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Affectiue neuroscience illuminates tbe neuropsychobiological im-
pact of traumatic early childbood. attacbment pattelyts on tbe affec-
tiue, cognitiue, and bebauioral daneloprnent of sexual addicts and
tbeir partners. It also guides therapists ta access pati.ents' blunted
rigbt hemkpbere tbrougb auareness of tbeir bodily states and'
tbereby, to remediate petients' bdbbled capacities for establisbing
gmuine relationsbips, achieaing insigbt, and regulating emotions
indqendently. By enricbing tbe current cognitiue-bebauioral, task-
orimted treatftr,ent witb attention to tbe neurobiolngical causes,

and costs, of sexual addiction, ue create a recouety protocol tbat
belps patients progress bqtond sexual sobriety to acbieue preuiously
una.ttainable interpe?sonal cannection, self-reflection, and inter-
nally regulated affectiue states.

A paradigm shift is taking place in the field of psychother^py today as the
insights of affective neuroscience inform-and unify-behavioral, medical,
and cultural studies" \Ufith its findings about the centrality of the emotions
in the development of our psychological, physical, and cognitive charac-
teristics, affective neuroscience links such previously separate arenas as de-
velopmental psychology and psychoanalysis ; endocrinology, neurology, and
addiction studies; and ethology, cognition, and religious studies. The more
we learn about the primacy of affect in human development, the more we
appreciate its sway over every domain of the human mind. Panksepp (1998)

underscores that "all subfields of psychology must begin to integrate fthisl
new and strange landscape into their thinking if they want to stay on the
forefront of scientific inquiry" (p. 11).
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ln particular. applying these discovelie.s to the treatment of'sexual ad-

diction irold.s novel explaruttc-rry and therapeutic promise. Carnes's ccignitive-

lrctiavioral prrrocoi engaging sexnal addicts' prefi-ontal cortices to repair

eady chiidhcxrd clamage to brain ftrnctic;ns has helped guide patients to ssx-

ual sobriety ancl hzts iustifrably becotne a standard in tl're Rclcl, Vhen we

enrich his procedure with expanded knowledge about the developmental
lole <-rf af'fbct and it.s reparativc p()l^/er in clinical intcn'entions, we can cre-

ate long-term cLrange in sexual addicts ilncl their partners. integrating this

ps,u-clrobiological insight into individueil, couples, c,ll- gfoup tirerapies per-

mits profournd healing of early attachment traun-Ias at the heart of sexual

addiction.
Consideration of the childhood attachment experiences of sexual

addicts and their paftnefs clarifies the benefits. and the challenges. of a

treatment inforrned by affective neuroscience. In addition to the quralities

it shares u'ith other addictive and compulsive behaviots, sexttal addiction
and others' toierunce of it consistently indicate a dysfunction precisely in

the patient's learned attachment patterns: that is. in his personaiity structure,

in his inabiliry to self-regtlate or seek co-regulation, and in his rnanner of
relating to others consistent with the neuronal paths constructed by his early

affective life. (\Vhile the overwhelming majority of sexual addicts who come

into treatment are male, and are referred to as such here, these findings
apply eqr-rally to female sexual addicts.) Inevitably, therapists working
with sexual addicts and their partnet's will obsen'e, and at times become

the object of, the disturbed attachment styles tirat invariably anend the

disorder.
The most comnron soLlrce of such disruption appears to be the chronic

emo[iona] disconnection charactertzing sexual addicts' families of origin.
According to Carnes (.7997), 78o/o of sexual .addicts come from "rigidly
disengaged" families (p. 97-).'$7hi1e disengagement is not violent as afe

physical or sexuai abuse, researchers in affective neuropsychobiology have

established neglect as profoundly destructive. Tronick's still-face experiment
with mother-infant pairs vividly illustrated the traurnatic nature of neglect.

In the experiment, the mother maintained eye contact with her baby but
did not make any facial expression or vocalizations. The infant showed a

sad facial expression, an averted gaze, self-comfort actions such as tor-rching

his head or face, twisting his clothing, or sucking his fingers-usually with
the affective right,brain-controlled left hand-and eventual loss of postural
control and bodily collapse. Tronick and colleagues (Tronick, Als, Adanson,
Vise, & Brazeiton, 1978) explained that infants become traumatized when
there is a regnlatory loss through episodes of abandonment. Tire babies

discovered abandoned in Romanian orphanages in the 1990s provided
additional, tragic proof that continual bleaks of emotional connection
engender pathological states (Gunnar, Morison, Chisholn-r, & Scl-ruder,

2001 ).
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Later studies confirmed ancl began to specify the harm produced bv
disengagement. Field, Diego, and Hernandez-Reif (2006) fotrncl that infants
with depres.sed or withdrawn mothers di.splay greater stress-induced EEC ac-

tivation in the right hemisphere than do infants with intrusive mothers, tnd
suggested that disengagement may be even more injurior-rs thzrn the intru-
siveness of a poorly attlrnecl caregiver. They elucidated that when an infant
seeks, but does not receive, any emotional regulation (however imperfect)
tiom the caregiver, his sympathetic nervous system shifts into what we com-
monly call the fight-or-flight response, exactly as if he hacl been attacked.
The chain of reactions this shift inaugurates is significant. For whether rhis
swing occurs through neglect or through dilect or witnessed violence, if left
in rhis heightened mode the baby's system will enter the more primitive state
of hypoarousal known as parasympathetic withdrawal, which conserves his

energies by protecting hirn against his own Feelings. if such withdrawal is in
its turn prolonged, it declines into a state of dissociation or dissociative col-
lapse which, if habitual, may become a perrnanent trait in the infant (Perry,

Pollard, Blakely, Baker, & Vigilante, 7995; Schore, 2003b). Research, then,
indicates that neglect terrorizes the child enough to stunt his neurodevei-
opment, and may thus be inch-rded as a sollrce of trauma along with direct
or witnessed sexual, physical and emotionai abuse (Laszloffy, 2007). Thr-rs

even noninvasive but chronic breaches in attunement appear to shot-t-circr:it
growing attachment and self-regulatory abilities.

'$7e are only now beginning to appreciate the results of these blighted at-
tachment patterns and how they favor sexually addictive behaviors. Research

in afTective neuroscience indicates that damaged attachment capacities im-
pede not only emotional maturation (causing internally dysregulated states)

but also the cognitive abilities neecled to integrate inform:rtion, attend to
tasks, understand and use language, think abstractly, weigh decisions, com-
prehend ethical principles, and monitor one's own activity. Clearly, deficit.s

in such crucial areas of affect reguiation and thought in tltrn impact be-

havior, and rnay manifest as hypersexr-rality and sexual adcliction as well as

ciepression, inattention, hyperactivity, difficulty with abstrzct rertsoning, poor
executive tunctroning and poor juclgment.

To heal and strengthen attachment cap:rcitie.s, then, therapists should
moclel ancl support the experience ancl rcknowleclgement of lnclily basecl

feelings in their sessions. The use of such ztn affective appro'lch, however.
implies that practitioners will neecl to examine their r>wn lttuchnlent and
intim;rcy skills. Clinicians must observe, and rnanage, their own reactions
r-rf felr and withdrawel-emoticlns commonly evokecl l-ly patients who lre
them.selves scared, hostile, empfy at the core, ancl clesperatelv lllt>cking inti-
macy. So the insights o[ affective neurc>science a.ssist therapists in two ways:

First, they l-relp illuminate the citll.ses ancl costs of sexr"rallv edclictecl pittients'
darnaged rnaturation, ancl, secr>nd, they inform interyentions trt renteclittte

those imp'.rirments.
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REVIE\r OF CNS. ANS AND HPA AXIS DEVELOPMENT

A brief review of the developing central nervous system (CNS), autonomic
nervous system (ANS), and hypothalamic-pituitary-adrenal system (HPA axis)
elucidates precisely how affective disturbance causes neurobiological deficits
in infancy, how these deficirs undermine both emotional and intellectual
growth, and how such damage may manifest as sexual addiction.

Functions

The CNS is exteroceptive in nature: Sensory input enters the body via visual,
auditory, tactile, gustatory and olfactory stimuli from outside sources. The
ANS, on the other hand, is interoceptive, receiving information from bodily
processes and transmining that information to the brain, where it is mediated
by the right orbital frontal cortex. All sensory information received by the
CNS and conveyed by the ANS enters the HPA axis, which evaluates ir as

beneficial or hazardous. If the information is judged to predict danger, the
HPA axis activates the ANS to respond to the stressor. ANS responses include
the sympathetic, or active, system and the more primitive parasympathetic,
or passive, system.

