
Mayo Clin Proc.     •     April 2007;82(4):457-471     •     www.mayoclinicproceedings.com 457

PROFILE OF PEDOPHILIA

For personal use. Mass reproduce only with permission from Mayo Clinic Proceedings.For personal use. Mass reproduce only with permission from Mayo Clinic Proceedings.

SPECIAL ARTICLE

From the Department of Psychiatry and Behavioral Sciences, The Johns
Hopkins Hospital, Baltimore, Md (R.C.W.H.); and Psychiatry, Lake Mary, Fla
(R.C.W.H.).

Individual reprints of this article are not available. Address correspondence to
Richard C. W. Hall, MD, PA, 2500 W Lake Mary Blvd, Suite 219, Lake Mary, FL
32746 (e-mail: dr.rcwh@att.net).

© 2007 Mayo Foundation for Medical Education and Research

A Profile of Pedophilia:
Definition, Characteristics of Offenders, Recidivism,
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Pedophilia has become a topic of increased interest, awareness,
and concern for both the medical community and the public at
large. Increased media exposure, new sexual offender disclosure
laws, Web sites that list the names and addresses of convicted
sexual offenders, politicians taking a “get tough” stance on
sexual offenders, and increased investigations of sexual acts with
children have increased public awareness about pedophilia. Be-
cause of this increased awareness, it is important for physicians
to understand pedophilia, its rate of occurrence, and the charac-
teristics of pedophiles and sexually abused children. In this ar-
ticle, we address research that defines the various types and
categories of pedophilia, review available federal data on child
molestation and pornography, and briefly discuss the theories on
what makes an individual develop a sexual orientation toward
children. This article also examines how researchers determine if
someone is a pedophile, potential treatments for pedophiles and
sexually abused children, the risk of additional sexual offenses,
the effect of mandatory reporting laws on both physicians and
pedophiles, and limitations of the current pedophilic literature.
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AASI = Abel Assessment for Sexual Interest; NIBRS = National Incident-
Based Reporting System; OCD = obsessive-compulsive disorder; SSRI =
selective serotonin reuptake inhibitor

National concerns about pedophilia have grown be-
cause of recent high-profile child abuse and murder

cases and congressional sex scandals. Recent media atten-
tion by television shows such as To Catch a Predator has
fueled fears about children’s vulnerability to sexual offend-
ers. Such attention has exposed a side of pedophilia that
many did not want to acknowledge existed. A pedophile is
no longer seen as the isolated “dirty old man” in a raincoat
preying on unsuspecting children at the local theaters or the
rare flawed priest abusing an altar boy. To Catch a Preda-
tor has exposed pedophiles as our friends, neighbors, and,
with the recent allegations from the House of Representa-
tives that a US congressman engaged in “cybersex” and
possibly physical sex with underage congressional pages,
even political representatives. As a result of this increasing
attention to sexual abuse of children, many Americans,

both inside and outside the medical community, are trying
to define pedophilia, the characteristics of offenders, the
frequency and course of pedophilia, and the treatments for
both offenders and abused children.

WHAT IS PEDOPHILIA?

Pedophilia is a clinical diagnosis usually made by a psy-
chiatrist or psychologist.  It is not a criminal or legal term,
such as forcible sexual offense, which is a legal term often
used in criminal statistics.1,2 The Federal Bureau of
Investigation’s National Incident-Based Reporting Sys-
tem’s (NIBRS) definition of forcible sexual offenses in-
cludes any sexual act directed against another person forc-
ibly and/or against that person’s will or not forcibly or
against the person’s will in which the injured party is
incapable of giving consent.2 By diagnostic criteria of the
Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition, a pedophile is an individual who fantasizes
about, is sexually aroused by, or experiences sexual urges
toward prepubescent children (generally <13 years) for a
period of at least 6 months. Pedophiles are either severely
distressed by these sexual urges, experience interpersonal
difficulties because of them, or act on them.3 Pedophiles
usually come to medical or legal attention by committing
an act against a child because most do not find their sexual
fantasies distressing or ego-dystonic enough to voluntarily
seek treatment.3

Generally, the individual must be at least 16 years of age
and at least 5 years older than the juvenile of interest to meet
criteria for pedophilia. In cases that involve adolescent of-
fenders, factors such as emotional and sexual maturity may
be taken into account before a diagnosis of pedophilia is
made.3 Pedophiles usually report that their attraction to
children begins around the time of their puberty or adoles-
cence, but this sexual attraction to children can also de-
velop later in life.3-9 If the clinical diagnosis of pedophilia is
based on a specific act, it usually is not solely the result of
intoxication or caused by another state or condition that
may affect judgment, such as mania.3,10-12 These cases are
distinguished from pedophilia by the act being contrary to
the individual’s usual sexual behaviors and fantasies.3,10-12

Some studies have found that as many as 50% to 60% of
pedophiles also have a substance abuse or dependence
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diagnosis, but what is important is that their attraction to
children is present in both the sober and the intoxicated
state.12,13

The course of pedophilia is usually long term.3,5,9,14,15 In
a study that examined the relationship between age and
types of sexual crimes, Dickey et al14 found that up to 44%
of pedophiles in their sample of 168 sex offenders were in
the older adult age range (age, 40-70 years). When com-
pared with rapists and sexual sadists, pedophiles comprise
60% of all older offenders, indicating that pedophiles of-
fend in their later years at a greater rate than other sexual
offenders.14

Technically, individuals who engage in sexual activities
with pubescent teenagers under the legal age of consent
(ages 13-16 years) are known as hebophiles (attracted to
females) or ephebophiles (attracted to males).15-17 The term
hebophilia (also spelled as hebephilia) is becoming a ge-
neric term to describe sexual interest in either male or
female pubescent children.16-19 Distinctions noted in the
literature between hebophiles and pedophiles are that
hebophiles tend to be more interested in having reciprocal
sexual affairs or relationships with children, are more op-
portunistic when engaging in sexual acts, have better social
functioning, and have a better posttreatment prognosis than
pedophiles.17,18 The term teleiophile applies to an adult who
prefers physically mature partners.16,19 There is also a sub-
classification of pedophilia known as infantophilia, which
describes individuals interested in children younger than 5
years.20 These distinctions are important in understanding
current research about paraphilias, selection criteria for
studies of sexual behavior, and tests that gauge sexual
interest (eg, plethysmography).

