5=0.11, p <.001), mean (b = 0.13, p <.001), high (+1 SD; b =0.16,
p <.001), and clinically significant (b = 0.15, p <.001) levels of depression, with stronger effects
observed at higher depression. Johnson—Neyman analysis confirmed that the effect of sexual
desire on CSB was significant across the entire observed range of depression.

In contrast, the Sexual Desire X Anxiety interaction was not significant, indicating that
the association between sexual desire and CSB did not differ as a function of anxiety (all simple

slopes bs = 0.13, ps <.001).

Figure 5
Simple Slopes for Sexual Desire—CSB Moderation
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Note. Simple slopes for the relationship between sexual desire and CSB, moderated by anxiety and depression.

In sum, sexual desire, and symptoms of depression and anxiety were all positively
associated with CSBD symptoms. However, only depression moderated the association between
sexual desire and CSB, indicating that depression symptoms—but not anxiety symptoms—

amplified the strength of this relationship in women.
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Research Question 3. This final analysis examined whether sexual desire mediated the
relationship between depressive and CSBD symptoms in women. That is, whether the
association between depression and CSB might be partly explained by elevated sexual desire.

Hypothesis 3a. First, | examined the proportion of women in the sample for whom
depression was associated with elevated sexual desire. Of the 4,012 women in the sample who
met criteria for clinically significant depression (BSI > 12), 483 (12%) also reported high desire
(SDI-2 > 81). These results indicate that elevated sexual desire co-occurred with clinically
relevant depression for a small, though noteworthy, proportion of women in the sample.

Hypothesis 3b. A conditional mediation model was tested in which sexual desire
mediated the association between depressive and CSBD symptoms, while depressive symptoms
also moderated the sexual desire—CSB association (see Figure 6). Depression was positively
associated with sexual desire (@ = 0.060, SE = 0.025, p = .018), and sexual desire was positively
associated with CSB at the mean level of depression (b = 0.133, SE =0.003, p <.001).
Depression significantly moderated the association between sexual desire and CSB (b = 0.004,
SE =0.001, p <.001), such that the association was stronger at higher levels of depression.

The indirect effect of depression on CSB through sexual desire was small but statistically
significant based on percentile bootstrap confidence intervals (ab = 0.008, 95% CI [0.001,
0.015]). The direct effect of depression on CSB remained significant (¢’ = 0.333, SE = 0.010, p <
.001, indicating that sexual desire accounted for only a portion of the association between
depression and CSB. The overall model accounted for approximately 17% of the variance in
CSBD symptoms (R?=.169). Together, these findings indicate that sexual desire represents one
pathway linking depression and CSB, with evidence that depressive symptoms strengthen the

association between sexual desire and CSB.
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Figure 6

Conditional Mediation Results for Sexual Desire
as Mediator of Depression—CSB Link
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Coefficients are unstandardized (b). Indirect effects were estimated using
percentile bootstrap confidence intervals. The & path reflects the conditional
effect at the mean level of depression.

Hypothesis 3c. In a pre-determined exploratory analysis, I reversed the hypothesized
predictor and mediator in the a path—testing sexual desire as the predictor and depression as the
mediator—to see if it would yield different results. Although the estimated indirect effect was

small (ab = 0.002), the 95% percentile bootstrap confidence interval included zero [0.000,

0.003], indicating that the indirect effect was not statistically significant.

Direct effects on CSB were significantly smaller in the reversed model (b =0.137, p <
.001) than in the original model in which depression was specified as the predictor (b = 0.340, p
<.001). A bootstrap comparison further showed that the direct effect of depression on CSB
(controlling for sexual desire) exceeded the direct effect of sexual desire on CSB (controlling for
depression), Ac' =0.197, 95% CI [0.176, 0.217]. A bootstrap comparison of indirect effects

likewise indicated that the indirect effect in the original mediation model was significantly larger
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than the indirect effect in the reversed model, as the 95% percentile confidence interval for their
difference did not include zero [0.001, 0.011].

Together, these findings provide weaker support for the reversed model and favour the
original conceptualization in which depressive symptoms precede sexual desire in their
association with CSB. Though Thoemmes (2015b) strongly recommends against comparing
mediation models by reversing arrows, he states that decisions about which are more explanatory
should be guided by theory. In light of this, the original model (depression — sexual desire —
CSB) aligns more closely with existing literature. As this approach cannot establish causal
ordering when models are equivalent (Thoemmes, 2015b), these results are reported
descriptively and will not be prioritized for interpretation.

To more rigorously evaluate the directional plausibility of the mediation model in H3b, I
employed direction dependence analysis (DDA), a statistical technique designed to test the likely
causal ordering of variables when temporal precedence cannot be directly established
(Wiedermann & von Eye, 2015). Unlike simple reversal of mediation paths, DDA evaluates the
indirect pathways of interest separately. The first step uses linear regression to test the
directionality of a and b path models separately. The a path model assesses the direction of the
relationship between the hypothesized predictor and mediator based on their higher-moment
coefficients (i.e., skewness and kurtosis), without including the outcome variable. The second
model tests the b path, evaluating the direction of the relationship between the mediator and
outcome while statistically controlling for the predictor. This approach allows for an assessment
of the preferred direction of the predictor—-mediator (X = M) and mediator—outcome (M =2 Y)
relationships, independent of the direct effect (¢’ path). The second stage of DDA involves
conducting three statistical tests on each path: (1) a predictor-residual independence test, which

examines whether the predictor is statistically independent from the residuals of the outcome; (2)
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a residual distribution asymmetry test, which assesses asymmetry in the residual distribution; and
(3) a variable distribution asymmetry test, which evaluates asymmetry in the predictor’s
distribution. These tests are designed to determine whether the observed higher-moment
structure of the variables is more consistent with one directional ordering than the reverse.
Although non-normality is permissible in DDA, the method assumes that distributions are not
excessively skewed (Wiedermann et al., 2021).

For the first step in the DDA, I used the dda package (Wiedermann & Hirni, 2025) in R
to evaluate the directional plausibility of the hypothesized mediation model (H3b) by comparing
competing regression specifications, rather than estimating mediation effects directly. To assess
the a path in the hypothesized direction, depressive symptoms were regressed onto sexual desire.
Depressive symptoms significantly predicted sexual desire, b = 0.059, SE = 0.024, #18,343) =
2.46, p =.014, 95% CI [0.012, 0.106], although the variance explained was negligible (R? =
.0003).