Active strategies involving the release of cortisol will be tried first: seek-
ing the caregiver, then the upset fight-or-flight response. This initial sympa-
thetic response occurs through chaining elevations in gluco-corticoid hor-
mones: "The hypothalamus increases the amount of corticotrophin-releasing
hormone (CHF) and arginine vasopressin (AVP)" and releases them into the
anterior pituitary gland (Tarullo & Gunnar, 20O6, p.2). That gland in rum
produces and releases adrenocorticotropic hormone (ACTH). ACTH then
stimulates the adrenal gland to produce the steroid hormone cortisol, and
sends it directly to the brain, thereby increasing blood pressure and blood
sugar levels and creating an immunosuppressive response. If a caregiver
perceives and buffers the external stressor, the child's ANS will be regulated
and his cortisol level will return to normal. Similarly, any novelty produces
a cortisol spike in an infant or toddler, but with familiarity these same cir-
cumstances will not raise his cortisol level. Thus as the mature ANS regulates
the younger one, the child's ANS becomes prograflrmed to regulate stress by
himself. r$(rhen needed in emergencies, and when alleviated by the subse-
quent experience of co-regulation, the release of cortisol into the brain has
been shown to help us survive and self-regulate.

Risks

But, as with any substance, having too much can prove deleterious (Tarullo
& Gunnar, 20A6. If initial active attempts fail to elicit comforr due to a
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caregiver's absence or insensitivify, the infant's or toddler's cortisol maintains
its elevated level and his system is deprived of the neurological imprinting of
the regulatory power*a deprivation which hobbles his capaciry for secure
attachment. vhile children receiving adequate care demonstrare a peak in
cortisol ievels 30 minutes after waking, with a gradual decrease during the
course of the day, children in orphanages show blunted early morning cor-
tisol with no ensuing decrease. However, after adoption and, presumably,
more attention, HPA function seems to recover and these children eventually
establish a fairly normal daily cortisol rhythm. But if an infant or toddler is
deprived of all caregiving, his cortisol level stays chronically high and he will
decline into passive parasympathetic strategies of dissociation. Such chronic
stress disables the child from responding effectively ro any future danger, to
which he responds uniformly by entering a wirhdrawn srare. Habituation to
either the active or the passive response programs rhe developing brain, and
makes the repeated imbalanced state inro a permanent trait: dysregulated
an-dety or aggression, or dissociation.

To appreciate the import of the HpA axis in brain developmenr we need
only recall that all sensory inpur is delivered into the HpA axis, including
information as inrangible as prosody, the music of human speech: well
before the infant comprehends language, he discriminates safery from peril
through the pitch of voices. of course, genetics, gender and age coloi the
functioning of each individual's HpA axis. But since it matures only after
birth, experiential factors including unregulated childhood duress influence
its degree of reactiviry, and rhereby program much of each child's affecrive,
cognitive, and behavioral development.

AFFECTIVE, COGNITIYE AND BEHAVIORAL EFFECTS OF
ATTACHMENT-BASED RIGHT BRAIN DEVELOPMENT

The left brain, adept in verbal and logical thinking, does nor even begin
its augmentation until approximately 18 months after birth. Prior ro that all
communication berween mother and infant link.s the emotional, righr brain of
one to the emorional, right brain of the other. Manning etaL(1997) showed
that healthy mothers instinctively cradle babies on the left sicte of their bod-
ies, independent of their dominant hand-a behavior that "facilitates the
flow of affective information from the infant via the left ear -ancl eye to the
center of emotional decoding, that is, the right hemi.spliere of rhe morher"
@. 327). The mother's own ANS picks up the bzrby's state ancl derermines
whether the bal-ry is hungry, uncomforrable or afraid. tt is thi.s clevelopment
of an individual's righr brain in his first year and a half thar allows, fiisr, for
connection witl-r others. then for self-regulation of feelings, ancl finally for
the cognitive accompli.shments of the lefl brain. In tact, Schore (2001) lrnder-
stands attachment theory essentially as a regulation theory, since regulation
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is mediated thror-rgh the right brain's implicit, affect-based understancling of
nonverbai tacial, prosodic. and gestural communications. His researcir pro-
vides evidence that the infant's manner of attachment to tl')e mother directly
impacts the formation both of the neuronal pathways regr-rlating affect and
of the entire brain.

Emotional Consequences of Early Affective Experiences

If we visualize the right brain as a column, we see tire brainstem at the
bottom, regulating autonomic functions such as arousal and pain. Above the
brainstem is the limbic brain where the hypothalamus, amygdala, cingulate
and insula lie. This area houses emotion and motivation, and receives auto-
nomic cues from the body. The amygdala is ftrnctional at birth, governing
both the startle response and the passive avoidance response to external
stimuli. In this way the amygdala accounts for the genetic predisposition of
the infant's temperament as sympathetic or parasympathetic-innate procliv-
ities which early experience may favor or fade. At the top of the column is
the right orbital frontal cortex-the "apex of the limbic system,'' managing
attachment as the "executive control system of the entire right brain" and the
"thinking part of the emotional brain" (Schore, 1994, p. 72).

We know that the cingulate becomes active at 3 to 9 months, allor.ing
the infant to respond to social cues, share plbasure states with another, and
experience separation anxiery (Schore, 2003b). During this period the ANS,

administering both the sympathetic and parasyrnpathetic nervous svsterrs,
continues to mature. Triggered by the release of cortisol, its sympathetic
nervous system uses dopamine and all of its precursors and cofactors to
function, and is excitatory in nature, enabling the infant to develop active
coping strategies such as looking to the caregiver for regulation. As noted,
if such external regulation is not available the syrnpathetic nervous system
unleashes the neuronal and hormonai fight-or-flight reaction typified by u'ail-
ing and arching the back, to remove the source of arxiety. Continued failure
to ameliorate the infant's distress activates the partner within the ANS, the
parasympathetic nervous system. Noradrenergic or inhibitory in nature, the
parasympathetic system employs passive coping strategies, including disso-
ciation, to reduce stress. It is thus a misconception that a baby has soothed
himself when caregivers let him "cry it or,rt"; In fact, the infant h:rs entered
a primitive, isolated, emergency state of auto-regulation known as parasym-
pathetic withdran'al in which the active sympatiretic systen-) cedes command
to the passive one.

Such abdication by the sympathetic system is not without risk. Al infant
simultaneously experiencing a high sympathetic state and a high parasympa-
thetic state will enter the.fi"eeze response of irnrnobilization. This paralyzing
simultaneous hyperarousal and hypoarounsal, if repeated frequently, can
predispose the brain to a dissociative state: "The stressed child, with only
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primitive abilities to cope with the overwhelming arousal induced by re-
htional tralrma and at the limit of his or her fragile regr-rlatory capacities,
experiences intense ziffect dysregulation, projects a distressing emotional
communication, and then instantly dissociates" (Schore,20A3b, p. 68).

Equaily significant, brain chemicals at play in dissociation favor the
eventual development of addictive behaviors. Since the right brain has a high
amount of opioids, a 3-month-old experiencing chronic stress will release
high levels of these substances especially in the passive parasympatheric
state which creates an opioid-mediated analgesic effect (Bernard & Bancller,
1998;). Habituation of the brain to the opioid-releasing state of dissociation as
its "default mode" of affect regulation predisposes the individual to addictive
behaviors, including sexual addiction. Thus repeated auto-regulation through
dissociation derails the proper growth of the infant's nelvolls system and
precludes the healthy flowering of each level of the limbic brain.

Damasio Q99, offers a theoretical framework for understanding the
process by which emotional neglect inclines the brain toward affective, cog-
nitive, ancl behavioral disconnection. He posrulates that emotions are so-
matosensory states (bodily experiences) that respond to external and internal
influences and represent the most important mechanism by which complex
organisms biooregulate. If ,we imagtne a child growing up in a famiiy that
ignores, shames, or punishes emotions, we can see that the cumulative de-
nial of early interactive regulation wor-rld leave him only maladaptive forms
of regulating affect, which would, Schore (2AA3a,2003b) reasons, imprint his
developing brain. Ito et al. (1999 propose that eariy chiidhood abuse may
interfere with the maturation of the limbic system and create neurobiological
changes that may underlie a wide range of psychiatric difficulties involving
mood swings, limited stress tolerance, dissociative events and memory distur-
bances. Similarly, Creeden (2004) argues that extreme childhood neglect or
stress "can leaclto disrupted neuronal organization and diminished ftrnctional
capabilities. These diminished capacities may exhibit thernselves through a
loss of cortical modulation of responses mediated through the lower ancl mid-
brain (e.g., arousal, impulsiviry, aggression) or a lack o[ integration between
corticxl and sub-cortical processing (e.9., learning clifficulties)" Q. 2J6.