Pedophiles may engage in a wide range of sexual acts
with children. These activities range from exposing them-
selves to children (exhibitionism), undressing a child, look-
ing at naked children (voyeurism), or masturbating in the
presence of children to more intrusive physical contact,
such as rubbing their genitalia against a child (frotteurism),
fondling a child, engaging in oral sex, or penetration of the
mouth, anus, and/or vagina.3,5,7,9 Generally, pedophiles do
not use force to have children engage in these activities but
instead rely on various forms of psychic manipulation and
desensitization (eg, progression from innocuous touching
to inappropriate touching, showing pornography to chil-
dren).1,5,17,21 When confronted about engaging in such ac-
tivities, pedophiles commonly justify and minimize their
actions by stating that the acts “had educational value,” that
the child derived pleasure from the acts or attention, or that
the child was provocative and encouraged the acts in some
way.1,3,9,22-24 A US Department of Justice manual for law
enforcement officers identifies 5 common psychological
defense patterns in pedophiles: (1) denial (eg, “Is it wrong

to give a child a hug?”), (2) minimization (“It only hap-
pened once”), (3) justification (eg, “I am a boy lover, not a
child molester”), (4) fabrication (activities were research
for a scholarly project), and (5) attack (character attacks on
child, prosecutors, or police, as well as potential for physi-
cal violence).1

Fifty percent to 70% of pedophiles can be diagnosed as
having another paraphilia, such as frotteurism, exhibition-
ism, voyeurism, or sadism.7,12,25 Pedophiles are approxi-
mately 2.5 times more likely to engage in physical contact
with a child than simply voyeuristic or exhibitionistic ac-
tivities.7 Typically, pedophiles engage in fondling and
genital manipulation more than intercourse, with the ex-
ceptions occurring in cases of incest, of pedophiles with a
preference for older children or adolescents, and when
children are physically coerced.5-7

Child molestation is not a medical diagnosis and is not
necessarily a term synonymous with pedophilia.5,7,15,17,26 A
child molester is loosely defined as any individual who
touches a child to obtain sexual gratification with the speci-
fier that the offender is at least 4 to 5 years older than the
child.15,26 The age qualifier is added to eliminate develop-
mentally normal childhood sex play (eg, two 8-year-olds
“playing doctor”).26 By this definition, a 13-year-old who
touches an 8-year-old would be considered a child molester
but would not meet criteria to be a pedophile. The NIBRS
data on juvenile sexual assaults found that 40% of assaults
against children younger than 12 years were committed by
juveniles, with the most frequent age of the offenders being
14 years old.2 Data from the study by Abel and Harlow15

showed that 40% of child molesters, who were later diag-
nosed as having pedophilia, had molested a child by the
time they were 15 years old. An estimated 88% of child
molesters and 95% of molestations (one person, multiple
acts) are committed by individuals who now or in the future
will also meet criteria for pedophilia.9,15 Pedophilic child
molesters on average commit 10 times more sexual acts
against children than nonpedophilic child molesters.15

In general, most individuals who engage in pedophilia
or paraphilias are male.2-7,9,10 There was a time when it was
believed that females could not be pedophiles because of
their lack of long-term sexual urges unless they had a
primary psychotic disorder.4,22 When women were studied
for sexually inappropriate behavior directed toward chil-
dren, these behaviors were classified as “sexual abuse” or
“molestation” but not pedophilia.6,7,27 From federal data on
sexual crimes, females were reported to be the “molester”
in 6% of all juvenile cases.2 The study by Abel and Harlow
of 4007 “child molesters” found 1% to be female, but the
authors believed this number was low because of the sys-
tematic underreporting of women for molestation.15,27 One
reason why acts of pedophilia committed by women are
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underreported is that many acts are not recognized because
they occur during the course of regular “nurturing or care-
giving activities,” such as when bathing and dressing chil-
dren.22,27 Another reason is that when adult women engage
in sexual acts with adolescent boys, others do not perceive
this activity as abuse but rather a fortunate rite of passage.27

The law sees it otherwise.
Pedophilic women tend to be young (22-33 years old);

have poor coping skills; may meet criteria for the presence
of a psychiatric disorder, particularly depression or sub-
stance abuse; and frequently also meet criteria for being
personality disordered (antisocial, borderline, narcissistic,
dependent)27 (Table 1). In incidents in which women are
identified as being involved in sexually inappropriate acts
with children, there is an increased chance of a male pedo-
phile being involved as well.7 When a male co-offender is
involved, usually more than 1 child is involved. Molested
children tend to be both male and female and are more
likely to be related to the offender. In these cases, the
female offender is also likely to have committed a non-
sexual offense and a sexual offense.28 Cases that involve a
male codefendant rightfully or wrongfully often do not
result in the woman being charged.27 Unless specifically
stated, the rest of this article deals with male pedophiles
because most studies are based on male offenders.

CATEGORIES OF PEDOPHILES

Pedophiles are subdivided into several classifications. One
of the first distinctions made when classifying pedophiles
is to determine whether they are “exclusively” attracted to
children (exclusive pedophile) or attracted to adults as well
as children (nonexclusive pedophile). In a study by Abel
and Harlow15 of 2429 adult male pedophiles, only 7%
identified themselves as exclusively sexually attracted to
children, which confirms the general view that most
pedophiles are part of the nonexclusive group.

Pedophiles are usually attracted to a particular age range
and/or sex of child. Research categorizes male pedophiles
by whether they are attracted to only male children (homo-
sexual pedophilia), female children (heterosexual pedo-
philia), or children from both sexes (bisexual pedo-
philia).3,6,10,29 The percentage of homosexual pedophiles
ranges from 9% to 40%, which is approximately 4 to 20
times higher than the rate of adult men attracted to other
adult men (using a prevalence rate of adult homosexuality
of 2%-4%).5,7,10,19,29,30 This finding does not imply that ho-
mosexuals are more likely to molest children, just that a
larger percentage of pedophiles are homosexual or bisexual
in orientation to children.19 Individuals attracted to females
usually prefer children between the ages of 8 and 10
years.3,5,31 Individuals attracted to males usually prefer

slightly older boys between the ages of 10 and 13 years.3,5

Heterosexual pedophiles, in self-report studies, have on
average abused 5.2 children and committed an average of
34 sexual acts vs homosexual pedophiles who have on
average abused 10.7 children and committed an average of
52 acts.15 Bisexual offenders have on average abused 27.3
children and committed more than 120 acts.15 A study by
Abel et al32 of 377 nonincarcerated, non–incest-related
pedophiles, whose legal situations had been resolved and
who were surveyed using an anonymous self-report ques-
tionnaire, found that heterosexual pedophiles on average
reported abusing 19.8 children and committing 23.2 acts,
whereas homosexual pedophiles had abused 150.2 children
and committed 281.7 acts. These studies confirm law en-
forcement reports about the serial nature of the crime, the
large number of children abused by each pedophile, and the
underreporting of assaults.1 Studies that used self-reports
and polygraphs show that pedophiles currently in treat-
ment underreport their current interest in children and past
behaviors.33,34

Another common pedophilic specifier is whether the
abused children are limited to family members (ie, incest).6

Federal data show that 27% of all sexual offenders as-
saulted family members. Fifty percent of offenses commit-
ted against children younger than 6 years were committed
by a family member, as were 42% of acts committed
against children 6 to 11 years old and 24% against children
12 to 17 years old.2 The study by Abel and Harlow15 found
that 68% of “child molesters” had molested a family mem-
ber; 30% had molested a stepchild, a foster child, or an
adopted child; 19% had molested 1 or more of their bio-

TABLE 1. Proposed Classes and Groupings of
Female Sex Offenders4,22,27,28

Class Description

Experimenter Usually a young female adult (adolescent to early 20s)
who molests out of curiosity (classic example is
the babysitter)

Male Willing participant not coerced by male partner to
accompanied engage in molestation of children

Male coerced Usually a passive female involved with an abusive
male; many times abuses own children

Nurturers or Female adult who has caregiving responsibilities for
caregivers younger children (feeding, dressing, babysitting,

day care) and molests children under the
justification of carrying out these duties

Psychologically Offender with some form of psychosis, currently
disturbed considered rare

Teacher or lover Female adult usually in some position of authority,
who sees sex as a consensual relationship and not
as abuse of a child

Traditional Individual who molests children with the purpose
offender of obtaining sexual gratification, follows a

similar pattern as male offenders
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logic children; 18% had molested a niece or nephew; and
5% had molested a grandchild. In the study by Abel et al32

of anonymous nonincarcerated offenders, heterosexual in-
cest pedophiles had abused 1.8 children and committed
81.3 acts, whereas homosexual incest pedophiles had
abused 1.7 children and committed 62.3 acts.