To assess the directional plausibility of the b path, consistent with the DDA framework,
sexual desire was regressed simultaneously on CSBD symptoms and depressive symptoms to test
whether CSB predicted sexual desire after accounting for depression. Results indicated that
CSBD symptoms were a strong positive predictor of sexual desire, b = 0.825, SE = 0.017,
#(18,294) = 47.89, p <.001, 95% CI [0.792, 0.858], whereas depressive symptoms were a
significant negative predictor, b =-0.221, SE = 0.023, #(18,294) = -9.46, p < .001, 95% CI [-
0.266, -0.176]. This model accounted for 11.17% of the variance in sexual desire (a medium
effect; Cohen, 1988).

I then began the second stage of the DDA, which involves conducting the three statistical
tests on each path. However, the analyses could not be executed because two of the three

mediation variables (i.e., depression and CSB) displayed severe positive skew. The

56



aforementioned skewness was due to the presence of outliers (e.g., very high scores) along with a
floor effect, in which a large proportion of participants scored at or near the minimum value,
making the distribution appear almost binary. This level of skewness violated the distributional
assumptions of DDA, as non-normality arising from outliers or floor/ceiling effects can bias
results (Wiedermann et al., 2021). In particular, correlation-based measures can be affected by
highly skewed or kurtotic data, producing unstable higher-moment estimates and undermining
the accuracy of tests 2 and 3 (Wiedermann et al., 2021). In an attempt to address this, I applied a
log transformation to both skewed variables; however, results from the a and b path regressions
were almost identical to the untransformed models, with effects remaining in the same direction,
statistically significant, and explaining similarly small proportions of variance (a path R* < 0.1%,
b path R? = 11-12%). As such, the log transformation did not improve distributional properties
sufficiently for the analyses to run successfully. Consequently, only the first stage of the DDA
could be completed. Results should be interpreted with the recognition that the additional tests,
which would have provided stronger evidence for directional inference, could not be conducted.
Hypothesis 3d. Finally, a moderated mediation model was tested in which sexual desire
mediated the association between depression and CSB, and the association between sexual desire
and CSB was simultaneously moderated by depression, sensation-seeking, sexual distress, sexual
satisfaction, and relationship satisfaction. Depression was positively associated with sexual
desire (a =0.109, SE=0.031, z=3.57, p <.001), and sexual desire remained a significant
predictor of CSB at the mean level of all moderators (b =0.122, SE =0.004, z = 30.07, p <.001).
All five moderators significantly interacted with sexual desire'?, including depression (b = 0.003,

SE=0.001, z=3.88, p <.001), sensation-seeking (b = 0.013, SE = 0.001, z = 8.45, p <.001),

12 Although several moderators significantly interacted with sexual desire in predicting CSB, these effects did not
translate into significant differences in the magnitude of the indirect effect.
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sexual distress (b = 0.005, SE = 0.002, z = 3.29, p = .001), sexual satisfaction (b = 0.002, SE =
0.001, z=3.43, p =.001), and relationship satisfaction (b =-0.012, SE = 0.005, z=-2.51,p =
.012), indicating that the strength of the association between sexual desire and CSB varied as a
function of these variables. The direct effect of depression on CSB remained significant (¢’ =
0.183, SE=0.013, z=14.20, p < .001), indicating that the association between depression and
CSB was not fully accounted for by sexual desire. The indirect effect of depression on CSB via
sexual desire at the mean level of the moderators was small (ab = 0.013). However, the indices
of moderated mediation for depression, sensation-seeking, sexual distress, sexual satisfaction,
and relationship satisfaction did not provide evidence that the indirect effect differed

significantly across levels of these moderators based on percentile bootstrap confidence intervals

(see Table 7).

Table 7
Moderated Mediation of Depression — Sexual Desire — CSB

Moderator IMM (a xb3) 95% CI (IMM)  Interpretation

Depression 0.00033 [0.000, 0.001] No evidence that the indirect effect differs
across levels of depression.

Sexual distress 0.00109 [0.000, 0.002] No evidence that the indirect effect differs
across levels of sexual distress.

Sensation-seeking 0.00142 [0.000, 0.003] No evidence that the indirect effect differs
across levels of sensation-seeking

Sexual satisfaction 0.00022 [0.000, 0.001] No evidence that the indirect effect differs
across levels of sexual satisfaction.

Relationship -0.00109 [-0.003, 0.000] No evidence that the indirect effect differs

satisfaction across levels of relationship satisfaction.

Note. IMM = Index of Moderated Mediation; IMM values reflect the product of the a path and the interaction term
for each moderator. 95% confidence intervals (CI) are percentile bootstrap intervals based on 10,000 resamples.
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Chapter 4: Discussion

In the present study, I investigated various mental and sexual health correlates of CSB in
Western women using a large international dataset. Specifically, I examined how CSB related to
aspects of sexual wellbeing such as sexual function, desire, satisfaction, and distress, as well as
sensation-seeking and mood symptoms, in a community sample of women. First, with respect to
sexual function, I hypothesized that women at risk of CSB would have better sexual functioning,
but that they would be less sexually satisfied; second, that they would exhibit elevated sexual
desire in comparison to women not at risk; and third, that their desire would be strongest for
interpersonal activity with new partners. Lastly, I hypothesized that they would report higher
sexual distress, sensation-seeking, and lower sexual and relationship satisfaction. I then set out to
explore the moderating role of mood, with the expectation that depression and anxiety would be
positively associated with CSB, but that the effect of depression would be most pronounced.
Next, I proposed that, similarly to men, depression may increase (rather than decrease) sexual
desire in some women, which in turn may increase risk of CSB. Finally, the indirect pathway
between sexual desire and CSB was further expected to vary depending on levels of sexual
distress, sensation-seeking, and sexual and relationship satisfaction.

Supporting the study’s primary hypotheses, CSBD symptoms in this sample of women
were positively and linearly associated with sexual desire, sexual distress, depressive symptoms,
anxiety, and sensation-seeking, whereas sexual satisfaction, relationship satisfaction, and sexual
functioning were negatively associated with CSBD symptoms!3. CSB showed particularly robust

positive associations with both depression and anxiety.

13 Although the CSBD-19 is a multidimensional scale comprised of five factors, a hierarchical factor model
supported the use of a higher-order total score. Thus, findings based on the CSBD-19 sum score reflect overall
symptom severity rather than domain-specific expressions of CSBD and should be interpreted accordingly.
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Moderation analyses indicated that sexual desire was positively associated with CSBD
symptoms across all levels of depression, but that this association was significantly stronger at
higher levels of depressive symptoms; no such moderation was observed for anxiety. Mediation
analyses further showed that depression was strongly associated with CSB, with sexual desire
accounting for a small but reliable portion of this relationship. Although the hypothesized
affective and psychosocial variables (e.g., sensation-seeking, relationship status) moderated the
association between sexual desire and CSB, these effects did not translate into meaningful
differences in the indirect effect of depression on CSB via sexual desire, which remained small
and statistically similar across conditions. Finally, directional analyses provided greater support
for the proposed pathway in which depressive symptoms precede heightened sexual desire in
their association with CSB, rather than the reverse (i.e., higher desire leading to depression, then
sexual compulsivity). These findings are discussed in greater detail below.