Eviclently, then, for infhnts to attain a healthy self-regtrlzrting systern thev
mtrst first have the early experience o[ interactive reslrlation. withor-rt whiclr
they learn to aLlto-regulate pref-erentially. Gencler influences which rypes of
auto-regulation a child will attempt, as hoys' and girls' linrbic systems and
HPA axes diffbr. Tronick and Cohen (1989) fincl the ability to clissociate
available ro very young gids, as their earlier brain deveiopment gives tlrem
rccess to inhihitory mechani.sms sooner than hoys. As a result. males seeln t()
be rnore vulnerable to early childhoocl stressors tl'ran f'emales. Girls' ability to
dissociate enables them to withdraw, while boys protest instead. Over time,
mnles lnay extemalize the pathology :rncl shzrme they have uncler-legulatecl
by acting ()Llt.sexLrally, while femaies may over-regulate rrncl internalize their
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disrurbances as feelings of inferiority and self-blame-habitual states that, as

Perry et al. Q99) not", .,'r"y over time become permanent traits of men and

women,

Cognitive Consequences of Early Affective Experiences

Equally significant, early nonverbal communications impact how the child's

brain matures not only to regulate emotions, but to receive ideas as well'

schore 0994) holds that attachment interactions influence the experience-

dependent maturation of prefrontal cortical circuits of the right hemisphere,

which houses the sense of self and the highest levels of affect and ANS reg-

ulation. Additionally, Fonagy and Target (2005) argue that "the attachment

relationship is indeed a major organizer of brain development" (p' 333), and

Siegel (19i9) reports that experience shapes the structure of the brain. Most

notubly, the exercise of feeling-mediated neuronal pathways allows insight

to occur. Insight-based problem-solving has been shown to recruit the right

hemisphere in the anterior superior temporal gyrus, amygdala, hippocam-

pus and insula. The right anterior temporal area bridges neurons across

distances, enabling the distinct neural and cognitive pfocesses that suddenly

link previously unconnected concepts. (Jung-Beeman et al., 2004)'Unless

such pathways have been established through attachment and interactive

regulation of affect, such capacities seemingly remain primitive.

Behavioral consequences of Early Affective Experiences

The next stage of brain development involves the activation of the orbital

frontal cortex at 10 to 12 months. Housed in the right hemisphere, dre right

orbital frontal cortex is the brain's executive control system, permitting the

baby to experience mlltual emotional regulation and joint attention with

the caregiver. At this point, every aspect of the infant-caregiver relationship

happens between the eyes of both, and through the eyes themselves as well

as tirrough facial expression, gesture and prosody. But as we have seen,

infants whose distreis has not been interactively regulated by an atnrned

caregiver have not begun to learn how to manage their feelings' or even

that feelings can be managed. A neglected child whose caregiver has set

no attachment behaviors, it appears, will auto-regulate by turning to himself

in solitary play. Solitary play states lend themselves to fantasy and create a

o.r.-p.rro.t psychological system that does not, by definition, demand the

social skills the child has never learned (Tatkin & Solomon, in press)'

Interestingly, animal studies suggest that the mechanisms by which emo-

tionally negleited children attempt to manage psychic tension may affect

precisely th.it fr,tt t. relational capacities and may predispose them to sex-

ual addiction as adults. Rats exposed to early stressors showed a life-long
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elevation in vasopressin,levels and depression in oxFtocin ievers in the hy-
pothalamus. If childhood srress affects humans in the same way, Teicher (M.
H. Teicher, personal communication, April 12,2007) has theorized, persons
who have survived repeated anxiery-prtducing occurrences in infancy may
Iater "suffer from enhanced sexual arousal, diminished capacity for iexual
fulfillmenr, defrcient commitment to a single partner, and reduced capaciry
to experience stress reduction from non-sexual social contact." Understand-
ing the centrality of successful affect regulation in neuronal, psychological
and cognitive development lets us view personality and addictive disorders
anew, as resulting from failures to regulare emotion first interdependently,
then independently: Affect dysregulati,on seems to be a fundamental mech_
anism of ail ,{,xis I and iI disorders, especially severe self pathologies (A.
N. schore, personal communication, February 2,2007; see arso sarkar &
Adshead, 2006). This insight helps us comprehend and trear rhe behaviors
and feelings that define sexual addiction.

EFFECTS OF CHILDHOOD TRAUMA ON SEXL]AL ADDICTS
AND THEIR PARTNERS

Affective, cognirive and Behavioral characteristics of sexual Addicts
and Their Partners

Ullman's Q007) study of sexual addicts subsrantiares the view that chilcl-
hood trauma physiologically alters the prefrontal cortex to such a degree
that, decades larer, intelligent people *uL. rp..t cularly ill-advised choices.
Her research sample of sexual addicts disprayed damage ro the prefrontal
cortex in the wake of childhood sexual abuse. since the prefrontal cor_
tex is the oniy area of the brain that can integrate information from the
outside-including other people-with intemal feelings (Goldberg, 200D,
compromise ro ir entaiis difficulties with abstract thinking; focus, llanningand decision-making; regulation of mood; behavior ancl iripulse control. In_
dee<l, impaired judgment in itself implies damage ro the prefrontal correx and
is one of rhe hallmarks of a sexually adclicted person as well as of persons
with attentional, emotional, sLlbstance abuse, per.sonality ancl clissociative
disorders.

other research has linked chirdhood tension to long-rerm emotional,
cognitive, and behavioral difficulties. 'while primitive neural responses ro
stress mxy have been adaptive in the sexual adclict's early environment,
they l;ecome highly problematic later. As an example, sexlral addicrs per-
sist in the solitzrry, dissociative serf-soothing mode of their early years (al_
beit in its "adult" fbrrns of .sexual fantasy and masturbation). tn addition,
they continue to rely on it.s concomitant opioid release to enrer an anes-
thetizecl state fzrcilitating high-risk sexual behaviors rhat will furrher release
clopamine, norepinephrine, adrenaline, and serotonin. Even as acLrlts in
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romantic relationships, sexual addicts drift easily into the one-person psycho-
k-rgical system of tl-re neglected child, and llet "in the bubble,'' or clissociate,
to engage in sexually addictive behaviors. Sexual addicts also tcnd p()wer'-
fully tou,ard dissociation because, as Tatkin and Soiomon (in press) argue
regarding avoidant personalities, their frontal lobes have not been activated,
and they are therefore not cognizant of space and time.

Perhaps not sr"rrprisingly, many partners of sexual acldicts are in the
same chronically dysregulated state and have also learned to autoregulate
at an early age, in their case by raking care of others to the exclusion of
their own well-being. Thus they will feel especially abandoned and angered
by a partner's distancing and neglect, and rnay respond by engaging in the
unheaithy behaviors they have habitually pursued to seek external regula-
tion. Partners of sexual addicts need to leam that a sexual addict's conduct
is an established reflex, which recovery will lessen but may never erase
completely (Tatkin & Solomon, in press). For at a deep level, the damaged
attachment capacities demonstrated by sexual addicts' ernotions, cognitions,
and behaviors bespeak not only a distancing from the otirer, but fron-r the
self.

Anachment and Selfhood

For many decades, psychologists have recognized the nonverbal comrnuni-
cation of attuned caregiving as fundamental'to the infant's development of
secure attachment. Bowlby (J95D considered this pre-verbai learning the
essence of the intemalized attachment systern, and 'Winnicott noted it as the
criterion of effective care. An attuned parent who is sufficiently sensitive and
responsive-Winnicott's "good enotrgh mother'-is seen to ftrnction as an
interactive regulator of the infant's affective states (1958). Sarkar and Adshead
(2006) specify that "interpersonal affective responses need to be both regu-
lated and organized to be effective. . .. The most favorable rnanagement of
relationships requires the capacity to regulate negative affects such as anger
and anxiety" (p. 298). Such modulating of fear and repairing of breaches in
affLrnement allow the infant to attach with confidence. As noted, from the
vantage point of affective neuroscience these behaviors and gestures also
serve to stimulate the infant's brain and nervoLrs system to grow in healthy
ways. Schore (A. N. Schore, personal communication, Febmary 3,2007) has
found that the right brain "is experience-dependent for maturation" and that
"the right hemisphere stores a vocabulary for nonverbal affective signals
such as facial expressions, prosody, and gestures. The infant can feel safe,

naintain optimal arousal levels, rest, and digest (Porges, 2001). This stable
state creates good ventral vegal tone, as the child retains normal levels of
cortisol in the presence of the attachment figure, and the social engage-
ffient system functions in the form of eye contact, f.acial expressions and
vocalization.
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But in acidition to allowing positive emotional connection, proper de-
velopment of the brain iets both infant and caregiver maintain independent
selves. Secure attachment can be thought of as the eqtrivalent of "open and
direct communication of intentions and feelings together with negotiation
and compromise" (Crittenden, 7997, p. 47) Siegel Q999) further explicates
the healthy blend of unison and selfhood: "Attachment is based on collabora-
tive communication. Secure attachment involves contingent communication,
in which the signals of one person are directly responded to by rhe orher"
(p, 21).

The centraliry of secure attachment to the evenrual deveiopment of rhe
self stems from its interrelationship with the sensartion of anxiery. If rhe
caregiver is chronically anxious or is depressed enough to be emotionally
trnavailabie, the infant will experience danger. Thus fear flor-rrishes where
attachment is weak, leaving the infant in a stare of hyperarolrsal with high
levels of cortisol, an increased heart rate, an activated sympathetic system
mobilized into the fight-or-f'light mode, and dissociated rage and panic, In
the 1950s, Ainsworth and Bowlby (.7991) studied infant attachment patterns
in w'hat came to be called the Ainsworth or Infant Strange Siruation Proce,
dure. Three distinct attachment styles were identified by this srudy, with a
fourth named in 1986 by Main and Solomon: the seclrre attachment style,
the anxiot-ts-avoidant, the anxious-ambivalent, and the anxions-clisorganizecl
(Main & Solomon, 1990).

