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Abstract

Background: Individuals with histories of sexual abuse may be more likely to experience 

sexual-related problems including hypersexuality, but gender-related differences remain unclear.

Aim: This online study examined sexual abuse history and hypersexuality by gender among 

16,823 Hungarian adults, adjusting for age, sexual orientation, relationship status, education, 

employment status, and residence.

Methods: An online questionnaire on one of the largest Hungarian news portals advertised this 

study examining sexual activities in January 2017. 3 categorizations of age-related sexual abuse 

were examined: child sexual abuse (CSA) occurring at age 13 and earlier (compared to no abuse), 

adolescent/adult sexual abuse (AASA; compared to no abuse), and CSA and AASA (CSA/AASA; 

compared to one age-related category of abuse or the other).
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Outcomes: The outcome variable, hypersexuality, was examined as a continuous variable due to 

the low prevalence of clinical hypersexuality in this sample. 3 multivariate linear regression 

analyses adjusting for covariates aimed to predict hypersexuality from each category of abuse, 

along with gender and its interaction with each category.

Results: In all models, younger age, non-heterosexual sexual orientation, male gender, single 

relationship status, less than full-time work, and living in a capital city were associated with 

hypersexuality, and education was not a significant predictor. CSA, AASA, and CSA/AASA 

predicted hypersexuality in both men and women. There was a significant interaction between 

CSA/AASA and gender, such that the relationship between CSA/AASA and hypersexuality was 

stronger in men than in women.

Clinical Translation: Sexual abuse at each developmental time-point may influence 

hypersexuality among men and women, although the cumulative impact of CSA and AASA on 

hypersexuality may be particularly relevant among men.

Strengths & Limitations: This is one of the largest studies to examine gender-related 

differences in the relationship between sexual abuse and hypersexuality. Nevertheless, our study is 

cross-sectional, and longitudinal work is needed to determine how sexual abuse affects children, 

adolescents, and adults throughout their lives.

Conclusion: Developmental impacts of sexual abuse may be considered in a gender-informed 

fashion in order to develop and optimize effective prevention and treatment strategies for 

hypersexuality.
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INTRODUCTION

Histories of sexual abuse have been linked to problematic sexual behaviors, including 

hypersexuality (also termed compulsive sexual behavior [CSB], sexual compulsivity, sexual 

impulsivity, out-of-control sexual behavior, or sexual addiction).1,2 Hypersexuality consists 

of sexual behaviors, preoccupations, and urges that persist despite repeated and prolonged 

attempts to control or reduce the amount of time spent engaging in such acts, resulting in 

clinically significant distress or adverse consequences.3 Hypersexuality commonly involves 

“socially acceptable,” or “normophilic” activities, including masturbation, pornography use, 

and sex with multiple anonymous partners, but these behaviors are typically extreme in 

frequency and/or intensity in a manner leading to distress or interference with personal, 

interpersonal, or vocational pursuits.4 Consequences of hypersexuality may include risky 

sexual behaviors, unwanted pregnancies, sexually transmitted infections including HIV, and 

experiencing non-sexual attacks or robberies.5–8 Additionally, hypersexuality is associated 

with a range of psychiatric comorbidities including mood and anxiety disorders, as well as 

substance use disorders, gambling disorder, and compulsive buying disorder.9–12
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Multiple theories have been proposed to explain links between sexual abuse and CSB. 

Neurologically, sexual abuse may “blunt” right hemispheric brain function, impairing 

insight, emotional regulation, and tendencies promoting interpersonal connections.13 

According to the traumagenic dynamics model,14 sexual abuse survivors may develop 

problematic “sexual scripts” that shape their beliefs and guide their decisions regarding 

sexual behaviors.15 Attachment theories posit that individuals develop internal working 

models from their early experience with caretakers influencing their self-concept and 

subsequent sexual behaviors.16 Other theorists have suggested that child sexual abuse (CSA) 

survivors may use sex as a means of attempting to take back control lost in childhood.17 