Unique Participant Characteristics of Women at Risk of CSB

Women at risk of CSB differed from those not at risk on several sociodemographic
characteristics (see Table 2). Compared to women not at risk, women in the at-risk group were
significantly younger and more likely to identify as bisexual or pansexual, to be single, to report
ethnic minority status, and to report lower socioeconomic status. In particular, bisexual and
pansexual identities were substantially more prevalent among women at risk of CSB, which
aligns with prior literature suggesting that sexually compulsive women are more likely to
identify as bisexual (Klein et al., 2014; Lee, 2024). Relatedly, emerging evidence suggests that
minority stress experienced by ethnic or visible minority women may be associated with greater
reliance on maladaptive coping strategies such as CSB, as observed in preliminary work with
Black women (Anderson-Foster, 2023). The higher proportion of single women in the at-risk

group likewise aligns with previous findings that being single is a stronger risk factor for sexual
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compulsivity, regardless of gender (Kowaleska et al., 2022; Slavin et al., 2020a). No significant
group differences were observed for employment status or number of children. However,
because the at-risk and not-at-risk groups differed substantially in size, statistically significant
demographic differences should be interpreted with caution, as small effects may reach
significance due to the large sample size rather than reflecting meaningful group differences.
Prevalence of Sexual and Mental Health Correlates

In line with rates reported for the entire ISS sample (2.42% in women, 6.46% in gender-
diverse individuals, and 8.17% in men; Bothe et al., 2023), 2.2% of women in this sample met
the clinical threshold for CSBD. In addition, significant percentages of the full sample reported
sexual dysfunction and sexual distress, as well as elevated rates of depression and anxiety.
Notably, among women meeting criteria for clinically significant depression, 12% also reported
high sexual desire. Although nearly a third of the full sample reported high sexual satisfaction,
approximately half indicated strong relationship satisfaction. Prevalence of sexual dysfunction
symptoms in this dataset was lower than global estimates (around 40-50%; McCabe et al., 2016;
McCool et al., 2016; Mitchell et al., 2013; Shifren et al., 2008), although at least one study in the
UK found a similar prevalence rate of around 16% for lifelong FSD (Burri et al., 2011). Results
from this sample were in line with sexual distress rates found across many studies (about 20—
30%; Nappi et al., 2016; Shifren et al., 2008; Zheng et al., 2020). Similarly, rates of depression
and anxiety found in this sample of women were sizable, they mirrored the finding that
approximately one-third of American women suffer depression at some point in their lives (with
a lifetime prevalence of about 25%; Brennan, 2023). And compared to current rates of depressive
and anxious symptoms in the overall U.S. population (about 21% and 18%, respectively; Terlizzi

& Zablotsky, 2022), rates in this sample were comparable.
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Sexual Wellbeing and CSB Risk
Sexual Functioning

First, I examined whether women at risk of CSB differed from women without risk in
terms of sexual functioning, desire, satisfaction, and distress. Findings'# largely supported my
hypotheses, with a few notable exceptions. Contrary to my first hypothesis, women at risk of
CSB did not report better sexual function and less satisfying orgasms than women not at risk.
That is, while at-risk women’s ASEX scores indeed indicated poorer sexual functioning that
women not at risk, they were no less likely to find their orgasms satisfying. The first finding
corresponds with recent research indicating that sexual compulsivity in women is correlated with
worse sexual function (Burri, 2017; Castellini et al., 2018; Khayer et al., 2024; Stulhofer et al.,
2016a), although the underlying mechanisms remain unclear. Generally unsatisfying sexual
encounters, difficulties in impulse control, or internalized shame related to high sexual desire are
all potential explanations for poorer sexual functioning. Protracted promiscuity is particularly
stigmatized in women and associated with greater self-recrimination and fear of social judgment
(Stulhofer et al., 2016a), which in turn may affect sexual function and responsivity. Further,
given that women generally report less sexual pleasure and a greater orgasm gap in casual
mixed-gender sexual encounters (Conley & Klein, 2022; Piemonte et al., 2019), it is possible that
women who engage in regular casual sex could eventually experience reduced sexual motivation
and arousal. And although highly sexual and sexually compulsive women alike report greater
sexual self-esteem and agency (Nagy et al., 2025; Stulhofer et al., 2016a), this does not
necessarily translate to deriving more pleasure from sexual activity. These results challenge the

assumption that hypersexuality is associated with greater ease of sexual response, instead

14 As noted above, findings based on risk-group comparisons should be interpreted cautiously due to substantial
group size imbalance.
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suggesting that CSB can co-occur with poorer sexual functioning. Yet, the lack of group
differences in orgasm satisfaction does not align with Toates’ (2022) motivation model, which
suggests that individuals may engage in sexually compulsive behaviours long after their reward
value has diminished. In a similar vein, some research has found that sexual satisfaction among
self-proclaimed sex addicts is variable; that is, it depends on the specific behaviour undertaken,
the context, and their mental state (Walton, 2018). Rather than being driven primarily by
satisfaction of sexual urges, such behaviour may serve other regulatory or psychological
functions. This interpretation may be particularly relevant for women, whose sexual pleasure
(e.g., orgasm) is less consistently experienced than men’s (Mahar et al., 2020).
Sexual Desire

In line with my hypothesis that women at risk of CSB would have higher levels of sexual
desire, women in this sample reported significantly higher sexual desire than those not at risk.
This link was evident in both correlation analyses and group comparisons, which revealed a
moderate, positive relationship between desire and CSB risk. Thus, similar to men (Stulhofer et
al., 2016b; Winters et al., 2010), sexual desire was found to have a moderate association with
CSB among women. Based on more recent research indicating that sexually compulsive women
also experience higher levels of arousal and desire (Khayer et al., 2024), this finding was
expected and perhaps points to decreasing gender differences in the prevalence and presentation
of CSB (Marchetti, 2013). These findings reinforce the conceptualization of CSB as desire
dysregulation; however, without direct cross-gender comparisons, it is hard to ascertain whether
heightened sexual desire is a more common feature in CSB among men. Interestingly, women
with high desire who are not at risk of CSB report better sexual function and satisfaction and less
sexual distress, which would suggest that excess desire in and of itself is not necessarily a causal

