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Abstract

Approximately 31% of men in treatment for a substance use disorders (SUD) engage in 

compulsive sexual behavior (CSB). Shame, a well-documented consequence of CSB, increases the 

likelihood of relapse following treatment for SUDs. Despite the risk of relapse, prior research has 

not investigated factors that may attenuate the relation between CSB and shame. Dispositional 

mindfulness is one such factor known to mitigate shame. However, researchers have yet to 

examine dispositional mindfulness as a moderator of the relationship between CSB and shame 

among a sample of men in treatment for SUDs. In an effort to inform intervention efforts, the 

present study aimed to investigate the hypothesis that CSB would not relate to shame among men 

with high, as opposed to low, levels of dispositional mindfulness. The present study reviewed 

medical records of 184 men in residential treatment for SUDs who completed cross-sectional 

measures of shame, CSB, dispositional mindfulness, and substance use problems. Results 

demonstrated a significant interaction between CSB and dispositional mindfulness such that CSB 

positively related to shame at low, but not mean or high, levels of dispositional mindfulness. These 

results support and extend previous mindfulness and CSB treatment research. Findings suggested 
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that intervention efforts for CSB may benefit from increasing dispositional mindfulness in an 

effort to reduce shame-related cognitions.
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Introduction

Approximately 31% of men seeking treatment for a substance use disorder (SUD) identified 

as at-risk for compulsive sexual behavior (CSB; Stavro, Rizkallah, Dinh-Williams, Chiasson, 

& Potvin, 2013). CSB can be defined as compulsive, excessive, or otherwise problematic 

non-paraphilic sexual behaviors (e.g., excessive or compulsive sexual desire/drive, 

pornography use, sexual chat/video use, masturbation, sexual intercourse, or engagement in 

sexual fantasy) that cause distress or impairment in occupation, interpersonal, or social 

functioning (Kafka, 2010). Such men are at an increased risk of relapse following treatment 

for SUDs if CSB is not addressed (Carnes, 2001; Schneider & Irons, 2001). It is concerning, 

then, that only a few studies examined CSB among men in treatment for SUDs, and even 

fewer explored protective factors needed to inform interventions (e.g., Brem, Shorey, 

Anderson, & Stuart, in press; Shorey, Elmquist, Gawrysiak, Anderson, & Stuart, 2016). 

Clinicians and researchers working with this understudied population would benefit from 

further investigation of risk and protective factors for CSB among individuals in treatment 

for SUDs.

In contrast to guilt, in which an individual’s behavior is negatively evaluated, shame elicits 

cognitive patterns such that the entire self is negatively evaluated (Tangney & Dearing, 

2002). Shame has been delineated into two subtypes: external shame (i.e., shame associated 

with the perceived negative evaluations from others), and internal shame (i.e., the internal 

experience of self-criticism and negative self-evaluations viewed through one’s own eyes; 

Gilbert, 1998). While researchers have not distinguished these types of shame as they relate 

to CSB, the limited research in this domain focused on the experience of negative self-

evaluations (e.g., self-hostility) in relation to shame among individuals with CSB (Reid, 

Harper, & Anderson, 2009), thereby supporting the continued investigation of internal 

shame within this population. Shame was conceptualized as both a cause and consequence 

of addictive behaviors, including CSB and substance use (Gilliland, South, Carpenter, & 

Hardy, 2011; Masuma & Patton, 2015; Potter-Efron, 2002). Though many individuals who 

engaged in CSB harbored pre-existing shame (Gilliland et al., 2011), shame experienced as 

an adult may be exaggerated by CSB (Hall, 2011). Such shame may be due, in part, to non-

conformity to societal norms and religious beliefs (e.g., monogamy, sexual repression, and 

moral objection to pornography) and failure to prioritize certain domains (e.g., families, 

partners, work, friends, finances, and health) over sexual behaviors (Hall, 2011).

Theoretical and empirical evidence supported a reciprocal relation between shame and CSB 

(Reid & Carpenter, 2009; Reid, 2010). That is, the consequences associated with CSB (e.g., 

sexually transmitted infections, relationship distress, loss of employment, legal problems, 
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and financial loss) contributed to shame-related cognitions (e.g., “I’m defective and 

unworthy of the love of a partner”); an individual may then (1) attempt to alleviate, or (2) 

seek to confirm shame-related cognitions through continued engagement in CSB 

(Derbyshire & Grant, 2015; Reid & Carpenter, 2009). Some researchers posited that the 

reciprocal relationship between shame and CSB may explain why individuals with CSB 

were at an increased risk of psychiatric conditions, such as depression, anxiety, and 

substance use (Gilliland et al., 2011).