Certainly, the inborn capacity for attachment receives its fundamentai
shaping through each inf'ant's early experiences. Bowlby (1998) had callecl
these patterns the "internal working model of attachment" to underscore
the expenential conditionality of the attachment system. Siegel (1999) notes
evidence of the plasticiry and complexiry of attachment pattern development
and the growing brains that accommodate ir: He finds that chiiciren rnay have
distinct xttachment strategies with different caregivers, ancl thus each di.stinct
"interpersonal reiationship directly shapes the ner"rrobiological state of tl're
infant's brain within interactions with each caregiver" yielding, for exampie,
an avoidant attachment to a parent but a more secrlre one with a grandparent

Q. 77). Over time, both these patterns will shape the chilcl's [:rain. Siegel
further points or-rt that "tl-re Strange Situation classifications at one yeat of age
are associated with nllmerolls findings as children grow into adolescence,
such as emotional rnaturity, pcer relationships, and acuclemic performzrnce"
(p.73), ancl suggests that they may be used to predict ach-rlt attachment
styles. Tarullo ancl Gunnar (2005) demonstrate that disorgrnizecl toclcllers
letain heiglrtenecl ct>rtisol levels after the "Strange Situation" protocol while
sectrrelv ettachecl chilclren clo n<tt.

Yet even though early attachment pattern.s have a monllmental impirct
on an individual's firnctioning, lzrter experiences continue tr: influence his
internal working moclel (or moclels) of ettachrnent. Unclerstanding these in-
ternal categc>ries, and their continued malleability, direct.s sexual addictkrn
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tl-rerapists to the most effective interventions they can Llse to change these
patients' insecure attachment patterns through a highly attuned therapeu-
tic relationship. To distinguish adult attachment styles from their childhood
manifestations, we may use the Adult Anachment Inventory's denotation of
the infant's secure pattern as the adult "secure,/autonomous"; the infant's
avoidant style as the adult "dismissing"; the infant's resistant pattern as the
adult "preoccupied"; and the infant's disorganized/disoriented sryle as the
adult "unresoived,/disorganized" (George, Kaplan, & Main, 1996).

CLINICAL PRESENTATION OF AT'TACHMENT STYLES IN SEXUAI
ADDICTS AND THEIR PARTNERS

The current author's clinical experience accords with impressions of numer-
ous practitioners working with sexual addicts and their partners (Creeden,
2004; Seedall & Butler, 2008; Zapf, Greiner, & Camoll, 200B). The insights
of affective neuroscience gready elucidate the powerfril physiological and
psychodynamic mechanisms contributing to this population's strikingly con-
sistent presentations.

Dismissing Attachment Style

Patients with a dismissing attachment style often lack awareness of their emo-
tional states. Usually from emotionally distant or rejecting families, such in-
dividuals most likely have developed prefrontal cortical pathways that over-
regulate the limbic brain input, restricting both affect and activity. In addition,
these patients are deficient in insight, which travels affect-mediated neuronai
pathways of the right hemisphere to link previously unrelated ideas and to
allow self-monitoring.

As a result, such patients generally provide only brief, perfunctory
descriptions of their activities and feelings, seem emotionally cold, lack
compassion for others and for themseives, and minimize the importance of
attachment-related experiences such as their primary romantic relationship
and their relationsirip with the therapist or group members. They often do
not remember much of their childhoods or report them as "fine." They can
present with blunt or flattened affect, and can be rigid in their responses
to others or their social environment. Dismissing personalities seek external
sources of regulation-whether food, gambling, love or sex-because using
these produces a dopaminergic arousal that temporarily obscures the chronic
emotional numbness they learned early, and all too well, as a survival skill.

Along with discounting their own feelings, these classic sexual addicts
studiously protect themselves from the demands of genuine human con-
nection. They are accustomed to doing everything in isolation, prizing their
hyper-individualiry and rejecting any need for connection, love and intimacy.
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They become overwhelmed when relationships-personal or therapeutic-
require intimacy, and avoid closeness by acting out'sexually, disappearing
emotionally in therapy, and resisting 12-step group meerings. Clinicians may
find it difficult to empathize with these patients, whose primary styles of
relating include passive-aggressive behaviors: As cohen and shaver ea04)
note, "emotional negativify and withdrawal motivation have been connected
in psychophysiological scudies with the right frontal lobe of the brain" (p.
799). They find also that avoidant individuals show "a right hemisphere ad-
vantage for processing negative emotion and attachment-related words" (p.
807). These habits of ignoring both the self and others allow them to evade
the emotional threals of inner awareness and of social connections.

Preoccupied Attachment Style

Ambivalently attached individuals are similar$ incoherent reporters about
themselves, but demonstrate more explicitly the anxiefy, anger and fear
marking their personalities. In contrast to dismissing patients, individuals
displaying a preoccupied manner of anachmenr have developed cortical
pathw-ays that generally under-regulate both affect and actions, and this
under-regulation allows their verbal and behavioral responses to bypass the
controlling neocortex and short-circuit any judgment about what they say
and do. Typically, their caregivers were r-rnpredictable, leaving them feeling
constantly out of control, tense, and at the merry of their own immediate
impulses. Again uniike the laconic dismissing patienr, the preoccupied indi-
vidual may overwhelm the rherapist with emotional material. The speaker
remains caught up in past attachment experiences, and is irrelevantiy ver-
bose, especially when recounting childhood material. He maintains connec-
tion through negative affect, which may present as complaints, criticism, and
rage. These individuals have very little capacity for self-soorhing or becoming
vulnerable with others, but tend to stay in relationships via their anger.

Unresolved/Disorganized Attachment Style

Individuals whose attachment sryle is unresolved/disorganized may appear
both avoidant ancl ambivalent at once, and may present the bi-phasic f'ears
of engulfment and abandonment characteristic of Borderline Personality Dis-
orcler. Becattse these patients often have sufFered childhood abuse wherein
the attachment figure from whom they sought comfort was also a threat, as
Main and Hesse (i990) believe, they have been trapped within a ,,paradoxi-

cal injunction;" try as he might, the child could never achieve an organizecl,
regulated.state by way of the caregiver. Patients with such a history may ex-
hibit contradictory coping mechanisms including negative attention-getting,
or shifting from prok>nged silence into an endless, unreasoned monologue.
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Left at its rn'orst, this style of attachnrent presents :r.s .sociopathy. Only tlrc-

resolution of'this early childlrood trauma can alloq/ these inclividLrals tct g:lin
a congruent sense of self ancl healthy af'fbctive regulatic.rn.

The finding that "sexually addicted nten are more likell, 1o relate with
insecnre attacilnent style.s. . . , [and that] treatment for malc sexual zrddicts
shotrlcl address both addiction and relaticlnship insecr-rrity" (Zttpf et al.. 2008,
p. 158) suggests the therapeutic centrality of devc.loping a secure arraclr-
ment between patient and therapist. Indeed, this "eamed secure attach-
n"rent" is one of the most powerful forces helping patients iearn to regtr-
late their nerw()Lls systems (Ginot, 2007). The factor.s that, over time, rerzeal
ner-rrally encoded attachment patterns, alter the brain. retrain tire ANS. and
heip create a secure attachment emerge within the intersubiective fielcl of
the therapeutic dyacl: limbic resonance, attunement, encl pla1, In adclition
to a seclrre attachment with a clinician rn'ho iras resolved his or her on n
conflicts, connection with other caring people in a 12-Step pr()!{ram, group
therapy, or a healthy love relationship helps repair deficient arrachmenr
pa[erns.

IMPLICATIONS FOR TREATMENT OF SEXUAL ADDICTS AND THEIR
PARTNERS: ESTABLISHING ATTUNEMENT iN INITIAL ASSESSMENT

AND INTERVTNTIONS

Initial Assessment

During the initial psychosociosexual assessment practitioners rn'ill likely hear
information revealing early trauma from neglect, ernotional abuse. or vio-
Ience witnessed or received, and consequent disruptions in the developrnent
of the patient's attachment capacities. It is also useftrl to inquire into the psy-
chological state of the patient's mother during pregnancy and the firsr 18
months of the patient's life-the period crucial to right-brain development-
as infant tempemment, Schore (2003a) ar[+res, is primarily shaped by the
pre-natal environment rather than by genetics alone. Schore (1994J thus em-
phasizes the lasting irnpact of that first year and a half: "The beginning of
living systems sets the stage for evely aspect of an organism's internal and
external functioning throughout the lifespan" (p. 3). Therapists may also
leam about disturbed pattems of relating in later childhood, adolescence
and yor,rng adulthood. Yet clinicians nllrst also be on the lookout for positive
attachment experiences, as one good attachment figure may halance clr alter
negative experiences to a remarkable extent (Siegel, 199r.

