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Understanding the Roles of Shame and Neuroticism in a Patient
Sample of Hypersexual Men

Rory C. Reid, PhD,* Judith A. Stein, PhD,T and Bruce N. Carpenter, PhD}

Abstract: Although shame and facets of neuroticism have independently
been linked to hypersexuality, the present study extends these findings by
exploring pathways among these variables, using structural equation mod-
eling in a patient sample of hypersexual adult men (N = 95). Results
suggested that the domain of neuroticism, as represented by the NEO
Personality Inventory—Revised, was a significant direct predictor of hyper-
sexuality, with specific variance from the facet of impulsivity adding addi-
tional predictive power. Shame’s bivariate association with hypersexuality
was also significant, but in a predictive path model the effect of shame on
hypersexuality was indirectly mediated through neuroticism and was not an
independently significant predictor. Implications for treatment suggest that
clinicians working with this population should evaluate precipitating risk
factors to consider whether shame is activating neurotic coping or if other
stressors might be influencing emotional instability that can trigger hyper-
sexuality. Independent of the general distress associated with neuroticism,
the literature on impulsivity might provide other valuable insights and
direction for working with hypersexual men.
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ypersexual behavior is a phenomenon characterized by repeti-

tive and intense preoccupation with sexual thoughts, urges, and
behaviors causing adverse consequences leading to clinically signif-
icant distress or impairment in occupational, interpersonal, or social
domains of functioning. Hypersexual individuals frequently report
numerous undesirable outcomes and multiple unsuccessful attempts
at self-regulation (Coleman, 1991; Kafka, 2001; Kuzma and Black,
2008; Reid et al., 2009a). Hypersexuality is receiving increased
attention in the literature as researchers continue to explore the
associated characteristics of this phenomenon to further elucidate its
etiology and consequences, including health risks associated with
sexually transmitted diseases (Codispoti, 2008; Coleman et al.,
2009; Kafka, 2001; Parsons et al., 2008; Reid et al., 2010; Schwartz,
2008). Further validation for the legitimacy of this phenomenon has
also emerged in classification criteria being proposed for diagnostic
consideration of a hypersexual disorder in the DSM-V (Kafka,
2010). The current study explores the associations among shame,
facets of neuroticism, and hypersexual behavior in a clinical sample
of hypersexual men to understand which relationships may have the
greatest explanatory power in exerting an effect on hypersexual
behavior and to understand the mechanism by which shame and
neuroticism impact hypersexual behavior.
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SHAME COPING, NEUROTICISM, AND
HYPERSEXUALITY

Evidence supporting the relationship between shame coping
and hypersexual behavior has been observed in several studies. For
example, hypersexual patients appear to defend against shame with
higher levels of withdrawal and greater tendencies to attack the self
and others when compared with controls (Reid et al., 2009b). In a
study examining a constellation of emotions linked to hypersexual-
ity, a regression analysis showed shaming self-hostility to be the
most predictive of hypersexual behavior (Reid, 2010). Some have
suggested that for this population of individuals, sex is used dispro-
portionately to escape or dissociate from the painful effects of shame
(Adams and Robinson, 2001; Reed, 2000; Wilson, 2000). Note that
in these studies, the focus of this association is on coping, specifi-
cally how shame might lead to hypersexual behavior as a form of
maladaptive coping, regardless of the expectation that at least for
some the hypersexuality might be one source of the emotion of
shame.

Facets of neuroticism such as anxiety and depression have
also been linked to hypersexual behavior. For instance, using the
Structured Clinical Interview for DSM Disorders (Spitzer et al.,
1994), one study noted that the most common diagnoses among
hypersexual individuals were mood and anxiety disorders (Raymond
et al., 2003). Other facets of neuroticism, such as interpersonal
sensitivity, loneliness, and stress proneness, have also been observed
in association with hypersexual behavior (Guigliamo, 2006; Reid et
al., 2008; Yoder et al., 2005). In assessing psychological patterns
using the Symptom Checklist-90-R (Derogatis, 1994), a sample of
hypersexual patients showed significant differences in levels of
neurotic tendencies including obsessiveness, depression, and inter-
personal sensitivity compared with controls (Reid et al., 2009a).
Studies using the MMPI-2 revealed that hypersexual patients exhibit
the most notable elevations on scales reflecting general neurotic
distress, particularly depression, anxiety, difficulty managing thoughts,
and social alienation (Reid and Carpenter, 2009a, b).