Lastly, some CSA survivors may engage in frequent sexual encounters as a means of 

regulating psychological distress and coping with trauma-related symptoms.18

Some of the earliest work examining links between sexual abuse, including CSA, and 

hypersexuality are reports of sexual victimization among individuals in the treatment for 

sexual addiction. For instance, Carnes and Delmonico19 found that among 290 men and 

women in the treatment for sexual addiction, 78% reported CSA. Another study of 539 self-

identified “sex addicts” also found that 78% of individuals were CSA survivors.20 

Additionally, as indicated in a recent review,1 studies have found positive links between 

sexual abuse and hypersexual behavior among general community samples,21 men who have 

sex with men,22 individuals incarcerated for sexual offenses,23 individuals with sexual 

trauma,24 U.S. military veterans,25 and university students.20 In this work, there is a wide 

range of estimates for correlations between sexual abuse and hypersexuality, partly due to 

differences in measurements of both hypersexuality and sexual abuse across studies.1 

Multiple measures of hypersexuality exist,26 with some studies defining it subjectively or 

continuously and others focusing only on individuals who meet a suggested threshold or 

criteria for disordered behavior. Estimates of hypersexuality have been reported to range 

from approximately 3% to 6% of U.S. adults,27 with some authors reporting hypersexuality 

in 3% of men and 1% of women.28 Recently, in nationally representative samples of U.S. 

adults, “clinically relevant levels of distress and/or impairment associated with difficulty 

controlling sexual feelings, urges, and behaviors” have been reported in 8.6% of individuals, 

and “sexual impulsivity” in 14.7%.29,30 In addition, there are vast differences in the 

definitions for sexual abuse, particularly concerning CSA,31 largely dependent on the 

specific behaviors considered (contact vs non-contact, touching vs penetration, etc) and the 

ages at which such events were experienced.1,32,33

Additionally, although sexual abuse survivors may be at a greater risk than the general 

population of developing hypersexuality, they are also more prone to developing other 

sexual concerns, including sexual abuse perpetration, shame, guilt, and anxiety during sexual 

arousal, decreased sexual desire, dissociation, and orgasm and arousal disorders.34–38 The 2 

major pathways, sexual avoidance and sexual compulsivity, commonly attributed to CSA 

can also vacillate at separate times over the course of an individual’s life.39 Response 

differences may relate to moderating variables, including gender, age of sexual abuse, and 

revictimization. For instance, research suggests that men more often engage in externalizing 

behaviors such as hypersexuality and risky sexual behaviors after CSA40 while women 

commonly display internalizing behaviors, including sexual avoidance or sexual 

ambivalence.2,35 There are several possible explanations for these gender differences, 
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including societal influences on traditional gender norms and socially acceptable behaviors, 

which may not only influence the behaviors in which individuals engage, but also the 

behaviors they report.41 Additionally, women may be more likely than men to report 

penetrative abuse and abuse by a family member.35,42 As abuse perpetuated by a family 

member, such as a child’s biological father, may be conducted in the absence of physical 

force or violence, it may prevent the child from understanding the real power differential 

that exists between the child and adult, leading the child to engage in more self-blame and 

confusion surrounding sexual arousal, leading to sexual ambivalence.24 Boys also tend to be 

molested at younger ages than girls since they may be better able to defend themselves in 

adolescence than girls,2 and younger children such as preschoolers (children younger than 

age 6) often engage in inappropriate sexual “acting out” in response to CSA, which may be a 

precursor to hypersexuality.2,43 Lastly, some researchers have suggested that gender 

differences may reflect skewing, given more studies having been conducted on CSB among 

men.22,44

Regarding age of sexual abuse, most research has focused on early CSA, rather than 

adolescent/adult sexual abuse (AASA) and its specific impact on hypersexuality. Individuals 

sexually abused in adolescence rather than early childhood may be more prone to develop 

sexual avoidance than hypersexuality, with 1 study finding that no adolescents displayed 

externalizing sexualized behavior, and that almost half of the adolescents reacted to their 

abuse by withdrawing, nearly 5 times the rate at which preschoolers withdrew.2,45 

Consistently, a study of men who experienced sexual abuse as adolescents or adults 

appeared to experience more erectile dysfunction than men without an abuse history.46 More 

work is needed to address the effects of sexual assault in adolescence and adulthood on 

sexual functioning, not only limited to hypersexuality.

