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Abstract

Background: Sexual interest in children (SIC) is a significant risk
factor for committing sexual offences against children, including child
sexual abuse material (CSAM) offences. In addition to the risk of
offending, individuals with SIC often experience significant
psychological distress and interpersonal difficulties. From a sexual
violence prevention perspective, effective and accessible community-
based treatment options for individuals with identified risk factors for
sexual offending are crucial. Furthermore, family members of sexual
offenders face substantial emotional, psychological and social strains.
Nonetheless, the healthcare needs of close relatives of CSAM offenders
remain poorly explored.

Aims: The overall aim of this PhD project is to enhance clinical
knowledge of SIC among men seeking outpatient care by
comprehensively assessing their clinical profiles, investigating potential
neurodevelopmental factors, outlining a methodology for evaluating
treatment options, and advancing the understanding of healthcare needs
among their close relatives.

Specific aims include: (1) to describe the clinical profiles of individuals
who contact the national Swedish telephone helpline PrevenTell, with a
special focus on those reporting a sexual interest in children; (2) to
assess psychiatric comorbidity, cognitive ability, and brain structure in
men with a DSM-5 diagnosis of pedophilic disorder (PeD) in comparison
with healthy controls (HCs); (3) to design and conduct an initial
evaluation of a randomized controlled trial (RCT) to investigate the
effectiveness of treatment with fluoxetine and internet-delivered
cognitive behavioral therapy (iCBT) for the reduction of problematic
sexual behaviors in men with SIC; and (4) to explore the impact on
female partners of the discovery that their significant other is suspected
of CSAM offences.

Method: In Study I, individuals who called PrevenTell (n = 1,573) were
interviewed about sociodemographic characteristics, problematic sexual
behavior(s), and mental health. In Study II, men with a DSM-5 diagnosis
of PeD (n = 55) were compared to age- and sex-matched HCs (n = 57)

on psychiatric measures, cognitive testing, and structural brain imaging
measures. In Study III, the methodology of an ongoing RCT was outlined
together with initial feasibility data. In Study IV, semi-structured
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interviews were conducted with eight women partnered with men
participating in Study III.

Results: In Study I, 346 respondents (24%) reported a sexual interest in
children; the majority of respondents were men (n = 332; 96%), with a
median age of 33 years (range 16—76). Most reported a preference for
girls (n = 260; 80%), with the most common age preference being 11—14
years (n = 123; 43%). The use of CSAM was reported by 215 (63%)
respondents and 51 individuals (15%) disclosed a history of committing
child sexual abuse (CSA).

In Study II, men with PeD exhibited higher rates of comorbid psychiatric
conditions compared to HCs, including clinically significant symptoms of
attention-deficit/hyperactivity disorder (ADHD; d = 0.65; p = 0.009)
and autism spectrum disorder (ASD; d = 1.57; p < 0.001). Cognitive
testing indicated lower full-scale IQ (FSIQ) among the PeD group,
although average scores remained within the normative range.
Neuroimaging analyses revealed widespread structural brain differences,
primarily in regions associated with the default mode network. These
patterns remained largely consistent after adjusting for potential
confounding variables. Observed neurodevelopmental traits and
structural brain differences, together with correlations with lower FSIQ
and the 2nd to 4th digit ratio (2D:4D), suggest that neurodevelopmental
factors may contribute to the etiology of PeD.

In Study III, interactions with the target population and data collection
are proceeding as planned. Data are also being collected to assess
potential selection bias. It is anticipated that approximately one in five
men undergoing screening will meet eligibility criteria and be enrolled in
the RCT. The most common reasons for exclusion to date are current
treatment with selective serotonin reuptake inhibitors (SSRIs) (n = 24;
22%) and an elevated risk of committing hands-on child sexual abuse (n
= 14; 13%). Participant enrollment began in March 2022 and is ongoing;
findings related to the study’s primary aim are therefore not yet available
and are not included in this thesis.

In Study IV, female partners of suspected CSAM offenders were found to
experience a significant adverse impact on their mental health, including
suicidal ideation. There was a subsequent need for crisis support,
medical evaluation, and counseling in response to disclosure of their
partner’s crime and sexual interest. The results further showed that the
women experienced barriers that obstructed their access to healthcare
services.



Conclusion: This thesis demonstrates that men with SIC can be
reached outside correctional contexts and engaged in non-anonymous
outpatient assessment, treatment, and research. Participants frequently
presented with complex psychiatric and criminogenic characteristics,
including high rates of CSAM use, prior sexual offence convictions, and
significant comorbidities such as depression, anxiety, suicidality, and
elevated symptoms of neurodevelopmental disorders. Findings highlight
both the need for and the feasibility of specialized outpatient services
that integrate psychiatric and clinical forensic expertise, alongside
comprehensive psychiatric evaluations and tailored treatment strategies.
The feasibility of conducting RCTs in this population was demonstrated,
providing a foundation for future treatment development. Finally, the
results highlight significant psychological distress among partners,
emphasizing the need for improved clinical support and targeted
interventions for affected close relatives.
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Sammanfattning pa svenska

Bakgrund: Sexuellt intresse for barn (sexual interest in children, SIC)
ar en betydande riskfaktor for att bega sexualbrott mot barn, inklusive
brott relaterade till 6vergreppsmaterial (child sexual abuse material,
CSAM). Forutom risken att bega brott upplever personer med SIC ofta
ett uttalat psykiskt lidande och interpersonella svarigheter. Ur ett
sexualbrottsforebyggande perspektiv ar det av central betydelse att
tillhandahalla tillgdngliga och effektiva behandlingsinsatser for individer
i samhallet med riskfaktorer for att bega sexualbrott mot barn.
Narstéende till personer som begatt sexualbrott drabbas ofta av svara
kianslomassiga, psykologiska och sociala pafrestningar. Trots detta ar
vardbehoven hos nirstaende till personer misstankta for brott relaterade
till 6vergreppsmaterial fortfarande otillrackligt kartlagda.

Syfte: Avhandlingens overgripande syfte ar att 6ka den kliniska
kunskapen om méan med SIC som soker hjilp inom 6ppenvarden. Detta
gors genom att kartldgga deras kliniska profiler, undersoka majliga
utvecklingsneurologiska faktorer samt utveckla en metod for att
utviardera behandlingsinsatser och belysa vardbehoven hos deras
nirstdende.

De specifika delsyftena ar att (1) beskriva de kliniska profilerna hos
individer som kontaktar den nationella hjilplinjen PrevenTell, med
sarskilt fokus pa dem som uppger ett sexuellt intresse for barn; (2)
undersoka psykiatrisk samsjuklighet, begavning och hjarnstruktur hos
man med diagnosen pedofil storning (pedophilic disorder, PeD) enligt
DSM-5, jamfort med friska kontrollpersoner (healthy control, HC); (3)
utveckla och genomfora en initial utviardering av en randomiserad
kontrollerad studie (randomized controlled trial, RCT) som undersoker
effekten av behandling med fluoxetin och internetbaserad kognitiv
beteendeterapi (internet-delivered cognitive behavioral therapy, iCBT)
for att minska problematiska sexuella beteenden hos man med SIC; samt
(4) utforska hur kvinnliga partners paverkas av att uppticka att deras
partner ar misstankt for brott relaterade till 6vergreppsmaterial.

Metod: I studie I intervjuades personer som kontaktade PrevenTell (n =
1 573) om sociodemografiska faktorer, problematiska sexuella beteenden
och psykisk hélsa. I studie II jimfordes man med diagnosen PeD (n = 55)
med alders- och konsmatchade HC (n = 57) avseende psykiatriska
variabler, generell begavning och strukturell hjarnavbildning. I studie



III presenteras metodiken for en pagaende RCT samt initiala data kring
genomforbarhet. I studie IV genomférdes semistrukturerade intervjuer
med atta kvinnliga partners till méan som deltog i studie III.

Resultat: I studie I rapporterade 346 deltagare (24 %) ett sexuellt
intresse for barn; majoriteten var man (n = 332; 96 %) med en
medianalder pa 33 ar (spann 16—76 ar). De flesta uppgav en dragning till
flickor (n = 260; 80 %), vanligast i aldersspannet 11—14 ar (n = 123; 43
%). Anvandning av 6vergreppsmaterial rapporterades av 215 personer
(63 %), och 51 personer (15 %) uppgav att de tidigare hade begéatt
sexuella 6vergrepp mot barn.

I studie IT hade PeD-gruppen en hogre grad av psykiatrisk samsjuklighet
an kontrollgruppen, inklusive kliniskt signifikanta symtom pa aktivitets-
och uppmairksamhetsstorning (attention-deficit/hyperactivity disorder,
ADHD) (d = 0.65; p = < 0.001) och autismspektrumtillstind (AST) (d =
1.57; p < 0.001). Kognitiva tester visade ligre fullskale-1Q (FSIQ) i PeD-
gruppen, dven om genomsnittsresultatet ldg inom normalintervallet.
Hjarnavbildningen visade strukturella skillnader, framst i regioner
kopplade till hjarnans standardnatverk (default mode network). Dessa
monster kvarstod efter justering for potentiella storfaktorer.
Kombinationen av drag relaterade till utvecklingsavvikelser, strukturella
skillnader i hjirnan samt samband med lagre FSIQ och 2D:4D-
forhallandet tyder pa att utvecklingsneurologiska faktorer kan bidra till
uppkomsten av PeD.

I studie III fortskrider rekrytering och datainsamling enligt plan. Det
forvantas att cirka en av fem mén som screenas kan inkluderas i RCT:n.
De vanligaste orsakerna till exklusion hittills 4r pagaende behandling
med selektiva serotoninaterupptagshdmmare (selective serotonin
reuptake inhibitors, SSRIs) (n = 24; 22 %) och forhojd risk for att bega
fysiska overgrepp mot barn (n = 14; 13 %). Deltagare har inkluderats i
studien sedan mars 2022 och rekrytering pagar fortfarande, varfor
resultat relaterade till studiens priméra utfall inte ingér i denna
avhandling.

I studie IV framkom att kvinnliga partners till min misstankta for brott
relaterade till 6vergreppsmaterial upplevde betydande psykisk
belastning och i vissa fall suicidtankar. Behov av krisstod, medicinsk
bedémning och samtalsstdd var vanligt efter avslgjandet av partnerns
brott och sexuella intresse. Vidare identifierades hinder som férsvarade
tillgangen till vard.



Slutsats: Avhandlingen visar att man med SIC kan nés utanfor
kriminalvarden och rattspsykiatrin, och engageras i icke-anonym
bedémning, behandling och forskning inom 6ppenvarden. Deltagarna
uppvisade en komplex psykiatrisk problematik och flera kriminogena
faktorer, sdsom anvindning av 6vergreppsmaterial, tidigare sexualbrott,
depression, angest, suicidtankar och tecken pa utvecklingsrelaterade
funktionsnedsittningar. Resultaten belyser behovet av och méjligheten
till specialiserad 6ppenvard som integrerar psykiatrisk och klinisk
forensisk kompetens samt vikten av noggranna psykiatriska
bedomningar och individualiserade behandlingsstrategier. Avhandlingen
visar dven att randomiserade behandlingsstudier i denna population ar
genomforbara, vilket lagger grunden for framtida behandlingsutveckling.
Slutligen belyser resultaten det stora psykiska lidandet bland partners
och understryker behovet av riktade stodinsatser for narstaende till man
med SIC.
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1. Introduction

1.1 Context and overview of the research project

Sexual violence against children is a serious global public health concern.
Prevalence varies by region, country, and offence type, but pooled
estimates suggest that approximately 9% of individuals under the age of
19 years have experienced contact sexual abuse (1). In addition, the
internet facilitates new forms of child sexual exploitation, including
online-grooming, sexual extortion, and live-streamed abuse (2). The
global incidence of child sexual abuse material (CSAM) offences is also
rising; offences often involve extreme content depicting young children
(3). Whether abuse occurs offline or online, it is well established that
sexually abused children frequently suffer significant and long-term
psychological, emotional, and developmental harm (4-6).

The Council of Europe Convention on the Protection of Children against
Sexual Exploitation and Sexual Abuse (the Lanzarote Convention) came
into force in 2010. The Convention obliges each signatory state to ensure
that individuals at risk of committing sexual offences against children
have access to effective intervention programs or measures designed to
assess and prevent the risk of such offences (7).

In this thesis, sexual interest in children (SIC) is defined as a sexual
interest in prepubertal children (i.e., pedophilic disorder, PeD) or
children who are entering puberty (i.e., hebephilia) (8). SIC is a known
risk factor for both the onset of offending and for recidivism, and is also
associated with subjective distress and interpersonal difficulties for the
individual experiencing the atypical sexual interest (9-13). From a public
health perspective, offering treatment to individuals with SIC serves a
dual purpose: to protect children from harm and to alleviate suffering in
those experiencing this atypical sexual interest without compromising
child safety. Historically, the emphasis on prevention has involved
providing treatment for individuals already convicted of sexual offences
against children in order to mitigate the risk of recidivism (14). However,
the majority of men who commit sexual offences remain undetected by
legal authorities, meaning they are never identified, prosecuted, or
offered intervention or treatment; research further suggests that rates of
sexual recidivism are relatively low among those who are convicted (15-
17). This underscores the importance of expanding preventive strategies
to include individuals living in the community who may be at risk of



offending. Despite this need, the existing body of research on clinical
characteristics and treatment responses among men with SIC has been
conducted predominantly in correctional settings (18). Consequently,
there is a significant knowledge gap regarding individuals with SIC who
are willing and eligible to engage in non-correctional clinical outpatient
treatment.