Although maladaptive shame coping and the associated fea-
tures of neuroticism have been correlated with hypersexual behav-
ior, it is unclear whether the inability to defend against shame exerts
a direct effect on levels of hypersexuality or if it is indirectly linked
through other variables such as facets of neuroticism. Specifically,
might maladaptive shame coping be an expression of more general
neurotic tendencies? If so, we could expect neuroticism to mediate
the relationship between shame and hypersexuality. Mediation could
be shown if (1) the background variable (independent variable of
shame) affects the mediator (neuroticism), (2) the independent
variable is significantly related to the outcome dependent variable
(hypersexuality), (3) the mediator affects the dependent variable,
and (4) there is a reduction in the effect of the independent variable
on the dependent variable after controlling for the mediator (Baron
and Kenny, 1986; MacKinnon and Fairchild, 2009; MacKinnon et
al., 2007). Although the correlational nature of our study does not
allow strong causal statements regarding maladaptive shame coping
on hypersexuality, we argue that demonstration of mediation by
neuroticism strengthens that view. Such a mediation effect would
suggest that shame activates neurotic tendencies, much like anxiety-
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provoking situations would. In particular, if the relationship between
neuroticism and hypersexuality is increased with stress in the model,
the interplay of these variables becomes important.

Using structural equation modeling (SEM), the investigators
in the present study tested 2 separate models to determine which
pathways would have the greatest explanatory power in understand-
ing the factors that exert the strongest influence on levels of
hypersexual behavior. We hypothesized that the power of shame to
exert an effect on levels of hypersexual behavior would be mediated
by a latent variable representing the facets of neuroticism. We also
hypothesized that some facets within the neuroticism domain might
be more salient in the prediction of hypersexual behaviors, and we
planned to assess whether this was the case in this sample.

METHODS

Definition of Hypersexual Behavior

Given the unresolved questions about addictive or compul-
sive notions associated with hypersexuality, we prefer defining the
behavior in terms of its elements, consequences, and contexts, rather
than in terms of its presumed connections to other classes of
conditions. Although some controversy exists about what terminol-
ogy may best explain hypersexuality (e.g., sexual addiction, sexual
compulsivity), the criteria used in the present study align with the
majority of perspectives published in the literature about these
phenomena (Coleman, 1991; Kingston and Firestone, 2008; Reid,
2007; Schwartz, 2008; Stein, 2008). Additionally, our conceptual-
ization of hypersexual behavior is reflected in the criteria proposed
for classification of hypersexual Disorder under consideration for
the DSM-V (Kafka, 2010). The definition employed in the present
study required an individual to exhibit the following symptoms for
a minimum of 6 months: (1) repetitive and intense preoccupation
with sexual thoughts, urges, and behaviors; (2) multiple unsuccess-
ful attempts at controlling sexual thoughts, urges, and behaviors; and
(3) adverse consequences causing clinically significant distress or
impairment in occupational, interpersonal, or social areas of func-
tioning related to the intensity or frequency of sexual thoughts,
urges, or behaviors. The presenting symptoms could not occur
exclusively within the context of another Axis I disorder (e.g., manic
phase of bipolar), be substance-induced, or occur in relation to
neurological pathology (Coleman, 1991; Kafka, 1997). Hypersexual
behavior was also observed as a distinct and separate construct from
the phenomenon of persistent sexual arousal syndrome, in which an
individual experiences persistent sexual arousal in the absence of
desire (Leiblum and Seehuus, 2009; Mahoney and Zarate, 2007).
Symptoms associated with hypersexual behavior could include solo
or relational sexual activities and could occur comorbidly with
paraphilic tendencies (Kafka and Hennen, 2003). Participants re-
ceived a clinical interview at intake which explored these criteria.

Participants

The data used in this study were derived from data collected
as part of routine clinical practice at an outpatient clinic that
specialized in the treatment of hypersexuality. The sample of adult
men (N = 95) ranged in age from 19 to 54 (M = 31.8 years, standard
deviation= 8.26). The sample was 99% White; one man was
Hispanic. Five participants (5%) identified themselves as homosex-
ual, 1 identified himself as bisexual, and 89 (94%) identified them-
selves as heterosexual. Marital status consisted of 32 men who had
never married (34%), 49 who were in their first marriage (52%), 8
who were remarried (8%), and 6 who were separated or divorced
(6%). Informed consent was obtained from each participant as part
of his intake paperwork, and the study was conducted in compliance
with the rules and regulations of the Institutional Review Boards at
the respective universities of the authors.
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For the patients in this study, a pattern of persistent preoccu-
pation with sexual thoughts, urges, and activities interfered with
various aspects of their lives, including academic or scholastic goals,
employment, marriage relationships, or dyads, with significant oth-
ers, parenting, friendships, family associations, personal interests,
and hobbies. Further, patients reported various negative conse-
quences for their sexual choices, including legal difficulties (e.g.,
arrests due to solicitation of sex from a commercial sex worker),
financial losses, sexually transmitted diseases, and emotional distur-
bances including feelings of demoralization, loss of self-confidence,
and diminished motivation.