Pedophiles are also classified as to whether child por-
nography and/or a computer was used to engage the child
in sexual activity.33 Individuals engaging in computer-
based pedophilia are generally classified into 5 categories:
(1) the stalkers, who try to gain physical access to children;
(2) the cruisers, who use the Internet for direct reciprocated
sexual pleasure without physical contact (eg, chat rooms);
(3) the masturbators, who use the Internet for more pas-
sive gratification (viewing child pornography); (4) the
networkers or swappers, who communicate with other
pedophiles and trade information, pornography, and chil-
dren; and (5) a combination of the previous 4 types.35-38

Deirmenjian38 further subdivides the stalking category into
the “trust-based seductive approach” and the “direct ap-
proach,” in which sexually explicit themes are discussed
from the beginning of the communication. There is a con-
cern that the perceived anonymity of the Internet results in
people being more disinhibited and therefore willing to
engage in acts they would not otherwise consider.1,38 Stud-
ies and case reports indicate that 30% to 80% of individuals
who viewed child pornography and 76% of individuals
who were arrested for Internet child pornography had mo-
lested a child.1,21 It is difficult to know how many people
progress from computerized pedophilia to physical acts
against children and how many would have progressed to
physical acts without the computer being involved.39 It is
interesting that the NIBRS data from 2000 show that most
child pornography crimes reported did not involve a com-

puter or the Internet but were related to photographs, maga-
zines, and videos.40 Recent studies have noted a decrease in
Internet-related child pornography because of pressure
from Internet “watchdog” groups and an increased police
presence on the Internet.41,42

PREVALENCE OF PEDOPHILIA AND SEXUAL ABUSE
INVOLVING CHILDREN AND ADOLESCENTS

It is difficult to estimate the true prevalence of pedophilia
because few pedophiles voluntarily seek treatment and be-
cause most of the available data are based on individuals
who have become involved with the legal system.8,9,43 It is
unknown how many individuals have pedophilic fantasies
and never act on them or who do act but are never
caught.1,10 An estimated 1 in 20 cases of child sexual abuse
is reported or identified.6,8,23,44 Two Canadian studies,
which randomly sampled 750 women and 750 men be-
tween the ages of 18 and 27 years, found that 32% of the
women and 15.6% of the men had experienced “unwanted
sexual contact” before the age of 17 years.45,46 These num-
bers are similar to studies in the United States that report
17% to 31% of females and 7% to 16% of males experi-
enced unwanted sexual contact before the age of 18
years.47-49 In the Canadian studies, of those reporting un-
wanted sexual encounters, 21% of the females and 44% of
the males experienced repetitive assaults.45,46 Of note, most
of the one-time offenses reported by females were commit-
ted by another adolescent of similar age.45 A strong correla-
tion was found between the number of times either a girl or
a boy was molested and the occurrence of eventual un-
wanted penetration (either vaginal or anal).45,46 One percent
of the males, who were anonymously surveyed, reported
having sexually assaulted a child themselves since they
became an adult.46 However, this study does not provide a
true prevalence because pedophiles may begin offending
after the age of 27 years.

PROFILE OF REPORTED
SEXUALLY ABUSED CHILDREN

Federal statistics for all reported sexual assaults showed
that 34% of sexually abused children were younger than 12
years and 33% were between the ages of 12 and 17 years
(67% occurred in children and adolescents)2 (Table 2). A
bimodal age distribution was found for the age of the
abused child for all sexual assaults, with peaks occurring at
5 and 14 years of age. For each category of sexual assault,
juveniles constituted most of the abused children, except
for rape (eg, forcible fondling, 84%; forcible sodomy,
79%; sexual assault with an object, 75%; and forcible rape,
46%). In all cases, except for rape, more than half of those

TABLE 2. Sexual Assaults of Young Children as Reported to
Law Enforcement (NIBRS Data 1991-1996)2*

Age (y)

Assault type <6 6-11 12-17 >17

Percentage of all NIBRS-reported
sexual assaults 14 20 33 33

Female committed offense 12   6   3   1
Juvenile committed offense 40 39 27   4
Abused female child 69 75 91 96
Firearm used for coercion Rare Rare   1   5
Assaults in a residence 87 83 69 56
Multiple children abused

simultaneously (group) 21 28 13   4
Abused by a family member 49 42 24 12
Abused by an acquaintance 48 53 66 61
Abused by a stranger   3   5 10 27
Arrest was made 19 33 32 22

*Data are presented as percentages. NIBRS = National Incident-Based
Reporting System.
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abused were younger than 12 years. Females were the most
commonly abused, with the percentage of abused females
increasing with age. Juvenile boys who were sexually as-
saulted comprised a larger percentage of the total number
of abused children than adult men (18% vs 4%). Juvenile
girls represented a higher percentage in each of the mea-
sured categories except forced sodomy, in which 59% of
the juveniles assaulted were male. Nineteen percent of
juvenile sexual assaults involved 2 or more children, with
younger children more likely to be involved in a group
assault than older children. When more than 1 child was
assaulted, the children were usually of similar age.2

TIME OF CRITICAL VULNERABILITY

Time of reported sexual molestations showed a distinct
pattern based on the age of the child. Children younger than
12 years were most likely to be molested at 3:00 PM and
around meal times (8:00 AM, noon, 6:00 PM).2 Assaults of
12- through 17-year-olds maintained the mealtime and af-
ter-school pattern but also started to show a more adult
pattern of assault time, with assaults occurring between
8:00 PM and 2:00 AM.2

ARRESTS

The NIBRS data indicate that an arrest was made in only
29% of reported juvenile sexual assaults.2 Factors most
likely to lead to an arrest, listed in order of greatest likeli-
hood of arrest, were (1) presence of more than 1 child, (2) 1
offender involved, (3) juvenile child involved, and (4) fe-
male child involved. Additional factors that significantly
determined whether an arrest was made included whether
the offender was known to the child, if the offense took
place in a residence, and, almost paradoxically, if the child
was not physically injured during the assault.2

GAINING ACCESS TO CHILDREN

For nonparental incest and nonviolent incidences of pedo-
philia, the child knows the offender (eg, neighbor, rela-
tive, family friend, or local individual with authority) an
estimated 60% to 70% of the time.2,5,7 Pedophiles often
intentionally try to place themselves in a position where
they can meet children and have the opportunity to inter-
act with children in an unsupervised way, such as when
babysitting, doing volunteer work, doing hobbies, or coach-
ing sports.5,7,9,27,36,50 Pedophiles usually obtain access to
children through means of persuasion, friendship, and
behavior designed to gain the trust of the child and par-
ent.5 Individuals in the Canadian study by Bagley et al,46

who experienced long-term abuse, reported abuse starting

at an earlier age (8.2 years on average compared with 11.5
years for single abuse) and were more likely to be abused
by a parental figure such as a stepfather or neighbor. Fe-
male and younger children are often molested in their own
home or the residence of the offender, whereas male and
older children are most likely to be molested outside their
home in locations such as roadways, fields or woods,
schools, or motels or hotels.2,5 In cases of violent assaults
(ie, requiring force), approximately 70% of the time the
child does not know the pedophile.7