The overall aim of this PhD project is to advance clinical knowledge of
SIC among men seeking outpatient care by characterizing their clinical
profiles, investigating potential neurodevelopmental factors, outlining a
methodology for evaluating treatment options, and furthering the
understanding of healthcare needs among their close relatives.

The project includes (1) a descriptive study presenting the findings from
the Swedish telephone helpline PrevenTell, designed to be accessible to
individuals with sexuality-related risk factors for committing sexual
offences and motivate them to undergo treatment, with a special focus
on those reporting a sexual interest in children; (2) a comprehensive
psychiatric characterization of men with PeD including structural brain
imaging in a case-control study design; (3) a presentation of the design
and an initial feasibility evaluation of a randomized controlled trial
(RCT) to investigate the effectiveness of treatment with fluoxetine and
internet-delivered cognitive behavioral therapy (iCBT) in the reduction
of problematic sexual behaviors in men with SIC; and (4) a qualitative
interview study focusing on the healthcare needs of female partners
subsequent to the discovery that their significant other is suspected of
CSAM offences.

1.2 Diagnostic features

1.2.1 Pedophilic disorder

The Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5) and the 11th Revision of the International Classification of
Diseases (ICD-11) define PeD as (A) a persistent sexual interest (e.g.,
fantasies, urges) in prepubertal children, which (B) is either acted upon
or causes significant distress or psychosocial impairment to the
individual (13, 19). In both diagnostic classification systems there is a
clause stating that the diagnostic criteria do not apply to sexual
attraction or sexual behaviors that occur between pre- or post-pubertal
children who are close in age. The diagnosis can apply to individuals who
freely disclose sexual attraction to children, as well as to those who deny
such attraction if there is objective evidence to the contrary, for example



multiple victims of sexual abuse. In addition, the DSM-5 lists the
following specifiers for PeD: (1) exclusivity, distinguishing between those
whose sexual arousal is solely focused on prepubertal children (exclusive
type) and those attracted to both prepubertal children and physically
mature individuals (non-exclusive type); (2) attraction to males, females,
or to both; and (3) whether sexual arousal or behavior is limited to
incest.

DSM-5 makes a distinction between a paraphilia and a paraphilic
disorder; a paraphilia denotes the sexual interest per se (Criterion A),
whereas a paraphilic disorder is characterized as a paraphilia that is
causing distress or impairment to the individual, or causing harm to
others (Criteria A+B) (20). This distinction is consistent across all the
paraphilic disorders defined in DSM-5. For example, an individual who
discloses an intense sexual interest in prepubescent children, reports the
absence of distress, and has not committed any criminal acts would
accordingly be characterized as having a pedophilic sexual interest but
would not meet the criteria for PeD.

Whereas other paraphilic disorders in the DSM-5 include a specifier for
individuals “in remission,” PeD does not. The absence of this specifier
indicates that an individual who has previously been diagnosed with
PeD, but who has not met Criterion B for an extended period of time,
retains the diagnosis permanently. Although the DSM-5 acknowledges
that pedophilic attraction and the associated distress may fluctuate over
time, the decision to omit a remission specifier has been criticized for
suggesting that PeD is a static and unchangeable condition (21). In
contrast, the ICD-11 acknowledges that while PeD tends to be relatively
stable over time, an individual’s sexual thoughts and behaviors may
change to the extent that the diagnostic criteria are no longer met.

There is an age indication for PeD Criterion A in DSM-5 that specifies
“generally 13 years of age or younger.” This refers to a general upper age
limit for which the term “prepubescent” is relevant. The age indication
should not be interpreted as meaning that the criterion is met if there is
evidence of sexual attraction towards children < 13 years old, regardless
of the degree of pubertal development (22). Since the relation between
age and pubertal development is variable, Tanner scales are commonly
used to assist clinical evaluation of the pattern of sexual arousal. With
visible characteristics of puberty development (development of pubic
hair in males and females, female breast development, and male external
genital development), the scales illustrate the development from
prepubertal (Tanner 1) to fully mature (Tanner 5). Tanner 1 corresponds



to ages < 10 years, Tanner 2—3 corresponds approximately to ages 11—14
years, Tanner 4 corresponds approximately to ages 15—17 years, and
Tanner 5 corresponds to fully mature adults (23, 24).

The intuitive assumption that the use of CSAM is indicative of SIC has
been supported by phallometric studies, a method for assessing sexual
arousal patterns that involves measuring changes in penile
circumference or blood volume in response to visual stimuli (25). During
the DSM-5 revision process, it was proposed that the repeated use of
“pornography” depicting prepubescent or pubescent children be
included as part of Criterion B. However, the proposal was criticized for
blurring the conceptual boundary between Criterion A (the presence of a
specific sexual interest) and Criterion B (clinically significant distress or
harmful behavior). Critics argued that not all sexual material involving
children is necessarily illegal, with exceptions such as non-visual or
fictional depictions, and its use does not inherently lead to negative
consequences or psychological distress (26). The suggestion was
ultimately rejected by The Board of Trustees of the American Psychiatric
Association (APA). In DSM-5 TR (2022), further clarification was added:
the use of CSAM “in the absence of the individual’s sexual interactions
with children (i.e., acting on those sexual interests in person) is
insufficient to conclude that Criterion B is met” (27). The ICD-11 also
recognizes that a preference for particular categories of sexual material
may serve as supporting evidence for the presence of a pedophilic
arousal pattern.

1.2.2 Hebephilia

Most researchers agree that a sexual interest in prepubertal children
constitutes an appropriate basis for a psychiatric diagnosis (for a critical
discussion of the psychiatric status of pedophilic interest, see for
example Green (2002) and Malon (2012) (28, 29)). However, whether
sexual arousal toward children at the onset of puberty should also
warrant a psychiatric diagnosis remains a topic of ongoing debate.

A proposal, put forward by Blanchard et al. (2009), suggested the
inclusion of a sexual preference for pubescent children, referred to

as hebephilia (corresponding to Tanner Stages 2—3), as a diagnostic
category in DSM-5. Blanchard argued that hebephilia is a “discriminable
erotic age-preference” and therefore should be included in the DSM-5
(30). The arguments in favor of recognizing hebephilia as a distinct
clinical phenomenon are based on several lines of evidence. Laboratory
results suggest that men with hebephilia rank intermediate between men



with PeD and those sexually attracted to adults in terms of intelligence
(31), left-handedness (32), and stature (33). There is also a correlation
between self-reported hebephilic interest and physiologically assessed
erotic responses to hebephilic stimuli (30). The proposal sparked
considerable controversy and was ultimately rejected by the APA Board
of Trustees in 2013 (34). The main counterargument raised by critics
was that, although acting on hebephilic interest is often criminalized, the
interest itself may fall within the broad spectrum of normative sexual
development, and thus should not, in itself, constitute a mental disorder

(35).

Although hebephilia was not included in either DSM-5 or ICD-11, the
concept continues to be employed by prominent research groups,
including those at The Royal’s Institute of Mental Health Research in
Ottawa, Canada (e.g., Martijn et al., 2020), the Institute of Sexology and
Sexual Medicine, Charité — Universitdtsmedizin in Berlin, Germany (e.g.,
Schuler et al., 2021), and the Institute for Sex Research, Sexual Medicine
and Forensic Psychiatry in Hamburg, Germany (e.g., Tozdan & Briken,
2019 (36-38)). These and other researchers argue that hebephilic
attraction should not be equated with a sexual interest in older
adolescents, but rather represents a distinct preference for children
entering puberty. As such, it meets the general definition of a paraphilic
disorder, insofar as the attraction is directed toward individuals who are
not physically mature and not legally capable of providing consent (8,

13).

Crucially, research suggests that men’s sexual interests tend to overlap,
in line with the sexual response gradient model (39, 40). According to
this model, sexual stimuli that are closer to an individual’s preferred
stimuli are more likely to elicit a physiological sexual response and be
perceived as sexually attractive, compared to stimuli that are less similar.
For example, a man primarily attracted to prepubertal boys may also
report attraction to pubertal boys. This pattern contributes to the
substantial overlap observed between pedophilic and hebephilic sexual
interests, indicating that exclusive attraction to one of these age groups
alone is relatively uncommon (37).

1.2.3 Diagnostic assessment of SIC

Accurate measurement of paraphilic sexual interests is important both in
non-correctional and correctional settings (41). In non-correctional
settings, SIC is typically assessed using standardized psychiatric
evaluations alongside self-report measures and clinical interviews



regarding sexual interests. These are often complemented by detailed
mapping of sexual behavior history, including potential use of CSAM

(42).

Assessment tools aimed at identifying risk factors for sexual reoffending
are commonly used in correctional settings. The Screening Scale for
Pedophilic Interests (SSPI), and its revised version SSPI-2, is a brief tool
used to screen for SIC among men convicted of child sexual abuse (CSA).
The scale includes five binary (Yes/No) items related to victim
characteristics: male victims, multiple child victims, very young victims,
extra-familial victims, and use of CSAM. Scoring is based on information
from official case files and/or credible self-report. The SSPI-2 has
demonstrated good validity in identifying PeD and predicting sexual
recidivism (43-45). Phallometry, or penile plethysmography (PPG), is an
evaluation of sexual interest that involves the laboratory measurement of
change in penile circumference or blood volume in reaction to visual or
auditory sexual stimuli (46-48). PPG is valid for assessment of SIC and
routinely used in North America however it is considered controversial
in Europe due to ethical and methodological considerations (49).
Viewing time (VT) measures are used to assess SIC by presenting images
of children, adolescents, and adults while participants rate their sexual
attraction to each image. Their response time, i.e., how long they view
each image, is recorded (48). The theoretical basis for this method is that
sexually salient stimuli require more cognitive processing, as making a
positive attraction judgment takes longer than a negative one (50, 51). In
a meta-analysis by Schmidt et al. (2016), VT was shown to be a valid and
objective measure of SIC (52). Compared to other indirect cognitive
measures, VT demonstrated the strongest evidence of convergent
validity (53).

In conclusion, in non-correctional clinical settings, where access to
official criminal records is unavailable and assessments rely primarily on
help-seeking individuals’ self-reported acknowledgment of a sexual
interest in children, both the utility and the clinical relevance of
assessment tools originally developed to identify risk factors for sexual
recidivism within correctional populations is limited.

1.3 Prevalence, age of onset, and progression

1.3.1 Prevalence

Estimates of the prevalence of SIC in the general population vary
considerably across studies, primarily due to differences in sample



characteristics, study design, and definition of SIC. Moreover, many
existing studies have been assessed as having a high risk of bias (54).

The most informative studies to date, based on sample size and
methodological quality, include those by Santtila et al. (2015), Dombert
et al. (2016), and Bartova et al. (2021). In a population-based cohort
study involving male twins (n = 1,310), Santtila et al. estimated the one-
year incidence of SIC to range between 2.4% and 4.3%. The occurrence
of pedophilic sexual interest was substantially lower, with an upper
estimate of 0.5% (55). In an anonymous online survey of 8,718 men,
Dombert et al. reported that 4% had experienced sexual fantasies
involving children < 12 years old, and 3.2% admitted to having
committed sexual offences against children. The most commonly
reported offences were CSAM-related, reported by 1.7% of respondents
(56). Similarly, Bartova et al. (2021), in a study involving 5,023 men,
found that 4.4% reported an intense and persistent sexual interest in
pubescent children, and 1% in prepubescent children (57). As noted, the
use of CSAM is considered a potential behavioral indicator of SIC. In a
Swedish school-based survey of young men (n = 1,978) aged 17—20
years, 4.2% reported having ever viewed CSAM, defined in the study as
“pornography with depictions of adult—child sex.” Most prevalence
studies to date have focused exclusively on male participants. Exceptions
include studies by Joyal et al. (2015) and Bartova et al. (2021), both of
which found substantially lower rates of SIC among women. In Joyal et
al., 1.8% of male respondents and 0.8% of female respondents endorsed
the item: “I have fantasized about having sex with a child under the age
of 12 years” (58). In Bartova et al., 0.1% of women reported a persistent
hebephilic interest, and none reported a persistent pedophilic interest

(57).

Taken together, estimates from population-based studies indicate an
incidence of SIC, as defined in this thesis, of approximately 4% among
men. When focusing specifically on interest in prepubertal children, the
estimated prevalence is substantially lower. Among women, the
prevalence of SIC is significantly lower overall.

1.3.2 Age of onset and course

Studying the age of onset (AOO) of SIC depends on individuals’ ability to
accurately recall when they first experienced such attraction. It is also
important to differentiate between the initial emergence of the interest
and the later recognition that the attraction is atypical (59). Empirical
findings suggest that SIC often emerges around puberty. For example, in



a clinical non-correctional sample of men with SIC (n = 494) the
majority reported a pubertal onset of their sexual interest (60).
Similarly, an online survey of 1,189 men recruited from websites for
adults with SIC reported a mean AOO of 14.24 years (SD = 5.36) (59).
These findings have informed both theoretical and clinical perspectives.
Seto (2012), for instance, argues that a pubertal onset of pedophilic
interest, particularly when it is accompanied by sexual and romantic
feelings that remain stable over time, supports the conceptualization of
pedophilia as a sexual age orientation (61). In contrast, Tozdan et al.
(2015) caution that AOO varies considerably among individuals with
SIC, potentially reflecting the existence of distinct subgroups. They argue
that interpreting AOO as evidence of a fixed sexual orientation is
premature and emphasize that such a conclusion could carry unintended
negative consequences for treatment outcomes (21, 62).