Self-reported presenting sexual behaviors among the client
sample included compulsive masturbation and pornography depen-
dence (66%), habitual solicitation of commercial sex workers
(17%), serial extramarital affairs (16%), and excessive unprotected
sex with multiple anonymous partners (21%). Patients (» = 4) who
met criteria for paraphilias or substance-related disorders, or who
had psychotic tendencies or a history of head injury, were eliminated
from the study.

Measures

The analytic method used in this study was SEM using latent
variables. The latent variables described below were based on
responses to well-established multi-item scales and represent con-
structs in the model.
Shame. The construct of maladaptive shame coping was measured
with the 48-item Compass of Shame Scale (Elison et al., 2006). This
measure captures coping strategies used to defend against shame,
and higher scores reflect greater use of maladaptive coping with
shaming experiences. Only 3 of the 4 subscales—Withdrawal,
Attack Self, and Attack Others—were used in the analysis because
the fourth subscale (Avoidance) had failed to produce any signifi-
cant differences among hypersexual patients in previous studies
(Reid et al., 2009b). Participants responded on a scale ranging from
0 (never) to 4 (almost always). Reliabilities in this type of population
for these scales have been reported elsewhere (Reid et al., 2009b)
and range from 0.85 to 0.91. Summed scores from the subscales
were converted to T-scores for this study.
Neuroticism. Facet scores on the domain of neuroticism were de-
rived using the NEO Personality Inventory—Revised (NEO-PI-R;
Costa and McCrae, 1992). The NEO-PI-R consists of 240 items
answered on a 5-point Likert scale ranging from strongly disagree to
strongly agree. The NEO-PI-R assesses 30 facets, 6 for each
dimension based on the Five Factor Model of personality. Raw
scores are standardized as T-scores (M = 50, standard deviation =
10), using respective sex norms reported in the NEO manual. The
facets of the neuroticism domain used in this study included Anxi-
ety, Angry Hostility, Depression, Self-Consciousness, Impulsive-
ness, and Vulnerability. The NEO-PI-R is a widely used measure of
personality traits with established psychometric properties and has
been used in numerous studies (Costa and McCrae, 1992).
Hypersexuality. Hypersexual behavior was measured with the Hy-
persexual Behavior Inventory (Reid et al., 2011), a 19-item self-
report measure that has 3 factors: Control, Coping, and Conse-
quences. These 3 domains of hypersexual behavior relate to (1)
control over sexual thoughts, urges, and behavior; (2) consequences
associated with hypersexual behavior; and (3) the extent to which an
individual uses sex to cope with uncomfortable or unpleasant affec-
tive experiences. Items are endorsed on a S-point Likert scale
ranging from 1 (never) to 5 (very often), with possible scores
ranging from 19 to 95. Higher scores reflect greater hypersexuality,
with 53 regarded as the cut-off for those experiencing difficulties
with Hypersexuality. Reliabilities have been high in varied clinical
populations (Control, « = 0.91; Coping, « = 0.91; Consequences,
a = 0.89), and the measure discriminates well between controls and
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hypersexual patient samples (Reid et al., 2009a; Reid et al., 2009b).
Summed scores from each subscale were used as the 3 indicators of
the factor of hypersexuality.

Analysis

The latent variable analyses were performed using the EQS
structural equations program (Bentler, 2006). SEM compares a
proposed hypothetical model with a set of actual data. The closeness
of the variance-covariance matrix implied by the hypothetical model
to the empirical variance-covariance matrix is evaluated with good-
ness of fit indices. Fit was assessed with the comparative fit index
(CFI), the maximum likelihood x* (ML x?), and the standardized
root mean square residual (SRMR). The CFI indicates the proportion
of improvement in the overall fit of the hypothesized model relative
to a null model in which all covariances between variables are zero.
The CFI ranges from 0 to 1; values of 0.95 or greater are desirable
(Bentler, 2006; Hu and Bentler, 1999). The SRMR is a measure
representing the size of residuals. It is based on the average differ-
ences between the sample variances and covariances and the esti-
mated population variances and covariances. Values less than 0.08
are desirable and indicate a close fitting model (Hu and Bentler,
1999). Multivariate kurtosis was minimal in this model, and supple-
mentary robust methods did not need to be used (Mardia’s normal-
ized coefficient = 0.67).