Lastly, another related but distinct topic is the potential cumulative impact of CSA and 

AASA on hypersexuality. Research has suggested that adult sexual victimization is common 

among CSA survivors, but much research has focused on relatively smaller samples, often 

consisting of college women.48–50 Additional insights on the likelihood of revictimization, 

in general, could be gained from studying larger, diverse samples of men and women. 

Furthermore, there is a scarcity of research on the relationship between revictimization and 

hypersexuality. One study found links between revictimization and the likelihood of sexual 

preoccupation.50 Another study offered a potential explanation for this relationship, 

suggesting that having sex more frequently, especially risky sex, may increase the likelihood 

of encountering a coercive sexual partner.6 Thus, there may be a circular relationship 

between CSA leading to hypersexuality or risky sexual behavior in adolescence or 

adulthood, which could in turn lead to a greater probability of sexual revictimization. More 

research is needed to better understand this relationship.

With these questions in mind, this online study examined associations between sexual abuse 

and hypersexuality by gender among 16,823 Hungarian adults. Specifically, 3 

categorizations of age-related sexual abuse were examined: CSA occurring at age 13 and 

younger (without AASA), AASA occurring at age 14 and older (without CSA), and both 

CSA and AASA. We administered a validated scale to assess hypersexuality, the 

Hypersexual Behavior Inventory (HBI).51 We examined hypersexuality as a continuous 
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variable due to the fact that sensitivity and specificity analyses on the HBI in this sample 

were unable to determine a clinical threshold score given the low prevalence of clinical 

hypersexuality.52 We hypothesized significant positive links between each age-related 

category of sexual abuse with hypersexuality for both men and women. We hypothesized 

that each of these relationships would be stronger in men as compared to women, as 

determined through moderation analyses. Additionally, we adjusted for age, sexual 

orientation, relationship status, education, employment status, and residence in each of our 

analyses. Based on current research regarding demographic factors and hypersexuality, we 

hypothesized that younger, non-heterosexual, single males with lower education and levels 

of employment living in a major city would report greater hypersexuality.21,53

METHOD

Participants

The present study was approved by the institutional review board of Eötvös Loránd 

University following the Declaration of Helsinki.53 An online questionnaire on 1 of the 

largest Hungarian news portals advertised this study examining sexual activities in January 

2017 (https://osf.io/hxj5q/?view_only=203035477bbd498eaa9108bd49755d1f). Prior to 

enrollment, consent was obtained from participants aged 18 years and older before they 

began completing the questionnaires. Participants received detailed information about the 

study aims (ie, investigation of sexual habits and behaviors of people), and were assured of 

anonymity and confidentiality before providing informed consent. In addition to standard 

demographic questions (eg, age, gender, education level) and the main variables of interest 

assessed in this study (self-reported sexual abuse and hypersexuality), further topic-relevant 

questions were asked.54 These included number of sexual partners, frequency of sex with 

partners, relationship and sexual satisfaction, and frequency of masturbation and 

pornography viewing. The online questionnaire completion took approximately 30 minutes. 

Out of 24,372 participants, 16,823 completed the HBI and sexual abuse questionnaires in 

their entirety and were thus included in analyses.

Measures

Demographics—Demographics included in this study were gender (male vs female), age, 

sexual orientation (heterosexual vs nonheterosexual), relationship status (single vs 

married/in a relationship), education (primary school, or less than primary school, vocational 

school, high school, college, or university), employment status (full time or less than full 

time), and residence (capital city vs other).

Sexual Abuse—Sexual abuse was assessed through the Sexual Abuse History 

Questionnaire, a scale developed by Leserman et al,55 based on a prior measure from 

Badgley et al.56 This scale asked 6 questions (described below), with options for “yes” or 

“no” responses for CSA (13 and younger; Kuder-Richardson formula 20 = 0.59) and AASA 

(14 and over; Kuder-Richardson formula 20 = 0.67). Endorsement of any 1 of the 6 items 

was scored as a positive response. Analyses were conducted on individuals who endorsed 

CSA (without AASA), AASA (without CSA), or both CSA and AASA. The questions were, 