Pedophiles may target certain types of families when
looking for children to abuse. The study by Bagley et al46

noted that the parents of children who had been abused by
pedophiles had notable characteristics, such as a lower
overall education and a higher rate of absenteeism from
home. The mothers of abused children had less education
than control group mothers and were more likely to be
single parents. A significant number of fathers in the mo-
lested group were absent for at least 3 years before the child
turned 16 years old. The fathers themselves tended to be of
lower socioeconomic and educational levels than controls,
but this finding was not statistically significant probably
because a substantial amount of data were missing con-
cerning the absentee fathers.46 Similar findings occurred
in the study by Conte et al51 (n=20) in which pedophiles
were interviewed about how they selected the children
they abused. The pedophiles stated they would choose
vulnerable individuals (eg, children living in a divorced
home, emotionally needy or unhappy children) and/or
children who were receptive to their advances, even if that
child did not meet the pedophile’s usual physical pattern
of attraction.51

FAILURE TO REPORT ABUSE

Pedophilic abuse is often not reported for a variety of
reasons ranging from fear (eg, worried about not being
believed, will be physically harmed if child reports abuse),
emotional reasons (needy child identifies with the pedo-
phile), or guilt (feels responsible for what happened).6 In
the study by Bagley et al, the most common response why
individuals who were molested once did not report abuse
was that they could “handle the abuse” and it “didn’t
bother” them (50.7%), with the second most common re-
sponse being that they were afraid of how other people
would react (40%).46 For children who were abused mul-
tiple times, the most common response was that they felt
partly responsible (57.7%) or that they did not want the
person prosecuted because of some degree of attachment
(44.2%).46 It is startling that the North American Man/Boy
Love Association Web site uses research with similar find-
ings (eg, it did not bother me or I liked the experience) to
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justify its position on why it should be legal for adult men
to have consensual sexual relationships with boys.52

PERSONALITY TRAITS OF THE PEDOPHILE

It is difficult to present a classic personality pattern for
pedophilia because of the various subgroups that exist.53

Some individuals who have pedophilia are able to present
themselves as psychologically normal during examination
or superficial encounters, even though they have severe
underlying personality disorders.6,46,54 Studies have shown
that people with pedophilia generally experience feelings
of inferiority, isolation or loneliness, low self-esteem, in-
ternal dysphoria, and emotional immaturity. They have
difficulty with mature age-appropriate interpersonal inter-
actions, particularly because of their reduced assertiveness,
elevated levels of passive-aggressivity, and increased an-
ger or hostility.5,23,27,28,55-63 These traits lead to difficulty
dealing with painful affect, which results in the excessive
use of the major defense mechanisms of intellectualization,
denial, cognitive distortion (eg, manipulation of fact), and
rationalization.6,24,46,53,56,62 Even though pedophiles often
have difficulty with interpersonal relationships, 50% or
more will marry at some point in their lives.15,32,53,55,56,61,64

It is common for people who are diagnosed as having
pedophilia to also experience another major psychiatric
disorder (affective illness in 60%-80%, anxiety disorder in
50%-60%) and/or a diagnosable personality disorder
(70%-80%) at some time in their life.7,12,63 An estimated
43% of pedophiles have cluster C personality disorders,
33% have cluster B personality disorders, and 18% have
cluster A personality disorders23,31,53,55 (Table 3). A study by
Curnoe and Langevin,65 using the Minnesota Multiphasic
Personality Inventory with pedophiles and other “deviant
fantasizers” (n=186), showed significantly increased
scores on the infrequency scale, the psychopathic deviance
scale, the masculinity-femininity scale, the paranoia scale,
and the schizophrenia scale. These results suggest that
pedophiles are more socially alienated and less emotionally

stable than most other people, traits commonly seen in
patients with cluster A and B personality disorders.65 Many
pedophiles also demonstrate narcissistic, sociopathic, and
antisocial personality traits. They lack remorse and an un-
derstanding of the harm their actions cause.23,53

The notion of impulsivity as a personality factor in
pedophiles is often debated. Pedophiles frequently report
trouble controlling their behavior, although it is rare for
them to spontaneously molest a child. The fact that 70% to
85% of offenses against children are premeditated speaks
against a lack of perpetrator control.23,55 Cohen et al55 com-
pared 20 heterosexual pedophiles to a control group and
found that pedophiles demonstrated elevated scores for
harm avoidance, with no elevation for novelty seeking on
the Temperament and Character Inventory. Cohen et al
suggest that, instead of viewing pedophilia as the result of
an impulse-aggressive trait (eg, unplanned with no consid-
eration for consequences), it should be viewed as the result
of a compulsive-aggressive trait (planned with the inten-
tion of relieving internal pressures or urges).55

WHAT MAKES A PEDOPHILE?

A substantial amount of research has been performed on
what leads one to be attracted to children. Pedophilia,
especially the exclusive type, may be best thought of as its
own category of sexual orientation, not something that is
superimposed on an existing heterosexual or homosexual
identity.29,43 This theory then raises the questions, “Do
people choose to be pedophiles or are they born that way?
If they are born that way, can any type of treatment convert
them into a normal adult sexual orientation?” These ques-
tions remain an area of medical controversy. The informa-
tion that follows is a sample of some of the theories that
have been proposed and studied.

NEUROPSYCHIATRIC DIFFERENCES

Research that seeks neuropsychiatric differences between
pedophiles and the general population, the prison population,

TABLE 3. Brief Synopsis of Personality Disorders3,53,55*

Cluster A Cluster B Cluster C

Paranoid Antisocial Avoidant
Pervasive distrust and suspiciousness Disregard and violation of rights of others Social inhibition, feelings of inadequacy,

of others Borderline hypersensitivity to negative evaluation
Schizoid Instability of interpersonal relationships Dependent

Detachment from social relationships with impulsivity traits Need to be taken care of, with fear of
(neither enjoys nor desires) and Histrionic separation
restricted emotions Excessive emotionality and attention seeking Obsessive-compulsive

Schizotypal Narcissistic Preoccupation with orderliness,
Interpersonal deficits and discomfort with Grandiosity, need for admiration, lack of perfectionism, and control

cognitive distortion and eccentric behavior empathy

*Categories set in boldface type were found to be significantly more common (P<.05) personality traits or disorders in pedophiles vs controls by Millon
Clinical Multiaxial Inventory personality testing.
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and other sexual offenders has been undertaken.11,23,44,66,67

The reported differences include lower intelligence (an area
of controversy), a slight increase in the prominence of
left-handed individuals, impaired cognitive abilities, neuro-
endocrine differences, and brain abnormalities, particularly
frontocortical irregularities and/or differences.6,10,11,16,22,23,68-72

A high comorbidity of impulse control disorders (eg,
explosive personality disorder, kleptomania, pyromania,
pathological gambling) has been noted in pedophiles
(30%-55%).7 These factors have been postulated to in-
dicate that pedophiles may have neurodevelopmental
perturbations.7,11,44

A study by Schiffer et al,44 using voxel-based morphom-
etry magnetic resonance imaging techniques on 18 indi-
viduals with pedophilia from a maximum-security prison
(9 homosexual and 9 heterosexual pedophiles) vs 24 con-
trols (12 heterosexual and 12 homosexual males), found
decreased gray matter volume bilaterally in the ventral
striatum, insula, orbitofrontal cortex, and cerebellum of the
pedophiles. These findings are similar to other imaging
studies that found unilateral and bilateral frontal lobe, tem-
poral lobe, and cerebellar changes in pedophiles.23 Schiffer
et al44 postulated that these changes may imply the exist-
ence of disrupted neurophysiologic attributes. Similar
changes have been reported in patients with impulse con-
trol disorders, such as addiction, obsessive-compulsive dis-
order (OCD), and antisocial personality disorder.44