An initial confirmatory factor analysis (CFA) assessed the
adequacy of the hypothesized measurement model and provided the
associations among the 3 latent variables. We then tested a predic-
tive path model that positioned shame as a predictor of neuroticism,
which in turn predicted hypersexuality. We also included and
removed a direct path from shame to hypersexuality to test with a x*
difference test whether mediation was occurring. Suggestions from
the LaGrange Multiplier (LM) test, which reports supplementary
modifications to the original model that will improve the fit, were
evaluated and were only allowed if they made sense theoretically in
the CFA model (LM test; Chou and Bentler, 1990). In evaluating the
path model, we also used the LM test to assess whether there were
any significant special effects of any of the separate facets of
neuroticism on hypersexuality. Indirect effects were calculated using
the method developed by Sobel (1987).

RESULTS

Confirmatory Factor Analysis

The fit of the initial CFA was not adequate, but, after the addition
of 3 reasonable correlated error residuals suggested by the LM test, the
fit improved: ML x* = 71.65, 484f: CFI = 0.95, SRMR = 0.077. All
hypothesized factor loadings were significant (p < 0.001). Table 1
presents the factor loadings, means, and standard deviations of the
measured variables. The correlations among the 3 latent variables in
the CFA were substantial, and all were significant (p < 0.001). The
correlation between shame and neuroticism was 0.75, the correlation
between shame and hypersexuality was 0.31, and the correlation
between neuroticism and hypersexuality was 0.52. Supplementary
modifications included the addition of covariances between the error
residuals of Angry Hostility and Anxiety (standardized » = 0.32),
Attack Others and Angry Hostility (0.53), and Withdrawal and
Self-Consciousness (0.35).

Path Analysis

The initial path analysis model included pathways from both
shame and neuroticism to hypersexuality in addition to the pathway
from shame to neuroticism. As expected, the fit index was exactly
the same as that of the CFA (ML x> = 71.65, 48df. CFI = 0.95,
SRMR = 0.077). However, although shame was significantly cor-
related with hypersexuality in the CFA, it was not a significant
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TABLE 1. Summary Statistics and Factor Loadings in CFA
Variables Mean SD Factor Loading®
Shame®
Withdrawal 60.98 10.37 0.88
Attack self 56.94 10.02 0.87
Attack others 53.89 11.39 0.61
Neuroticism®
Anxiety 55.87 11.72 0.63
Angry hostility 53.04 12.40 0.48
Depression 65.35 11.28 0.88
Self-consciousness 60.54 11.04 0.59
Impulsivity 65.06 10.22 0.46
Vulnerability 60.80 13.99 0.78
Hypersexuality (score range)
Control (23-40) 33.31 5.17 0.83
Coping (10-35) 25.28 5.61 0.53
Consequences (6-20) 13.52 3.45 0.90

2All factor loadings significant, p = 0.001.
®Scaled as T-scores that can range from 0 to 100.

predictor of hypersexuality, so the direct path from shame to
hypersexuality was dropped from the path model. This resulting
model explained 27% of the variance in hypersexuality; the x*
difference between the original model and this model was only 0.96
with 1 df. We then examined whether any of the separate facets of
neuroticism were particularly and significantly associated with hy-
persexuality. Adding a specific path, suggested by the LM test, from
the error residual of Impulsivity to hypersexuality improved the fit
considerably (ML x?>= 59.29, 48 df; CFI = 0.98, SRMR = 0.065).
This was the only supplementary path suggested by the LM test. The
final path model explained 37% of the variance in hypersexuality,
and the x* difference between the trimmed model without the
specific path and this one was substantial: y*"= 13.32, 1 df, p <
0.001. Thus, this model represents a substantial improvement over
the initial path model. Figure 1 presents the final path model.

To ascertain whether mediation was occurring, we also ex-
amined the indirect effect of shame on hypersexuality as mediated
through neuroticism. As reported above, shame was not a significant
direct predictor of hypersexuality although their bivariate correlation
was significant in the CFA (0.31), a necessary condition for dem-
onstrating mediation. However, the indirect effect of shame on
hypersexuality was significant; the standardized regression coeffi-
cient = 0.36, p < 0.001. Thus, in the predictive model, the impact
of shame on hypersexuality is indirect. The mechanism through
which it operated was neuroticism, which in turn predicted hyper-
sexual behaviors. Furthermore, impulsivity may be a particularly
salient facet of neuroticism in hypersexuality.