A growing body of research emphasized the need to address shame-related cognitions 

among those who engage in CSB to prevent continued CSB and, potentially, other 

maladaptive coping strategies (e.g., substance use; Gilliland et al., 2011; Reid, 2010). 

Although shame hindered the treatment of CSB and SUDs individually (Gilliland et al., 

2011; Luoma et al., 2007), the complex relations between CSB and SUDs further 

complicated treatment for men with both CSB and SUDs (Carnes, 1991). For instance, 

clinical and theoretical evidence suggested that men who display CSB may use substances to 

cope with CSB-related shame (Carnes, 1991). Furthermore, substance use may exacerbate 

both shame (Dearing, Stuewig, & Tangney, 2005) and engagement in risky sexual activity 

(Tull, Weiss, Adams, & Gratz, 2012) which may perpetuate the CSB-shame cycle for 

individuals with CSB and SUD. For men who engage in both CSB and substance use, 

reducing shame may interfere with continued CSB, thereby reducing the likelihood of 

relapse for individuals in treatment for SUDs (Schneider & Irons, 2001). However, 

researchers have yet to examine moderators of the CSB-shame link among men seeking 

treatment for SUDs.

Conceptualized as a propensity to purposefully and non-judgmentally attend to present-

moment internal and external events, dispositional mindfulness is one such construct linked 

to lower levels of shame (Baer, 2003; Woods & Proeve, 2014). Individuals higher in 

dispositional mindfulness were better able to separate cognitions and emotions from the self 

thereby reducing over-engagement with emotions (Bowlin & Baer, 2012; Hayes & Feldman, 

2004). Furthermore, such individuals may approach distressing cognitions, emotions, or 

physiological experiences with curiosity and acceptance as opposed to avoidance, the latter 

of which contributed to maladaptive coping strategies (Bishop et al., 2004). Recent evidence 

suggested that approaching experiences with acceptance facilitated self-compassion (i.e., 

being touched by or open to one’s suffering as opposed to avoiding or disconnecting from it; 

Neff, 2003). That self-compassion negatively related to shame implies that mindfulness may 

reduce shame through increases in self-compassion (Woods & Proeve, 2014).

Given the protective utility of dispositional mindfulness from shame, it is plausible that 

increases in dispositional mindfulness might interfere with the development of shame-

related beliefs among men who engage in CSB. However, researchers have only recently 

begun to examine dispositional mindfulness as it relates to CSB, and no past research 

addressed the role of shame. Dispositional mindfulness negatively related to CSB among a 

sample of men in residential treatment for SUDs (Shorey et al., 2016). Similarly, Reid, 

Bramen, Anderson, and Cohen (2014) found an inverse relationship between men’s 

dispositional mindfulness and CSB. Using a single-subject design, van Gordon, Shonin, and 

Griffiths (2016) found that CSB and CSB-related negative self-thoughts decreased following 
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a mindfulness-based meditation training that incorporated acceptance, awareness, and self-

compassion. Furthermore, because research supported the efficacy of mindfulness-based 

interventions in treating SUDs (Chiesa & Serretti, 2014), it follows that such interventions 

may be applied to the treatment of CSB among men with SUDs in an effort to reduce both 

substance use and shame. However, researchers have yet to examine the role of dispositional 

mindfulness in the relation between CSB and shame.

In sum, existing research has not examined factors that may reduce the likelihood of shame 

among men with CSB. Dispositional mindfulness is one such factor which may curtail 

shame among individuals with CSB. Thus, the purpose of the present study was to 

investigate dispositional mindfulness as a moderator of the relationship between CSB and 

shame within a treatment sample. Based on existing research and theory, we hypothesized 

that CSB would positively relate to shame for men with low, but not high, levels of 

dispositional mindfulness.