“Has anyone ever exposed the sex organs of their body to you when you did not want it?”; 
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“Has anyone ever threatened to have sex with you when you did not want it?”; “Has anyone 

ever touched the sex organs of your body when you did not want this?”; “Has anyone ever 

made you touch the sex organs of their body when you did not want this?”; “Has anyone 

ever forced you to have sex when you did not want this?”; “Have you had any other 

unwanted sexual experiences not mentioned above?”. The Sexual Abuse History 

Questionnaire was translated into Hungarian on the basis of Beaton et al’s protocol.57

HBI—Hypersexuality was measured with the HBI,58 a 19-item assessment that measured 3 

aspects of sexual behavior, including (i) control over sexual thoughts, urges, and behavior 

(eg, “I engage in sexual activities that I know I will later regret”), (ii) negative consequences 

relating to sexual urges, thoughts, and behaviors, such as interfering with important tasks, 

studies, or work (eg, “My sexual thoughts and fantasies distract me from accomplishing 

important tasks”), and (iii) using sex to cope with negative affect (eg, “Doing something 

sexual helps me cope with stress”). The HBI has demonstrated high validity and reliability 

in clinical51 and non-clinical59 samples. Items were assessed on a 5-point Likert scale 

ranging from 1 (never) to 5 (very often) with possible scores ranging from 19 to 95 with 53 

regarded as the threshold for hypersexuality, based on a sample of men.58 In this current 

sample, we assessed hypersexuality as a continuous variable due to the fact that sensitivity 

and specificity analyses were unable to determine a clinical threshold score given the low 

prevalence of extreme hypersexuality.52 Cronbach’s alpha was 0.90 in the current study.

Sexual Functioning Descriptive Variables—Participants were also queried on a 

number of different sexual functioning variables including single items assessing 

individuals’ relationship status, endorsement of having a casual sexual partner in the past 

year, objective and subjective frequency of sex with participants’ relationship partners and 

casual partners, and average number of life sex partners. Additionally, the Hypersexual 

Behavior Consequences Scale (HBCS)60 was used as a measure of the consequences of 

hypersexuality. Items on the HBCS query consequences associated with work, educational 

activities, commitment, legal, health, self-esteem, well-being, and social problems due to 

engagement in sexual activities. There are 22 items with scores on each: 1 = “hasn’t 

happened and is unlikely to happen,” 2 = “hasn’t happened but might happen,” 3 = “hasn’t 

happened but will very likely happen,” 4 = “has happened once or twice,” and 5 = “has 

happened several times.” The HBCS has demonstrated internal consistency, test-retest 

reliability, and convergent and discriminant validity in a clinical sample of hypersexual men 

and women.60 Scores range from 22 to 110. Cronbach’s alpha was 0.89 in the current study. 

Table 1 provides descriptive information for each of these sexual functioning variables 

stratified by each sexual abuse category.

Analytic Plan

First, we used Welch’s t-tests to examine whether there were significant differences in 

hypersexuality across the following groups and by gender: CSA (vs no abuse), AASA (vs no 

abuse), and both categories of abuse (compared to 1 age-related category of abuse or the 

other). 3 separate linear regression analyses were conducted to confirm relationships 

between CSA, AASA, and both categories of sexual abuse, along with gender, and its 

interaction with each category of sexual abuse. In each equation, we adjusted for gender, 
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age, sexual orientation, relationship status, education, employment status, and residence. 

Due to multiple analyses, we used Bonferroni corrections so that the new P value consisted 

of the original α of 0.05 divided by the number of comparisons (9): (α altered = 0.05/9) 

= .006.

RESULTS

Descriptive Information

In the sample of 16,823 individuals, 11,191 (66%) were male, 5,529 (32%) were female, and 

103 (0.6%) did not specify a gender. Participants were aged between 18 and 76 years, (Mage 

= 33.26, SDage = 10.95). 14,099 individuals (83.8%) identified as heterosexual while 2,724 

(16.2%) identified as non-heterosexual. 4,599 (26%) reported being single, while 12,224 

(71%) reported being in a relationship or married. 458 participants (2.7%) endorsed having a 

primary school degree or less, 688 (4.1%) reported having a vocational degree, 5,459 

(32.4%) reported having a high school degree, and 10,218 (60.7%) reported having a degree 

in higher education (eg, bachelor’s, master’s, or doctorate). 1,954 (65.1%) participants 

reported working full time, while 5,869 (34.9%) reported working less than part time. 9,078 

(54.0%) reported living in the capital city, while 7,745 (46.0%) reported living elsewhere 

such as a town or village.

