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Today I’m going to explain a bit about partner of sex addict, or “PSA,” trauma also known as betrayal trauma. For the sake of convenience, I’m going to refer to the PSA as “she” and the sex addict or “SA” as “he.” However, I acknowledge that there is an increasing number of male PSAs seeking professional help and support. 

When the concept of PSA trauma was first introduced in 2007 in a paper by Barbara Steffens and Robyn Rennie, the therapeutic community didn’t all jump on the bandwagon. What do you think might have been their concerns?
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One of the first concerns was whether the PSA experience could legitimately be said to be traumatic. After all, according to the DSM-IV, which was the version of the DSM in use in 2007, trauma occurred when a person “experienced or witnessed an event involving actual or threatened death or serious injury or threat to physical integrity of self or others” (American Psychological Association, 2000).

Finding out your partner has a sex life you didn’t know about—whether it’s through porn use, prostitutes, affairs or other types of sexual behaviours—doesn’t generally threaten your physical existence. However, even as early as 2000, trauma researchers such as Carlson & Dalenberg were challenging the DSM-IV definition of trauma, stating it “erroneously excludes some events that are potentially traumatic” (Carlson & Dalenberg, 2000, p. 6). They said that the three elements necessary for an event to be traumatizing are suddenness, lack of controllability and an extremely negative valence (Carlson & Dalenberg, 2000).

Discovery of a partner’s double sexual life meets these three criteria.

Another reason the therapeutic community didn’t immediately embrace the trauma model for PSAs was that the “co-dependent model” was already in use. The co-dependent model comes out of the 12-steps, addictions field. This model assumes that all partners and spouses of addicts are enabling the person with the addiction. This is a very addict-centric model and it insisted that the PSA work to support her partner’s addiction recovery process.

The partner trauma model, on the other hand, takes into account the impact of the hidden sexual behaviours on the entire system: addict, partner, children, community. 

Finally, many of the loudest detractors of the PSA trauma model are the same voices who disagree with the “sex addiction” concept. Whether the model offered by the sexual addiction field to explain chronic patterns of problematic sexual behaviour should be the standard in the therapeutic community is beyond the scope of this presentation. However, we should note that with 30 years of consistent development, the sex addiction model is well known, and many continue to seek help from those working in this particular model. 
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In their study, Steffens & Rennie (2006) discovered that nearly 70% of the PSAs they surveyed “met all but Criteria A1 for a diagnosis of PTSD, including criteria A2, which requires that the individual experience feelings of helplessness and terror in response to the traumatic event” (Steffens & Rennie, 2006, p. 260). The latter criteria could be said to equate to an extremely negative valence.

In 2005, psychologist Kevin Skinner posted an online survey to determine if the trauma symptoms being exhibited by his clients who had a partner or spouse sexually acting out was similar for individuals not in therapy (Skinner, 2015). Over the ten-year course of the study, more than 1,400 women and men completed the survey and from the data “it became clear… that the PTSD criteria model was a legitimate way to look at responses to infidelity and other sexual behaviors outside the marital bond” (Skinner, 2015, para 19).

An even larger study of PSAs—8667 participants—by Stephanie Carnes and Suzanne O’Connor (2016) demonstrated that the sexual acting out (95%) and hiding behaviours (93%) resulted in “significant trauma-related consequences,” as per the findings of earlier studies (Carnes & O’Connor, 2016, p. 149).
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As you can gather from this quote, the trauma experienced by PSAs is not strictly limited to the disclosure event. While discovery/disclosure of the hidden sexual behaviours can be classified as a “traumatic life event” (APSATS, 2012), PSAs routinely suffer from betrayal and attachment traumas (APSATS, 2012).

It was Jennifer Freyd (1996) who first coined the phrase “betrayal trauma” in reference to ongoing, interpersonal traumas such as child abuse and other violations by someone depended on for safety or security. Freyd and a colleague would note in later research that women are much more likely than men to experience high-levels of betrayal trauma (Platt & Freyd, 2015), which may explain the differences in the results between studies limited to female PSA participants (Steffens & Rennie, 2006) versus those with both male and female participants (Carnes & O’Conner, 2016; Skinner, 2015).