Method

Participants

Medical records for 184 men aged 18 and older in residential treatment for SUDs were 

included in the present study. The primary diagnoses for this sample were alcohol 

dependence (56.1%), opioid dependence (17.6%), polysubstance dependence (12.8%), 

alcohol abuse (5.3%), cannabis dependence (3.2%), amphetamine dependence (1.6%), 

sedative, hypnotic, or anxiolytic dependence (1.6%), cocaine dependence (0.5%), cannabis 

abuse (0.5%), and opioid abuse (0.5%). The racial/ethnic composition of the sample was as 

follows: White (89.3%), Black (7.0%), Hispanic (3.2%), and Native American/American 

Indian (0.5%). Patients’ mean age was 40.82 (SD = 9.88). The majority of the sample 

reported that they were married (40.1%), followed by never married (24.1%), divorced 

(19.8%), separated (7.5%), engaged (2.7%), other (2.1%), remarried (1.6%), widowed 

(1.1%), and none reported (1.1%). The mean number of years of education of the present 

sample was 13.69 years (SD = 1.94).

Procedure

We reviewed patients’ medical records from a private, residential treatment facility for 

individuals with SUDs located in the Southeastern United States. Admission dates on 

records reviewed ranged from February 2013 to April 2014. Admission into the 28–30 day 

program required that participants be at least 18 years old and have a primary SUD 

diagnosis. Following admission to the program and after medical detoxification (if 

necessary), patients completed a series of self-report measures. Treatment thereafter was 

largely based on the 12-step model of recovery. Diagnoses were based on the Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition – Text Revision (DSM-IV-TR; 

American Psychiatric Association, 2000) and were determined through consultation of the 

treatment team, which included a licensed psychologist, psychiatrist, general physician, and 

chemical dependency counselor. Patients provided consent to have their de-identified 

medical records used for research purposes. Patient medical records included total scores of 
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each measure only; thus reliability statistics could not be calculated. All procedures were 

approved by the Institutional Review Board of the first author.

Measures

Dispositional Mindfulness—The treatment facility utilized a 14-item version of the 

Mindful Attention Awareness Scale (MAAS; Brown & Ryan, 2003), which does not contain 

the item “I drive places on ‘automatic pilot’ and then wonder why I went there,” to assess 

self-reported dispositional mindfulness. The treatment facility used the 14-item version of 

the measure because patients cannot drive while in treatment; the treatment facility wanted 

to be able to eventually measure pre-post treatment changes in dispositional mindfulness. 

Participants indicated the extent to which they experience 14 statements (e.g., “I find myself 

preoccupied with the future or the past”) with responses ranging from 1 (almost always) to 6 

(almost never). Scores are summed then divided by 14 to result in a mean MAAS score with 

possible scores ranging from 1 to 6. Higher scores correspond to higher levels of 

dispositional mindfulness. Existing literature supports the psychometric properties and use 

of the MAAS in assessing dispositional mindfulness within treatment-seeking populations 

(Brown & Ryan, 2003; Dakwar, Mariani, & Levin, 2011).

Compulsive Sexual Behavior—The 20-item Core scale of the Sexual Addiction 

Screening Test-Revised (SAST-R; Carnes, Green, & Carnes, 2010) was used by the 

treatment facility to assess core components of CSB, including preoccupation (i.e., obsessive 

thinking about sexual behavior, opportunities, and fantasies), loss of control (i.e., inability to 

stop behavior despite commitments to self and others and despite problems caused by the 

behavior), affective disturbance (i.e., significant depression, despair, or anxiety over sexual 

behavior), and relationship disturbance (i.e., sexual behavior has created significant 

relationship problems). Items (e.g., Have you made efforts to quit a type of sexual activity 
and failed?) are presented in a forced-choice (Yes/No) format with possible scores ranging 

from 0–20. Higher scores represent higher levels of CSB. The SAST-R demonstrated 

adequate psychometric properties in clinical and non-clinical samples of adults, and across 

sexual orientations (Carnes et al., 2010).

Shame—The Young Schema Questionnaire – Long Form, Third Edition’s (YSQ-L3; 

Young & Brown, 2003) Defectiveness/Shame subscale was used by the treatment facility to 

assess self-reported internal shame, defined as the belief that one is inherently flawed, 

defective, and unlovable. The 15 items (e.g., “If others found out about my basic defects I 

could not face them”) that comprise the defectiveness/shame subscale are answered on a six-

point Likert scale ranging from 1 (completely untrue of me) to 6 (describes me perfectly). 