The temporal lobe findings deserve special attention. It
has long been known that certain medical conditions, such
as temporal lobe epilepsy and Kluver-Bucy syndrome (bi-
lateral lesions in the temporal lobes), can lead to hyper-
sexual or hyposexual behavior.23 Several studies indicate
that the temporal lobe is involved in erotic discrimination
and arousal thresholds.23 Many computed tomography
studies have demonstrated abnormalities of the temporal
lobes in pedophiles vs controls.23 Positron emission tomog-
raphy studies by Cohen et al23 found decreased glucose
metabolism in the right inferior temporal cortex (P=.04)
and the superior ventral frontal gyrus (P=.03) of 7 hetero-
sexual, nonexclusive, nonincest pedophiles vs 7 controls.

Another potential explanation for the neuroradiological
findings, besides disturbances in early brain development,
is that these findings are more a marker for comorbid
psychiatric diseases than pedophilia itself. As previously
mentioned, these changes commonly occur with other con-
ditions, such as certain personality disorders, which are
also found in a large number of pedophiles. Posttraumatic
stress disorder in particular is known to cause changes on
functional neuroimaging in areas similar to those found in
pedophiles, such as the prefrontal cortex, orbitofrontal cor-
tex, and the insula.73,74 A question this raises is whether
some of the changes noted in pedophiles are related to

problems of brain development and maturation or represent
brain changes that have resulted from life experiences,
such as being physically abused and sexual victimized
themselves as children.

Studies of neurochemical differences in pedophiles vs
controls have also been performed.75,76 A particular area of
interest is serotonin function and metabolism. Serotonin
has long been known to play a role in impulse control
disorders such as OCD and is theorized to have signifi-
cance in the paraphilias.75 A study by Maes et al76 showed
that pedophiles (n=9) had differing hormonal responses
(eg, greater magnitude of cortisol and prolactin level
changes) to metachlorophenylpiperazine, a serotonin ago-
nist, compared with controls (n=11). Pedophiles also had a
greater frequency of physical symptoms (eg, dizziness,
restlessness, change in appetite, lack of change in core
body temperature) when exposed to metachlorophenyl-
piperazine vs controls. Maes et al76 interpreted these find-
ings to indicate that pedophiles had a serotonergic distur-
bance, most likely caused by the decreased activity of the
presynaptic serotonergic neuron and hypersensitivity of the
serotonin 2 postsynaptic receptor.

A study by Blanchard et al10 evaluated the intelligence
of 679 pedophilic subjects and found that the mean intelli-
gence rating of bisexual and homosexual pedophiles was
significantly lower than heterosexual offenders (either pe-
dophile or teleiophile). The main factor for this difference
in intellectual functioning was a higher percentage of sub-
jects with borderline and full cognitive impairment in the
bisexual and homosexual populations.10 The study by
Beier31 reported opposite findings, noting that more hetero-
sexual offenders were cognitively impaired than homo-
sexual offenders. The study by Blanchard et al10 also indi-
cated that the lower the intelligence of the offender, the
younger the age of the abused child.

Another study by Blanchard et al11 of a population of
1206 individuals evaluated self-reported head trauma as a
predisposing risk factor for being diagnosed as having
pedophilia. This study found an increased rate of pedo-
philia, lower levels of education, and lower intelligence
in individuals who had sustained head trauma, resulting
in a loss of consciousness before the age of 6 years.
Blanchard et al11 interpreted these results to confirm the
hypothesis that neurodevelopmental differences or inju-
ries in early childhood may result in one being sexually
oriented toward children. A secondary finding of the
study was that individuals who were pedophiles were
more likely to have mothers who received psychiatric
treatment than controls. The authors postulated that this
finding might indicate a genetic linkage or predisposition
to pedophilia but associated environmental factors could
not be ruled out.11
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ENVIRONMENTAL OR SOCIAL FACTORS

Environmental factors may predispose individuals to be-
come pedophiles. Pedophiles often report environmental
stress as a factor that increases their urges or desire to
offend against children.3

One of the most obvious examples of an environmental
factor that increases the chances of an individual becoming
an offender is if he or she were sexually abused as a child.
This relationship is known as the “victim-to-abuser cycle”
or “abused-abusers phenomena.”5,23,24,46 The frequency of
occurrence of this phenomenon varies widely on the basis
of study selection criteria and the populations studied. The
numbers reported for pedophiles who were abused as chil-
dren range from 28% to 93% vs approximately 15% for
random controls.23,24,46,77 Studies that examined females
who committed sexual acts against children reported that
47% to 100% of them had experienced sexual assault as
children.24,27 Individuals who engage in homosexual pedo-
philia were more likely to have been abused than individu-
als who engage in heterosexual pedophilia.24 Some studies
have also found that pedophiles and hebophiles who were
abused tend to have an age preference for children that is
similar to the age at which they were abused.5,77

Many theories have speculated on why the “abused-
abusers phenomena” occurs: identification with the aggres-
sor, in which the abused child is trying to gain a new
identity by becoming the abuser; an imprinted sexual
arousal pattern established by early abuse; early abuse
leading to hypersexual behavior; or a form of social learn-
ing took place.23,24,46 Of note, although abused individuals
are more likely to abuse others, most individuals who are
abused do not perpetuate the cycle.23 There is also legitimate
concern regarding the validity of many of the self-reports of
pedophiles who claim to have been abused as children them-
selves. These statements are often made in a legal or group
treatment setting, in which pedophiles may be trying to
mitigate their sentence or gain sympathy for their behavior.

Historically, pedophiles are likely to have repeated a
grade in school (approximately 61%) or required special
education classes.66 Academic difficulties occur in both
pedophiles and hebophiles at twice the odds ratio seen for
perpetrators of sexual offenses against adults.66 Some stud-
ies have also found that pedophiles have lower levels of
education and employment than the general population, but
this may be a prison sampling artifact.4,23,24,53 Studies by
Abel et al,32 Gacono et al,56 and Huprich et al57 found that
nonviolent pedophiles were educationally similar to, or
better educated than, samples of sociopaths, sexual mur-
derers, and controls, but these studies excluded cognitively
impaired individuals.

A study by Blanchard et al19 that compared 260 pedo-
philes with 260 matched controls found a correlation be-

tween fraternal birth order (having more older male sib-
lings) and the pedophile having a homosexual orientation.
Similar findings exist linking birth order and adult homo-
sexuality.19 Other studies have found correlations for older
maternal age and pedophilia, which may also be a marker
for birth order.10 Whether these correlations are due to
social or biologic factors is unclear. One theory to explain
how male birth order affects sexual orientation is the pres-
ence of antimale maternal antibodies in multiparous
women, which affect neuropathway development in the
fetus.19

DETECTING PEDOPHILES FOR
RESEARCH PURPOSES

Historically, for research purposes, the most reliable mech-
anism for determining pedophilia is by use of phallometric
or plethysmographic testing procedures.78 These proce-
dures involve presenting various types of stimuli (pictures,
movies, audio tapes) to the subject and then measuring
either blood volume changes or circumference changes of
the penis.11,78 Volumetric changes in penile blood are gen-
erally thought to be more accurate in determining lower
levels of sexual responses or arousal than circumference
measurements.11 The problems with plethysmography are
that it is invasive and expensive, requires the presence of
sexually explicit material, is not applicable to females,
requires functioning male genitalia (medical cause of im-
potence, such as hypertension or diabetes, could affect
results), and can potentially be tricked (eg, by looking at
images but thinking about something else).5,78 An addi-
tional limiting factor to the current use of plethysmography
in pedophilic research in the United States is that the
images of “sexually explicit material of children” needed
to perform the test are themselves considered illegal by
most state laws and under federal pornography guidelines.
Possession of such material can lead to legal trouble for
researchers.