factor (Stulhofer et al., 2016a).
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Existing research suggests that sexual compulsivity, on the whole, tends to be more
relational in nature for women (Ferree, 2019; Kuzma & Black, 2008; McKeague, 2014).
Specifically, engaging with multiple sexual partners is frequently identified as the most common
behavioural manifestation of CSB among women, whereas solitary and impersonal activities
such as masturbation and cybersex appear less prevalent (Ekmekgi Ertek et al., 2022; Ferree,
2019; McKeague, 2014). Sexually compulsive women also report greater engagement in fantasy
sex (i.e., sexual seduction of multiple partners) and are more likely to form intense emotional or
romantic attachments (Kuzma & Black, 2008). To that end, I proposed that women at risk of
CSB would exhibit higher dyadic sexual desire—for attractive strangers over known partners—
and lower solitary desire. While those at risk reported significantly higher desire across all three
subtypes, their strongest desire was directed toward romantic partners, followed by solitary
activities, and then attractive others. Although these results didn’t entirely support the idea that
CSB women prefer dyadic versus solitary outlets (reflecting the mixed findings in this area), they
did suggest that CSB in women may be more closely tied to relational sexual behaviours than to
novelty-seeking per se. However, my findings also point to a less gender-typical presentation of
CSB in that partner-related desire was both the most and least salient in this sample of women. It
is important to note, however, that the measure of sexual desire used in this study does not
specify whether the term “partner” refers to a romantic or long-term partner, though this is often
assumed; rather, it may simply indicate desire for a familiar sexual partner. If desire translates
into sexual behaviour, then this finding may add to the evidence that sexually compulsive
women are more likely to engage with known partners or those with whom they have formed
emotional bonds (Kuzma & Black, 2008). Alternatively, it may simply reflect the established
phenomenon that sexual contact with known partners where a woman is assured of both safety

and pleasure is more appealing than with strangers (Conley et al., 2012; Conley & Klein, 2022).
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Sexual Distress

Dysregulated sexual desire—whether excessively low or high—is often accompanied by
psychological distress (Rothmiiller, 2024). In fact, distress is one of the factors that separates
non-problematic from problematic sexual behaviour (Carvalho et al., 2015; Stulhofer et al.,
2016a, 2016b). Further, diagnosis of desire disorders such as SIAD depends on the presence of
accompanying distress (APA, 2022). Confirming my hypothesis, women at risk of CSB reported
significantly greater sexual distress than women not at risk; in the regression model, sexual
distress was one of the strongest predictors of CSBD symptoms (B = .25), second only to sexual
desire (B = .28). This finding supports the limited existing research indicating that sexual distress
is positively associated with CSB in women (Dickenson et al., 2018; Efrati et al., 2022).
However, it contrasts with earlier findings suggesting that distress is either unrelated or only
weakly associated with sexual compulsivity in women (Klein & Kaplan, 2018; Kiirbitz et al.,
2022). The distress experienced alongside CSB also may have more to do with personal moral
incongruence or societal judgment (Grubbs et al., 2020b; Rothmiiller, 2024; Walton, 2018),
which I have argued may be even more salient for women. Interestingly, a number of studies
have found a meaningful distinction between high desire and hypersexual individuals—although
sexual activity is often comparable between the two groups, the latter tend to experience greater
personal distress, a perceived lack of control, and more traditional attitudes around their sexual
behaviour (Carvalho et al., 2015; Stulhofer et al., 2016a, 2016b; Winters et al., 2010). Thus,
further research is needed to clarify the nature of sexual distress and its directionality with
respect to CSB. Although Coleman et al. (2022) note that negative affect and general
psychological distress are often triggers of CSB symptoms, it is equally possible that
dysregulated sexual behaviour can engender sexual distress, particularly among women, who are

more highly stigmatized for such behaviours.
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Sensation-Seeking

Trait impulsivity, specifically in the form of sensation-seeking, has emerged as a distinct
contributor to sexual compulsivity, particularly when coupled with negative affect. Despite
earlier findings that men tend to be higher in sensation-seeking on average (Cross et al., 2013),
other studies have found this to be a stable personality trait that is similarly associated with
sexual compulsivity in women (Bittoni & Kiesner, 2022; Lykins et al., 2006; Reid et al., 2012b).
My findings further confirmed this, as women at risk of CSB were significantly higher in
sensation-seeking than women not at risk. In addition, after sexual desire and sexual distress,
sensation-seeking emerged as the third strongest predictor of CSBD symptoms. Women high in
sensation-seeking have also been found to be more likely to experience higher sexual desire
when experiencing low mood, perhaps in an attempt to regulate their emotional state (Bittoni &
Kiesner, 2022). In the mediation model, sensation-seeking moderated the association between
sexual desire and CSB, but it did not significantly influence the depression—desire—CSB
pathway. However, sensation-seeking demonstrated a robust direct association with CSB
independent of both depression and sexual desire, underscoring its importance as a discrete risk
factor. Taken together, these findings are consistent with prior literature identifying sensation-
seeking as a key contributor to CSB across genders (Bothe et al., 2019).
Sexual and Relationship Satisfaction

Romantic relationships are among the areas most affected by dysregulated sexual
behaviour. Previous research has found that 40-70% of individuals struggling with CSB are in
committed, long-term relationships (B6the et al., 2021b); results from my study were in line with
this finding, as 57% of CSB women in this sample reported being in a committed relationship.
CSB has been consistently linked to decreased sexual and relationship satisfaction (Khayer et al.,

2024; Klein & Kaplan, 2021; Mark et al., 2011; Stulhofer et al., 2008) and impaired relational
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functioning and intimacy, although the majority of these findings come from research on men
(Bothe et al., 2021b). Similarly, women in this sample with CSBD symptoms also reported
significantly lower sexual and relationship satisfaction, although associations were more robust
for the latter. Again, these findings align with existing research, as research on sexual
satisfaction in women at risk of CSB has been mixed; the evidence on impaired relationship
satisfaction is much more compelling. That said, along with the data on sexual function, my
results suggest that high desire in women with CSB does not necessarily equate to enhanced
sexual satisfaction. Rather, women in long-term relationships with higher levels of desire may be
more sexually dissatisfied, possibly due to desire discrepancies (Mark, 2015), or the fact that
desire tends to decline over time (Mark et al., 2018)—factors that also increase the likelihood of
extradyadic sexual behaviour (Winters et al., 2010). Sexual desire discrepancies, or mismatches
in sexual desire, are widespread in long-term relationships (Mark, 2015). Although it is
commonly believed that women are typically the partner with lower sexual desire, no evidence
supports this assumption (Dewitte et al., 2020). Relatedly, extradyadic sexual activity is common
among hypersexual women (Briken et al., 2007; Ferree, 2019; Klein et al., 2014; Stupiansky et
al., 2009). Dissatisfaction and infidelity may beget conflict or vice versa; Bothe et al. (2021b)
found that hypersexuality predicted lower relationship intimacy over time, rather than intimacy
problems preceding hypersexual behaviour. In contrast, relationship satisfaction was found to be
the strongest protective factor against CSB risk. The paradoxical nature of CSB—wherein
increased sexual desire co-occurs with dissatisfaction and distress—is highlighted by these data,
further affirming that it might represent an inadequate coping mechanism.
Relationship Between Negative Affect, Sexual Desire, and CSB