After the initial assessment, identifying the patient's attzichnent style
can help the tirerapist orient his early treatrnent, gauge how best to attune to
him, and wiren and how to confront irim to teach hirn to self-reglr"rlate. Since
sexual addicts and their partners have learned tclo well to gu;rrd themselves
from the affect they could not regulate. clinicians may neecl to rely on their
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own bodily reactions during the assessment process to aid them in tracking
patients' affect, noticing their capacity to hold gaze, and monitoring their
levels of anxiety and depression,

Numerous attachment assessment tools are available to practitioners.
George, Kaplan, & Main's (1990 formal Adult Attachment Inventory requires
certification to interpret, but Shaver's Self-Report Measurement of Adult At-
tachment (Cohen & Shaver, 1999) provides an informai measure. In addition
to these tools, the sensitive listener will note a patient's habirual indulgence
in the disconnected social behaviors, so available in contemporary culture,
which may indicate sexual addiction: instead of personal relationships, one
may participate in "virtuai community" via the Internet, and instead of sta-
bly coupled sexuality, one may find anonymous pornography and transient
sexual encounters. In brief, information from initial assessment sessions will
give a remarkably reliable picture of the degree of caregiver-child attune-
ment, the childhood organization of the nervous system, and the resultant
attachment style. Yet even without explicit information about his first years,
this author's experience suggests that a patient's character traits provide a

good roadmap to the arrangement of his nervous system, his attachment
style, and, therefore, to the mode of care he needs.

Early Interventjons

As treatment begins, practitioners wiil note therapelrtic difficulties specific
to this population. To understand these it is crucial to recall that addictive
behaviors create a non-metabolic state in which there is little or no oxy-
gen in the right orbital frontal cortex. Vithout oxygen to ftiei the higl'rer
cortical functions, the sexual addict has neither rhe right-brain function of
conscious reflection, nor the left-brain capaciry to reflect upon and express
such observations. Additionally, his right orbital frontai cortex cannot reg-
r.rlate the sub-cortical emotional states occurring in his limbic brain. The.se

patients generaliy lack any familiarity with heaithy mother-inf-ant relating, in
which the mother looks at and listens to the child, and thr"s regulates his
entire limbic system including the anterior cingulate, insula and amygdala
by repeatedly creating a dialogue between the amygdala zrnd the right or-
l>ital frontal cortex. Schore (A. N. Schore, personal commttnication, March
28. 2008) argues that severe attachment failures negatively impact this right
limbic circtritry, producing an immature, inefficient stress resulation in tire
borderfine personaliry. They react with aversion to the proximity of the ther-
apist and tend to down-regulate their nervous systems, usually by averting
their gaze. This iruto-regulation creates a sense of distance so they are sp'.rred

what they would experience as the oppressiveness of the therapist's pres-
ence (Tatkin & Solomon, in press). Indeed, in view of the attachment xncl
social deficits thar mark sexual addiction, we may regard it as a phobia of
iong-term proximiry: Sexual addicts can tolerate clr>seness for short periods

75
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of time, and they can stay in more distant relationships for long peri<-rds of
time, but they cannot maintain a long-lived intimacy.

lronically, while sexual addicts' gaze-averring separates them from oth-
ers, their superficially opposite behavior of visual objectification or porno-
graphic lust also seryes as an auto-regulatory stmtagem of isolating. Althoirgh
all humans are predators who scan for salience such as threats, food and
sex, sexual addicts have conditioned themselves to be on the hunt for sexual

"hib" at all times, to the exclusion of genuine human connections. In addi-
tion, the dorsal lateral prefrontal cortex, instrumental to the fairness-related
behaviors which inhibit seeing others only as obiects, has been shown to
be quite underdeveloped in this population (Knoch, Pascual-Leone, Meyer,
Treyer, & Fehr, 2006, p. 829; see also Ullman,2007). Partners of such per-

sons thus feel tremendous frustration when trying to relate genuinely with
the addict, especially if the partner habitually tries to auto-regulate through
an invasive, needy style of caretaking. It is an especially cruel irony for part-

ners that there is a direct correlation between interoception and the abiliry
to feel empathy, both of which capacities are profoundly compromised in
sexual addicts.

Intermediate Interventions

As a result, when working with this population clinicians must pay attention
to the physical space befween themselves and the patient and to how often
patients avert their gaze, as these distancing markers provide clues to pa-

tients'tolerance for physical and emotional closeness. Keeping in mind that
a healthy attachment distance between infant and caregiver is 6 to 12 inches,

therapists will note that as they move nearer to the patient there will be more
eye-to-eye contact, creating a synergy that is novel to the patient's brain and,

over time, engages him. Practitioners must gauge optimum proximiry at each

stage of treatment from initial assessment to termination; gradually, patient
tolerance for physical closeness and the affect it elicits should increase.

When in session, therapists will derive advantage by monitoring their
tendency to analyZe the conversation rathef than to observe their own in-
temal, physical cues. Schore (2O07) advises us that healing does not derive
from clinicians'use of the left brain upon the patient, but from their ability to
move into the right brain and its deeper feeling states together with the pa-

tient, so that they may interactively regulate the patient's dysregulated affect
within the intersubjective field. To be mindful of this interaction means not
only that therapists constantly query patients about what patients are noticing
in their bodies during session; therapists must track their own interoceptive
cues with equal attention.

In this way, clinicians can use their own reactions to attllne to patients

and to gain their attention gradually. At this beginning stage, therapists can
g
{

f



-l
Alfectiue Neuroscience and Treating Sental Addicts

most et-fectively utilize facial expression, gesture and prosody rather than
words. The left hemisphere creates and captures linguistic sequences, but
it is the right hemisphere that comprehends the emotional communication
conveyed by the face, gesture, body, and voice. The practitioner's tone of
v<rice wiil especially trigger the patient's amygdala, locared close to the au-
ditory canal, to listen for any threat. A dismissive patienr will look away to
down-regulate, and will thus rely even more on prosody alone to assess for
waves of sympathetic and parasympathetic arousal. These panerns will be
read by the patient's right brain and will register in his body as interocep-
tive cues foretelling the therapist's impending acts. His ANS is thus being
prepared to respond to either affectionate or dangerous behaviors.

For this reason, therapists need to be highly attuned to their patients'
patterns of communication as well as to their own intuition and the sen-
sations in their own bodies. Clinicians cannot pretend an empathy they do
not feel, as patients' ANS will recognize it as false and the contenr of the
therapeutic message will be negated if the patient feels risk. As Schore (A.
N. Schore, personal communication, February 3,2007) points out, Holmes
correctly reminds us that therapists may themselves need therapy, not iust
to "immunize" themselves against the matter they encouflter but to broaden
their understanding of human experience, upon which they can draw when
working with patients.

Tailoring Interventions According to Attachment Sryle

For yet another reason, dismissive sexual addicts wiil habitually down-
regulate. Because caregivers did not meet their needs, they avoid reiation-
ships and dismiss their value, a behavioral habit manifested-and contributed
to-physiologically by their low level of frontal lobe activify. However,
frontal lobe activity can be heightened by exercises guiding patients to feel
and thus to become aware of their bodies.

But this task is easier said than done. Physiologically, avoidant per-
sons already bear a high allostatic load as their bodies are overtaxed by
constant cortisol and adrenaline production, leaving them too fatigued for
new expendirures of energy. Indeed, the effort it costs them to connect to
themselves and to others hardly seems worthwhile, since they have rarely
or never derived any relief by doing so. Also, their exclusive orientation to-
wards salience-scanning continually for basic survival needs such as food,
sex, and safery-obscures any realization of other less immediate but more
lasting and meaningful desires.

These patients must frrst leam to identifii their disavowed feeiings, and
then learn how to express them to others. The therapist's role at this point
is constantly to direct the patient back to his body so he can learn to notice,
identify, and express what he feels. Mirroring the patient's gaze, the tilt of

17
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his head. and his stance may remind the practitioner of the play state with
an infant or srnall child, similarly characterized by attr-rnement of prosody
and movement, attention to spontaneous laugirter and discctvery, and intu-
itions received by sharing and amplifying affective states. Here the tirerapist
acts as a healthy regulator in the relationship and, according to llowllty
(1998), gradually hecomes an attachment figure. The therapist helps regulate
the patient's experience of emotions tl-rough what Schore (2003b) calls a
"crescendo-decrescendo" process, functioning as a secure base from wirich
the patient can explore the language of his bodily sensations and tire novel
skill of self-monitoring, and simultaneously apply his new knowledge in
12-Step meetings and group therapy.

The preoccupied patient, on the other hand, will up-regulate his affect
in session because his ANS is primecl to magnify distress signals for insensi-
tive caregivers. At the start of tl-rerapy his parasympathically driven emotional
activation may need extemal regulation by anoti-ier to calm down. To aid a
patient with this affective profile, practitioners should calm their own ner-
vous system, notice their own breathing as well as the patient's, and heed
their own gestures, prosody and body langpage to modulate the patient's.
As the patient's neryous system becomes attuned, tl're dyad wili interactirrely
regulate one another via the face and eyes. At that point the therapist has

even more opportunity to help the patient learn to self-soothe and to recog-
nize his ANS activation. Persons with a preoccllpied attachment styls lsscl
cognitive restructuring to contain their persistentiy troubiing material; over
tirne, they can leam to monitor their body-based feelings as a u.tay to unlock
unconscious issues and thus to effect long-term change.