DISCUSSION

The hypothesized mediated model provided a plausible ex-
planation of the mechanism by which shame and neuroticism act
jointly to affect and increase hypersexual behavior. All were asso-
ciated significantly in the bivariate confirmatory model, but in the
path model shame exerted its influence indirectly through its strong
association with neuroticism. Mediation was demonstrated by the lack
of a significant direct association between shame and hypersexuality
once neuroticism was included in the path model. Given that this was
a selected clinical sample, the proportion of hypersexuality variance
(37%) predicted in the analysis was substantial, especially given the
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FIGURE 1. Final structural path model. All regression coefficients are standardized. Ovals designate latent variables; rectangles
represent measured variables. Small circle represents error residual. Other residuals not depicted for readability. One-headed

arrows represent regression paths. *** p < 0.001.

difficulty in accounting for complex behavioral phenomena with par-
simonious models such as the one tested in this study.

Consistent with earlier research (e.g., Reid et al., 2008), neurot-
icism as an overarching latent construct was a significant predictor of
hypersexuality. Interestingly, unique variance from the Impulsivity
subscale independently added to the predictive power of the model and
helped explain further variance in hypersexuality. This finding suggests
that the features of the Impulsivity subscale beyond general neuroticism
are particularly relevant to hypersexuality. To be distressed and func-
tionally compromised by anxiety-avoidance and other features of gen-
eral neuroticism certainly contributes to hypersexual patterns, but it also
appears that to be impulsive is relevant to hypersexual acting out, with
such impulsivity being at least partly independent of other neurotic
features. This finding supports the observations of others regarding the
impulsive component that is a critical feature of hypersexuality (Barth
and Kinder, 1987; Kingston and Firestone, 2008; Kuzma and Black,
2008; Stein, 2008).

Interestingly, even though shame has been shown to be
associated with hypersexuality (Reid, 2010; Reid et al., 2009b),
when assessed as an additional direct contributor to predictive
variance beyond that of neuroticism, shame fails to improve the
prediction. However, maladaptive shame coping does make a mean-
ingful contribution to the prediction of hypersexuality when its
variance is mediated through neuroticism. This finding suggests that
the inability to defend against shame activates facets of neuroticism,
which in turn contribute to hypersexual behavior. More specifically,
we suspect that shame leads to (a) greater blunting of affective
awareness (as reflected in alexithymia); (b) impulsive pleasure-
seeking as a defense against the negative affect arising from shame
among those neurotically inclined; and (c) increased depression/
anxiety from self-devaluation, which weakens the resolve to with-
stand the allure of immediate pleasure-seeking through habituated
patterns of sexual acting out. Within clinical settings, this suggests
that clinicians should examine the triggering potential of shameful
events, with additional recognition that the client may well experi-
ence failures to avoid sexual acting out as a recurring source of
shame. Individuals with high levels of neuroticism appear vulnera-
ble especially to hypersexual acting out when experiencing shame,
and might find themselves caught in a cycle if their failures to
control their hypersexuality is shameful to them. It may be possible
that these triggering events can lead to highly individualized mal-
adaptive coping around hypersexual behaviors, but we propose the
3 aforementioned mechanisms as particularly likely.

It is also worth noting that whereas shame appears to be a
good candidate for the triggering of neurotic coping as one feature
of hypersexuality, shame is not a necessary condition. No doubt
neurotic forms of coping are ongoing for many of these individuals,
and other triggers that evoke neurotic reactions, such as failure
experiences, childhood trauma, or external threats, might also esca-
late neurotic coping. The impact of other potential triggers on this
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model may be a valuable line of future research, especially with
larger and more diverse samples.

Implications for treatment suggest that clinicians working with
this population should evaluate precipitating risk factors to consider
whether shame is activating neurotic coping or if other sources of
stressors might be influencing emotional instability that can trigger
hypersexuality. Independent of the general distress associated with
neuroticism, the literature on impulsivity might provide valuable in-
sights and direction for working with hypersexual men.

This study is one of few that tie together multiple correlates
of hypersexuality and actually seek to test explanatory models. A
trend toward model-testing is strongly needed to advance research in
this area, perhaps starting with replication and extension of the
current findings. For example, the homogeneity of the current
sample in terms of ethnicity and geographical location raises ques-
tions about the generalizability of the findings, and a larger sample
could add confidence to the parameter estimates. Another limitation
is that this is a self-selected clinical sample of men who have
presented themselves for treatment. Yet, we were able to capitalize
on the considerable variability even within this select sample and
demonstrate strong and significant findings. As another limitation,
the data are cross-sectional. Thus, other directions of influence
within the path model are possible (MacCallum et al.,1993). As a
result of this study, even so, we hope the applicability of such
findings to understanding these phenomena and to moving toward
empirically supported interventions is clearer.
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