Couples researchers, building on Freyd’s work, began to propose, early in the new millennium, that infidelity could also cause betrayal trauma (Gordon & Baucom, 2003; Zitzman & Butler, 2009). Sue Johnson (2005) would explain betrayal trauma in terms of an “attachment injury,” as the spouse or partner is often the offended partner’s primary adult attachment figure (Johnson, 2005, p. 19).

Not dissimilar to childhood abuse, those who choose to live with a person who continually sexually betrays them are likely to exhibit signs of complex PTSD.
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As we know, trauma, particularly complex PTSD, has a significant negative impact on the brain. It “organizes survival responses in the lower brain structures and disorganizes cognitive functions in the neocortex” (APSATS, 2012). The result is a see-sawing between hyper-arousal symptoms—such as panic attacks, rage, sleep disturbances, flashbacks, hypervigilance, muscle tension—and hypo-arousal symptoms—such as dissociation, numbing, memory issues, exhaustion and depression (APSATS, 2012). 

Moreover, Judith Herman (1997) noted that trauma frequently results in an altered belief system: the sense that nothing and no one in the world, and beyond, is to be trusted. 
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In 1997, Judith Herman introduced a three-stage model for working with trauma survivors. APSATS adapted that model in 2012 for work with PSA trauma. Understanding either of these models would be the most basic criteria for counselling PSAs exhibiting trauma symptoms.

 	Some PSAs also benefit from specialist trauma interventions such as EMDR, mindfulness techniques and somatic psychotherapies (APSATS, 2012). Those untrained in such interventions may wish to refer their client to specialists who do this work.

Lastly, many PSAs find participating in specialist support groups—either therapist- or peer-led—helpful (APSATS, 2012). There are presently a few such groups running in the country; plus, there are online groups available, based out of the US. Most of these groups focus on stage-one trauma work (Herman, 1997) as that is the stage when support is most needed.
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Here you can see APSAT’s adaption of Herman’s (1997) three-stage model. This model is known as the Multidimensional Partner Trauma Model or M-PTM (APSATS, 2012).

As with Herman’s (1997) model, stage 1 focuses on safety and stabilisation. This includes assessing for domestic violence, STI testing and disclosure of all sexual acting out information the PSA needs to feel safe (APSATS, 2012). The latter is usually performed in a therapeutic setting, in collaboration with the SA’s counsellor: though some couples prefer to do the disclosure themselves. A therapeutic disclosure is, in the US, generally followed up with a polygraph examination (APSATS, 2012), a step that is increasingly in demand in New Zealand. 

Stabilisation, for the most part follows safety, though crisis-situation grounding techniques are often taught even in the first session. Other “skills-building” stabilisation work includes psychoeducation around triggers—identifying, and managing them—and protective boundaries (APSATS, 2012). 

Since PSAs frequently have a lot of questions about how the SA’s recovery is progressing (if at all), the therapist can help guide her on setting boundaries around the SA’s transparency. One or two psychoeducational sessions with the SA, to help him understand the PSAs trauma and healing process, and to encourage him to be an active participant in the relational healing, may also be in order (APSATS, 2012). However, if, the SA has a history of control and coercion with the PSA, this step is contraindicated (APSATS, 2012). Similarly, conjoint work, including disclosure, needs to be skipped if the SA is not engaged in his own healing process.

Stage 2 and 3 come much later in the process, if ever. For those who do not remain in the relationship with the SA, developing a grieving ritual to commemorate the “death” of the relationship may be helpful. This may be the focal point of her stage 2 work.

However, for those couples who wish to remain in relationship and experience relational healing, stage 2 and 3 work will more likely need to be engaged (APSATS, 2012).  It’s important to help the PSA understand, however, that the healing process is not linear, and she may move around the various stages at different times (APSATS, 2012).
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There are several mistakes commonly made by counsellors working with PSAs (APSATS, 2012). One is assuming Stage 1 can be traversed relatively quickly. This is rarely the case. Especially for those whose partners continue in their addiction, stage 1 may be her predominant stage for a long time, though with new skills such as boundaries, the PSA usually begins to gain ground in her own healing (APSATS, 2012).

Moreover, in the past, many PSAs have been further traumatised by having their reactions misdiagnosed or misunderstood (APSATS, 2012). Misdiagnosis has included seeing her symptoms as indicative of depression, anxiety issues, or an axis II mental illness, such as borderline personality disorder (APSATS, 2012). Additionally, therapists have at times colluded with the SA in pathologising the PSA, or blaming her for his recovery issues (APSATS, 2012).