Negative affect in general is highly correlated with CSB (Brem et al., 2017; Hegbe et al.,

2021; Scanavino et al., 2018). Thus, my next set of hypotheses examined whether the
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relationship between sexual desire and CSB in women was associated with and moderated by
negative affect—specifically, depression and anxiety. Consistent with previous research in both
men and women (Bancroft & Vukadinovic, 2004; Castro-Calvo et al., 2020; Kowaleska et al.,
2024; Kiirbitz & Briken, 2021; Lew-Starowicz et al., 2020), CSBD symptoms in this sample of
women were significantly and positively correlated with both depression and anxiety symptoms;
further, these correlations were moderate and robust. Although some studies have found
depression to be highly comorbid with sexual compulsivity, others have found a similarly high
comorbidity with anxiety (Grant Weinandy et al., 2023; Levi et al., 2020); thus, I wanted to
examine which of these comorbidities may be more salient for women. Due to women’s greater
vulnerability to depression, I hypothesized that depression would be more strongly associated
with CSB among women than anxiety, and this relationship was confirmed. It is important to
note, however, that this effect was modest in size, suggesting limited practical significance.
Nevertheless, this result contrasts Lykins et al.’s (2006) findings that anxiety plays a larger role
than depression in women’s sexual compulsivity, but aligns with evidence that anxiety may be
more salient to CSB among men (Grant Weinandy et al., 2023).

Across models, sexual desire, depression, and anxiety all showed direct positive effects
on CSB, with sexual desire having the strongest association'3. Depression and anxiety were
further hypothesized to moderate the link between sexual desire and CSB. This hypothesis was
supported in part—that is, desire more strongly predicted CSB at higher levels of depression,
suggesting that women’s greater vulnerability to depression may be implicated. This finding
aligns with prior research suggesting that high sexual desire is not inherently pathological, but

may become problematic when used as a maladaptive strategy for regulating dysphoric

15 Although the unstandardized coefficient for depression was numerically larger, this reflects differences in scale
rather than predictive strength; sexual desire remained the most robust predictor of CSBD symptoms across models.
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emotional states (Carvalho et al., 2015; Lew-Starowicz et al., 2020; Stulhofer et al., 2016a,
2016b; Winters et al., 2010). My results also lend support to the notion that depressed affect, in
combination with other factors (e.g.. a tendency towards sensation-seeking; Schultz et al., 2014),
may contribute to the expression of dysregulated sexual behaviour among women.

Perhaps the most noteworthy finding from this study was that depression moderated the
relationship between sexual desire and CSB, whereas anxiety did not. Sexual desire, negative
affect, and sexual compulsivity were likewise not found to be significantly related in Carvalho
and colleagues’ (2014) study of a community sample of women. Further, no relationship was
observed between anxiety or depressed mood and CSB in their study. To date, no studies have
examined this specific moderation model; nevertheless, the present pattern of findings generally
supports my hypothesis that depression may represent a more salient risk factor for women’s
sexual compulsivity than anxiety per se. One possible explanation is that anxiety may lead to
sexual timidity or avoidance in women rather than increased sexual assertiveness, potentially
reflecting the influence of gender norms and concerns related to safety. In contrast, the low mood
and diminished self-worth often associated with depression may increase the likelihood of
engaging in sexual encounters as a means of self-soothing or boosting women’s feelings of
attractiveness. In addition, engaging in sexual activity may help elevate mood, as sexual pleasure
and orgasm are linked to increases in neurotransmitters such as serotonin, dopamine, and
oxytocin (Meston & Frohlich, 2000). Nevertheless, these possibilities warrant further
investigation, particularly with respect to gender-specific mechanisms.

The final set of analyses used a mediation model'® to test a different conceptual

relationship between sexual desire, depression, and CSB—that is, whether sexual desire might

16 1t is important to note here that the use of cross-sectional data in mediation models is not wholly recommended
(Shrout, 2011) and should be interpreted with caution; see Limitations for a more detailed explanation.
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partly explain the link between depression and CSB in women. Approximately 12% of the
women meeting clinical thresholds for depressive symptoms also reported high levels of sexual
desire, which adds evidence to the phenomenon that a small proportion of individuals who are
depressed may experience increased versus decreased desire (10-25%; Bancroft et al., 2003a,
2003b; Bittoni & Kiesner, 2022; Lykins et al., 2006). Furthermore, this finding suggests that this
phenomenon is not unique to men. Overall, the mediation results indicated that elevated sexual
desire represents one pathway through which depressive symptoms are associated with CSB
among women. Although the association between sexual desire and CSB was stronger at higher
levels of depression, the indirect effect of depression on CSB via sexual desire remained small.
A substantial residual association between depression and CSB remained, indicating that sexual
desire accounts for only a limited portion of this relationship and that other mechanisms are
likely involved. Thus, heightened sexual desire may represent one contributing pathway linking
depression and CSB in women, but it is far from the sole explanatory factor. There are several
possible reasons for this, including evidence that women report lower levels of sexual desire or
drive on average (Baumeister et al., 2001; Frankenbach et al., 2022). Accordingly, heightened
desire may be less salient to women’s sexual compulsivity, although this interpretation remains
tentative in the absence of direct gender comparisons.
Moderators of the Depression—Sexual Desire—CSB Link

The mediation model was extended by testing whether the indirect pathway from
depression to CSB via sexual desire varied across levels of four moderators: sexual distress,
sensation-seeking, sexual satisfaction, and relationship satisfaction. Consistent with earlier
analyses, depression was positively associated with sexual desire, and sexual desire was a robust
predictor of CSB at the mean level of all moderators. Further, each of the examined moderators

significantly interacted with sexual desire in predicting CSB, indicating that the association
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between sexual desire and CSB was stronger or weaker depending on these factors. However,
these moderating effects did not meaningfully change the indirect association between
depression and CSB through sexual desire. In other words, although variables such as sensation-
seeking and sexual distress influenced how strongly sexual desire related to CSB, they did not
substantially alter the extent to which sexual desire accounted for the link between depression
and CSB.

In terms of the moderators examined, sensation-seeking and sexual distress emerged as
particularly relevant in shaping the direct association between sexual desire and CSB. Women
higher in sensation-seeking or sexual distress showed a stronger association between sexual
desire and CSB. This pattern is consistent with prior work indicating that sensation-seeking,
anxiety, and depression play central roles in the maintenance of CSB over time (Castro-Calvo et
al., 2024a), as well as the finding that distress can exacerbate the link between substance use and
CSB in women (Efrati et al., 2022). In contrast, higher relationship satisfaction modestly
attenuated the association between sexual desire and CSB, aligning with evidence that being in a
positive, stable relationship can be a protective factor against CSB (Béthe et al., 2021b;
Kowaleska et al., 2022; Vaillancourt-Morel et al., 2025). Sexual satisfaction, however, was not a
protective factor in the present sample, despite sexual dissatisfaction often being cited as an
etiological factor in hypersexual behaviour (Reid et al., 2012a; Ortega-Otero et al., 2023).

