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Hypersexual disorder (HD) is not defined in a uniform way in the psychiatric literature. In the absence of solid evidence on
prevalence, causes, empirically validated diagnostic criteria, instruments for diagnosis, consistent guidelines on treatment options,
medical and psychosocial consequences, and type of caregivers that need to be involved, HD remains a controversial and relatively
poorly understood chronic disease construct. The role of family medicine in the detection, treatment, and followup of HD is not
well studied.The purpose of this paper is to describe the complexity of HD as a multidimensional chronic disease construct and its
relevance to family medicine and primary care.

1. Introduction

Hypersexual disorder (HD) [1], also previously known as
out-of-control sexual behavior, impulse control disorders
[2], sexual addiction, sexual compulsivity, and sexual desire
dysregulation [3], is not defined in a uniform way in the
psychiatric literature. Although the clinical presentation of
the disorder is varied, HD is characterized by an increased
frequency and intensity of sexually motivated fantasies,
arousal, urges, and enacted behavior in association with an
impulsivity component over a period of ≥6 months [4]. It is
estimated that 6% of the general population in the USA is
afflicted [5], whereas to our knowledge no reliable estimates
on the prevalence of HD in Europe are available.

The usefulness of the term HD depends upon the degree
to which it can be defined, measured, and distinguished
from other psychiatric disorders and nonpathological sexual
behaviour [6]. Diagnostic and Statistical Manual of Mental
Disorders, Fifth Edition (DSM-V), criteria for HD have
been proposed by the Work Group on Sexual and Gender
Identity Disorders to capture symptoms reported by patients

seeking help for out-of-control sexual behavior [7, 8]. HD is
nowadays not included in DSM-V as a distinct disorder as it
requires more research and evidence to illuminate the cause,
diagnosis, and treatment. In the absence of solid evidence on
prevalence, causes, empirically validated diagnostic criteria,
instruments for diagnosis, consistent guidelines on treatment
options, medical and psychosocial consequences, and type
of caregivers that need to be involved, HD remains a con-
troversial and relatively poorly understood chronic disease
construct.Whether or not HDwill be considered as a distinct
disorder in the next Diagnostic and Statistical Manual of
Mental Disorders, we think it is important to outline its
inherent complexity. In the light of the growing number of
chronic neuropsychiatric disorders, including HD [9], an
increased understanding is needed on complexity in HD
and the role of family physicians and primary care in this
disorder. This work further builds on research we conducted
on complexity in chronic care delivery [10–14] and integrative
family medicine [15, 16]. This paper is the first in a series
of articles that will cover complexity in chronic care using
different chronic diseases as an example.
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2. Methods

A narrative review method was used to document the com-
plexity and multidimensionality of HD, excluding HD in
Parkinson’s and Alzheimer’s diseases, rare neurological/sleep
related disorders (e.g., Kleine-Levin syndrome), brain injury
(e.g., stroke), schizophrenia, andHD as a result of chirurgical
interventions, since these afflictions are recognized as being
mostly treated by medical specialists.

3. Results

3.1. HD as a Multidimensional Chronic Disease Construct.
Chronic diseases have been defined by theWHO as requiring
“ongoingmanagement over a period of years or decades” [17].
Chronic illness is usually characterized by complex causality,
multiple risk factors, a prolonged course of illness, functional
impairment or disability, and, sometimes, the unlikelihood of
cure [18]. To document the complexity and multidimension-
ality of HD as a chronic disease construct, we further build
on four major and interrelated components of complexity in
chronic care that have been described by Borgermans et al.
[10]. These components are (1) case (patient) complexity; (2)
complexity of the care processes provided; (3) the complexity
of quality assessment; and (4) complexity at the health
system level. Each of these components represents a range
of elements that contribute to the picture of complexity in
chronic care.

3.2. Case Complexity. The Vector Model of Complexity
(VMC) [19] is a useful model to describe case complexity
in patients with HD. The vector model proposes that the
complexity of an individual patient arises out of interactions
between different domains: biology, genetics, socioeconom-
ics, environment, culture, behavior, and the health system. In
a chronic condition such as HD, these “forces” are not easily
discerned.

3.2.1. Biological Axis. Cooccurring psychiatric disorders in
patients with HD contribute to the overall complexity along
the biological vector of the VMC. Examples are bipolar
disorder, depression, anxiety, attention deficit hyperactivity
disorders, personality disorders (e.g., narcissistic personality
disorder or borderline personality disorder), and paraphilias
(exhibitionism, voyeurism, and masochism/sadism) [20, 21].
There is also a high comorbidity between HD and other
addictive behaviors [22]. The latter can be explained since
addictions are mediated by complex neural mechanisms that
involve multiple brain circuits and neuroadaptive changes
in a variety of neurotransmitter and neuropeptide systems
[23]. The implication of the dopamine (DA) in reward
mechanisms has been described by Blum and colleagues
[24], amongst others. DA has become to be known as
the “pleasure hormone” and/or the “antistress hormone.” A
consensus of the literature suggests that when there is a
dysfunction in the brain reward cascade, the brain of that
person requires a DA fix to feel good. This trait leads to
multiple drug-seeking behavior.Therefore lack of specific DA
receptors causes individuals to have a high risk for multiple