Among the sample of 16,823 individuals, 1,202 (7.1%) endorsed CSA (without AASA), 

including 6.0% of men and 9.4% of women. 3,399 (20.2%) endorsed AASA (without CSA), 

including 14.1% of men and 32.4% of women. 1,630 (9.7%) endorsed CSA and AASA, 

including 4.3% of men and 20.6% of women. Table 2 provides numerical and percentual 

information of people who endorsed CSA (with or without AASA) and AASA (with or 

without CSA), which were not included in the analyses.

Group Differences in Hypersexuality Across Sexual Abuse Categories

See Table 3 for Welch t-tests results examining differences in hypersexuality across CSA, 

AASA, and CSA/AASA by the entire sample, and by gender. Individuals who endorsed 

CSA in comparison to no sexual abuse reported significantly greater hypersexuality across 

the entire sample (Cohen’s D = 0.07) and and among both men (Cohen’s D: 0.19) and 

women (Cohen’s D = 0.11). Individuals who endorsed AASA in comparison to no sexual 

abuse reported significantly greater hypersexuality across the entire sample (Cohen’s D = 

0.17) and among both men (Cohen’s D = 0.29) and women (Cohen’s D = 0.31). Welch t-
tests revealed that individuals who endorsed both AASA and CSA in comparison to one or 

the other reported significantly greater hypersexuality generally (Cohen’s D = 0.34) and 

among both men (Cohen’s D = 0.34) and women (Cohen’s D = 0.09).

Multivariate Linear Regressions

CSA and Hypersexuality—The first multivariate linear regression predicting 

hypersexuality from CSA, gender, and their interaction, adjusting for covariates, was 

significant; F(9, 11,611) = 96.96, P < .001, with an R2 of 0.070. In all equations younger 

age, non-heterosexual sexual orientation, male gender, single relationship status, less than 

full-time work, and living in a capital city were associated with hypersexuality, and 
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education was not a significant predictor. CSA (B = 0.068, P < .001) was significant, but the 

interaction of CSA × Gender (B = −0.023, P = .071) was not significant. Follow-up analyses 

with gender as the selection variable indicated CSA significantly predicted hypersexuality 

among both men (B = 0.056, P < .001) and women (B = 0.062, P < .001).

AASA and Hypersexuality—The second multivariate linear regression predicting 

hypersexuality from AASA, gender, and their interaction, adjusting for covariates, was 

significant; F(9,13,721) = 127.266, P < .001, with an R2 of 0.077. AASA (B = 0.107, P 
< .001) was significant, but the interaction of CSA × Gender (B = 0.001, P = .944) was not 

significant. Follow-up analyses with gender as the selection variable indicated AASA 

significantly predicted hypersexuality among both men (B = 0.088, P < .001) and women (B 
= 0.153, P < .001).

CSA/AASA and Hypersexuality—The third multivariate linear regression predicting 

hypersexuality from CSA/AASA, gender, and their interaction, adjusting for covariates, was 

significant; F(9, 6,039) = 87.843, P < .001, with an R2 of 0.116. CSA/AASA (B = 0.130, P 
< .001) as well as the interaction of CSA/AASA × Gender (B = −0.076, P = .001), were 

significant. Follow-up analyses with gender as the selection variable indicated AASA 

significantly predicted hypersexuality among both men (B = 0.109, P < .001) and women (B 
= 0.061, P < .001).

DISCUSSION

This study established a significant, positive, and weak association between sexual abuse 

(CSA, AASA, CSA/AASA) and hypersexuality and some gender-related differences in this 

association among 16,823 non-clinical Hungarian adults. This is one of the largest studies to 

examine these relationships in adults. Additionally, this population-based sample offers a 

distinct perspective from analyzing individuals in treatment who may have differences in 

characteristics related to their treatment seeking motivations and tendencies.12,61,62 We 

formulated several hypotheses for our study. First, we hypothesized that each of the 3 

categories of sexual abuse would relate positively to hypersexuality in both men and women. 