Taken together, my findings suggest that certain affective and psychosocial factors may
influence how strongly sexual desire is linked to CSB, but do not substantially change the extent
to which sexual desire explains the association between depression and CSB. The indirect effect
remained small and relatively stable across conditions, indicating that sexual desire represents

only one of several pathways linking depressive symptoms to CSB in women.
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Directionality Checks

The final analyses examined the directional plausibility of the proposed mediation model
using both reverse mediation and direction DDA. Although the reversed mediation model—
where sexual desire predicted depression, which in turn influenced CSB—was statistically
significant, this effect was small and the variance explained in depression was negligible.

First-stage DDA results offered limited but descriptive insight into the hypothesized
pathway. Depressive symptoms significantly predicted sexual desire in the expected direction,
although the effect was extremely small. In contrast, when sexual desire was regressed on CSBD
symptoms while controlling for depression, CSB emerged as a strong predictor of sexual desire,
indicating a substantial bidirectional association between these constructs. Because the higher-
moment tests required for the second stage of DDA could not be conducted due to severe
distributional violations, these results cannot establish causal ordering. Accordingly, the DDA
results should be interpreted cautiously and descriptively. While the hypothesized depression —
sexual desire pathway is statistically supported and aligns with prior theory, the strength of the
reverse association underscores the difficulty of inferring directionality from cross-sectional data
and highlights the likelihood of reciprocal processes linking depression, sexual desire, and CSB.

Taken together, these findings provide very tentative support for a pathway in which
depressive symptoms may precede increases in sexual desire, which in turn are associated with
elevated CSB symptoms in women. Although depression is typically associated with lower
sexual desire, the present findings add to a growing body of literature suggesting that, for a small
but meaningful subset of individuals, depression may also be associated with heightened sexual
desire (Bancroft et al., 2003a, 2003b; Bancroft & Vukadinovic, 2004; Bittoni & Kiesner, 2022).
Moreover, the proposed direction of effects is consistent with existing longitudinal evidence

indicating that depressive symptoms are more likely to precede dysregulated sexual behavior
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than to result from it (e.g., McGraw et al., 2024). Overall, while causal conclusions cannot be
drawn, the hypothesized direction of effect—depression leading to higher desire and
subsequently to CSB—appears to be the most theoretically and statistically plausible.
Limitations

Several limitations must be acknowledged. Although a more culturally homogeneous
subsample was selected to enhance ecological validity and reduce measurement bias, the
findings are still subject to the ISS general limitations as outlined on their OSF page (Bdthe et
al., 2023). The first—and perhaps most important—Ilimitation to note is that all data were cross-
sectional, limiting the ability to draw causal conclusions. Although mediation and moderated
mediation models offer a framework for theorizing potential pathways between correlations, they
may yield biased estimates of indirect effects and are unable to verify temporal order or causal
direction when applied to cross-sectional data (Maxwell & Cole, 2007). Shrout (2011) further
warns that cross-sectional designs often fail to distinguish among alternative causal models and
may lead to misleading conclusions about directionality. As a result, any directional inferences
should be interpreted with caution (Thoemmes, 2015b). In addition, mediation analyses are
subject to the problem of model equivalence, in which multiple theoretically distinct models may
fit the data equally well (Kline, 2023; MacCallum et al., 1993). Nevertheless, cross-sectional
mediation analysis retains heuristic value, as it can inform theory development and identify
promising indirect pathways for future testing using more robust experimental or longitudinal
designs, which are not always feasible. Although it can indicate associations and potential
indirect effects, cross-sectional mediation cannot demonstrate causal processes over time.

In addition, the use of self-reported data also introduces potential biases, including recall
inaccuracies and socially desirable responding. These effects may be especially pronounced

when reporting sexual behaviour, which can be shaped by cultural and gender norms. Further,
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although clinical cutoffs offer a useful benchmark for identifying elevated risk, they may
oversimplify the dimensional nature of psychological and sexual constructs. Dichotomizing
continuous variables can not only reduce statistical power (MacCallum et al., 2002) but obscure
meaningful variation among individuals falling just above or below threshold levels. Lastly, the
online, convenience-based sampling strategy, while enabling large-scale data collection, may
have limited the generalizability of findings. The self-selected nature of participation could have
introduced response bias, as individuals who chose to complete the survey (particularly on such a
sensitive topic) may differ in meaningful ways from the broader population. Relatedly,
differences in recruitment methods meant that participants in some countries (e.g., Spain) were
given incentives such as prizes, which might have skewed the results. Thus, results may not be
generalizable to women in the community who were underrepresented in the ISS sample.
Clinical Implications

In terms of clinical implications, the present study suggests that patterns of vulnerability
observed in men may also characterize women in nonclinical populations who report sexual
compulsivity. The findings indicate that elevated sexual desire may manifest in problematic
sexual behaviours when accompanied by distress or coupled with negative affect or a propensity
for sensation-seeking. Moreover, clinically elevated distress may be associated with greater
difficulty managing sexual desire, which in turn may increase vulnerability to compulsive
behaviour; it may also reflect broader mental health or sociocultural challenges. Accordingly,
interventions that target distress, mood symptoms, and facets of impulsivity such as sensation-
seeking may be clinically relevant for women presenting with CSB.

Although positive long-term relationships may be somewhat protective, this effect
appears modest and may be attenuated in the presence of high desire, a tendency towards

sensation-seeking, and negative affect. Similarly, women with high desire may engage in
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problematic sexual behaviours despite being sexually satisfied in their relationships. Thus, while
relationship context should be considered, it may not be the most salient factor. Being single,
however, may represent a greater vulnerability, suggesting that interventions aimed at increasing
social support and reducing isolation may be beneficial for both improving mood and reducing
distressing sexual behaviours.

More broadly, the present findings nod to women’s sexual compulsivity being less
“addictive” in nature, in that it may not necessarily involve repeatedly engaging in behaviours
that are no longer pleasurable. Nevertheless, the associated distress and functional impairment
may still warrant clinical intervention. In particular, sexual distress may represent a salient
clinical feature among women with CSB, suggesting that treatment may benefit from focusing on
the nature of this distress rather than solely on modifying sexual behaviours. For instance, if the
source of the distress is mainly external, it may be important to consider structural or
sociocultural factors. Restrictive gender norms surrounding female sexuality, for example,
should not be overlooked when evaluating and treating women presenting with sexually
compulsive behaviours; psychoeducation may be especially helpful in this regard.