1.4 SIC as a risk factor for sexual offending

SIC is a significant risk factor for committing sexual offences against
children. It is an empirically supported risk factor for reoffending and is
proposed as a motivator for the onset of offending, as well as being
particularly relevant in cases involving CSAM offences (9, 10, 12, 63).
However, a preferential sexual attraction to children is not always
present in convicted child sexual offenders. Other dynamic risk factors
(i.e., changeable traits, such as attitudes or self-regulation deficits) may
play a more prominent role in the offending behavior (9, 64).

1.4.1 Self-reported offending in clinical samples

To date, few empirical studies have investigated the prevalence of self-
reported CSA and CSAM offences, whether detected (i.e., identified by
law enforcement, with subsequent charges or convictions) or undetected,
among help-seeking men with SIC in non-correctional settings. Even less
is known about their rates of recidivism.

Within the Pedophilia at Risk — Investigations of Treatment and
Biomarkers (PRIOTAB) research framework, a study investigating risk
factors for sexual offending in this population (partially overlapping with
participants from Study II of the present thesis) found that 22% (n = 12)
of men diagnosed with PeD reported prior convictions for sexual
offences. Of these, 9% (n = 5) had committed contact offences against
children under the age of 15 years, and 15% (n = 8) had committed non-
contact offences, such as those involving CSAM. Moreover, when



dynamic risk factors were aggregated into a composite score, individuals
with PeD scored significantly higher than a healthy control group (65).

The prevalence of self-reported prior offences was assessed in two
separate German studies conducted in non-correctional samples of help-
seeking men with SIC. Across both samples (Study A: n = 291; Study B: n
= 165), approximately 10% of participants reported no history of
offending. CSAM-only offences were the most commonly reported in
both studies (36.4% in Study A; 54.5% in Study B), followed by
combined CSA and CSAM offences (35.4% and 25.5%, respectively).
CSA-only offences were least common (16.5% and 9.7%, respectively)
(66, 67). The first published data from a related Swiss prevention
initiative show a similarly high prevalence: among 46 self-referred men
with SIC, 67.4% reported prior sexual offending, including both detected
and undetected CSAM and CSA offences (68). The subgroup of mixed
offenders is of particular interest from a preventive perspective.
Research shows that CSAM-only offenders differ from contact and mixed
offenders in antisocial traits, opportunity, and disinclination to carry out
contact abuse, as well as appearing to be at low risk of escalation (69-71).
However, about half of convicted CSAM-offenders confess to previous
contact offences and this subgroup of mixed offenders has been
identified as having a high risk of reoffending due to strong sexual
interest in children and fewer protective factors (72, 73). In Study B, the
introduction of a time-at-risk period following clinical assessment
allowed for the evaluation of recidivism. Results indicated a recidivism
rate of 39% among individuals with prior CSAM offences and 14%
among those with a history of hands-on CSA. In a separate treatment
follow-up study of 56 men (from an original sample of 110), 7.7% of
those with a history of CSA reoffended, while 89% of former CSAM users
reported continued use at follow-up after 1 to 11 years (74).

1.4.2 Self-reported offending in online communities

Clinical samples may be affected by selection bias, as individuals who
seek treatment have often experienced greater distress related to their
sexual interest in children and may exhibit higher offending rates
compared to those who do not pursue treatment. In recent years,
research has increasingly included individuals with SIC outside both
correctional and clinical settings, particularly those active in anonymous
online communities. These studies have provided valuable insights into a
previously inaccessible population. For a critical discussion of
recruitment challenges in online community research, see Roche et al.
(2025) (75). One of the largest studies of this kind (Bailey et al., 2016; n



= 1,102) found that nearly 85% of participants reported never having
been arrested or convicted for any child sexual offences, including
CSAM-related offences (40). Like Bailey, most studies in this area collect
self-reported data on convictions and report a similar prevalence (76-
78). However, this approach accounts for neither undetected nor
unreported offending. An exception is the study by Cohen et al. (2018),
which surveyed men with SIC (n = 539) and found that 37% self-
reported either a previous conviction or behavior involving sexual
contact with a child. Notably, the study did not include data on CSAM-
related behaviors, whether detected or undetected (79).

In summary, SIC is associated with an increased risk of sexual
(re)offending across forensic, clinical, and online community-based
samples; however, this association is less well understood outside
correctional contexts, underscoring the need for further research in help-
seeking and community populations.

1.4.3 Risk assessment

To assess the risk of recidivism in individuals convicted of sexual
offences against children, the use of structured tools that measure both
static (unchangeable) and dynamic (potentially changeable) risk factors
is recommended (80, 81). The Static-99 is a widely used instrument for
the estimation of long-term risk of sexual reoffending. It covers 10 static
risk factors and is designed for men aged over 18 years who have been
convicted of at least one sexual offence. It has demonstrated good
predictive accuracy (AUC = 0.72) in child sexual offenders (82). The
Static-99 is often used alongside the Stable-2007 and Acute-2007 tools,
which assess stable (e.g., poor problem-solving skills) and acute (e.g.,
substance abuse, emotional instability) dynamic risk factors, respectively

(83).

More recently, risk assessment tools have been developed specifically for
individuals convicted of CSAM offences. One such tool, the Child
Pornography Offender Risk Tool (CPORT), showed significant predictive
validity for non-contact sexual recidivism over a five-year follow-up
(AUC = 0.74) (84).

The STATIC-99 and CPORT show low predictive validity for future
offending in clinical samples of men with SIC and are not recommended
for risk assessment in non-correctional contexts. However, a modified
version of CPORT shows more promising predictive value, particularly
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for individuals with a history of CSAM use, though further research is
needed (67).

1.5 Neurodevelopmental correlates

1.5.1 Psychiatric comorbidity

SIC is associated with significant psychiatric comorbidity. Early research
by Raymond et al. (1999), involved a total sample of 45 sexual offenders
with PeD of whom 93% met the diagnosis criteria for at least one lifetime
Axis I disorder, and 60% for an Axis II disorder. Alcohol and substance
use disorders were also common, reported in 53% and 44% of
participants, respectively (85). Expanding on this, Gerwinn et al. (2018)
found that elevated rates of psychiatric comorbidities among men with
PeD could not be attributed solely to offender status. In a clinical
comparison involving men with PeD (with and without a history of
contact offences), child sexual offenders without PeD, and healthy
controls, both clinical and forensic groups showed significantly greater
psychiatric symptom burden, including elevated childhood ADHD
symptoms, relative to controls (86).

Similar patterns emerge in samples involved in technology-facilitated
sexual offences against children. Krueger et al. (2009) examined Axis I
disorders in 60 men arrested for CSAM distribution or online grooming.
Seventy percent screened positive for an Axis I psychiatric diagnosis,
with symptoms deemed to have contributed to the offending behavior
rather than being consequences of arrest (87). Complementing these
findings, Seiser et al. (2023) investigated a cohort of 66 incarcerated
individuals convicted of CSAM offences in Austria. The results revealed
that 80% were diagnosed with at least one psychiatric disorder. Notably,
41% had an Axis I disorder, and 71% had an Axis II disorder — most
frequently Cluster B personality disorders. Furthermore, 42% exhibited
symptoms of hypersexuality (88). Importantly, psychiatric comorbidity
is also found outside correctional samples of CSAM offenders. Recently,
Latth et al. (2025) reported elevated rates of depression, anxiety
disorders, hypersexuality, and neurodevelopmental traits, including
autism spectrum and ADHD symptoms, among anonymous CSAM users
(n = 160) recruited on darknet platforms. Approximately 30% of these
participants also reported suicidal ideation (3). These findings are
consistent with previous reports documenting high levels of emotional
distress and suicidal ideation in community samples of men with SIC,
irrespective of offending status (89).
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The consistently high levels of psychiatric comorbidity observed in men
with SIC across various correctional, clinical non-correctional, and
community samples highlight the substantial psychiatric burden
associated with this population, underscoring the necessity of addressing
these factors in both clinical assessment and intervention strategies (90,

91).

1.5.2 Intelligence, ADHD and ASD

Studies conducted at the Kurt Freund Laboratory in Canada, involving
men referred for illegal or concerning sexual behavior, have reported an
association between SIC and lower full-scale intelligence quotient (FSIQ)
scores (31, 92). However, studies from the German NeMUP research
initiative (Neural mechanisms underlying pedophilia and sexual
offending against children: origins, assessment, and therapies) suggest a
more nuanced relationship. This research differentiates between men
with PeD who have committed hands-on sexual abuse and those with
PeD but no history of hands-on abuse (although some may currently use
or have previously used CSAM). The results indicate that lower
intelligence is more strongly associated with contact sexual offending, as
distinct from pedophilic sexual interest alone (86, 93). Research
examining the association between SIC and neurodevelopmental
disorders such as ADHD and ASD remains limited.

1.5.3 Anthropometric markers of aberrant neurodevelopment

Research on biomarkers of atypical neurodevelopment in men with SIC
has examined a range of anthropometric markers, including minor
physical anomalies (MPAs), leg length, handedness, and the second-to-
fourth digit ratio (2D:4D). Dyshniku et al. (2015) investigated MPAs,
such as malformations of the ears or toes, in a sample of men with PeD
(n = 24) using the Waldrop Physical Anomaly Scale. They reported a
higher incidence of MPAs in men with PeD (M = 3.9, SD = 1.4) compared
to previously reported rates in psychiatric populations (M = 1.81, SD =
1.63) and non-clinical controls (M = 0.74, SD = 0.82) (94). Similarly,
Fazio et al. (2017) found that men with PeD had significantly shorter leg
length than men who were sexually attracted to adults (p < 0.05,d =
0.42) (95). In addition, several studies have documented elevated rates
of non-right-handedness among men with PeD; however, a recent meta-
analysis found no evidence supporting higher rates of atypical
handedness in this group (32, 92, 96, 97). Further, a higher 2D:4D ratio,
used as a proxy indicator for prenatal androgenization and linked to
sexual orientation in humans, is associated with paraphilic interest but
not specifically pedophilia (98).
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Notably, these studies were primarily conducted at the Kurt Freund
Laboratory and involved samples consisting mainly of men convicted of
CSA or CSAM offences. For a critical discussion of the generalizability of
findings to broader populations of men with SIC, see Jahnke et al.
(2022). In this community-based study, men with SIC, both with and
without a history of sexual offending, were compared to healthy controls;
the authors were unable to replicate previous findings that linked height,
intelligence, and non-right-handedness to sexual interest in children.
Instead, they observed correlations between tested markers of aberrant
neurodevelopment and self-reported criminal behavior (99).

1.5.4 Structural brain aberrations

A limited number of studies have examined structural brain differences
in men convicted of CSA. Two German studies, conducted by Schiltz et
al. (2007) and Schiffer et al. (2007), compared magnetic resonance
imaging (MRI) data from pedophilic CSA offenders and HCs using voxel-
based morphometry (VBM) (100, 101). Both studies reported gray
matter reductions within their respective regions of interest: Schiltz et al.
(n = 15 PeD, n = 15 controls) identified reductions in areas implicated in
the regulation of sexual behavior, while Schiffer et al. (n = 18 PeD, n = 24
controls) found decreases in regions associated with the neurobiological
mechanisms underlying obsessive—compulsive spectrum disorders (100,
101). In a follow-up study, Poeppl et al. (2013) (n = 9 pedophilic
offenders, n = 11 non-sexual offenders) found reduced right amygdala
volume in a group of pedophilic sexual offenders compared to non-
sexual offenders, replicating the findings of Schiltz et al. (2007) (102).
Mohnke et al. (2014) reported consistent amygdala volume reductions
across Schiltz et al. (2007), Poeppl et al. (2013), and, based on
unpublished post hoc analyses, Schiffer et al. (2007) (103).

Cantor et al. (2008) compared MRI data from men with PeD convicted
of CSA or CSAM offences and released on parole (n = 65) to a control
group of men convicted of non-sexual offences (n = 62). The groups were
matched to control for general criminological factors and the effects of
incarceration. Contrary to the German studies, no significant gray matter
differences were found; however, widespread reductions in white matter
volume were observed in the PeD group (104). Cantor and Blanchard
(2012) reanalyzed the dataset, subdividing participants by age
preference into pedophilic (n = 19), hebephilic (n = 49), and adult-
attracted controls (n = 47). They found no differences between the two
SIC groups, but both showed significant temporal white matter
reductions compared to adult-attracted controls, replicating the original
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findings. However, parietal lobe differences were not confirmed. The
authors hypothesize that SIC arises from disrupted connectivity within a
broader cortical network responsible for processing sexually relevant
cues (104).