Items rated by the individual as a 4, 5, or 6 are considered particularly relevant for that 

individual and are summed such that higher scores are indicative of higher subjective 

feelings of shame. Items rated by the individual as a 1, 2, or 3 are recoded into “0.” The 

YSQ’s defectiveness/shame scale associated with a number of psychiatric symptoms, 

including depression, anxiety, posttraumatic stress disorder, and social phobia to support the 

convergent validity of the defectiveness/shame scale (Cockram, Drummond & Lee, 2010; 

Hawke & Provencher, 2011; Pinto-Gouveia, Castilho, Galhardo & Cunha, 2006; Schmidt, 

Joiner, Young, & Telch, 1995). The YSQ’s defectiveness/shame scale demonstrated good 
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psychometric properties across various populations (Oei & Baranoff, 2007) and has been 

used with individuals in residential treatment for substance use disorders (Shorey, Elmquist, 

Anderson, & Stuart, 2015).

Alcohol Use and Problems—The Alcohol Use Disorders Identification Test (AUDIT; 

Saunders, Asaland, Babor, de la Fuente, & Grant, 1993) was used by the treatment facility to 

assess the patient’s self-reported alcohol use and problems in the year prior to treatment 

admission. Ten items examined the intensity and frequency of alcohol use, symptoms of 

alcohol tolerance and dependence, and negative consequences of alcohol use. Scores are 

summed such that higher scores are indicative of greater levels of alcohol use and problems. 

Possible scores range from 0 to 40. The AUDIT demonstrated excellent reliability and 

validity across multiple populations (Babor, Higgins-Biddle, Saunders, & Monteiro, 2001).

Drug Use and Problems—The Drug Use Disorders Identification Test (DUDIT; Stuart, 

Moore, Ramsey, & Kahler, 2003; Stuart, Moore, Kahler, & Ramsey, 2003) was used by the 

treatment facility to assess patients’ drug use (i.e., cannabis, cocaine, hallucinogens, 

stimulants, sedatives/hypnotics/anxiolytics, opiates, and other substances [e.g., inhalants]) 

and problems in the year prior to treatment admission. Like the AUDIT, the DUDIT’s 14 

items examined the intensity and frequency of drug use, symptoms of drug tolerance and 

dependence, and negative consequences of drug use. Possible scores range from 0–40. The 

DUDIT evidenced good psychometric properties (Stuart et al., 2003a, b).

Data Analysis

We conducted a hierarchical multiple regression using Hayes’ (2012) PROCESS macro to 

test the interaction between CSB and dispositional mindfulness predicting shame while 

controlling for problems related to alcohol and drug use. Shame scores were entered as the 

criterion variable, CSB scores as the focal predictor, and dispositional mindfulness as the 

moderating variable. AUDIT and DUDIT scores were entered as covariates given the 

relation between these constructs and shame (Luoma et al., 2007). AUDIT and DUDIT 

scores were entered into the first step, SAST-R Core subscale total scores and MAAS total 

scores were entered into the second step, and the interaction term (i.e., SAST-R Core 

subscale total scores multiplied by MAAS total scores) was entered in the third step. All 

variables were mean centered to reduce multicollinearity (Cohen, Cohen, West, & Aiken, 

2003). To explicate the interaction, we tested the relationship between CSB and shame at 

high (+1 SD), mean, and low (−1 SD) levels of dispositional mindfulness (Aiken & West, 

1991).

Results

Means, standard deviations, and correlations between the variables are displayed in Table 1. 

Bivariate correlations revealed that CSB positively correlated with problems related to 

alcohol use, and shame. CSB negatively correlated with dispositional mindfulness and did 

not significantly correlate with problems related to drug use. Dispositional mindfulness 

negatively correlated with problems related to alcohol and drug use, and shame. Shame 

positively correlated with problems related to drug and alcohol use.
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Table 2 displays results of the regression analysis. Our hypothesis was supported. 

Controlling for problems related to alcohol and drug use, results of a two-way interaction 

between CSB and dispositional mindfulness revealed the addition of the interaction term 

contributed to a significant increase in R2 suggesting that the inclusion of the interaction 

term predicted additional variance in shame scores. The relationship between CSB and 

shame differed based on the level of dispositional mindfulness reported. Explication of this 

interaction evidenced a positive association between CSB and shame for men who endorsed 

low (B = 1.64, p < .001), but not mean (B = .18, p = .73) or high (B = −1.27, p = .16), levels 

of dispositional mindfulness. Figure 1 displays a visual depiction of the interaction.

Discussion

The present study examined dispositional mindfulness as a moderator of the relation 

between CSB and shame among men in residential treatment for SUDs in an effort to extend 

prior research and inform directions for intervention. Consistent with our hypothesis, men 

who engaged in CSB were more likely to experience shame when such men also endorsed 

low levels of dispositional mindfulness. For men with average and high levels of 

dispositional mindfulness, CSB was not related to shame. Our results provided preliminary 

support for the relevance of dispositional mindfulness to populations afflicted by CSB, more 

specifically, men in residential treatment for SUDs.