A relatively new testing procedure known as the Abel
Assessment for Sexual Interest (AASI) is beginning to be
used in conjunction with or in lieu of traditional phallo-
metric measurements.34,78 The AASI is based on a self-
report questionnaire and computer-based visual reaction
times, which measure how long a subject looks at various
clothed photographs of a standardized sample of children
and adults.34,78-80 The AASI is reported to be able to dis-
criminate 21 sexual interest categories and has been shown
to be as valid as plethysmography for detecting homo-
sexual pedophiles.34,78-81 The AASI has better validity for
detecting heterosexual hebophiles than plethysmography
but is not accurate for pedophiles interested in young
girls.78 Although not foolproof, the advantages of the AASI
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are that it uses standardized nonpornographic photographs,
requires only 1 to 2 hours to administer, requires no special
equipment except a computer, can be performed almost
anywhere, and is less invasive and intrusive to the subject
than plethysmography.

EFFECTS OF ABUSE ON CHILDREN

Generally, abused children experience the greatest psycho-
logical damage when the abuse occurs from father figures
(close neighbors, priests or ministers, coaches) or involves
force and/or genital contact.5,45,46 The specific long-term
effects on abused children as they grow into adulthood are
difficult to predict. Some individuals adapt and have a
higher degree of resilience, whereas others are profoundly
and negatively changed. Studies have found that the chil-
dren abused by pedophiles have higher measures of
trauma, depression, and neurosis on standardized psycho-
metric testing.45,46 Individuals who experience long-term
abuse are significantly more likely to have affective illness
(eg, depression), anxiety disorders (eg, generalized anxiety
disorders, posttraumatic stress disorder, panic attacks), eat-
ing disorders (anorexia in females), substance abuse, per-
sonality disorders, and/or adjustment disorders and to make
suicidal gestures or actually engage in serious suicide at-
tempts than those who are not abused.43,46,82,83 These chil-
dren often have problems with long-term intimacy and
feelings of guilt and shame over their role in the inci-
dent.84 In addition, sexually abused children have lower
levels of education and a higher frequency of unemploy-
ment.46 It is difficult to determine whether the higher fre-
quency of unemployment is because of the sexual abuse or
whether the unemployment as an adult is a marker for a
trait that led the abused child to be seen as vulnerable as a
child.46

We have clinically treated 10 adult men who were
molested by a priest or minister. Many of these men
reported initially liking the relationship with the clergy-
man because of the attention they received and having a
special relationship with a person of power and respect.
Later, these men reported feeling rejected, abandoned,
and betrayed. They all reported multiple sexual acts. Five
were “passed around” to other pedophilic clergy, who
also engaged in multiple sexual acts with them. Common
features seen in the abused men included guilt, anger, and
confusion about the abuse. Eight of the abused men had
either treatment-refractory or recurrent depression, 7 had
divorced at least twice, 6 had made serious suicide at-
tempts, and 4 had alcohol or drug dependency issues. All
reported fear of isolation from others, shame, and a fear of
emotional dependency on others. Five reported they were
gay or bisexual, whereas 3 of the remaining 5 had diffi-

culty with both emotional and physical intimacy with their
spouses.

TREATMENT FOR ABUSED INDIVIDUALS

Treatment of sexually abused individuals varies on the basis
of the type of abuse experienced, the duration of abuse, the
degree of interpersonal support available, the personality of
the individual, and the resulting psychiatric condition that
arose. Most of these conditions respond well to pharmaco-
logic treatment with medications such as selective serotonin
reuptake inhibitors (SSRIs), individual therapy (insight ori-
ented, cognitive behavioral, or supportive psychotherapy),
and group or family therapy. It is important that survivors of
abuse at any age (children or adults) who show signs of
having serious psychiatric problems such as anxiety, panic
attacks, depression, a loss or fear of normal adult sexual
desire, suicidal ideation, chronic irritability, demoralization,
avoidance of intimacy behaviors, or social delay or problems
be referred for psychiatric help.

TREATMENT OF SEXUAL OFFENDERS

No treatment for pedophilia is effective unless the pedo-
phile is willing to engage in the treatment. Individuals can
offend again while in active psychotherapy, while receiv-
ing pharmacologic treatment, and even after castration.17

Currently, much of the focus of pedophilic treatment is on
stopping further offenses against children rather than alter-
ing the pedophile’s sexual orientation toward children.
Schober et al34 found that individuals still showed sexual
interest in children, as measured by the AASI, even after a
year of combined psychotherapy and pharmacotherapy,
whereas the pedophiles’ self-reported frequency of urges
and masturbation had decreased. These findings indicate
that the urges can be managed, but the core attraction does
not change.34,64 Other interventions designed to manage
these pedophilic urges include careful forensic and thera-
peutic monitoring and reporting, use of testosterone-lower-
ing medications, use of SSRIs, and surgical castration.34,64

A popular treatment option is testosterone suppression
by pharmacologic means (eg, antiandrogenic therapy or
chemical castration). We are aware of only one state
(Texas) that will pay for physical castration of sexual of-
fenders but not for long-term chemical castration.85 Al-
though physical castration seems definitive in preventing
repeated sexual offenses, some physically castrated pedo-
philes have restored their potency by taking exogenous
testosterone and then abused again.17 Chemical castration
has many advantages over physical castration. It requires
follow-up visits, continuous monitoring, and psychiatric
reevaluation to continue the medication and is reversible
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for health reasons.64 Agents such as medroxyprogesterone
acetate, leuprolide acetate, cyproterone acetate, luteinizing
hormone-releasing hormone, and gonadotropin-releasing
hormone agonists have all been studied as forms of treatment
and all work by suppressing testosterone levels5,14,34,64,86

(Table 4). Depending on the mechanism of action of the
agent used, it can take from 3 to 10 months before one sees a
decrease in sexual desire.64 Medroxyprogesterone acetate,
leuprolide acetate, and gonadotropin-releasing hormone
agonists have been shown to decrease both deviant and
nondeviant sexual drives and behaviors in paraphilic indi-
viduals.5,14,34,64,86 Gonadotropin-releasing hormone agonists
are becoming the standard of treatment because they have
fewer adverse effects and improved efficacy over the older
treatments such as medroxyprogesterone acetate.7,34,43,64

Reduced libido also seems to make some offenders more
responsive to psychotherapy.5 A drawback to hormone
therapy vs castration is its annual cost, which can range
from $5000 to $20,000 a year.34,87

Selective serotonin reuptake inhibitors represent a non-
hormonal treatment that has been suggested for paraphilias
in general and specifically for pedophilia.7,17,22,34,64,76,86 Cur-
rently, no blinded placebo-controlled trials have shown
that SSRIs are effective for the treatment of pedophilia;
however, open-label trials and case reports suggest that
SSRIs may be helpful for treating pedophilia.7,17,22,34