Colluding is especially dangerous with the abusive SA. It is important that PSAs be assessed, either formally or informally, for the presence of all forms of intimate partner violence (APSATS, 2012). They should also be invited to discuss family violence and any concerns they may have about the impacts of the sexual addiction on their children (APSATS, 2012).

Finally, it is important that those working with the PSA have a working knowledge of “sex addiction”—either from the International Institute of Trauma and Addiction Professionals (IITAP) point of view, or any other therapeutic framework. This will help prevent the perpetuation of sex addiction myths that might endanger the PSA’s healing and negatively impact the SA’s recovery.

In conclusion
Partner of Sex Addict trauma is experienced by thousands of women and men the world over: both as a “traumatic life event” at the point of discovery and as “betrayal trauma.” Those who seek professional help deserve to encounter compassion and an understanding of PSA trauma best practices. Thanks for your willingness to become more informed about this topic. For further information I refer you to the apsats.org website.

[bookmark: _GoBack]The way out is through… what we learn from the previous crisis and surviving it… apply it. 
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 “I'VE BEEN RAPED. RAPE IS AT LEAST A TIME-LIMITED EVENT, AND 
THERE ARE THINGS YOU CAN DO TO ENHANCE YOUR FEELINGS OF 
SAFETY. I'M LIVING WITH THIS [MY HUSBAND’S ADDICTION], DAY IN AND 
DAY OUT, NO SENSE OF SAFETY IN SIGHT. AND I HAVE TO KEEP IT 
TOGETHER, FOR MY KIDS… I'D CHOOSE RAPE OVER THIS, ANY DAY OF 
THE WEEK. IT’S TERRIFYING, BUT I DON'T HAVE TO FIGURE OUT HOW TO 
BUILD A LIFE WITH MY RAPIST.”



PSA, replying to article, “Abusing the term trauma: Can ‘my partner cheated on me’ really be called 
traumatic?” (Ley, 2012). 



PSA TRAUMA
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Complex PTSD



Altered belief systems 
(e.g., existential crisis)



Somatic disorganisation 



Hyperarousal 



Avoidance/Numbing



Re-experiencing 



Relational disturbances



Altered attention and consciousness  
(e.g., dissociation) 



Emotional dysregulation



“Complex PTSD is typically the result of exposure to repeated or prolonged instances or 
multiple forms of interpersonal trauma, often occurring under circumstances where 
escape is not possible due to physical, psychological, maturational, family/environmental, 
or social constraints” (Cloitre et al., 2012).
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PSA TRAUMA



IMPLICATIONS FOR THERAPY



▸ Trauma models (Herman, 
APSATS) 



▸ Specialist interventions: 
EMDR, mindfulness, 
somatic psychotherapies  



▸ Group therapy



“I do have co-dependency issues, yet it didn’t matter how hard I worked on those issues I 
was not getting better. It took a diagnosis of PTSD and addressing those issues first to begin 
the healing process” (Taylor, 2015). 
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PSA TRAUMA



M-PTM MODEL



STAGE ONE STAGE TWO STAGE THREE



SAFETY REMEMBRANCE & MOURNING RECONNECTING



Discovery crisis Professional trauma treatments Rebuilding trust



Disclosure Relational trauma repair Vision for future



Address any relational 
abuse Grief work Work on childhood 



wounds, etc.



Managing emotions and 
triggers



Address any ongoing safety 
issues



Relationship & 
intimacy building



Address treatment-
induced trauma



Moving on, helping 
others
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PSA TRAUMA



COMMON MISTAKES



▸ Trying to move past Stage 1 too 
quickly 



▸ Pathologising normal trauma 
reactions 



▸ Failing to assess for IPV/family 
violence 



▸ Perpetuating myths: e.g. “just have 
more sex, that will fix him”



“I got trashed, was not validated and was asked by therapists to relate to [my husband] in 
ways that were not safe or appropriate given his abusive behaviors” (Taylor & Means, 2015). 











image9.emf



REFERENCES



▸ American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th 
ed., text rev.). Washington, DC: American Psychiatric Association.  



▸ APSATS. (2012). M-PTM training [PowerPoint slides]. Cincinnati, OH: APSATS. 