Two key methodological issues in the pioneer studies that may have led
to inaccurate conclusions are small sample sizes and the failure to
distinguish sexual interest from offending behavior (103, 105). Schiffer,
et al (2017) and Lett, et al (2018) addressed this by comparing the
following 3 groups: (1) men with PeD with a history of committing
contact child sexual offences (P+CSO); (2) men with PeD without a
history of CSO (P-CSO); and (3) non-offending men sexually attracted
to adults (HCs). The results showed no significant differences between
the P—CSO and HC groups in gray matter volume (93, 106). However,
the P+CSO group exhibited significant gray matter volume reduction in
the temporal pole (101, 106) and reduced white matter fractal anisotropy
(93), suggesting that previously reported brain abnormalities may be
linked to offending behavior rather than pedophilic interest alone.

1.5.5. Etiology

The etiology of SIC remains a subject of ongoing debate. Findings related
to intelligence, anthropometric markers, handedness, and structural
brain differences have been proposed as evidence supporting a
neurodevelopmental theory of pedophilia. However, a key criticism is
that such findings appear to be more closely associated with offender
status than with sexual interest per se (105, 107, 108). This distinction
limits the current clinical applicability of these biomarkers, which are
not yet considered reliable indicators of SIC (109). Support for a
hereditary component remains limited. A twin study estimated that
about 15% of the variance could be attributed to genetic factors, while a
genetic association study found weak, non-significant links to variants
involved in hormonal regulation (110, 111). Environmental theories, such
as the “abused—abuser” hypothesis, posit a direct causal link between
childhood sexual abuse and the later development of pedophilic fantasies
or behaviors. Although childhood sexual victimization has been
associated with elevated risk of sexually offending against children, its
role in the development of pedophilic interest itself has been questioned
and remains inconclusive (112, 113).
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1.6 Outreach, preventive intervention, and
treatment

1.6.1 Help-seeking behavior

Findings on barriers to help-seeking among individuals with SIC vary
depending on sample characteristics as well as the legal and cultural
context in which the research is conducted. Studies based on online
community samples often report strong interest in support services, with
common barriers to access including concerns about confidentiality, fear
of social rejection, and potential legal repercussions (114-116).
Retrospective studies of individuals convicted of sexual offences indicate
that few had actively sought help prior to offending. Commonly reported
barriers include insufficient insight into problematic behavior, fear of the
consequences of disclosure, and a perception that appropriate support
services were either unavailable or inaccessible (117-119). Similarly,
studies examining therapists’ willingness to accept individuals with SIC
as clients yield mixed results, depending on the forensic status of the
help-seeker and the broader context. Therapists appear more reluctant
to treat individuals with a known history of offending compared to those
without such a background (115, 120). Research highlights the need to
improve access to support services for individuals with SIC, including
ensuring that interventions are confidential, nonjudgmental, and easily
accessible.

1.6.2 Overview of preventive interventions

To facilitate access to healthcare for individuals with SIC, a range of low-
threshold initiatives have been introduced in recent decades — a trend
that has notably accelerated over the past ten years (121, 122).

Founded in 1992 in the United States, Stop It Now! provides free,
confidential helplines and self-help resources for individuals concerned
about their sexual thoughts, feelings, or behaviors toward children. It
operates in the US, UK, Ireland, the Netherlands, and Australia,
supporting CSA victims as well as at-risk individuals and their loved
ones. Descriptive data show that nearly half of contacts made in the UK
and Netherlands were from individuals concerned about their own
behavior, compared to only 12% in the US; this discrepancy is possibly
linked to stricter US confidentiality laws that may hinder access for at-
risk individuals (123, 124).

Established in 2005, The German Preventive Project Dunkelfeld is one
of the first projects providing specialized psychological and
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pharmacological treatment to help-seeking individuals with SIC in an
outpatient clinical setting (125). The project was subsequently developed
under the name Kein Tater Werden (KTW), with clinics established
across Germany and, more recently, in Switzerland (68). The target
group includes self-identified pedophilic or hebephilic individuals who
(1) have not committed CSA or CSAM offences but consider themselves
to be at risk of offending; (2) have committed CSA or used CSAM but
remained unknown to public authorities; or (3) have previously been
convicted of CSA or CSAM and are worried about relapse, thus excluding
individuals who are subject to current legal proceedings (67, 68, 126).
The treatment program is based on cognitive-behavioral principles with
the addition of concepts from the Risk-Need-Responsivity model, the
Relapse Prevention model, the Good Lives model, and pharmacological
approaches, and is available in adapted versions for adults and
adolescents (91, 127).

KTW introduced the web-based program Troubled Desire in 2017. The
program is available in several languages and targets individuals with
SIC. Schuler et al. (2021) published descriptive data from 4,161 users
who completed the Troubled Desire assessment within 30 months of its
inception. Most users were men (91%), under 40 years old (80%), and
reported a sexual interest in children (79%). Among this subgroup (n =
3,281), 73% reported lifetime CSAM use and 42% acknowledged a
contact sexual offence, yet only 16% had been charged or convicted for
CSAM crimes and 9% for contact offences against children. The authors
conclude that Troubled Desire appears effective in establishing contact
with individuals with sexual interest in children, though its impact on
the prevention of offences has yet to be established (37).

The PrevenTell helpline was launched in 2012 by ANOVA at Karolinska
University Hospital in Sweden. It was established to provide support for
individuals struggling with problematic sexual thoughts and behaviors as
well as to motivate them to undergo treatment. Study I of this thesis
presents data on the characteristics of individuals who contacted the
service during the first eight years of operation.

Since 2019, the Czech Republic has offered a low-threshold, anonymous
treatment program for individuals with paraphilic disorders and
compulsive sexual behavior disorder (CSBD), characterized by a
persistent inability to control repetitive sexual impulses or behaviors.
Published data from the program’s first year include 24 participants, 8 of
whom reported a sexual interest in children (19, 128). In line with these
developments, the French telephone helpline Stop, launched in 2021,
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has shown promising results in engaging individuals with SIC and
referring them to appropriate care services (129).

Prevent It, an anonymous, therapist-supported, iCBT program
developed at Karolinska Institutet in Stockholm, was evaluated in a
single-blind, RCT conducted between 2019 and 2021. Adult participants
were primarily recruited from darknet forums. The results from this
study are presented in detail below (130).

The Help Wanted Prevention Project is an online course introduced in
2020 to specifically target adolescents and young adults with a sexual
interest in children. It was developed at the Moore Center for the
Prevention of Child Sexual Abuse at Johns Hopkins Bloomberg School of
Public Health. Although no formal evaluation data have been published
to date, telephone interviews with individuals from the target group
revealed significant mental health challenges, such as depression and
suicidal ideation, linked to their awareness of their SIC (131).

1.6.3 Psychological treatment for help-seeking individuals

The number of preventive programs that have undergone scientific
evaluation of treatment efficacy remains limited. This is likely due to a
combination of practical and ethical challenges in conducting such
research, as well as the relatively recent development of many of these
initiatives.

KTW in Germany is one of the few in-person preventive treatment
programs available to individuals with SIC. An early evaluation
employed a non-randomized waitlist control design, comparing treated
participants (n = 56) with a control group (n = 22) using pre- and post-
treatment self-report measures. The findings suggested improvements in
several dynamic risk factors, including sexual self-regulation, offence-
supportive attitudes, and emotional functioning (66). A subsequent
evaluation was conducted at another KTW site using an exploratory
design, comparing treatment participants (n = 35), treatment refusers (n
= 51), and dropouts (n = 14). While baseline characteristics were largely
similar across groups, treatment completers showed reductions in key
dynamic risk factors (132). These findings must nevertheless be
interpreted with caution. Due to ethical and practical constraints, neither
evaluation study employed randomization, and only one included a
control group. The robustness of the initial study has been questioned,
particularly due to the exclusion of dropouts and the absence of a
significant group-by-time interaction effect. A reanalysis by Mokros and
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Banse (2019) concluded that the original statistical approach did not
support firm conclusions about treatment efficacy (133). Furthermore,
both studies were likely underpowered, limiting their ability to detect
meaningful effects and raising concerns about generalizability.

To date, Prevent It is the only randomized controlled CBT trial targeting
individuals with SIC conducted outside a correctional setting. The study
found a significantly greater reduction in self-reported CSAM viewing
time in the intervention group (n = 80) compared to the placebo group
(n = 80) (d = 0.18). While attrition was relatively high, particularly in the
early sessions, the findings provide promising initial evidence for the
feasibility, safety, and potential efficacy of an anonymous, internet-based
intervention program for motivated users (130).

1.6.4 Psychological treatment for convicted sex-offenders

The broader field of psychological treatment for sexual offenders has
been the subject of extensive meta-analytic research. Schmucker and
Losel (2017), noted for their methodological rigor, reported a small but
statistically significant treatment effect with an odds ratio (OR) of 1.41,
corresponding to a 26.4% reduction in sexual recidivism (10.1% in
treatment vs. 13.7% in control groups) (134). Holper et al. (2024)
provided a recent update, strengthening these findings by reporting a
slightly larger effect (OR = 1.54), which corresponded with a 31.8%
reduction in recidivism (9.3% vs. 13.6%) (135). Gannon et al. (2019)
performed the largest meta-analysis to date, synthesizing 70 studies and
over 40,000 participants; an even higher effect size was found, with a
32.6% reduction in sexual recidivism in treated individuals (136).

The effectiveness of treatment for individuals who have sexually
offended against children has been specifically addressed in one meta-
analysis and three systematic reviews (14, 137-139). The most recent,
Sousa et al. (2022), reviewed both quantitative and qualitative studies
published over the previous two decades. They concluded that no robust
evidence has emerged to support the effectiveness of psychological
treatment for this subgroup. Sousa’s findings reinforce the conclusions
of earlier, more narrowly scoped reviews. For instance, Langstrom et al.
(2013) reviewed both psychological and pharmacological interventions,
including three RCTs and five prospective observational studies. The
authors found no convincing evidence that treatment reduced recidivism
among adult men convicted of sexual offences against children (14). Both
Walton & Chou (2015) and Grennergd et al. (2015) focused specifically
on psychological treatment. Grennergd and colleagues conducted the
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only meta-analysis and found a very small overall treatment effect (d =
0.16) (137, 139). One key reason for these weak findings is that sexual
recidivism rates among child sexual offenders are generally low, which
limits statistical power (770, 140). Combined with ethical and practical
challenges in conducting randomized trials, this contributes to a
persistent lack of high-quality evidence.

While several meta-analyses support the overall effectiveness of
treatment, they differ somewhat in their findings regarding moderators
of treatment success. Gannon et al. highlighted program-level factors
such as adherence to the Risk—Need—Responsivity (RNR) model and
treatment staff qualifications as significant predictors of treatment
effectiveness (135, 136). The RNR model holds that higher-risk
individuals should receive more intensive treatment (risk), interventions
should target dynamic risk factors (need), and delivery should be
tailored to individual characteristics such as learning style and
impulsivity (responsivity) (137). Holper et al. emphasized participant
risk level, program specialization, and author confounding as key
moderators, with stronger effects observed for medium- and high-risk
offenders and specialized programs.

However, these findings from correctional settings are unlikely to
generalize directly to clinical non-correctional populations of individuals
voluntarily seeking help for SIC, as motivation for treatment, risk
profiles, and therapeutic contexts differ. Additionally, the absence of
validated risk assessment tools for non-offending individuals and the
fact that forensic models such as the RNR framework have not been
evaluated in voluntary treatment settings limit their applicability. In the
absence of specific treatment guidelines, some evidence suggests that
broader clinical frameworks may offer a more appropriate foundation for
interventions in this population (141, 142).

1.6.5 Pharmacological treatment

According to the World Federation of Societies of Biological Psychiatry
(WFSBP) guidelines, testosterone-lowering agents, primarily
gonadotrophin releasing hormone agonists (GnRH agonists), are
considered the most effective pharmacological option for severe
paraphilic disorders, particularly when other treatments fail. Their
efficacy in reducing testosterone levels and sexual drive is well
established. Due to potential side effects, their use is recommended
mainly for cases with moderate- to high-risk and under specialized
medical supervision (80). However, the WFSBP guidelines also
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emphasize the lack of controlled studies in this field and the challenges
of conducting such trials. Addressing this gap, one of the most
methodologically rigorous pharmacological trials to date targeting men
with SIC is the double-blind, placebo-controlled study by Landgren et al.
(2020), conducted within the framework of PRIOTAB at ANOVA,
Karolinska University Hospital. The trial evaluated the efficacy of
degarelix, a GnRH antagonist, in reducing dynamic risk factors for
committing CSA. Fifty-two help-seeking men diagnosed with PeD were
randomized to receive either degarelix (n = 26) or placebo (n = 26).
Results showed a statistically significant reduction in the composite risk
score for CSA two weeks after treatment initiation. Side effects were
common in the degarelix group, including injection site reactions (88%)
and elevated liver enzymes (44%). Two participants were hospitalized
due to increased suicidal ideation, underscoring the need for close
clinical monitoring. Still, 77% reported perceived positive changes in
sexual attitudes or behavior (143). Despite limitations such as brief
follow-up, this study represents a milestone in preventive
pharmacological research (144).

However, one criticism of the study is that most participants were not
classified as high-risk for sexual offending, and in routine clinical
practice, less invasive treatment options would likely be preferred for
such individuals (145). According to current clinical guidelines,
psychological interventions remain first-line, but if these are insufficient,
selective serotonin reuptake inhibitors (SSRIs) such as fluoxetine (40—
60 mg/day) or sertraline (up to 200 mg/day) may be added (90). SSRIs
are widely used in the treatment of psychiatric disorders, including
depression, obsessive-compulsive disorder, and anxiety. In the context of
CSBD and paraphilic disorders, their use is primarily based on their
potential to reduce libido and alleviate associated symptoms such as
anxiety, compulsivity, and impaired impulse control (90, 146).