Second, we hypothesized that these positive relationships would be stronger in men than in 

women, as demonstrated by moderation analyses. Regarding demographic covariates, we 

hypothesized that younger, non-heterosexual, single males with lower education and levels 

of employment living in a major city would report greater hypersexuality.21,53 The findings 

partially supported our hypotheses. Specifically, we found that hypersexuality was positively 

associated with CSA, AASA, and CSA/AASA among both genders. Regarding gender 

differences, the only significant interaction was between CSA/AASA and gender, with both 

types of abuse versus one or the other more strongly impacting hypersexuality in men than 

in women. Regarding demographics, all hypothesized covariates except for education were 

associated with hypersexuality, consistent with prior literature. These findings are discussed 

in greater detail below.

First, frequencies of CSA and AASA in our study appear to be higher in this sample than 

among the general population. For instance, the percentage of CSA (with or without AASA) 

was 16% among the total sample (30% in women and 10% in men). Although there is a 
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dearth of research on prevalence rates of CSA in Hungary, a meta-analysis of 323 self-report 

studies worldwide, featuring a total of 9.9 million abused children, estimated the worldwide 

incidence of CSA to be 12.7% (18.0% for girls and 7.6% for boys).63 Nevertheless, most of 

the studies in this review focused on contact offenses. We chose to include both contact and 

non-contact offenses for CSA and AASA in our study as both have associations with 

negative mental health outcomes.64 In a systematic review and meta-analysis of 9 studies 

involving non-contact CSA, the authors found pooled prevalence estimates of 17% for boys 

and 31% for girls under 18 years of age.65 There has been less research on self-reporting of 

lifetime AASA and its clinical implications. One systematic review of 113 studies covering 

27 countries in Europe examining sexual assault (some including non-contact offenses) 

covering individuals with an age range 13—25 years found substantial variability in 

prevalence estimates, ranging from 9% to 83% in women and 2—66% in males.66 More 

large-scale research is needed on prevalence estimates of non-contact and contact sexual 

victimization of adults throughout their lifetimes (past age 25) and its effects on sexual 

behavior.

Second, in this current sample, all categories of abuse were related to hypersexuality across 

men and women. Nevertheless, significant relationships in our study may be influenced by 

the large sample size, as effect sizes were small. More stringent measures may be necessary 

to ensure that the criteria of clinical hypersexuality are met, but it is also important that the 

recommended thresholds for considering hypersexuality are accurate and reliable across 

genders. As Reid et al’s58 initial validation study examining the psychometric properties of 

the HBI was performed on a sample of men, future work should investigate a more optimal 

threshold for men and women. Regarding the similar relationship between CSA and 

hypersexuality across men and women, our findings are consistent with a recent systematic 

review of the relationship between CSA and hypersexuality that did not reveal major gender 

differences.1 Thus, it is important for clinicians to consider hypersexuality as a consequence 

of CSA for a target of treatment in women in addition to sexual avoidance behaviors.67,68

AASA (without CSA) positively predicted hypersexuality among men and women. These 

findings seemingly contrast those suggesting that individuals sexually abused at later ages, 

including adolescence, are more likely to develop sexual avoidance or dysfunction,45,46 

although these types of behaviors were not tested for specifically in this study. Given the 

cross-sectional nature of the study, the precise nature of the relationship remains unclear, 

that is, whether AASA leads to hypersexuality, hypersexuality to AASA, or other 

possibilities including shared determinants. Along with work by Griffee et al,6 the findings 

may suggest that having sex more frequently, especially risky sex, may increase the 

likelihood of encountering a coercive sexual partner. Additionally, there may exist 

significant differences in the developmental impacts of sexual abuse on younger vs older 

adolescents and adults, and future studies should examine the impact using finer measures of 

AASA and longitudinal designs.