▸ Carlson, E. B., & Dalenberg, C. J. (2000). A conceptual framework for the impact of traumatic 
experiences. Trauma, Violence & Abuse, 1(1), 4-28. 



▸ Carnes, S., & O’Connor, S. (2016). Confirmatory analysis of the partner sexuality survey. Sexual 
Addiction & Compulsivity, 23(1), 141-153. 



▸ Cloitre, M., Courtois, C.A., Ford, J.D., Green, B.L., Alexander, P., Briere, J., … Van der Hart, O. (2012). 
The ISTSS expert consensus treatment guidelines for complex PTSD in adults. Retrieved from 
http:// www.istss.org/  



▸ Freyd, J. J. (1996). Betrayal trauma: The logic of forgetting childhood abuse. Cambridge, MA: 
Harvard University Press. 



▸ Gordon, K. C., & Baucom, D. H. (2003). Forgiveness and marriage: Preliminary support for a 
measure based on a model of recovery from a marital betrayal. The American Journal of Family 
Therapy, 31(1), 179-199. doi:10.1080/01926180390167188 



▸ Herman, J. L. (1997). Trauma and recovery: The aftermath of violence from domestic abuse to 
political terror [Adobe Digital Editions version]. Retrieved from https://
ebookcentral.proquest.co.nz 











image10.emf



REFERENCES



▸ Johnson, S. (2005). Broken bonds: An emotionally focused approach to infidelity. Journal of Couple & 
Relationship Therapy, 4(2/3), 17-29.  



▸ Ley, D. (2012). Abusing the term trauma: Can ‘my partner cheated on me’ really be called traumatic? 
Psychology Today [website]. Retreived from https://www.psychologytoday.com/us/blog/women-who-
stray/201209/abusing-the-term-trauma?amp 



▸ Platt, M. G., & Freyd, J. J. (2015). Betray my trust, shame on me: Shame, dissociation, fear, and betrayal 
trauma. Psychological Trauma: Theory, Research, Practice,  and Policy, 7(4), 398-405. http://dx.doi.org/
10.1037/tra0000022  



▸ Skinner, K. B. (2015). The lasting effects of sexual betrayal: Disturbing study results make a case for 
recognising PTSD within relationships. Psychology Today [website]. Retrieved from https://
www.psychologytoday.com/intl/blog/inside-porn-addiction/201508/the-lasting-effects-sexual-
betrayal?amp= 



▸ Steffens, B., & Rennie, R. (2006). The traumatic nature of disclosure for wives of sexual addicts. Sexual 
Addiction & Compulsivity, 13(2-3), 247-267. doi: 10.1080/10720160600870802  



▸ Taylor, L. (2015). Beyond betrayal. Whangarei, New Zealand: Oil of Joy Press. 



▸ Taylor, L., & Means M. (2015). 2014/2015 survey of partners of sex addicts. Unpublished data.  



▸ Zitzman, S. T. & Butler, H. (2009). Wives’ experience of husbands’ pornography use and concomitant 
deception as an attachment threat in the adult pair-bond relationship. Sexual Addiction & 
Compulsivity, 16(3), 210-240. doi: 10.1080/10720160903202679 











image1.emf



TRAUMA
PARTNER OF SEX ADDICT (PSA)



Lisa Taylor - Profcoun707










TRAUMA

PARTNER OF SEX ADDICT (PSA)

Lisa Taylor - Profcoun707


image2.emf



PSA TRAUMA



THE CONTROVERSY



▸ Life threatening? 



▸ Co-dependent model  



▸ Is sex addiction even 
real?



"[My] initial reaction was to shake uncontrollably—I’ve had this kind of reaction before to 
death. This was death” (Steffens & Rennie, 2006).
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PSA TRAUMA



RESEARCH SHOWS
▸ Steffens & Rennie (2006) — 69.6% reported PTSD 



symptoms as part of the initial disclosure episode 



▸ Skinner (2015) — US/Canada general population study: 
over 60% felt “intense fear at least half the time”  



▸ Carnes & O’Connor (2016) —“partners of sex addicts 
experience significant trauma-related symptoms as a result 
of discovery or disclosure”



“I have had three severe anxiety attacks. After the first one was witnessed by my children, I 
began to keep a paper bag in my nightstand drawer” (Taylor, 2015).