Evidence regarding SSRIs in sexual offenders comes from case series
and retrospective studies. A systematic review by Adi et al. analyzed nine
case series (total n = 225) evaluating SSRIs in sexual offenders, reporting
reductions in self-reported sexual behaviors (147). Studies by Kafka and
colleagues also demonstrated reductions in sexual behaviors in men with
paraphilic disorders or CSBD, although individuals with SIC were
generally not included (148-150). More specific evidence pertaining to
individuals who have been convicted of child sexual offences includes
retrospective studies and case reports indicating a reduced frequency
and severity of paraphilic fantasies and sexual preoccupation associated
with fluoxetine, sertraline, or fluvoxamine treatment (151-156). For
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example, Greenberg et al. reported reduced sexual fantasies in 43 men
treated with SSRIs, while Coleman et al. found improvements in anxiety,
obsessive-compulsive symptoms, depression, and deviant sexual
fantasies in 13 men receiving fluoxetine combined with psychotherapy
(153, 157). Winder et al. observed significant reductions in sexual
compulsivity and preoccupation in 36 men convicted of sexual offences
against children treated with fluoxetine (154).

To date, no RCTs have specifically evaluated SSRIs in individuals with
SIC. While uncontrolled studies and case reports suggest SSRIs may help
reduce sexual preoccupation and comorbid psychiatric symptoms in
individuals with a history of sexual offending, the evidence remains
limited and methodologically weak.

1.7 Impact on the mental health of family
members

Qualitative research on family members of individuals convicted of
sexual offences indicates that they experience significant adverse social,
psychological, and economic consequences solely due to their association
with the offender (158-160). These negative outcomes have been linked
to factors such as public sex offender registries in the United States,
media exposure of offenders’ identities, and widespread negative public
perceptions of sexual offenders. These perceptions are often extended to,
and internalized by, innocent non-offending family members,
contributing to isolation and emotional and social distress (161-164).
Until recently, the experiences of family members of men convicted of
CSAM offences have received minimal research attention. However,
since the early 2020s, studies from Ireland (Kavanagh et al., 2023,
2024), Australia (Jones et al., 2022; Salter et al., 2022), the United
Kingdom (Armitage et al., 2023; Duncan et al., 2022), and the United
States (Evans et al., 2023) have begun addressing the experiences of this
population. Although these studies do not specifically examine the
healthcare needs of affected family members, they provide important
insights that are relevant to healthcare providers. Findings indicate that
discovering that a close relative is under investigation for CSAM offences
is a distressing event (160, 165-170). Studies report suicidal thoughts and
suicide attempts among partners, as well as the need to initiate or adjust
antidepressant medication following the disclosure (165, 168). A
consistent theme across the abovementioned studies is the lack of
available mental health support. There is a need for crisis support in the
period following a police raid, as well as longer-term access to
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psychotherapy or counseling to address feelings of shame, guilt, grief,
and their detrimental impact on self-worth and self-esteem. The current
situation and healthcare needs of family members of CSAM offenders in
Nordic countries remains unexamined. Cultural and legal contexts in the
Nordic region differ from those in countries where most previous
research has been conducted, which may influence psychosocial
outcomes for partners of CSAM offenders. In contrast to settings with,
for example, public sex offender registries or extensive media exposure
of offenders, Sweden has no public registry, and media are generally
restrictive in publishing identifiable information (160, 162). These
contextual factors underscore the relevance of studying partners’
experiences in a Nordic setting.

1.8 Knowledge gap

Although SIC is recognized as a significant risk factor for CSA and CSAM
offending, substantial gaps remain in the current literature. Despite
increased focus on the importance of reaching individuals at risk and
providing appropriate healthcare, most empirical research on men with
SIC has been conducted in correctional contexts, where findings may not
be generalizable to help-seeking individuals in the community. While
knowledge of this population has grown in recent years, there is still
limited understanding of help-seeking behavior, clinical characteristics,
and psychiatric comorbidities in men with SIC in non-correctional
settings. Findings related to neurodevelopmental factors remain
inconsistent, and comprehensive assessments that integrate psychiatric,
cognitive, and neuroimaging data are rare. Furthermore, although
preventive interventions for individuals with SIC are being developed,
evidence from rigorous evaluations remains limited. Pharmacological
and psychological treatments, while recommended, have only rarely
been assessed through RCTs in this population, with a few notable
exceptions (119, 130, 143). Finally, the healthcare needs of family
members of men suspected of CSAM offences remain poorly understood,
despite evidence of significant psychosocial strain and barriers to
accessing appropriate support. Addressing these gaps is essential to
improve preventive strategies, develop treatment options, and
strengthen healthcare support for both individuals with SIC and their
close relatives.

22



2. Aims

2.1 Overall aim

The overall aim of this PhD project is to enhance clinical knowledge of
sexual interest in children (SIC) among men seeking outpatient care by
comprehensively assessing their clinical profiles, investigating potential
neurodevelopmental factors, outlining a methodology for evaluating
treatment options, and advancing the understanding of healthcare needs
among their close relatives.

2.2 Specific aims of the individual studies

Study I: To describe clinical characteristics, including risk factors for
sexual violence, in men and women contacting the national Swedish
telephone helpline PrevenTell during the period from the launch in
March 2012 to October 2019, with a special focus on individuals
reporting a sexual interest in children.

Study II: To assess differences in brain structure, psychiatric morbidity,
and general cognitive ability in men with pedophilic disorder (PeD)
compared to healthy controls, and to investigate associations between
pedophilia-related brain abnormalities, IQ, and 2D:4D ratios as a
marker of prenatal androgen exposure.

Study III: To design and conduct an initial evaluation of a randomized
controlled add-on trial, evaluating the effectiveness of treatment with
fluoxetine and internet-delivered cognitive behavioral therapy (iCBT) in
reducing problematic sexual behaviors in men with SIC.

Study IV: To explore the impact on female partners of the discovery that
their significant other is suspected of child sexual abuse material
(CSAM) offences.

2.3 Specific research questions in Studies I-IV

1. What is the frequency and co-occurrence of sexuality-related risk
factors for sexual violence in men and women contacting PrevenTell?
(Study I).
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a)

c)
d)

e)

Are there differences between help-seeking men and women
contacting PrevenTell regarding sexual, socioeconomic, and mental
health variables? (Study I).

What is the age and gender preference in the subgroup of individuals
sexually attracted to children? (Study I).

Is it possible to identify biomarkers and clinical factors associated
with PeD using magnetic resonance imaging (MRI), psychiatric
assessment, and cognitive testing? (Study II).

Are brain measures related to markers for aberrant
neurodevelopment including IQ and the 2D:4D ratio? (Study II).
Can the recruitment process for the clinical trial be completed within
the projected timeframe? (Study III)

Research questions addressing the specific aim of the clinical trial
(Study III).

Is add-on therapy with fluoxetine or iCBT more effective than a
standalone psychoeducational program in achieving:

reduced problematic sexual behaviors in men with SIC?
reduced symptoms of psychiatric comorbidity?

reduced perceived loneliness?

reduced cognitive distortions and emotional congruence with
children?

improved quality of life?

What are the healthcare needs of the female partners of men under
investigation for CSAM offences? (Study IV).

What advice can be given to healthcare providers regarding the
support and treatment of partners of CSAM offenders? (Study IV).

1 All secondary objectives of Study III are presented in Table 1, Paper III.
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3. Methods

The four studies included in this thesis applied different study designs,
populations, data, and analytic methods as summarized in Table 1.

Table 1.

QOverview of aims and methods in Studies I-1V.

Study Aim Design Population Data Main analytic

methods

I To describe Descriptive Help-seeking  Structured Descriptive
clinical and risk  study. adults (n = interviews on statistics; t/Mann—
characteristics 1,573) with demographics, Whitney U and x2
of PrevenTell problematic sexual tests for group
callers. sexual behaviors, and comparisons (men

behaviors. mental health. vs. women); effect
size: Cohen’s d.

I To assess brain ~ Case-control =~ Men with MRI, psychiatric ~ Descriptive
structure and study. DSM-5 PeD assessments, statistics; t/Mann—
psychiatric (n=55) anthropometric ~ Whitney U and x2
morbidity in compared to measures, and tests for group
men with PeD HCs (n=57). cognitive tests. comparisons (PeD
and explore vs. HC); effect size:
associations Cohen’s d.
with IQ and
2D:4D. Vertex-wise cortical

analyses (age-
adjusted);
ANCOVA for
volumes; sensitivity
and PLS analyses.

III To evaluate Open Men with SIC ~ Primary Linear mixed-
fluoxetine and randomized (n=111). outcome: SIC: effects models
iCBT as add-on controlled CAS. (intention-to-treat,
treatments for add-on random
problematic study. Secondary intercepts/slopes);
sexual outcomes: Self- covariates added
behaviors in reports of for imbalance;
men with SIC. dynamic risk blinded analysis.

factors for
sexual
offending.

v To explore the Qualitative Female Transcribed Reflexive thematic
impact on interview partners (n=  semi -structured  analysis.
female partners  study. 8) of interviews.
of the discovery suspected
that their CSAM
significant offenders.
other is
suspected of
CSAM offences.

Abbreviations: PeD = pedophilic disorder; 2D:4D = The 2nd to 4th digit ratio; HC = Healthy control;
PLS = partial least squares regression; iCBT = internet-delivered cognitive behavioral therapy; SIC =
sexual interest in children; SIC: CAS = The Sexual Interest in Children: Current Assessment Scale;
CSAM = child sexual abuse material.
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3.1 Study setting and recruitment

The studies included in this thesis were conducted at ANOVA, a
multidisciplinary clinical and research center in the field of sexual
medicine, andrology, and transgender medicine and home to the
PrevenTell helpline at Karolinska University Hospital in Stockholm,
Sweden. The primary focus of the sexual medicine unit is the assessment
and treatment of individuals at risk of committing sexual offences,
although support is also frequently extended to their close relatives. Men
with SIC will be recruited through PrevenTell (Study I-III). Participants
in Study IV were recruited via their partners, who participated in Study
III.

3.2 Clinical evaluation and measures

3.2.1 Diagnostic assessment (Studies I-III)

In Study I, a semi-structured telephone screening interview was
conducted by medically trained personnel (e.g., licensed psychologist or
nurse), with expertise in sexual medicine and experience in treating the
target group. The interview included questions on sexual history and
current problematic sexual behavior.

In Study II, PeD was assessed on site by a board-certified psychiatrist
using a structured interview based on the DSM-5 criteria.

In Study III, SIC is independently evaluated by a board-certified
psychiatrist and a licensed psychologist. The psychiatrist conducts a
structured interview based on DSM-5 criteria for PeD and hebephilia,
and uses the Mini International Neuropsychiatric Interview (M.L.N.L.,
version 7.0.1) to facilitate a differential diagnosis between SIC and other
psychiatric disorders. The M.I.N.I. is a structured diagnostic interview
assessing both current and lifetime episodes of common psychiatric
disorders, including antisocial personality disorder (107). The Columbia
Suicide Severity Rating Scale (C-SSRS) is used to support the clinical
assessment of suicidal ideation and behavior (171). The psychologist
conducts a semi-structured interview focusing on behaviors associated
SIC, such as sexual fantasies involving children and the use of CSAM.
Sexual age preference is assessed using Tanner-scales (23, 24).

3.2.2 Anthropometric measures and intelligence (Study IT)

Participants’ height, weight, and 2D:4D was measured by a research
nurse. Digit lengths were measured from the basal crease to the fingertip
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using a vernier caliper. Handedness was assessed using a Swedish
version of the Edinburgh Handedness Inventory (EHI) (172). Wechsler
Adult Intelligence Scale, Fourth Edition (WAIS-IV) was used to assess
intellectual function. The WAIS-IV includes 10 core subtests that yield
composite scores across four cognitive domains: Verbal Comprehension
Index (VCI), Perceptual Reasoning Index (PRI), Working Memory Index
(WMI), and Processing Speed Index (PSI). The full-scale intelligence
quotient (FSIQ), representing overall intellectual ability, is derived from
these four indices (173).

3.2.3 Structural MRI image acquisition (Study II)

The MRI was performed at Karolinska University Hospital in Huddinge,
Sweden, using a 3T medical scanner (Siemens Prisma). Structural T1-
weighted images were acquired to obtain measures of cortical volume,
thickness, and surface area for each participant. Image processing was
conducted using the semi-automated cortical surface reconstruction and
parcellation methods implemented in FreeSurfer version 6.0 (174, 175).
FreeSurfer also provided segmentation of subcortical structures, cortical
parcellations based on the Desikan—Killiany atlas, and white matter
(WM) volumes underlying these cortical regions. These neuroimaging
metrics were extracted for secondary analyses, including multivariate
classification analyses (described below). A board-certified
neuroradiologist examined MRI images to rule out signs of
neuropathology.