addictive, impulsive, and compulsive behavioral propensities,
such as sex addiction, severe alcoholism, cocaine, heroin,
marijuana, and nicotine use, glucose bingeing, pathological
gambling, and chronic violence, amongst others [24]. Some
authors consider HD as a clinical subset of the Reward
Deficiency Syndrome (RDS) since it has similar neurogenetic
polymorphisms to other addictions [25].

3.2.2. Genetic Axis. Complexity in HD is introduced along
the genetic axis as genetic predisposition towards HD is
assumed [26, 27]. Social scientists now reflect on the human
genome to explain human condition including sexuality and
pathology [28]. However, the genetic predictors available are
few in number and account for only a small portion of the
genetic variance in liability and have not been integrated into
clinical nosology or care [29].

3.2.3. Environment/SocioeconomicAxis. Complexity inHD is
introduced along the environment/socioeconomic axis with
a growing number of studies to document the important
relationship between parenting behavior and psychopathol-
ogy [30, 31]. Previous studies consistently identified HD
to be a dysfunctional child, teenager, or adult response
to early attachment disorders, abuse, and trauma [32–35].
Dysfunctional family dynamics (substance abuse, addiction,
parents who were emotionally unavailable, uncaring, or
rigid in their parenting style) are associated with HD [36].
Other environmental and childhood determinants to the
development of HD are socioeconomic position and living in
a major city area, amongst others [20, 34].

3.2.4. Behavioral Axis. Complexity in HD is also introduced
along the behavioral axis asHDhas considerable implications
on daily life. Sexual behaviors in patients suffering from HD
are intended to reduce anxiety and other dysphoric affects
(e.g., shame and depression). In this sense HD is considered
an escape frompainful or unpleasant emotions and a reaction
to stress [4]. A recent and large scale study showed that
functional impairment in at least one life areawas specified by
the majority of the respondents including interference with
social or occupational functioning (e.g., sexual harassment,
surfing the Internet for porn rather than working), and
most participants reported impairment regarding partner
relationships [37].

3.3. Care Complexity. The complexity of clinical care for
patients with HD is based on the number and the types
of interventions that are required as well as the number of
disciplines that is required to make major interventions. It is
not well documented which type of professional caregivers
should ideally be involved in the detection, treatment, and
followup of patients with HD. Management of HD as a
chronic medical condition is a complex process and requires
coordinated action between healthcare providers of different
kinds and patients. Unlike the psychiatric professional who
sees patients, referred or not, who accept the diagnosis and
the need for treatment, the family physician has to identify
HD that is frequently obscured by patient reluctance to
acknowledge the problem or by physical symptoms that
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mask the underlying problem [38]. As a consequence, the
burden of HD is likely to be underestimated as a consequence
of the inadequate recognition of the connection between
mental and physical health [39]. Patient-based symptom
and diagnosis severity measures that are available in the
DSM-V for other mental disorders would allow for more
individualized diagnosis than was hitherto possible.

Care complexity in HD is even more important since
there is limited evidence for the treatment of hypersexual dis-
order [40, 41]. Moreover, treatment options are complicated
since the population of individuals reporting hypersexual
behavior is heterogeneous [37]. Treatment may include a
combination of psychotherapy (including group and family
therapy), medication, and support groups. The use of peer
specialists (PSs)—individuals with seriousmental illness who
use their experiences to help others with serious mental
illness—is increasing in primary Axis 1 psychiatric disorders
[42]. In contrast to the support formany other psychiatric dis-
orders, sexual disorders are not as well supported; for exam-
ple, there is a lack of self-help materials, systematic provision
of information, and support groups for patients, which may
be related to a lower empowerment of this patient population.

Overall, controlled studies are warranted in order to
establish clear guidelines for treatment of HD [22].

3.4. Quality Assessment Complexity. The complexity of qual-
ity assessment is reflected by the lack of tools at the present
time that can assess the quality of care delivered to patients
with HD. To our knowledge no specific quality indicators at
the structure, process, or outcome level of care for patients
with HD exist, which is in part a consequence of the lack of
research on (the construct of) HD. In addition, publications
that describe approaches to patient involvement in quality
indicator development are scarce [43] and to our knowledge
nonexisting for patients with sexual disorders [44].