These findings were consistent with, and extended, previous mindfulness research 

documenting an inverse association between mindfulness and shame-based cognitions 

(Woods & Proeve, 2014). Specifically, results from the present study suggested that 

individuals with low levels of dispositional mindfulness may be more likely to negatively 

evaluate themselves due, in part, to their engagement in CSB. It is plausible, then, that 

increases in mindfulness would facilitate acceptance, self-compassion, and non-judgment 

such that shame diminishes (Woods & Proeve, 2014), even among individuals who engaged 

in behaviors that are more prone to judgment and non-acceptance (e.g., CSB and substance 

use). Future research is needed to evaluate this supposition.

Tangney and Dearing (2002) suggested that replacing shame (i.e., the entire self is 

negatively evaluated) with guilt (i.e., the behavior is negatively evaluated) evokes an 

empathic, reparative response that deters the development of additional maladaptive coping 

strategies. Indeed, guilt, not shame, positively predicted motivation to change among a 

sample of individuals seeking treatment for problematic pornography use (Gilliland et al., 

2011). That dispositional mindfulness prevented over-identification with evaluative 

statements (Bowlin & Baer, 2012) suggests that increasing dispositional mindfulness might 

promote guilt as a response to CSB as opposed to shame, thereby promoting adaptive 

behavioral changes. This supposition remains speculative pending additional empirical 

investigation. It should be noted that no studies have examined the efficacy of a mindfulness-

based intervention for CSB. Given the results of the current and prior research (Van Gordon 

et al., 2016; Reid et al., 2014; Shorey et al., 2016), and the supported efficacy for 

mindfulness-based interventions for SUDs (Chiesa & Serretti, 2014), future research should 

investigate the extent to which mindfulness-based interventions for SUDs demonstrate 

efficacy in reducing CSB and shame among substance-dependent populations.

Brem et al. Page 7

Mindfulness (N Y). Author manuscript; available in PMC 2018 December 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Results of the present study also provide direction for future research to determine whether 

increases in dispositional mindfulness deter against shame as well as subsequent substance 

use and relapse following engagement in CSB. This area of research may be especially 

instrumental for men with SUDs who engage in CSB given the treatment-hindering 

properties of shame regarding these behaviors (Gilliland et al., 2011; Luoma et al., 2007). 

Specifically, mindfulness-based interventions may act as secondary intervention strategies to 

prevent continued dysfunction (e.g., shame, continued CSB, continued substance use, or 

other psychiatric symptoms) among treatment-seeking men. Additional research is needed to 

determine the extent to which dispositional mindfulness reduces shame, CSB, and substance 

use among treatment-seeking men.

Limitations

Although the present study provided important directions for future research, there are a 

number of limitations that should be noted. First, our sample was comprised of primarily 

educated, married, White men. Future research using a more diverse sample is needed to 

ascertain the generalizability of the present findings to different populations (e.g., women, 

and individuals of varying racial/ethnic identities and educational backgrounds). We could 

not determine the percentage of men in the present sample who were involved in same-sex 

relationships. Therefore, results from the present study may have limited generalizability to 

men in same-sex relationships. Second, the cross-sectional nature of our data precluded 

causal conclusions and directionality of study variables. Although research suggested that 

CSB contributed to shame (Reid, 2010), it is plausible that men in our sample harbored pre-

existing shame from early life experiences and used CSB and substances to cope with these 

experiences (Hall, 2011). Future research should consider examining the proximal relations 

between CSB-specific shame and engagement in CSB (e.g., via daily diary research 

methods) to elucidate directionality of study variables. Third, the present study did not 

assess both internal and external shame (Gilbert, 1998), thereby hindering the generalization 

of the present findings to instances of external shame. Future research should further 

explicate the differences in internal and external shame as it relates to CSB. Fourth, our 

study did not include structured diagnostic interviews for SUDs. Additional research using 

structured interviews and more robust, multifaceted, well-validated measures of SUDs and 

shame (e.g., both internal and external shame) would provide a more approximate 

assessment of the relations among the study variables. Finally, because only total scores 

were available for each measure, reliability statistics could not be calculated.
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Figure 1. 
Men’s compulsive sexual behavior positively relates to shame at low, but not mean or high, 

levels of dispositional mindfulness.
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