3.2.4 Self-report measures (Studies I1-I1I)

Self-report scales were used in Study II and are currently being used in
Study III for both screening purposes and as primary and secondary
outcome measures. An overview of the measures and their respective
roles in Studies IT and III is presented in Table 2. A description of all
self-report measures regarding sexuality, psychiatric symptoms, quality
of life, treatment satisfaction, and side effects can be found in Study III,
Supplementary Table 1.
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Table 2.
Self-report measures used in Studies II and III and their function in each study

Sexuality- Study II Study III Measures of Study II Study III
related psychiatric symptoms
measures
BMS SO ASEBA-ASR SE
C-ECWC SO ASRS SO SE
HBI SO SO AUDIT SO SE
LASSIE SE BIS SE
SChiMRA SO CTQ-SF SE
SCS SO DERS-16 SO
SSIC SE DUDIT SO SE
SIC: CAS PO HADS SO
MADRS-S SO
PID-5 SE
RAADS-14 SO SE
Measures of Measures of treatment
life satisfaction satisfaction and side
effects
BBQ SO CSQ-8 SO
PSS SO NEQ SO
R-UCLA SO UKU SM

Abbreviations: Primary outcome (PO); Screening/eligibility (SE); Secondary Outcome (SO); Safety
Measure (SM).

3.2.5 The Sexual Interest in Children: Current Assessment
Scale (SIC: CAS)

There was previously no gold-standard questionnaire or assessment
method for measuring changes in problematic sexual behaviors in men
with SIC. To address this gap, the SIC: CAS was developed by the
ANOVA research team in collaboration with Umea University. This self-
report scale is a modified version of the Hypersexual Disorder: Current
Assessment Scale (HD:CAS) (176). The HD: CAS has previously been
used in research at ANOVA to evaluate both pharmacological and non-
pharmacological interventions in men diagnosed with CSBD, with or
without paraphilic interests (177-179). The SIC: CAS was designed to
assess changes in sexual behavior, as well as perceived distress,
functional impairment, and loss of control related to SIC over the
preceding two weeks. The scale consists of two parts. Part 1 covers
specific behaviors associated with SIC (e.g., masturbation and viewing
animated material depicting children). Part 2 asks participants to rate
their level of preoccupation with the behaviors listed in Part 1, as well as
the degree to which these behaviors affect daily functioning and cause
distress. Items in Part 2 (items 1—8) are rated on a Likert scale ranging
from 0 to 4, yielding a total score between 0 and 32. The full set of items
is presented in Figure 3, Paper I11.
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3.3 Statistics

3.3.1 Demographics and clinical variables in Studies I and II

Group differences in demographic, anthropometric, and clinical
variables in Study I and Study II were assessed with IBM SPSS Statistics
version 25. A two-tailed p-value of < 0.05 was considered statistically
significant. Independent sample t-tests were used for normally
distributed data (assessed by skewness), while the Mann-Whitney U-test
was applied for non-normally distributed data. Dichotomous variables
were compared using the chi-square (x2) test. Cohen’s d was used as a
standardized measure of effect size across group comparisons, regardless
of the statistical test applied. For parametric data, Cohen’s d was
calculated as the standardized mean difference. For non-parametric
data, it was estimated using biserial rank correlations. For categorical
data, Cohen’s d was calculated from frequency tables using the Practical
Meta-Analysis Effect Size Calculator (180) developed by the Campbell
Collaboration and based on the methodology of Lipsey and Wilson
(2001) (181). In Study I, Cramér’s V was used to report effect sizes for
contingency tables larger than 2x2.

3.3.2 Brain imaging measures

Group differences in cortical brain structure between individuals with
PeD and HCs were examined at the vertex level. In the main analysis, the
effect of group (PeD vs. HC) was tested on cortical thickness and white
matter (WM) surface area as primary outcomes (age included as a
covariate). Cortical volume comparisons were included as a
supplementary analysis. Subcortical volumes and regional WM
segmentations were compared using ANCOVAs in SPSS (v25). To test
the sensitivity of the results to potential confounders, sensitivity analyses
were conducted by extracting mean values from significant clusters and
re-testing group differences while adding potential confounders (e.g.,
comorbidities, medication) as covariates or excluding individuals where
relevant. Associations between brain morphology and 2D:4D ratios were
examined at the vertex level, along with subcortical and white matter
volumes. Finally, multivariate partial least squares (PLS) classification
was used to differentiate PeD from HCs based on global morphometric
patterns, yielding a “PeD abnormality expression score” for each
participant (182). This score was then correlated with 2D:4D, FSIQ, and
other clinical variables identified in sensitivity analyses.
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3.3.3 Statistical analysis plan Study III
3.3.3.1 Sample size calculations

The RCT includes three arms: a control group receiving an internet-
delivered psychoeducational program (iPP) and two active treatment
groups receiving either iPP combined with fluoxetine or iPP combined
with iCBT. When analyzing the results, each of the two active treatment
groups will be compared with the control group using two separate
comparisons (iPP vs. iPP+fluoxetine, and iPP vs. iPP+iCBT). Variance
component estimates necessary for the power analysis were obtained
from data using HD: CAS in a previous CBT study involving men with
hypersexual disorder (177). The primary outcome measure SIC: CAS was
assumed to be psychometrically equivalent to HD: CAS. Based on these
parameters, a total sample size of 110 participants was estimated to
provide 80% power to detect a 0.29-point difference in the biweekly
change of SIC: CAS between groups, using a linear mixed-effects model
with random intercepts and slopes, at a two-sided significance level of

0.05 (183).
3.3.3.2 Analysis of final data

Data will be analyzed according to the intention-to-treat principle using
mixed-effects models, as outlined in the sample size section. If
significant group imbalances are detected, relevant covariates will be
included in the models. Subgroup effects will be explored via interaction
terms. Mixed models account for participant attrition under the
assumption of data missing at random, which will be assessed by
examining reasons for dropout. The statistician will remain blinded to
group allocation throughout the analysis.

3.4 Procedures
3.4.1 Study I

This non-interventional study presents descriptive data from structured
telephone interviews with men and women who contacted the
PrevenTell helpline due to self-identified problematic sexual behaviors.
The aim was to describe clinical characteristics of the callers, including
risk factors for sexual violence, with a special focus on individuals
reporting a sexual interest in children. The study was approved by the
Regional Ethical Review Board in Stockholm (2015/1391-31/5).
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3.4.1.1 Inclusion and exclusion criteria

Inclusion criteria were: (1) first-time caller to the helpline; (2) age 16
years or older; (3) reported problematic sexual behavior(s); and (4)
provided informed consent after the study procedure was explained.

Individuals were excluded if they (1) were notably under the influence of
alcohol or drugs at the time of the call; (2) provided irrelevant or
inconsistent responses; or (3) contacted the helpline for issues unrelated
to problematic sexual behavior, such as relationship problems or sexual
dysfunction. The latter were categorized as “non-target” and excluded
from analysis.

3.4.1.2 Procedure

Data were collected between March 2012 and October 2019 through a
structured telephone screening interview lasting approximately 45
minutes. The interview guide included questions on sociodemographic
background, sexual history, mental health (including suicide risk
assessment), and potential sexuality-related risk factors for committing
sexual violence. The interview concluded with an intervention that
included (1) offering an appointment at ANOVA; (2) facilitating contact
with other appropriate healthcare services; or (3) encouraging
ambivalent callers to reconnect in the future, thereby increasing the
likelihood of treatment engagement. Four DSM-5 paraphilic interests
were assessed in the interview: pedophilia, voyeurism, frotteurism, and
exhibitionism. Additionally, sexual preference for coercion, defined as a
persistent sexual interest in forcing a non-consenting person into sexual
activity, was also included (184, 185). A sexual interest in children was
explored regarding age and gender preference, and whether the subject
had ever used CSAM and/or committed CSA. Age preferences were
categorized as pedophilia (< 11 years old), hebephilia (11-14 years old),
or ephebophilia (15—17 years old) (8).

3.4.2 Study II

This case-control study was conducted within the clinical trial and
research project PRIOTAB (143). The aim was to compare brain
structure, psychiatric morbidity, and psychological functioning between
men with DSM-5 diagnosed PeD and matched HCs, and to explore
associations between pedophilia-related brain abnormalities, cognitive
functioning, and 2D:4D ratios as a proxy indicator for prenatal androgen
exposure. Fifty-five adult men with PeD and 57 age- and sex-matched
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HCs completed baseline clinical assessments; MRI data were obtained
from 54 participants with PeD and 50 HCs. All provided written
informed consent. The study was approved by the Swedish Central
Ethical Review Board (O 26-2014).

3.4.2.1 Inclusion and exclusion criteria

Inclusion criteria were: (1) provided written informed consent; (2) aged
18 to 66 years; (3) male; (4) referred or self-referred for assessment; and
(5) diagnosed with DSM-5 PeD.

Table 3.
Inclusion and exclusion criteria for clinical cohorts in Studies II and IIT

Study II Study III
Inclusion criteria
Written informed consent. X
18 to 65 years. Xa
Referred or self-referred for assessment X
Male. X
Able to read and communicate in Swedish
Have access to computer and internet.
Diagnosed with PeD or hebephilia Xb
Agree to participate in all study visits including providing blood and urine
samples.
Exclusion criteria
Severe psychiatric ¢ or physical illness d. X
Moderate to high risk for committing child sexual abuse: Contact-driven,
loss of control over such impulses, and access to children.
Recreational drug use in the past month. Xf X
Risk consumption of alcohol in the past month. X
Change of concurrent medication in the past three month. Xs
Treatment in the past month with opioids or benzodiazepines. X
Intermittent treatment is tolerated.
Ongoing psychotherapy. X
Mental condition that could negatively influence either the participant’s X X
health or the scientific aspects of the study.
Any contraindications to the trial drug h. X
Participation in other studies outside ANOVA. X X
Physical or psychological factors contraindicating magnetic resonance X
imaging.

sl

sBoRoRoRol

Notes: 218 to 66 years in Study II; > Only men with pedophilic disorder according to DSM-5; ¢For
example, ongoing psychosis and severe depression; ¢ For example, signs of liver disease or kidney
disease; ¢ Additional exclusion criteria include any known heart disease, epilepsy, or diabetes mellitus; f
Only severe ongoing substance-related disorders; 8 Antidepressants, ADHD medication, mood
stabilizers, antipsychotics, cortisone, testosterone, or dopamine precursors; ! According to the SmPC.

3.4.2.2 Procedure

Men aged 18—66 who contacted the PrevenTell helpline and reported a
sexual interest in prepubescent children were re-contacted by a board-
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certified psychiatrist, who provided detailed study information and
assessed eligibility. Eligible participants were invited to the ANOVA
clinic where they provided written informed consent and underwent
baseline assessments including structured diagnostic interviews, self-
report questionnaires, anthropometric measurements,
neuropsychological testing, blood sampling, and brain MRI. Diagnosis of
PeD was confirmed through a structured DSM-5-based interview
conducted by a board-certified psychiatrist. HCs, screened and
confirmed negative for PeD, were recruited via the Karolinska Trial
Alliance using the same exclusion criteria.

3.4.3 Study III

This ongoing open randomized controlled add-on trial includes three
parallel arms: (1) an internet-delivered psychoeducational program (iPP;
control intervention); (2) iPP combined with fluoxetine (20—40
mg/day); and (3) iPP in combination with internet-delivered cognitive
behavioral therapy (iCBT). The aim of the study is to evaluate whether
add-on therapy with fluoxetine or iCBT is more effective than a
standalone psychoeducational program for the reduction of problematic
sexual behaviors in men with SIC. One hundred and eleven men will be
recruited via PrevenTell. The primary endpoint is assessed at week 14.
Post-trial, all participants are encouraged to continue treatment at
ANOVA, and those in the control arm may access iCBT and/or
pharmacological treatment if clinically indicated. The first participant
was enrolled in March 2022 and recruitment is projected to be
concluded in the first quarter of 2028.

3.4.3.1 Inclusion and exclusion criteria

Inclusion criteria are: (1) provision of written informed consent; (2) aged
18-65 years; (3) male;(4) able to read and communicate in Swedish; (5)
access to a computer and internet; (6) diagnosed with PeD according to
DSM-5 criteria or hebephilia; and (77) agree to participate in all trial visits
including providing blood and urine samples.

3.4.3.2 Screening procedures

Male PrevenTell callers reporting sexual interest in children are invited
to consent to a follow-up call for study information and eligibility
screening. Eligible individuals attend two psychiatrist and two
psychologist visits at the ANOVA clinic. Psychiatrist visits include
informed consent, urine and blood sampling, and DSM-5-based
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diagnostic interviews. Psychologist visits involve completion of self-
report measures and structured interviews. To minimize observation
bias, a psychiatrist and a psychologist independently assess and confirm
diagnosis and eligibility. For detailed screening procedures,
interventions, and assessments, see the SPIRIT schedule (Figure 2,
Paper III).

3.4.3.3 Randomization

Eligible individuals will be randomized consecutively in a 1:1:1 ratio.
Randomization will be performed by the research nurse using opaque
sealed envelopes supplied by the external Karolinska Trial Alliance. The
allocation sequence will be concealed from participants and the research
team.