The therapist may well find working with unresolved/disorganized
patients overwhelming- Beginning a treatment plan with a task-centered,
cognitive-behavioral approach as a form of containment is a good interven-
tion until such persons attain stability, Indeed, eliciting too much affect at

first can be further disorganizing, making these patients feel vulnerable in
proximity to another. If the patient cannot follow treatment recommenda-
tions or stay sexually sober, it may be necessary to resolve early childhood
trauma in an in-patient setting before he is ready to examine his behavior
and emotions in session,

Compietion of Treatment Tasks

The practitioner must keep in mind that the patient's and the partner"s initial
use of tl're therapist's more mature affective abilities represents an immature
stage of attachment that must become internalized to avoid an unhealthy
dependence. \7e see this undeveloped utilization most often in the pafiners
of sexual addicts, r-rsually as verbal discharge or too-frequent phone calls.
Themselves dysregulated, possibly due to their own childhood trauma and
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subsequent damage to their attachment abilities, p'.rrrners will employ the
therapist to self-regulate until they are tallght to manage affective srares in-
dependently. They m y at first persist in interpreting their pain as caused
by external factors, rypically the sexual addict's behaviors, and may ex-
hibit the primitive reactions of excessive externalization and negative affect
that should have been superceded around the age of 5. Thus partners may
reprise their own unconscious unresolved issues, which have been exacer-
bated by the current trauma of the sexual addict's errant actions. For both
the sexual addict and che partner, the aim of treatment must now broaden
to permit the safe experience, sharing, and independent management of
affect.

A SPECIFIC INTERVENTION FOR AFFECT REGUIATION

"'$Talking in Your Shoes," a group protocol this author co-developed in 1992,
provides what Cogswell (1993) calls "an empathic way of deeply relating
to one another" (p. 99) and shares features of other modalities seeking to
integrate body and mind. Prominent among these are steps to utilize parients'
and therapists' bodily sensations to track feelings and respective emotions.

1. Observing physical signs of anxiety:
Anxiety manifests first as tension in the sftiated muscle tissue, apparent as

wringing or fidgeting hands, shaking legs or feet, pursing of the lips, and
reports of tension in the exremities. Extremiry tension indicates the most
superficiai defense against affect, and thus informs the therapist that rhe
patient is available to move into deeper feeling states without decompen-
sating. The patient should be encouraged to recognize the inseparability
of his bocly and his mind.
A slightly higher level of anxiety-one step closer to the parasiympathetic
withclrawal response-reveals itself in the breath. Hoiding one's breath
or exhaling heavily enough to engage the intercostal muscle.s denotes
defense and arousal in the interconnected body and rnind.

2. Tracking signs of anxiery and pointing them out as defenses against cleeper
affect:
It is import'rnt to educate ti-re patient altout his blocking oi f-eelings
through these pl-rysical signifiers of anxiety. The therapist may ask, "Do
you notice you're wringing your hands/ shaking yor"rr fbot,/ holding your
breathrsighing heavily? What ilre you acnrally f-eeling in yolrr bocly? And
wirere do you f-eel the f'eeiing'l Do you recognize this tensxtn a.s a man-
ifestatbn of anxiery? Do you see how yoLl usie this tension to block
yor-rr f'eelings?" In this context, therapi.st.s mll.st Lrse their somatic colrnter-
tr:lnsference to guide them and may self-disclose rrbout their own boclilv
sensations ancl the emotions they represent.
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3. Asking about bodily functions:
Reports of dry mouth and throat, tightness in chest or gut, chronic con-
stipation or diarrlrea tell the therapist that the defenses are higher, since
the feelings have been sornatized. Perceptual disturbances such as ringing
in the ears or tunnel vision warn that trauma is buried deep in the hody
and the implicit system, and should not be exposed rapidly. Practitioners
should help tl-re patient recognize these symptoms as displays of anxi-
ety and a defense against deeper feeling states. If the therapist can teach
him to tolerate the underlying affect by first honoring the defenses, and
then reminding the patient that these feelings are occurring as a present-
day response to a past experience, physical manifestations will gradr-rally

di.ssipate and the emotions will be able to emerge.
On the other hand, if symptoms increase, it is likely that therapy is chal-
lenging the defenses too radically. A patient without the ego strenglh and
flexibiliry to stay present with the intervention may then begin to ex-
hibit perceprual disturbances. Thus therapists must constantly assess each

individual's ability to sustain deeper affect by tracking physical symp-
toms. Practitioners may help the patient become grounded by having him
breathe consciously, feel his feet on the floor, and identify specific ob-
jects in the room and their specific qualities. Slow, supportive therapy is

indicated when physical functioning is disturbed, and more systematized
therapies such as EMDR may be indicated.

4. Tracking affect:
The vagus nerye runs from the brain stem, through the larynx and heart,

and into the gut. For this reason scientists refer to the heart and the gut as

our "second and third brains." Precisely because the vagus nerve conveys
ernotion to the body core, therapists are able to track physical manifesta-
tions of affect and to teach patients to do the same. Practitioners may begin
by noticing any shifts in the patient's facial expression and then asking
what he is feeling, where in his body he notices the feeling, if the feeling
has a shape, color or temperature, if the body part wants to move in a par-
ticular way, or how he might describe the feeling. If the patient persistently
describes his ideas, the therapist should direct him back to his bodily sen-

sations. Facial changes occur in milliseconds at levels beneath our aware-
ness, but we read these state changes in our ANSs. Tracking and comment-
ing on what the therapist notices in the patient keeps the session focused
on the process and permits entry into deeper affect. Therapists shouid
be aware that the meaning of facial gestures differs depending on what
side of the face they appear. Research by Elfenbein, Mandal, Ambady,
Harizuka, and Kumar (?O04) informs us that the right side of the face-that
controlled by the left hemisphere-presents socially appropriate expres-
sions, while the left side-the one controlled by the right hemisphere-
reveals private emotions. If the therapist notices tears in the patient's
eyes, tl're therapist should ask him to identify the exact feeling eliciting
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the tears. If the patient cannot do so, the therapist should report back
to him what the therapist has been tracking in his or her own body and
emotions.

5. Attending to the therapist's prosody and body language:
Therapists should proceed slowly, reinforcing progress with positive state-
ments and paying close attention to their own tone of voice and gestures.
Schore (2008) contends that "just as the left brain communicates its states

to other left brains via conscious linguistic behaviors so the right non-
verbally communicates its unconscious states to other right brains that
are tuned to receive these communications." Schore (A. N. Schore, per-
sonal communication, February 3, 2007) also draws on Horton's insight
that the clinician's regulatory capacities permit the patient to trust and to
feel safety at the deepest level, and that the therapist's right brain is a
source of comfort for the patient. The clinician's prosody-the emotional
tone of the voice-will also powerfully change affect states in the patient,
whose right anterior temporal lobe has been found to adapt to it (Belin &
Zaforre,200r. Kahr (2005) notes that "the musicianship of the psychother-
apist may well prove to be one of the most transformational ingredients
in the clinical encounter. . . . The patient will be deeply affected by our
tone of voice, our accent, the volume of our voice, the pitch of our voice,
its cadence, its flow, its pressure as well as by our sentence structure,
our knowledge of grammar and by the richness and paucity of our actual
vocabulary" (p. 10). Thus therapists must be genuine in their prosody, as

limbic resonance does not lie. Male therapists may need to take special
care, as research suggests that, in male brains, male voices activate visual
channels while female voices activate auditory ones and may thus be more
easily interpreted (Sokhi, Hunter, W'ilkinson, & Voodnrff ,2005).
As does prosody, gestures ancl body language transmit emotional states.

Early on, Sapir (1949) had taught that "we respond to gestures . . . in
accordance with an elaborate and secret code that is written nowhere,
known by none and understoocl by all" (p. 556). an individual's ANS
reads these gestures to predict and prepare for another person's behavior.
Even where the practitioner sits in relation to the patient influences what
the patient will feel. If the therxpist sits too close for the patient to tolerate
at a given stage, the patient may feel danger. If the therapist sits too
far away, the patient may feel abandoned. Clinicians must continually
assess the stage of work they are in with each patient to determine the
appropriate distance at which to seat themselves.