These medications can provide a helpful adjunct to struc-
tured regulated surveillance, psychotherapy, and hormonal
treatment. Part of the basis for the use of an SSRI is the
neuropsychiatric data that show serotonin abnormalities
and impulse control problems in some pedophiles. These
findings are similar to those found in patients with OCD,
who respond to SSRIs.22,34,44 Selective serotonin reuptake
inhibitors seem to lessen the sexual ruminations and in-
creased sexual urges that pedophiles report related to
situational stress and internal discord.7 The diminished
sexual drive produced by SSRIs, which is usually per-

ceived as an adverse effect of the medication, may be
beneficial for pedophiles.7

Medications that may be used in the future to treat
pedophiles include topiramate and other medications that
modulate the voltage-dependent sodium or calcium chan-
nel potentiation of γ-aminobutyric acid neurotransmission
and/or block kainite/α-amino-3-hydroxy-5-methyl-4-isoxa-
zole propionate glutamate receptors.88-90 Topiramate has
been shown to be useful in treating addictions such as
gambling, kleptomania, binge eating, and substance use.88-90

Although no prospective clinical trials have documented
its effectiveness in pedophiles, several case reports have
recently described topiramate’s effectiveness in reducing
or stopping unwanted sexual behaviors in paraphilic and
nonparaphilic (eg, prostitutes, compulsive viewers of gen-
eral pornography, patients with compulsive masturbation)
patients. Dosing has ranged from 50 to 200 mg. Two to 6
weeks are required before decreases in driven sexual behav-
ior occur.88-90 Although no clear mechanism of action has
been identified, theories that have been proposed to explain
topiramate’s mechanism of action include a decrease of
dopamine release in the midbrain and direct effects on the
γ-aminobutyric activity in the nucleus accumbens.88

Psychotherapy is an important aspect of treatment, al-
though debate exists concerning its overall effectiveness
for long-term prevention of new offenses.47,91-93 Psycho-
therapy can be individual, group based, or, most com-
monly, a combination of the two. The general strategy
toward psychotherapy with pedophiles is a cognitive be-
havioral approach (addressing their distortions and denial)
combined with empathy training, sexual impulse control
training, relapse prevention, and biofeedback.7,17,53,94,95 Sev-
eral studies have demonstrated that the best outcomes in
preventing repeat offenses against children occur when
pharmacological agents and psychotherapy are used to-
gether.34 A controversial approach is the use of aversion
conditioning and masturbatory reconditioning to change

TABLE 4. Serious Adverse Effects of Treatments to Lower Testosterone Levels5,14,34,64,86

Route of
Treatment Category administration Adverse effects

Castration Surgical … Changes in body fat distribution, changes in metabolic
processes, changes in pituitary function, decreased
strength, depression, hot flashes, osteopenia

Medroxyprogesterone acetate Progestogen Oral or 3-mo depo Abdominal pain, Cushing syndrome, depression, diabetes
injection mellitus, galactorrhea, gallstones, hepatic damage, hot

flashes, hypertension, thromboembolic disorders

Leuprolide acetate Gonadotropin-releasing Depo injection Anaphylaxis, anorexia, arrhythmias, asthenia, hypertension,
hormone agonists leukopenia, myocardial infarction, osteopenia, peripheral

edema, thromboembolic phenomena, urinary disorders

Cyproterone acetate Competitive testosterone Oral or 3-mo depo Depression, fatigue, gynecomastia, hepatocellular damage,
(not available in the United States) inhibitor injection hypochromic anemia, myocardial ischemia, shortness of

breath, thromboembolic phenomena
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the individual’s sexual orientation away from children.
Similar techniques were used with homosexual adults in
the middle to late 20th century. Although some clinicians
claimed to be able to reorient homosexual people to hetero-
sexuality and to decrease the pleasure reward cycle of
pedophiles with these techniques, such methods are no
longer used at reputable treatment centers.7,43

REPEATED OFFENSES

Just as the prevalence of pedophilia is not accurately
known, the rate of recidivism against a child is also un-
known. Recidivism is a term with many definitions, which
affect reported rates of repeated offenses. For example,
some studies look at additional arrests for any offense,
others only look at arrests for sexual crimes, and some only
look at convictions, whereas others analyze self-reported
reoffenses.31,94,96 The data on recidivism underestimate its
rate because many treatment studies do not include treat-
ment dropout figures, cannot calculate the number of re-
peated offenses that are not reported, and do not use poly-
graphs to confirm self-reports.96 Another complicating fac-
tor is the period during which the data are collected. Some
studies report low recidivism rates, but these numbers ap-
ply to individuals followed up during periods of active
treatment only or for short periods after treatment is termi-
nated (eg, 1-5 years).96,97

The published rates of recidivism are in the range of
10% to 50% for pedophiles depending on their group-
ing.7,16,17,31,43,94,96-98 Some studies have reported that certain
classes of pedophiles (eg, homosexual, nonrelated) have
the highest rate for repeated offending compared with other
sex offenders.17,99 Generally, homosexual and bisexual
pedophiles have higher recidivism rates than heterosexual
pedophiles.31,94,98,100 Incest pedophiles generally have the
lowest rate of reoffense.98 The more deviant the sexual
practices of the offender, the younger the abused child; the
more sociopathic or antisocial personality traits displayed,
the greater the treatment noncompliance; and the greater
the number of paraphilic interests reported by the of-
fender, the higher the likelihood of reoffense.16,91,94,99-102

Several actuarial and self-report tests have been designed
to help physicians and law enforcement officers predict
which individuals are at higher risk for repeated offense,
but currently no single test or combination of tests can accu-
rately identify the future activity of an individual49,91,96,100-110

(Table 5).
In a study of the characteristics of individuals who

repeatedly offend, Beier31 found that one fourth of hetero-
sexual pedophiles (n=62) and half of homosexual and bi-
sexual pedophiles (n=59) repeated offenses (as evidenced
by repeated arrests for a sexual violation or a self-reported

violation) during a 25- to 32-year period. Beier noted the
characteristics that predict repeated offenses for homo-
sexual and bisexual pedophiles were (1) being exclusive
pedophiles, (2) being of average to above average intelli-
gence, (3) being middle-aged at the time of the primary
offense, (4) abusing children aged 12 to 14 years, (5)
engaging in coitus at an earlier age than non–repeat offend-
ers, and (6) having a diagnosed personality disorder.31 Re-
peat offending heterosexual pedophiles were characterized
as (1) having poor family relationships and support, (2)
having engaged in intercourse before the age of 19 years,
(3) being middle-aged or older at the time of the index case,
and (4) having initially abused young children (3-5 years
old) who were unknown to them.31 Most of the repeated
offenses occurred 10 years after the initial offense.
Whether this delay was initially due to successful treat-
ment, incarceration, or other factors is unknown.31

REPORTING

There are 2 issues of importance concerning the reporting
of pedophiles. One is the physician’s obligation to report
suspected pedophiles and the other is the mandatory sexual
offender registration of the pedophile with local law en-
forcement. Both physician reporting and sexual offender
registration are required in all 50 states.104,111,112 Physicians
who want more information on how to evaluate children
for evidence of sexual abuse and the reporting laws in their
state are referred to the article by Kellogg from the
American Academy of Pediatrics Committee on Child
Abuse and Neglect,112 the Mandatory Reporters of Child
Abuse and Neglect: Summary of State Laws,113 and the
Web site www.childwelfare.gov. Many states also have
Megan’s laws (public disclosure laws, which notify the
community about individual sex offenders’ home ad-
dress, work address, motor vehicle license plate number,
and so on).102,104,114-116 Some states, such as Louisiana,
require sex offenders to display a special bumper sticker
on their vehicles to identify themselves.104