3.4.3.4 Follow-up procedure

All participants receive follow-up via phone (days 3—5), video call (week
4), and an on-site visit (week 14). Those in the iPP or iPP+fluoxetine
group also have an additional video call follow-up at week 8. An
overview of all study visits is presented in Figure 1. In a separate long-
term follow-up, participants will be assessed at 6 months, 12 months,
and 5 years after study initiation, with the possibility of obtaining
criminal records data for up to 15 years after study start.
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Figure 1, Overview of study visits in Study IIT
3.4.3.5 Data collection

The study utilizes the BASS web platform from eHealth Core Facility,
Karolinska Institutet, for data collection, including screening and
outcome self-report measures. Participants in the iPP+fluoxetine group
report medication adherence and adverse events via the platform.
Suicidal ideation is monitored using item 9 of the MADRS-S. The
platform also provides access to iPP and iCBT, and enables secure
written communication between participants and the psychologist. It is
monitored daily by the research team.

3.4.3.6 Interventions

For an overview of the internet-delivered psychoeducational and CBT
programs, see Table 3 in Paper III. The iPP includes four text-based
modules covering paraphilic disorders, CSBD, common comorbidities
(e.g., depression, anxiety), consequences of child sexual abuse, and
relevant Swedish laws. The program does not include behavioral
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interventions. Participants submit written reflections after each module
for which they receive feedback from a designated psychologist.

The iCBT program consists of 10 modules delivered in a fixed sequence
and incorporates core components of CBT targeting behavioral change,
including value-based goal setting, identification of behavioral surpluses
and deficits, functional analysis, and behavioral experiments. It
addresses key risk factors for sexual recidivism, including sexual
preoccupation, sexualized coping, offence-supportive attitudes, self-
regulation difficulties, and social isolation (12). Participants complete
weekly homework assignments for each module and receive individual
feedback from a designated psychologist before proceeding.

Participants in the iPP in combination with fluoxetine group start with
20 mg fluoxetine/day, with the option to increase to 40 mg/day after
four weeks based on clinical evaluation. Fluoxetine was chosen due to
clinical familiarity and its suitability for dose adjustment. The drug is
provided by the hospital pharmacy at Karolinska University Hospital.
Non-adherence for more than five consecutive days is considered a
dropout case. Compliance is monitored via pill count and plasma
fluoxetine levels (see Figure 2, Paper I1I). Adverse reactions are assessed
using the UKU Side Effect Rating Scale, and serious adverse reactions
are reported in accordance with Swedish regulatory guidelines.
Participants may continue fluoxetine treatment after the trial ends.

3.4.4 Study IV
3.4.4.1 Study design

This qualitative interview study explored the impact on female partners
of the discovery that their significant other is under investigation for
CSAM offences, with a particular focus on their healthcare needs. Data
were analyzed using reflexive thematic analysis (reflexive TA), as
described by Braun and Clarke (186, 187). Reflexive TA is well-suited for
exploratory research where prior knowledge of the research questions is
limited. The approach enables detailed analysis of the study participants’
experiences and needs at the semantic level while acknowledging the
researcher’s active role in developing and interpreting patterns in the
data (186-189) . The choice of this approach was further guided by the
knowledge and experience of the research team, and the practical
methodological guidance provided by Braun and Clarke (190). The study
was guided by the principle of equitable, health-promoting healthcare in
Sweden, which emphasizes accessibility, non-discrimination, prevention,
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and support regardless of an individual’s social or legal status. This
framework informed the development of the interview guide, the
interview approach, and the analytical process.

3.4.4.2 Eligibility

Inclusion criteria include: (1) partner to participant in Study III; (2)
signed informed consent; and (3) able to understand oral and written
Swedish.

3.4.4.3 Participant characteristics

Eight women participated in the study. Their ages ranged from 30 to 63
years (M = 46.25, SD = 10.53). It should be noted that a police
investigation involving the partner was not an inclusion criterion.
However, in all cases where a partner existed and the participant in
Study III provided consent for contact, the circumstances were such that
a police investigation had been initiated.

The time between the police raid and the participants’ enrollment in the
study ranged from 2 to 7 months (M = 3.5, SD = 1.66). None of the male
partners had been sentenced at the time of the interviews. Five of the
participants had minor children living at home. At the time of the raid,
four women were married, three were cohabiting, and one was in a
living-apart-together relationship. At the time of the interview, some
participants had ended their relationship, while others had chosen to
remain, though all expressed uncertainty about the future of the
relationship. For consistency, the term partner is used throughout to
describe the relationship.

3.4.4.4 Procedure

Female participants in Study IV were recruited via the male participants
enrolled in Study III. If a trial participant in Study III consented to their
female partner being contacted, and the partner agreed to be
approached, the principal investigator or study psychologist initiated
contact by telephone to provide further information about the qualitative
study. Women who expressed interest were subsequently invited to
ANOVA, where they received written information about the study
procedures and were asked to provide their informed consent. Data were
collected via semi-structured interviews that followed an interview guide
to explore three main areas: (1) how participants became aware of their
partner’s sexual interest in children; (2) the personal, emotional,
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relational, and social impact of this discovery; and (3) perceived needs
and experiences of professional support. Questions were intentionally
phrased broadly (e.g., impact rather than symptoms, professional rather
than healthcare support) to avoid steering participants toward clinical
framings. All interviews were recorded, and the subsequent transcription
of the interviews was outsourced to a professional transcription service.
The interviews ranged from 53 to 71 minutes in length, with a mean
duration of approximately 64 minutes.

3.4.4.5 Analysis

The present study used Braun and Clarke’s suggestions for a six-phase
analytic process. These phases are as follows: (1) Familiarizing yourself
with your data; (2) Generating initial codes; (3) Searching for themes;
(4) Reviewing themes; (5) Defining and naming themes; and (6)
Producing the report (186, 187). To ensure transcription accuracy, the
first author of the study reviewed all interview recordings against their
transcripts. The entire research team then read the transcripts (all of
them or a subset) to ensure familiarity with the data. In Phase 2, the first
author generated initial codes using NVivo 14 (191); in Phase 3,
preliminary themes and sub-themes were developed through abstraction
and interpretation of the coded data. During Phase 4, the themes and
sub-themes were reviewed by the research team to evaluate their
internal homogeneity and external heterogeneity in relation to the
dataset. This process emphasized reflexivity rather than consensus
among team members. Team members from different professional
backgrounds acted as “critical friends,” offering expert input and
challenging interpretations (192). The discussions resulted in
refinement, merging, or redefinition of themes and sub-themes. The first
author subsequently reread and applied all codes to the entire dataset. In
Phase 5, the first author drafted the results section, proposed names for
each theme, and selected representative data extracts. The research team
collaboratively reviewed and refined the theme structure to ensure
clarity and comprehensiveness. In the final phase, the first author
prepared the manuscript draft, which was reviewed and approved by all
authors.

3.4.4.6 Information power
The concept of saturation in qualitative research implies a point at which
additional data collection no longer yields new or relevant information

from the dataset (193). At the outset of Study IV, the aim was to
interview ten participants. This was based on previous research
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suggesting that studies involving relatively homogeneous samples and
focused research questions often reach saturation with this number
(194). However, as the research team developed a deeper understanding
of reflexive TA, the goal of achieving saturation was reconsidered.
Saturation, as defined above, can be seen to conflict with the principles
of reflexive TA, which emphasize that knowledge production is an
ongoing process shaped by the researchers’ reflexive engagement with
the data (189). Braun and Clarke warn that the concept often is used as a
“shorthand simply to rationalize and validate the sample size” (195).
Instead, the study adopted the concept of information power to guide
sample size decisions. According to this approach, the more relevant and
rich the information provided by participants, the fewer interviews are
needed to adequately address the research question (196). After the first
four interviews were transcribed, the research team reviewed them and
held a seminar to discuss the need for further data collection. The
interviews were found to contain exhaustive and complex accounts of
experiences, indicating that fewer than 10 interviews would be sufficient.
Recruitment was therefore concluded after eight interviews.
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4. Main results

The main results from the four studies are presented below, each
corresponding to the specific research questions of this thesis.

4.1 Study I

4.1.1 Sexuality-related risk factors in men and women
contacting PrevenTell

A total of 1,573 individuals (1,454 men, 119 women) were included after
providing informed consent. Compulsive sexual behavior was reported
by 69% (n = 988), and 56% (n = 827) endorsed at least one paraphilic
interest. Acting on these interests toward non-consenting persons was
most common among those with exhibitionistic interests (60%),
followed by voyeuristic (46%), frotteuristic (42%), and coercive interests
(20%). Co-occurrence with compulsive sexual behavior was high across
all groups: 81% among those with voyeuristic interests, 82% with
frotteuristic, 83% with exhibitionistic, and 77% with coercive interests.
Missing data remained below 10% for all variables.

4.1.2 Differences between men and women

There was no significant difference between men and women in reported
prevalence of compulsive sexual behavior (Cohen’s d = 0.23, p = 0.056).
However, men were more likely to report at least one paraphilic interest
(d = 0.29, p = 0.012). Specifically, pedophilic (d = 0.36, p = 0.024) and
voyeuristic (d = 0.50, p < 0.001) interests were more common among
men. The purchase of sexual services was more prevalent among men (d
= 1.61, p < 0.001). Men and women also differed significantly on the
composite variable “Any problematic sexual behavior” (defined as:
compulsive sexual behavior, any paraphilic interest, purchase of sexual
services, hands-on sexual offence, or use of CSAM) (d = 0.38, p = 0.022).
Men were older (d = 0.33, p < 0.001), more likely to be employed (d =
0.66, p < 0.001), and more often in a current relationship (d = 0.41, p <
0.001). They were also less likely to report a history of mental health
problems (d = —0.87, p < 0.001) or to have been victims of sexual abuse
(d = -1.33, p < 0.001).

4.1.3 Clinical characteristics of of individuals with SIC

A pedophilic interest was reported by 346 individuals (24%), of whom
332 (96%) were men. Most (n = 260; 80%) reported a preference for
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girls, with the most common age preference being 11—14 years (n = 123;
43%). Self-reported use of CSAM was noted in 215 (63%) cases, and 51
(15%) disclosed a history of hands-on child sexual abuse. Mental health
problems were commonly reported (n = 203; 62%), and 107 (33%)
revealed current suicidal ideation or plans.

4.1.4 Concluding intervention

A total of 55% of all participants (n = 739) disclosed their identity and
were referred to ANOVA for further clinical intervention. Among
individuals reporting a pedophilic interest, 57% (n = 172) disclosed their
identity and were likewise referred to ANOVA.

4.2 Study II

4.2.1 Psychiatric characteristics

According to the MINT interview, participants with PeD were
significantly more likely than HCs to meet diagnostic criteria for current
major depressive episodes (Cohen’s d = 1.64; p < 0.001), dysthymia (d =
1.40; p < 0.001), social anxiety disorder (d = 1.74; p < 0.001), obsessive-
compulsive disorder (d = 1.40; p < 0.001), and antisocial personality
disorder (d = 1.32; p = 0.008). Ongoing treatment with antidepressants
was significantly more common among participants with PeD (d = 1.05;
P = 0.002), as was the use of other psychoactive medications, including
mood stabilizers and sedative-hypnotics (d = 0.90; p = 0.009).
Participants with PeD also reported significantly higher levels of
hypersexual symptoms on the HBI scale (d = 2.50; p < 0.001). In
addition, clinically significant symptoms of ADHD (as measured by the
ASRS-v1.1; d = 0.65; p = 0.009) and ASD (RAADS-14; d = 1.57; p <
0.001) were more frequently found in the PeD group. No statistically or
clinically meaningful differences were observed between groups in terms
of self-reported alcohol use disorder (d = —0.21; p = 0.495) or drug use
disorder (d = 0.45; p = 0.426).

4.2.2 Cognitive testing

According to WAIS-IV cognitive testing, men with PeD had significantly
lower FSIQ compared to HCs (d = —0.82; p < 0.001), primarily driven by
differences in the Verbal Comprehension Index. However, the average
scores among participants with PeD remained within the normative
population range (93—107).
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4.2.3 Magnetic resonance imaging

4.2.3.1 Main analyses: differences in structural brain imaging
measures

Compared to HCs, individuals with PeD demonstrated significantly
reduced cortical surface area across multiple regions, including the
bilateral ventromedial prefrontal cortex (vmPFC), caudal and posterior
cingulate cortex, precuneus and paracentral cortex, supramarginal and
superior/inferior parietal cortex, left fusiform/inferior temporal and
lingual cortex, middle and superior temporal cortex, insula, and lateral
prefrontal cortex, extending into the pre- and postcentral cortex. These
reductions were accompanied by lower cortical volume in largely
overlapping areas, though to a lesser degree. No differences in cortical
thickness were observed between groups. Effect sizes ranged from
medium (d = 0.59) to large (d = 1.12).

4.2.3.2 Secondary analyses: differences in subcortical and WM volume

Individuals with PeD showed significantly reduced bilateral
hippocampal and right nucleus accumbens volumes compared to HCs. In
addition, lower white matter (WM) volume was observed in regions that
largely overlapped with areas where cortical surface area reductions
were found. No brain regions showed significantly greater volume in the
PeD group compared to HCs.

4.2.3.3 Sensitivity analyses

Group differences remained largely robust after adjusting for
demographic and clinical variables. However, several white matter and
subcortical volume differences lost significance when controlling for
intracranial volume (ICV) or FSIQ; these factors are potentially linked to
the PeD phenotype. Thus, such adjustments may obscure meaningful
effects and should be interpreted cautiously. Controlling for sexual
offending also attenuated group differences in white matter volume
beneath the right caudal anterior cingulate, right paracentral, and left
posterior cingulate cortex.