Future Directions

The current study highlighted some further gaps in the literature around sexual
compulsivity in women. With respect to etiology, some of the correlates found in this study (e.g.,
negative affect, relational context) should be examined longitudinally to help establish causal
directionality. In terms of innate vulnerabilities, research on the personality traits associated with
hypersexuality is still in its infancy (e.g., narcissism, unrestricted sociosexuality,
Machiavellianism, impulsivity; Miner et al., 2016), particularly in women. Some preliminary
research has pointed to gender differences in personality such as sexually compulsive women

having a higher desire for excitement and lower levels of trust (Reid et al., 2012b), but research
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in this area is scant. Thus, understanding CSB progression and maintenance requires examining
female-specific protective factors, both internal (e.g., lower neuroticism) and external (e.g.,
relationship and satisfaction), that could support prevention and treatment.

More work is required to further clarify the role of sexual dysfunction and distress in this
population, as these factors have yet to be adequately parsed out in terms of their contribution to
CSB in women. Findings with respect to hypersexual women’s sexual function are particularly
contradictory, highlighting a need for clarifying the role of sexual satisfaction, sexual desire,
motivation, and pleasure when it comes to women’s sexual compulsivity. Further, we still do not
understand enough about women’s sexual function and sexual motivation in general (Chivers &
Brotto, 2017), including the role that sexual dissatisfaction and heightened sexual desire may
play in their dysregulated sexual behaviour. And although a propensity towards higher sexual
desire and excitation has been found mostly among men struggling with out-of-control sexual
behaviour (Miner et al., 2016; Rettenberger et al., 2016; Winters et al., 2010), these links have
yet to be firmly established in women, although some preliminary research exists to this effect
(see Muise et al., 2013). Likewise, so little work has been done on the need for sexual novelty in
women (e.g., the Coolidge effect) that we do not know whether sexual habituation and/or
boredom is a contributing factor to women’s sexual compulsivity, as it has been assumed in men.
While past research and gender stereotypes would indicate that women have a lower need for
sexual novelty (Hughes et al., 2020), there is not enough evidence on gender differences to
conclude this with any certainty. In fact, relationship length and partner familiarity are much
stronger risk factors for declines in sexual desire over time among women than men (Mark &
Lasslo, 2018). Whether this is a contributing factor to women’s infidelity or sexual compulsivity,

however, remains unknown.
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In terms of relational content, more research is needed to determine whether CSB in
women is primarily motivated by a desire for emotional connection and relational intimacy, as
opposed to the pursuit of sexual novelty or impersonal sexual gratification. Consequently,
researchers should examine whether these motivations are reflected in different types of sexual
outlets or objects being pursued. In fact, this theme emerged throughout my study—the gender
gap in the CSB may be decreasing, but not enough cross-gender comparisons have been made to
conclude that there are gender-specific presentations of CSB.

Furthermore, it remains unclear what differentiates problematic from non-problematic
sexual behaviour and desire among women. Prior work on men has highlighted moral
incongruence and distress as key factors, but more studies are needed on individuals of other
genders. Klein and Kaplan (2018) note that questions remain as to whether the stigma associated
with women having high desire and multiple sexual partners is causing sexual distress and
negative consequences in and of itself. We do not yet know whether self-labelled “sex addiction”
1s more common among women (as self-diagnosed “porn addiction” is among conservative men;
Grubbs et al., 2020b) due to more restrictive norms around their sexuality. In fact, women’s
sexual shame and concomitant distress may be even greater than that of men, due to gender
norms around excessive sexual behaviour and promiscuity, preventing them from seeking
treatment or experiencing worse psychological duress over time. Future work could explore how
such gender norms shape the expression of CSB in women, particularly in relation to sexual
agency, stigma, moral incongruence, and distress. Lastly, there is a serious paucity of qualitative
research (see Blumberg, 2003; Ross, 1996), which could provide valuable insights into the lived
experiences of high desire and sexually compulsive women (e.g., the role of pleasure, functional
repercussions, and societal judgment). As a recent call to action states, we need more research on

hypersexual women specifically (Kowaleska et al., 2024).
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Conclusion

In conclusion, the current study adds to the increasing evidence that a complex
constellation of factors (i.e., negative affect, higher sexual desire, sensation-seeking, and lower
relationship satisfaction) is implicated in CSB among women. In this large community sample of
Western women, sexual desire, sexual distress, and depressive symptoms stood out as important
correlates. Consistent with past research, women at risk of CSB tended to report higher desire
and sexual distress alongside poorer sexual functioning. In terms of mood symptoms, depression,
rather than anxiety, strengthened the link between high sexual desire and sexual compulsivity in
women. Depression was associated with CSB both on its own and via higher sexual desire.
Although traits like sensation-seeking and relationship satisfaction affected how strongly sexual
desire was linked to CSB, they did not change the overall pattern of this relationship.
Relationship quality appeared somewhat protective, whereas sexual satisfaction did not.

Results from this study suggest a more nuanced, gender-informed view of CSB and high
sexual desire in women, challenging longstanding assumptions that hypersexuality in women is
rare or irrelevant in clinical contexts. Findings also highlight the need for clinicians to be mindful
of bias when diagnosing or treating female patients. Accordingly, this study lends support to the
growing body of evidence that gender differences in CSB—with respect to both prevalence and
etiology—are narrowing over time. Yet more research is needed, particularly of a longitudinal
nature, to pinpoint whether unique developmental pathways exist for women. In sum, this work
underscores the importance of recognizing sexual compulsivity in women while also considering
co-occurring distress, desire dysregulation, depressive symptoms, and relationship context. The
stigma and lack of knowledge surrounding women’s hypersexual behaviour has historically
rendered them an invisibilized and underserved population; thus, further research in this area is

critical to ameliorate women’s psychological and sexual wellbeing.
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Appendices

Appendix A: Compulsive Sexual Behavior Disorder Scale (CSBD-19)

Sex is defined as any activity or behavior that stimulates or arouses a person with the
intent to produce an orgasm or sexual pleasure (e.g., self-masturbation or solo sex, using
pornography, intercourse with a partner, oral sex, anal sex, etc.). Sexual behaviors may or may
not involve a partner.

Below are a number of statements that describe various thoughts, feelings, and behaviors
about sex. Please, think back to the past six months and indicate on the following 4-point scale to

what extent the statements apply to you. There are no right or wrong answers.

Totally disagree (1) Somewhat disagree (2) Somewhat agree (3) Totally agree (4)

1. Even though my sexual behavior was irresponsible or reckless, I found it difficult to stop.
2. Sex has been the most important thing in my life.