3.5. (Health) System Complexity. Health system complexity is
of relevance to health seeking behaviour of patients with HD.
There is an abundance of studies on health seeking behaviour
highlighting the importance of health system characteristics
and their influence on an individual’s behaviour at a given
time and place [45, 46]. These influences include the financ-
ing of care, access to care, coordinationmechanisms, existing
stigma on mental health, and values and norms, amongst
others. There is a tendency in the development of quality
improvement programmes for chronic conditions to incor-
porate knowledge about health seeking behaviour into health
service delivery strategies in a way which is sensitive to the
local dynamics of the community [47]. This phenomenon of
context dependence has led to calls for tailoring interventions
to the cultural background of patients or the adaptation of
practice guidelines for healthcare professionals.

3.6. Relevance of HD as a Multidimensional Chronic Disease
Construct to Family Medicine and Primary Care. We have
outlined the importance of case, care, quality assessment, and
health system complexity in patients with HD. This analysis
is meant to contribute to the debate on the complexity of
HD as a multidimensional chronic disease construct and the

role of family medicine and primary care in the detection,
counselling, and treatment of patients with HD.

While psychiatric professionals are an essential element of
the total health care continuum, the majority of patients with
HD, as with othermental health issues, will continue to access
the health care system through family physicians [48]. In
many respects family medicine represents the unification of
the psychiatric and physical models of illness [38]. The need
over the principal care responsibility of family physicians
for patients with HD is supported by concerns that the
predominance of specialty physicians reduces access for
vulnerable populations and increases the total cost ofmedical
care. Other and equally important reasons in favor of the
principal care responsibility of family physicians are the
provision of accessible, continuous, coordinated, integrative,
and comprehensive care. These are core attributes of primary
care as defined by the Institute of Medicine [49].

A key barrier to seeking help in patients with HD is the
stigma attached to mental health issues and sexual disorders
in particular [50, 51]. Building on trust, family physicians can
help their patients to express concerns related to HD, and in
doing so fighting the stigma that rests upon sexual disorders.
In this sense the clinician’s ability to develop and utilize
interactional relationships and resources needed to recognize
and treat a person with HD is key to HD care in primary
care settings. In this context it is important to recognize that
family practice is a three-dimensional specialty incorporating
the dimensions of knowledge, skill, and process [52]. While
knowledge and skill should be shared with other specialties,
by means of integrated networks [53], the family practice
process is unique. At the center of this process is the patient-
physician relationship with the patient viewed in the context
of the family, which is essential in patients with HD. Our
analysis on complexity in HD highlights the importance
of comprehensiveness in this disorder. Comprehensiveness
is the ability of the family physician to address a broad
range of patient problems, whether or not the conditions
are within the traditional domain of the specialty in which
the physician is trained. In this sense, the scope of family
medicine is not defined by diagnoses or procedures but by
humanneeds.The recognition, integration, and prioritization
ofmultiple concerns and the synthesis of solutions are critical
clinical competencies that are essential to patients with HD.
Referral to psychiatrists, psychiatric nurses, counselors, or
psychologists, either attached to the practice or in other
organizations, is essential both tomeet the patient’s needs and
to establish an integrated care network where responsibilities
and tasks are shared. An effective response to the health needs
of those with HD will especially require family physicians
and psychiatrists to expand their collaborative efforts and
knowledge of each other’s practices and treatments.

Another component of the principal care responsibility is
ensuring that persons vulnerable to developing HD receive
preventive interventions. The continuity of care inherent in
family medicine makes early recognition of possible prob-
lems [38]. Because family physicians treat the whole family,
they are often better able to recognize problems and provide
interventions in the family system. Since there is important
evidence that adverse life events during childhood including,
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for example, neglect, maltreatment, and sexual abuse, are
associatedwithHDandother adversemedical, psychological,
behavioural, and socioeconomic outcomes in adulthood
[54–56], the disorder is of particular importance to family
physicians. HD that was once thought to affect only adults
is now also known to affect children and adolescents which
makes the relevance of this disorder even more important
to family medicine although diagnostic criteria often require
adaptation in order to be developmentally appropriate.

Our analysis on complexity in HD has shown that HD is
also of specific relevance to family physicians because of the
related adverse psychosocial andmedical consequences, such
as unplanned pregnancy, pair-bond dysfunction, marital
separation, addictive behaviors, and HIV [22, 57].

4. Conclusion

Each of the aforementioned components (case, care, quality
assessment, and health systems complexity) represents a
range of elements that contribute to the picture of complexity
in HD as a multidimensional disease construct. We emphasis
the need to reflect upon the principal care responsibility of
family physicians in the prevention, detection, and coun-
selling of patients withHD supported by specialists and other
(primary) health care providers by means of integrated care
networks. Further research and debate are needed on both
HD as a multidimensional chronic disease construct and its
relevance to family medicine especially for what concerns
the application of diagnostic criteria, treatment, and referral
guidelines. Enhanced diagnostic accuracy and referral must
be connected to structured programmes that provide effective
treatment, patient empowerment, regular patient followup,
monitoring of treatment adherence, and the use of mental
health specialists for the more severely ill patients.
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