Among men and women, both CSA and AASA were more likely to statistically predict 

hypersexuality than either CSA or AASA alone. However, the interaction between gender 

and CSA/AASA was statistically significant, such that the relationship between cumulative 

abuse and hypersexuality was stronger in men. Although research has documented the 
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effects of multiple forms of abuse on trauma symptoms, less work has focused on its impact 

on hypersexuality. One study69 found that multiple traumas, including CSA, adult sexual 

assault, and spouse abuse, had a greater impact on trauma symptoms,70 which includes a 

range of sexual behaviors (eg, sexual overactivity, bad thoughts or feelings during sex, 

sexual feelings when you should not have them). Another recent study71 found that CSA and 

sexual or physical assault in adulthood each contributed uniquely to adult veterans’ 

development of post-traumatic stress symptoms and that experiencing multiple types of 

victimization increased the likelihood of negative outcomes more than experiencing only 1 

or 2 types among men and women. These findings also suggest that in clinical settings, 

particularly for men, when assessing and treating hypersexuality, it may be crucial to assess 

thoroughly all episodes of sexual abuse throughout a person’s lifetime. Multiple types of 

trauma may largely affect a person’s current presentation of hypersexuality and possibly 

their responses to intervention. More efficacious treatments for cumulative effects of sexual 

abuse are important and should be addressed in order to prevent revictimization, including 

interventions focused on building selfesteem, positive sexual self-schemas, greater body 

awareness and connection, or assertiveness.56,72

Limitations

The current study has several limitations worth noting. First, regarding participants, there 

may have been the possibility of self-selection for individuals with sexual-related issues or 

interests. Additionally, we did not assess whether participants received or sought treatment 

for sexual abuse, which may mediate or moderate links between sexual abuse and 

hypersexuality. Regarding measurements, we did not differentiate the age of sexual abuse 

aside from discriminating between abuse at age 13 and below and 14 and older. We also did 

not assess for sexual revictimization within one’s childhood or adulthood. Additionally, we 

did not differentiate between contact and non-contact offenses, which may in part explain 

why so many people endorsed both CSA and AASA. Regarding analyses, we included 

multiple variables, which may have led to type-2 errors. We employed a Bonferroni 

correction to address multi-comparisons but recognize this approach is still limited. 

Additionally, although our study attempted to differentiate sexual abuse at different ages 

reflecting different developmental epochs, data are cross-sectional. More longitudinal work 

is needed to determine how sexual abuse impacts individuals immediately after onset of 

sexual abuse and in the longer term. Lastly, it is unknown what behaviors people report as 

problematic regarding hypersexuality (eg, pornography, sex with strangers, casual sex). Prior 

studies suggest that there are differences in problems that hypersexual men and women 

report.61,73 For example, one study examining hypersexual behaviors in help-seeking men 

and women found that the predominant hypersexual behaviors for men included 

pornography use and masturbation whereas for women the predominant sexual behaviors 

were with consenting adults, and women experienced significantly more risky sexual 

behaviors when compared to men.74 Furthermore, the reasons underlying the associations 

between sexual abuse and hypersexuality were not examined. A relevant question is whether 

survivors of sexual abuse or other forms of abuse in general are using sexual behaviors as a 

way of coping with distressing emotions, in similar ways as with other substance-use and 

addictive behaviors. Clinically, it is important to not only identify associations but also 
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understand the underlying motivations. There may be many reasons why a person with a 

history of sexual abuse may be engaging in hypersexual behaviors, and these may differ 

from person to person or within the same individual over time. Thus, additional research 

should further examine relationships between sexual abuse, gender, and hypersexuality.

CONCLUSION

This study is one of the largest to investigate relationships between developmental timing of 

prior sexual abuse (CSA, AASA, and both) and hypersexuality. The findings reveal 

significant effects of CSA, AASA, and CSA/AASA on hypersexuality, although the effect of 

CSA/AASA on hypersexuality was stronger among men than women. Developmental 

impacts of sexual abuse should be considered in a gender-informed fashion in order to 

develop effective prevention and treatment strategies for those affected with hypersexuality 

reporting sexual trauma histories. Treatment for hypersexuality should include trauma-

informed assessments and interventions. Sexual abuse throughout one’s lifetime may have a 

cumulative impact on hypersexuality, particularly among men. Developing and refining 

treatments addressing sexual trauma histories within the context of hypersexuality appear 

warranted.
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