6. Enabling insight and intuition:
Sexual addicts characteristically demonstrate deficient insight due to poor
deveiopment o[ the right orbital frontal system. They lack secure attach-
ment and. therefcrre, the communication skills that human connection
brings, and their posterior right hemisphere is shut down by too much
or to() little activation. Sexual addicts cannot observe transference or

LI
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c()Ltnter-transference*the paracligmatic interrelation of tl,e self an<i the
other-because their orbitai frontal systems cannot regulate indepen-
dently. So there must first be interactive regulation tlrrough the agency
oi-the tl-rerapist, and an abandonment of the left <-rrbital fxrntal functions
to all<tq, insight and intr:ition to arise <>ut of the sul>cortical regiclns of the
right hemisphere.
The therapist will aim for an intersuhjective flow so the patient can nove
more deeply into his affective material in safety. The patient has r<,r becorne
able to tolerate being seen by the other while out of control, n'ithout feel-
ing shame. Raised in a family that habitually hr.rmiliated, but coulcl nor reg-
ulate shame, such a patient may resp()nd with anger when embarrassed.
Shame is deeply disorganizing and parasympatheric, and rage becornes
the defense against unregulated childirood feelings <if being annihilated.
The therapist can reflect these emotions, create a holding envlronmenr,
and respond with sensitivity and flexibility to u,hatever the patient is ex-
periencing. The therapist thus acts as the regulator for tire patient so titat
the patient can hold material in mind long enough for insight to arise and
for changes in his reactions to be made. Insight, the ability to see oneself
from a different perspective, can be mortifying for persons with little sense
of self and other. Yet small insights are critical ro reorganizing the self to
higher levels of complexity. Therapists should thus avoid prernature in-
terpretations, which come from the left brain and iralt the patienr's and
the therapist's further movement into the affective rigl-rt brain. Often, such
derailment occurs when the therapy gers uncomfortable for the therapist.
rW4ren moving into deeper work, we would do well to keep Siegel's Q999)
concept of the "window of tolerance" in rnind. He defines this phrase as
an individual's ANS response "in which various intensities of emotional
arousal can be processed withollt dismpting the functioning the sysrem"
1p 25D.After the patient has achieved approximately three months of
sexual sobriety by working with the therapist at rhe affective level permir-
ted by the development of his right hemisphere, the clinician can begin to
push this boundary in increase affect tolerance. To do so the therapist must
be willing to enter sympathetic hyperarousal with the patient to experi-
ence his dysregulated rage, pain and terror, as well as his parasympathetic
hypoarousal to experience his dysregulated shame and hopelessness. The
left-brain reflective functions of both patient and therapist have to give
way for both to go deeper. The therapist must be willing ro sray in deeper
feeling states rather than in reflective states to facilitate the patient's doing
so as well. Here again, the eye contact, prosody and gesture of tire ther:i-
pist are crucial. Alignment of these is tme affective empathy, not cognitive
empatiry. Limbic resonance is at play in the intersubjective field. and tire
therapeutic dyad enters a spontaneous dance in which both parties feel
their way together, leading to higher levels of cornplexity in the brain, and
so to profouncl, iasting change.
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'We can now understand precisely why meditation, yoga, rai-chi, chi-gong,
healthy lnxssage and otl'rer treatments uniting boclv irnd mincl are r:sefi-rl

fbr sextrally addicted patients with trauma, whicir has clivorcecl the emo-
tions from the intelligence. All these modalities help teach self-regulation
and restore good vagal tone or heart rate variarbiliry. which encourages
sympathetic and parasympatl-retic balance and, thereby, regtrlation of the
ANS. This fact suggests thilt sorne sexllal addicts rllrn to sextral m2rssage

as their prefered form of regurlation because touch helps quiet their ANS.
Field et al.'s (Field, Pickens, Fox, Nawrocki, & Gonzalez, 1995) research
on healthy massage therapy bears out this theory by ^showing that massage
increases vagal tone, defined as "the amount of inhibitory influence on the
heart by the parasympathetic nervous systen-r" @.227). Ventral vagal srates
increase the complexity of one'.s reflections as more blood flows to and
oxygenates the right orbital frontal cortex. $/hen tl-re right orbital frontal
cortex has more oxygen, tirere is more synaptic connectivify in the system.
In addltion, stlrdies suggest that meditation appears to srrengthen both the
insula ancl cingulate-the empathic, relational center of the brain (Schore
2007; Siegel, 2007). These modalities, along with physical movement in
general, appear to help regulate affective life (van cier Kolk, 2006.

CASE NARRATIVES

Arnong my clients three (renamed here) illlrstrate the applicability of this
protocol across genders, sexual orientations, and therapeutic settings. The
narratives cletail not only the clients' presentxtions but my own rezrctions,
since zrttending to these is cn:cial when attempting to connect with persons
previciusly incapable or rejecting of genuine att:rchment, pemonal reflection,
and aftective self-management.

Common themes emerging fiorn these cases include the neLrrop.sychobi-
olo.qical damlge wrought by early, repeatecl and traumartic breeches in at-
tllnement; ensuing dysregulatbn (ancl consequent repression) of af'fect; and
the gracl-rzrl natllre of cognitive, emotioftrl ancl behaviorll recovery through
a painstaking establishment of secLrre attachment.

$7ife and Mother in Inctividr-ral Therapy

Carlzr, zr J5-year-olci Czrucnsiirn woman with :rn ivy-league educetion, a

2-year-old chilci, ancl e historv of r>vereating, had extreme clifficuity attaining
or!{asm l>y her husbzrnd ancl tieclr"rently pursuecl emotionrrl ancl sexual af-
f;rirs. FlirLrtious during their coLrrtship, she f-elt rversi<'rn tor her htrsbancl
npon rnurriage and recoilecl at the thought <'>f sex with him despite rcportinq
that she lovecl hirn, f'elt saf'e with hirn, and wantecl t() stay r-nzrrriecl. Even with
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her lovers she dissociated during the sexual act and remained inorgasmic.
She would ofren say, "I don't feel anything down there.,'

Caria's father had been sadistic towards her mother, an<J as a srnall cl"rild
she would hear them fight and have sex immediately after. she constantly
feared for her mother, who made Carla her confidante ancl presentecl herself
to carla as a helpless victim. Ernotional violence thus became equarecl in
carla's mind with foreplay. \xrhiie she nas never directly sexually abusecl,
she was traumatized repeatedly by what she witnessed and whar she was
told. Indeed, she presented exactly like someone who hacl been herself
sexually abused, for these experiences had left her ANS in the defensive
hypoaroused state of withdrawal. Threatened by any resemblance in herseif
to her mother's dangerous dependenry, and feeling in her body that sex u.,as
unsafe, Carla was avoidant in her attachment styie,

During our early sessions Carla often exhibited shallow breathing. Sl-re
presented with both grear urgency and a srunning lack of insight. Her di-
minished ability to reflect on herself indicated her low level of right orbital
frontal cortex activiry resulting from her not having received attentive sooth-
ing early in iife. I would feel tension in my own body due to her arxiety,
and often experienced a need to rescue her. I had to breathe mindfully
and settle myself down so that I could attllne to her. using patrick carnes,s
task-centered approach I immediately created a sobriety pian to stop carla,s
sexual acting out. she began attending sex and Love Addicts Anonymous
meetings and was willing to follow treatment recommendations.

After she had achieved 3 months of stable sexual sobriety according ro
her plan, I began to focus more on affective issues. At first, cada would
want only to report the events of her day. As I began to iink these to
her past to encourage her making associations to her sexual behaviors,
she would report horrifying childhood evenrs without any affect, as if she
were reciring a grocery list. I had to identify repeatedly rhe rension I no-
ticed in her body, her pressured speech, and the internal deadness she
reported as her habitual defenses againsr deeper feelings. she exhibited
frustration with me when I made such comments but could not express
anger directly, for ir had been unsafe to do so as a child. Then she would
give up, as her nervous system had been trained to withdruw in adverse
siruations.

In contrast I would myself feel a profound sorrow and compassion for
the child who had been made her mother's wirness and guardian. I made
explicit the constant apprehension and risk inher-ent in that role, I recognized
and validated her suffering, and helped her see that her sexual behaviors
made perfect sense as she reenacted her childhood trauma in the futile hope
of finding peace. I had also to notice my own discomfort in exploring her
painful, "not knowing" position whiie we explored the shadows together.
Having traversed dark corridors in my own therapy helped rne convey ro
Carla that there would eventually be light,
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Over time, througft my lnaking direct eye contact, remarking when she

helcl her breath, trackinFl her fbcial gestures and body movenlents, helping

her label and stay present with her bodily feelings, attending to the prosociy

of my voice and attuning as finely as possible to her affect, Carla's defenses

stalted to soften. She began to access the sub-cortical legions of her brain

where unresolved, implicit memories still livecl. As she came to trLlst and

attach to me, she was able to experience the terof and grief of her youth.

\fith assistance, she began to link her sexual numbness to the fear of men

an(l of intimacy she learned through the impossible burden of being her

mother's confi<iante and protector. She came to r:nderstand that her body

had shut clown to protect herself, and that she both used and abr"rsed men

by acting seclllctive in a vain effort to recapture her blunted sensation and

emotions.
One year later, C:rrla was pregnant by her htrsband, to whom she had

finally been abie to make a firll disclosure. She had also maintained a year's

sobriety and reporte d feeling, for the first time in her life, both her body and

her affect. Together, they were working on touch so she cotrld stay present

and experience him as the man who loved her, not as the father who had

created fear and pain.