MEGAN’S LAW

Megan’s Law was named after 7-year-old Megan Kanka
from Hamilton Township, NJ, who was raped and
murdered by 33-year-old Jesse Timmendequas on her
way home from a friend’s house in 1994. Timmendequas
lived across the street from the Kankas for 1 year after being
released from jail for his second sex offense against chil-
dren. His presence and history were unknown to the
neighborhood.102,116

At this point, it is difficult to predict how Megan’s laws
will affect pedophiles.115 One theory is that mandatory
reporting laws will (1) make sex offenders more compliant
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with treatment, (2) function as an additional deterrent to
repeat offenses, and (3) provide communities with the in-
formation they need to keep their children safe. The oppo-
nents of these laws argue that, because of the laws,
pedophiles will intentionally avoid treatment and not regis-
ter because of fear (1) for their physical safety, (2) for their
family’s safety, and (3) of not being able to obtain housing
and employment. Additional concerns about these report-
ing laws are that they could cause offenders to concentrate
in areas with less strict reporting laws, cause hysteria or
fear in communities, and result in the inappropriate alloca-
tion of police and community resources.43,104,115

OTHER REPORTING LAWS

In a study by Elbogen et al,104 40 sex offenders in a psychi-
atric hospital were questioned about their understanding
and views concerning the registration laws and community
notification requirements in their state. Of these 40 offend-
ers, 48% were unfamiliar with the laws, and 49% were

misinformed about some aspects of the laws. Once in-
formed, 72% viewed the notification laws as a strong incen-
tive not to offend again, 60% believed the laws would influ-
ence where they would locate on release from the hospital,
56% believed the laws would positively influence how they
viewed treatment, and 40% believed the laws would posi-
tively influence their families’ interest in their treatment.104

For physicians, the reporting laws vary from state to
state (eg, only having to report abuse occurring during
treatment vs the need to report abuse that occurred before
treatment started), but all states require that suspected child
sexual abuse be reported.17,111-113 Mandatory reporting is
intended to identify pedophiles and protect children and the
community from ongoing unidentified harm. A potential
drawback of mandatory reporting laws is that they may
discourage previously unidentified pedophiles from seek-
ing treatment before they are arrested.

In 1988, Maryland required that all abuse that occurred
during treatment be reported. This law caused the identifi-

TABLE 5. Various Sexual Risk Actuarial and Assessment Tests98,100,101,109

Test Description

Abel and Becker cognitions scale 29-Item self-report questionnaire to assess cognitive distortions regarding offenses
against children. Risk of socially desirable response bias

Hare’s Psychopathy Semistructured interview that consists of a 20-item scale based on interpersonal and
Checklist–Revised (PCL-R) affective characteristics of psychopathy and static antisocial behavior. Although the

PCL-R was never intended to be an instrument to access sexual recidivism, it has been
shown to have some predictive validity in these cases

Juvenile Sex Offender
Assessment Protocol Actuarial checklist scale for male adolescent offenders ages 12-18 years

Minnesota Sex Offenders Screening 21-Item actuarial instrument looking at static and dynamic variables. Static factors are
Tool–Revised the number of sex-related convictions, length of sexual offending history, supervision

status at time of events, location of sex offense, use of force or threat, multiple acts per
child, number of age groups abused, age of children in relationship to age of offender,
relationship to child, adolescent antisocial behavior, substance abuse, and employment
history. Dynamic factors are discipline history while incarcerated, treatment while
incarcerated, and current age

Multiphasic Sex Inventory 300-Item self-report questionnaire with 20 subscales to assess psychosexual characteristics
of male offenders

Rapid Risk Assessment for Sexual An actuarial formula for predicting repeated offenses based on prior sexual offensives,
Offender Recidivism (RRASOR) age at time of release, child’s sex, and relationship to the abused children

Screening Scale for Pedophilic Interests Brief measure based on child’s characteristics, such as sex of child, number of children
abused, age of children, and relationship to children

Sex Offender Risk Appraisal Guide Modified version of the Violence Risk Appraisal Guide. This 14-item actuarial
assessment includes the PCL-R and phallometric testing. Static factors include living
with biological parents to age 16 years, elementary school maladjustment, history of
alcohol problems, marital status, nonviolent criminal history, violent criminal history,
previous convictions for sexual offenses, sex offenses against children younger than
14 years, failure on prior conditional release, age of index offense, personality disorder,
and presence of schizophrenia

Sexual Violence Risk-20 Assesses recidivism risk for previously convicted sex offenders by focusing on 20 risk
factors. Results in a rating of low, moderate, or high

STATIC-99 Based on past or “static” factors. Looks at factors from the RRASOR, as well as
conviction for noncontact offenses and nonsexual offenses

Violence Risk Scale:
Sexual Offender Version Assessment instrument that uses 7 static risk factors and 17 dynamic items
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cation of new offenses committed by the population being
treated at the Johns Hopkins Sexual Offenders Clinic to
decrease from 21% to 0%.111 Berlin et al111 noted that when
reporting laws again changed in 1989, requiring manda-
tory reporting for abuses that occurred before treatment
started, the percentage of pedophiles who sought voluntary
treatment in the sexual offenders clinic decreased from
7% to 0%. According to Berlin et al,111 the mandatory
reporting “failed to increase the number of abused children
identified.”

PROBLEMS WITH PEDOPHILIC RESEARCH

When reviewing research studies on pedophilia, it must be
remembered that there is a strong potential for sampling
biases. Many studies obtained their pedophilic or sexual
offender populations from prisons or legally mandated
sexual treatment groups. This sampling raises questions
about the subjects’ willingness to be honest and/or to in-
criminate themselves on self-report surveys.5,7,23 The prison
populations also exclude pedophiles who have not been
caught, those whose level of offense was not severe enough
to result in jail time, those who could control their im-
pulses, and those who were more financially successful and
better able to prevail in their legal troubles through the
retention of private attorneys.7,27 This sampling introduces
the possibility that the findings of lower intelligence, per-
sonality disorder, and an overall reduced level of function-
ing are more characteristic of pedophiles who were arrested
than the characteristics of the group as a whole.11,23 Also,
many studies are based on small sampling sizes.7,27 Finally,
the findings from one study may not be generalizable to
another because of significant differences that exist be-
tween pedophilic subgroups and the children they abuse.

CONCLUSION

Pedophilia is a complex, often compulsive, psychosexual
disorder with profound implications for the abused child,
perpetrator, and community. It is important for physicians
to understand the various types of pedophiles, the profile of
the abused children, and the offenders’ responses to treat-
ment and their risk for repeated offense. The combination
of pharmacologic and behavioral treatment coupled with
close legal supervision appears to help reduce the risk of
repeated offense. However, the interventions do not change
the pedophile’s basic sexual orientation toward children.
Further research is needed to better identify clinically sig-
nificant differences among the different types of pedophiles.
Such knowledge, it is hoped, will result in better treatments,
improved allocation of medical and legal resources, and a
reduction in the number of abused children.
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