3. I was able to resist my sexual urges for only a little while before I surrendered to them.
4. Thad sex even when I did not enjoy it anymore.

5. My sexual urges and impulses changed me in a negative way.

6. I could not control my sexual cravings and desires.

7. Iwould rather have had sex than to have done anything else.

8. Trying to reduce the amount of sex I had almost never worked.

9. Although sex was not as satisfying for me as before, I engaged in it.

10. I did not accomplish important tasks because of my sexual behavior.

11. My sexual desires controlled me.

12. When I could have sex, everything else became irrelevant.

13. I was not successful in reducing the amount of sex I had.

14. Although my sex life was not as satisfying as it had been before, I had sex.

15. My sexual activities interfered with my work and/or education.

16. My sexual behaviors had negative impact on my relationships with others.

17. I have been upset because of my sexual behaviors.

18. My sexual activities interfered with my ability to experience healthy sex.

19. I often found myself in an embarrassing situation because of my sexual behavior.
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Appendix B: Brief Symptom Inventory (BSI-18)

During the past 7 days, how much were you distressed by:

Not at all (0) A little bit (1) Moderately (2) Quite a bit (3)

Anxiety items

1. Nervousness or shakiness inside
Suddenly scared for no reason
Feeling fearful

Feeling tense or keyed up

Spells of terror or panic

A i

Feeling so restless you couldn’t sit still

Depression items

7. Thoughts of ending your life

8. Feeling lonely

9. Feeling blue

10. Feeling no interest in things

11. Feeling hopeless about the future

12. Feelings of worthlessness
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Appendix C: Sexual Desire Inventory (SDI-2)

This questionnaire asks about your level of sexual desire. By desire, we mean interest in or wish

for sexual activity. For each item, please indicate which answer shows your thoughts and

feelings.
Not at all Once a Once Once a Twice a 3or4 Once a More
(1) month (2) everytwo week (4)  week (5)  times a day (7) than once

weeks (3) week (6) aday (8)

1. During the last month, how often would you have liked to engage in sexual activity with a
partner (for example, touching each other’s genitals, giving or receiving oral stimulation,
intercourse, etc.)?

2. During the last month, how often have you had sexual thoughts involving a partner?

No desire Strong desire
) (1) 2) 3) (4) ) (6) (7) (8)
3. When you have sexual thoughts, how strong is your desire to engage in sexual behavior with
a partner?
4. When you first see an attractive person, how strong is your sexual desire?
5. When you spend time with an attractive person (for example, at work or school), how strong
is your sexual desire?
6. When you are in romantic situations (such as a candle lit dinner, a walk on the beach, etc.),
how strong is your sexual desire?

7. How strong is your desire to engage in sexual activity with a partner?
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Not at all Extremely
important important

) () (2) (3) (4) (3) (6) (7) (8)

8. How important is it for you to fulfill your sexual desire through activity with a partner?

Much less Much more
desire desire
0) (1) 2) 3) 4) ) (6) (7) (8)

9. Compared to other people of your age and sex, how would you rate your desire to behave

sexually with a partner?

Not at all Once a Once every  Once a Twicea 3or4 Oncea More
month two weeks week week times a day than once
1) ) ) 4) (3) week (6)  (7) a day (8)

10. During the last month, how often would you have liked to behave sexually by yourself (for

example, masturbating, touching your genitals etc.)?

No desire Strong desire

) (1) ) (3) 4) (3) (6) (7) (8

11. How strong is your desire to engage in sexual behavior by yourself?

Not at all Extremely
important important
©) (1) 2) () (4) (3) (6) (7) (8)

12. How important is it for you to fulfill your desires to behave sexually by yourself?
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Much less Much more
desire desire

) () (2) (3) (4) (3) (6) 7 (¥

13. Compared to other people of your age and sex, how would you rate your desire to behave

sexually by yourself?

Forever A year Several A month A few Aweek Afew  Oneday  Less
or two months weeks days than a day

() (2) (3) (4) (3) (6) (7) (8) 9)

14. How long could you go comfortably without having sexual activity of some kind?
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Appendix D: Arizona Sexual Experience Scale (ASEX)

For each item, please indicate your overall level during the past week, including today.

Extremely Very Somewhat
strong strong strong
() (2) (2)

1. How strong is your sex drive?

Extremely Very Somewhat
easily easily easily
(1) (2) (2)

2. How easily are you sexually aroused (turned on)?

Somewhat
weak

(4)

Somewhat

difficult
(4)

3. How easily does your vagina become moist or wet during sex?

4. How easily can you reach an orgasm?

Extremely Very Somewhat
satisfying satisfying satisfying
(1) (2) (2)

5. Are your orgasms satisfying?
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Somewhat
unsatisfying

(4)

Very
weak

(3)

Very

difficult
)

Very
unsatisfying

()



Appendix E: Sexual Distress Scale (SDS-3)

Below is a list of feelings and problems that people sometimes have concerning their sexuality.
Please read each item carefully, and select the answer option that best describes how often that

the problem has bothered you or caused vou distress during the past 30 days.

How often did you feel...

Never (0) Rarely (1) Occasionally (2) Frequently (3) Always (4)

1. Distressed about your sex life?
2. Inferior because of sexual problems?

3. Worried about sex?

115



Appendix F: Short UPPS-P Impulsivity Scale (UPPS-P)

Below are a number of statements that describe ways in which people act and think. For each

statement, please indicate how much you agree or disagree with the statement. Be sure to

indicate your agreement or disagreement for every statement below.

Disagree strongly (4) Disagree some (3)  Agree some (2) Agree strongly (1)

Sensation-seeking items

3. I sometimes like doing things that are a bit frightening.

9. I quite enjoy taking risks.

14. I generally seek new and exciting experiences and activities.

18. I welcome new and exciting experiences and sensations, even if they are a little frightening

and unconventional.
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Appendix G: Global Measure of Sexual Satisfaction (GMSEX)

Overall, how would you describe your sexual relationship with your partner?

For each pair of words, mark the number which best describes your sexual relationship.

Very bad
(1) (2)

Very
unpleasant

() (2)

Very
negative

(1) (2)

Very
unsatisfying

() ()

Worthless
(1) )

3)

(3)

()

(3)

3)

(4)

(4)

4)

(4)

(4)
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(3)

(3)

(3)

(3)

(3)

(6)

(6)

(6)

(6)

(6)

Very good
(7)

Very
pleasant

(7)

Very
positive

(7)

Very
satisfying
(7)

Very valuable
(7)



Appendix H: Relationship Assessment Scale (RAS-1)

In general, how satisfied are you with your relationship?

I am not satisfied. (1)

I am rather not satisfied. (2)
I am somewhat satisfied. (3)
I am rather satisfied. (4)

I am very satisfied. (5)
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