Cyber-sex Addict in Group Therapy

Mitch, a 34-yex-old car,rcasian, had violent tantasies of rapin5; women ancl

masturbated compulsively while viewing Internet pomography depicting

such scenes. He stated that he had never hurt a woman and never imagined

he could. He attended 12-Step meetings and followed treatment recommen-

dations, and came to my group after having achieved 30 days' sexual sobriety

on his task-centered plan.
Ivlitch's mother, a practicing alcoholic, ragecl and beat her fottr sons

as his f'ather stoocl by pzlssively. Mitch told innumerable stories about his

horrific lbuse as a boy and becoming alcoholic himself. Mitch reportecl

10 years' sobriery in Alcoholics Anonymor.rs. Despite this achievement he

initiatly pre"sentecl :r.s arro!4alnt, rigid and surly, with little respect for nre rrs

a woman. I haci difficulty concealing my dislike of Mitch ancl I believe he

knew it.
Once in grolrp, however, he aclmittect ro lying constantlv irncl eventtrally,

<;n his own volition, began to carry around a "lie n<ltebook" in which he

recgrded lll lris week's lies to report zlt group. But he was still efraicl tr> talk

llxtut his f'eelings beceuse that had pr)ven so danger<ius in hi.s hor-rscholcl.

Mitcl'r hacl lrcen traum;ttizecl eerly, ancl lived in the hypoarousecl state of
parxsympathetic withclrawal. He wa.s ambivalent in his attachment styie,

seeking closencss then pr-rshing it rrway.

Initially. r{ gr()Ltp tttetttber's f-ecdback or any interyention I would mitke

wolrlcl sencl Mitch into shirme. Yet he woulcl holcl his resentment tbr weeks
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before talking about it. \7hen he ctid confront me in !{roup, I fcrunel myself at

first irnpatient with him, and had constantly to remincl myself ltou' wrir:nclcd

he was. I would cclnsciously manage my reactivity ancl r-uocluliite mv voicc,

make eye contact with him, and stay steady as he tolcl me hou, I hacl "failecl"

him. Once I could feel compassion for hitn as a child u'hc> had endured
atr<tcities, I wzr.s able to provide the validzrtion of his feelings he seemecl

to need constantly, Over tirne our relationsl'rip bcgan to shift, rnd intim;rcy
was no longer rnodeled, but genuine. Interestingly, the rrl()le elnpathy I felt

and showed Mitch, the closer we grew-not only with each other but \^,ith

the group as a n'hole. OLlr inter-subiective connection thus included, and

altered, everyone present.
As the grollp dynamic began to opelate on ilim-tl-re attachment born

of a caring community, the experience of being fully seen, tire redr:ction of
shame and loneliness, learning to care for others. and seeing that I, a \\'olrlan,
was actually on his side-Mitch gradually revealed his feelings. \feekly, he

would risk talking about how scared he felt in the world, and confessed that

he had married his wife because he n'as afraid of her rather than because he

loved her. He started to formulate a clearer sense of self as I and the group

reflected back what we felt in our bodies when he shared. He grew slowiy
to hear, see and feel that he manered and that he could stand up for what

was true in his heart.
In time, Mitch began to acquire gfeatel solidiqr as a peISOn. He could

now confront other members on the spot, refer to his bodily sensations and

emotions, and allow himself to cry in group. He was able to I'rear feedback
without automatically going into shame, and if he felt shamed b). atttott" tt.
was able to tell him direcdy. He eventually left his wife, began dating in a

healthy way, and met a woman he genuinely liked. Althougi'i he n'as aftaid

of intirnacy with her, he found himself being l-ronest with her and he found
her kindness towards him refreshing and novel. Sex became an expression

of his love for her; they eventually maried and had a child. Mitch no longer
l-rad any interest in violating women once he took back his power as a
feeling, truthful man. He remained in group for 7 years, and at the point of
leaving had just eamed a promotion to manager of a large team at work-an
advancement that depended on the communication and cooperatlon skilis

he leamed in group.

Gay Executive in Individual and Grolrp Therapy

Judd, a 4!-year-old, gay, Caucasian entertainment-industry execlrti'ire, calme

tcl my practice at the insistence of l-ris attorney to help figl-rt lewd conduct
charges fcrllowing attempted relations q'ith an undercover police officer in a
public restroom. At the initial assessll]ent Judd was ten.'ie, extremely verl;al,

but circumstantial and resistant. His "fast-lane" life suited his thirst fbr con-

stant. intense stimulation. He had never been in a cotlmitted relationship,



-'-

AIJ'ec t i tte tYert rosc i en c e a nd Tt'e a t i n g Sex u a I A d t I i c ts

ancl the thought of curtailing his compulsive sexual behaviors alarmed hirn.
As his anxiety increased, he evincecl more rapid speech p'.rtterns :rncl drzrrn;rtic
declaretions about his status ancl "who he was."

Judd iracl grown up in a working-class Texas farnily. neglected by his
mother and abancloned by his fatirer when he was 6. His motirer hacl a string
of men after that, one of wl-iom secretly fondled him frorn the ages of 9 to 11.
He aclmitted that although he felt afiaid ernd ashamecl, he Iikecl the attention.
Leaving home at 16 and working odcl jobs, he began having nnonymoLls sex
with men, He headecl to Califbrnia where his good looks brotrght him profit
as a prostitute on the s[reets of West Hollywood. By 21 he had a full clientele
of well-heelecl men in the entertainnent industry. Srn:rrt ancl likeable, he was
supported and given a college education by a patron. After graduzttion and
a brief stint Lrsing cocaine, Judd landecl a job in the enteftainment industry.
By the age of 30 he wes rtn agent; toclay, he is a powerftrl one.

As treatment .started he gmclgingly agreed to attend 12-Step meetings
where he was sulprised tose€ people he knew, having assumed he was the
oniy gay man who would even consider something es ricliculous as sexual
sobriety. I found I hacl to resist feeiing bullied by his sense of enriilernent.
Had I not resolved my own Lssues in relation to narcissistic, angry rnen,
rny amygdala wotrld have registered danger and I wor-rlcl have begr-rn tct

withdraw and dissociate-tactics learned in my firmily of origin. lnstexd, I
could note the tension in my body, provide oxygen to my irigher cortex, and
stay present so that he could not rattle me. Interestingly, my calm demeanor
was both disorienting and cornfbrting toJudd, as intimiclation was his primary
defense mechanism: Hard as a rock only on the outside, he survived in an
almost perpetual hyperaroused state, denying his depression anct unawzrre
of his anxiety,

In f'act, Jr-rclcl strr"rggled with twin terrors: fear of abandonment zrnd fear
of engulfment. He had innumerable boyfriends to whom ire coulcl not ;rttrch
because he always hedgecl his bets by cl-rising for another, then hecame
enraged when they left him. His sympathetic nervolrs system preferentiallv
reieasecl dopamine in a fight-or-fligirt state, and l-ris utt:rchment style w:rs
unrc'solved/disorganizecl. He rocketed back and forth between the liigh of
the hunt to the numbness, shame, panic anci clissociation r>f parasympxthetic
wilhchztwd. Since Juclcl had no intcrnarl solrrcc clf af-fect regr:letion aucl coulcl
not tolerate an intim:ite relzrtionship that might harve of'ferecl co-regr"rlation,
he "needed" sex to make him f-eel clear-headed and ulive.

It took a yellr before Jucld crlr.rlcl refiain iiom acting out sexr-rally. His
earlv sobrietv plan recluirecl <lnly that he know :r. p:rrtner bv first anci last
nrurres for at [east 24 hours, :rntl huve sex only in his or tlre partner'.s honte,
hut he coulcl harclly marntain even these restrictions. [t rtlso took thirt long
fol hrm rc begin to'.Iitirch to rne as hc' "clicln't see the p<lint" uncl wes ulr'a\rs
on the verge of leaving therapy. At la.st. thor-rgh. he lrcgln tt: let r-r're see him
lnd to .see nly empathy fbr him. [-le hzrcl cleurly connectecl r.vl'rerr, atler :.t
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fight with a friend, he felt like acting out blrt corrld not reach his sponsor. scr

drove to my office and sat in his car for 30 minutes until he caimed down
and could reach someone in the program.

Still, he anached in a disorganized borderline manner that clernancled
my proving my concem for him but assured that I wouid not be too close. As
with other borclerline clients, I tried to avoid setring myself up for idealization
ancl inevitable devaluation, and returned the locus of control to him, telling
him, "You have to decide whether or not I care about you, I can't decide that
for you," and, "I'm here now, I'm with you when you are here, and I will
be here nefi week." I never budged from this position and he eventually
got the message that while I would not pander to him because of "whcr
he was," neither would I leave him, After about 7 1f2 fears, Iudd agreed
to enter an in-patient treatment center for 30 days to work intensely on his
early childhood trauma, Soon after, he was able to commence group therapy
where he could begin to experience the benefits of giving to and receiving
from others.

CONCLUSION

By better understanding the impact of early childhood attachment patterns
on the neuropsychobiology of sexual addicts and their partners, we can
create a more effective model for recovery. Carnes's cognitive-behaviorai,
task-oriented approach has enabled therapists to help patients achieve sex-
ual sobriety. But to effect long-lasting characteroiogical cirange, we believe
we must access the affective right hemisphere through bodiiy felt states in
both patient and practitioner. To repair the self, treatment must explore and
mitigate the effects of early childhood trauma on the emotional, cognitive,
and behavioral capacities of sexual addicts and their partners. Further re-
search into the efficacy of this protocol using instruments such as the Adult
Attachment Inventory may let us broaden our recovery expectations to in-
clude genuine interpersonal connection, insight, and internally regulated
affective states.
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