4.2.3.4 Analyses of correlation with 2D:4D

Both positive and negative correlations were observed in the PeD group
between 2D:4D ratios and cortical surface area, thickness, and volume.
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These correlations largely overlapped with brain regions showing PeD-
related structural abnormalities.

4.2.3.5 Correlations between brain morphometric characteristics and
FSIQ

The global brain morphometric abnormality pattern associated with PeD
is distinguished by reduced parietal, temporal, and prefrontal volumes,
and was significantly associated with lower FSIQ. This correlation was
observed not only across the full study population but also within the
PeD and HC groups separately, suggesting that the relationship between
brain structure and FSIQ is not solely driven by group differences, but
may reflect a more general neurocognitive pattern.

4.3 Study III

4.3.1 Evaluation of the recruitment process

Following a 20-month recruitment period, the collected data was
analyzed to estimate the minimum required number of individuals to be
screened and the anticipated length of the data collection phase. This
evaluation showed that 146 men contacted the PrevenTell helpline and
reported a sexual interest in children. After the initial telephone pre-
screening, n = 110 (78%) were excluded from trial participation (see
Figure 1, Paper III, CONSORT diagram of the trial procedures). The
main reasons for exclusion were (1) current SSRI treatment (n = 24;
22%); (2) denial of sexual interest in children in Tanner stage 1—3 (n =
16; 15%); and (3) an elevated risk of committing contact sexual offences
(n = 14; 13%). Additionally, 18 men (16%) declined participation; the
main reason for declining to participate was the distance from their
residence to the clinic (n = 9; 8%). Of the 31 men screened on site, 26
men were randomized to receive either iPP, iPP+fluoxetine, or
iPP+iCBT.

4.3.2 Research questions addressing the specific aim of the
clinical trial
Study enrollment began in March 2022 and remains ongoing;

consequently, the findings related to the aim and specific research
questions of the clinical trial are not presented in this thesis.
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4.4 Study IV

4.4.1 Healthcare needs of female partners of men under
investigation for CSAM offences

Two themes and five sub-themes were generated in the analytic process.
Theme one Healthcare needs encompasses the adverse effects on the
participants’ mental health and their various healthcare needs on
discovering that their significant other is under investigation for CSAM
offences and has a sexual interest in children. The theme has the
following sub-themes: (1) Need for crisis support; (2) Need for medical
evaluation; and (3) Need for counseling.

The second theme Barriers to care encompasses participants’
descriptions of perceived barriers to seeking and receiving support. This
theme has two sub-themes: (1) Barriers to seeking support from family
and friends; and (2) Barriers to accessing healthcare. A summary of the
findings is presented below, organized according to these sub-themes.

4.4.2 Need for crisis support

The first sub-theme highlights the participants’ need for crisis support.
The police raid and subsequent disclosure of the partners’ CSAM
offences and SIC were described as profoundly distressing by the
participants. The initial response was described as “shock”, especially
given that the partner had previously been perceived as capable and law-
abiding. The participants reported one or more of the following crisis
symptoms: anxiety, sadness, impaired concentration, sleep disturbances,
profound fatigue, lack of appetite, and mood swings. Further, they
struggled with intense and difficult thoughts and emotions related to the
partners’ offences. They described concern about the safety of their own
children, children of family and friends, as well as the children depicted
in the illegal material. The participants described a need for immediate
crisis interventions following the raid — though several noted that it
might be difficult to actively seek support due to the overwhelming
shock.

4.4.3 Need for medical evaluation

The second sub-theme describes the participants’ need for medical
evaluation. Most participants were in contact with healthcare or social
services during the acute crisis or its aftermath, primarily to obtain
prescriptions for anxiety or sleep medication, medical leave, or
psychosocial support. A few participants reported suicidal ideation
during the crisis, with some requiring inpatient care. Several participants
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continued to experience ongoing mental health challenges, including
persistent suicidal thoughts, months after the police raid.

4.4.4 Need for counselling

The third sub-theme provides a more detailed description of
participants’ need for psychosocial support. The participants described a
tendency to prioritize the emotional needs of others (i.e., their children,
partner, and extended family) over their own need for support. In the
interviews, they expressed the need for a safe and nonjudgmental
environment to process emotions, especially feelings of shame and guilt
related to their partner’s criminal behavior and its negative impact on
their self-perception and self-worth. The participants expressed
ambivalence about continuing their relationship and used the interview
situation to explore this uncertainty. Understanding their partner’s risk
of reoffending was viewed as vital to making informed decisions. Family
reactions also strongly influenced participants’ decisions, sometimes
leading to loyalty conflicts and strained relationships.

4.4.5 Barriers to seeking support from family and friends

The first sub-theme of the Barriers to care theme highlights how the
participants balanced the perceived social risks of disclosing their
situation against their need for emotional support. Most participants
chose to confide in someone and described receiving support. However,
all described that the taboo nature of the offence was a significant barrier
to seeking support from trusted individuals that they would typically rely
on under other circumstances. Concerns about rumors, social rejection,
and judgement were common, particularly from participants who chose
to stay in the relationship. Participants with children described the
added challenge of guiding their children on how open to be about the
family situation.

4.4.6 Barriers to accessing healthcare

The second sub-theme encompasses the participants’ perceived barriers
to accessing healthcare services. Participants commonly articulated
reluctance to seek medical care or dissatisfaction with the care they
received. Negative interactions included unprofessional responses from
healthcare providers such as the expression of shock or dismay, or the
downplaying of described symptoms. Additional barriers included
concerns over the requirement to maintain medical records and the
mandatory reporting of suspected child abuse to social services.
Participants also described expectations of inadequate provider
knowledge of SIC and CSAM offences, which were in some cases
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confirmed through direct experience with uninformed healthcare
professionals.
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5. Discussion of main findings in
Studies I-IV

5.1 Study I

Previous research suggests a high co-occurrence of compulsive sexual
behavior (CSB) in clinical, forensic, and community samples of
individuals with paraphilic interests (87, 197-199). These findings were
replicated in this study. The co-occurrence of CSB and paraphilic
interests is not yet fully understood, but observed similarities suggest
shared underlying mechanisms such as impulse control deficits, as well
as overlapping treatment needs (200).

Importantly, the co-occurrence of CSB with paraphilic disorders may
elevate the risk of sexual offending or reoffending, making recognition of
CSB features essential for effective treatment planning and prevention
(201). These findings support a broad-spectrum approach to problematic
sexual behaviors rather than focus on a specific paraphilia (e.g.,
pedophilia); this broad-spectrum approach was adopted in the
development of PrevenTell.

The most pronounced gender difference observed in this study was the
overrepresentation of men among individuals who contacted PrevenTell
and were subsequently included in the analysis. This is consistent with
prior research indicating that paraphilic interests and CSB are generally
more prevalent and severe among men than women (57, 202, 203).
Among the interviewed participants, gender differences were evident in
the reported prevalence of paraphilic interests, but not significant in the
proportion of individuals reporting CSB. Research indicates that while
CSB may be less common in women, the level of distress and impairment
experienced by affected individuals appears to be comparable across
genders (192). Moreover, consistent with earlier studies, women in the
current sample exhibited higher rates of psychiatric comorbidities,
histories of sexual victimization, and lower levels of psychosocial
stability compared to men (191, 193, 194). Together, these findings
emphasize the need for gender-sensitive diagnostic frameworks and the
development of tailored interventions that address the specific clinical
and psychosocial needs of women with CSB.
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Age preferences among PrevenTell callers reporting sexual interest in
children differ from findings in the KTW prevention project in Germany
(204). At PrevenTell, 35% of callers reported sexual interest in
prepubescent children, compared to 60% of individuals who underwent
clinical assessment after initial contact with KTW. This discrepancy may
be attributable to differences in the framing of the respective outreach
campaigns: KTW specifically targeted individuals with pedophilic
interests, whereas PrevenTell adopted a broader strategy aimed at
individuals experiencing distress related to sexual thoughts or behaviors.
A proportion of individuals reporting sexual interest in children in the
PrevenTell group may constitute a subgroup of men with CSB, in whom
novelty-seeking behavior leads to escalating use of CSAM and prompts
contact with PrevenTell (200, 205). Moreover, sexual interest in
prepubescent and postpubescent children frequently overlap rather than
presenting as distinct categories (36). It is plausible that individuals may
find it more manageable to disclose arousal toward younger adolescents
at the time of initial contact, with prepubescent interests being
acknowledged only in later stages of assessment. Gender preferences
among men with sexual interest in children appear to vary depending on
the population studied. Data from PrevenTell, which indicate a higher
prevalence of interest in girls, differ from findings in anonymous online
community samples, where a greater proportion of individuals report
sexual interest in boys (36). Data from forensic populations are more
likely to show a predominance of interest in girls (206), a pattern that
aligns with broader epidemiological research and global prevalence data,
which consistently report that girls are more commonly identified as
victims in cases of child sexual abuse (1).

The frequency of self-reported contact sexual offences was lower among
PrevenTell callers (15%) compared to the KTW, where about 50%
admitted previous sexual contact with children (125). This discrepancy
may reflect differences in anonymity, as KTW participants were fully
anonymous. While 63% of PrevenTell callers reported CSAM use, some
classified as CSAM-only offenders may also have engaged in contact
offences that remained undisclosed due to fear of legal or social
repercussions, suggesting that mixed offending may be underestimated
in this sample.

5.1.1 Strengths and limitations

This study is the first to present descriptive data from a national
telephone helpline targeting men and women with self-identified
problematic sexual behaviors and assessed by medical professionals.
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Several limitations should be noted: (1) the absence of formal diagnostic
evaluation; (2) high levels of missing data for certain variables; and (3)
the lack of follow-up with callers in a face-to-face clinical setting, which
limited the opportunity to validate initial assessments.

5.2 Study 11

The findings replicate previous research indicating that PeD is associated
with substantial psychiatric morbidity, including depressive and anxiety
disorders, as well as clinical symptoms of ADHD (86). Pronounced ASD
symptoms were also observed among participants with PeD; however,
sensitivity analyses suggested that ASD traits did not account for the
PeD-related structural brain abnormalities. Men with PeD showed
widespread reductions in cortical surface area, whereas cortical
thickness remained unaffected. These alterations were most pronounced
in regions adjacent to white matter, which also displayed reduced
volume. As cortical surface area and thickness are influenced by distinct
developmental mechanisms, the selective involvement of surface area
points toward early neurodevelopmental processes, possibly emerging
during pre- or perinatal brain development (207-209). The 2D:4D ratio,
a proxy indicator for prenatal androgen exposure and a marker linked to
increased risk of neurodevelopmental disorders, correlated with both
cortical surface area and white matter volume in affected regions,
suggesting a potential role of prenatal androgen exposure in shaping
these neural features, possibly through androgen-related effects on
myelination. (210, 211). PeD was also associated with lower IQ,
particularly in relation to verbal comprehension; the observed brain
abnormalities correlated negatively with IQ, further supporting a
developmental interpretation.

Structural brain alterations in individuals with PeD were primarily
located within the default mode network (DMN), including the
ventromedial prefrontal and posterior cingulate cortices, precuneus, and
inferior parietal regions. The DMN is implicated in moral reasoning,
social cognition, self-reflection, and anticipation of future consequences
(212-214). These alterations were independent of offender status and
other clinical or demographic variables. Given that deficits in these
functions have been reported among individuals with PeD in forensic
samples (99, 108), the observed DMN abnormalities may be functionally
relevant to behavioral and cognitive characteristics associated with PeD
(105, 113). However, it remains unclear how these structural differences
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relate to the core symptom of PeD, that is, sexual attraction to
prepubescent children.

Taken together, the psychiatric symptom profile and presence of
elevated neurodevelopmental traits, as well as associations between
structural brain abnormalities, FSIQ, and prenatal androgen exposure
provide evidence supporting the hypothesis that neurodevelopmental
factors may contribute to the development of PeD (105, 107, 215).

5.2.1 Strengths and limitations

Strengths include comprehensive characterization of self-referred
individuals with PeD in a clinical, non-correctional setting. However,
there are several limitations to this study. Firstly, structural
neuroimaging cannot test for the functional involvement of brain
regions. Secondly, the cross-sectional study design does not allow for
conclusions regarding causality. Thirdly, it is possible that at least part of
the prominent overrepresentation of neuropsychiatric comorbidity,
particularly ASD symptoms, resulted from ASD-related help-seeking
behavior.

5.3 Study III

Although the screen failure rate was high, with approximately 80% of
screened individuals excluded, the evaluation of the recruitment process
suggests that the project can be completed within the set timeframe. This
is particularly important given the recruitment challenges associated
with this population and the limited number of previous RCTs (144).

A large proportion of screened individuals were already receiving SSRI
treatment (22%) at the time of study contact, reflecting the high
prevalence of comorbid psychiatric symptoms in this population. The
exclusion of participants with ongoing SSRI treatment means that the
final sample may represent a somewhat healthier subgroup, with lower
levels of depression, anxiety, and other psychiatric comorbidities
compared to the broader clinical population. This pattern aligns with
evidence that clinical trial participants are typically healthier and have
fewer comorbidities than real-world patients, limiting generalizability
(216).

5.3.1 Strengths and limitations

Study III will be the first RCT to evaluate SSRI treatment and iCBT for
men with SIC in a non-correctional clinical setting. The results will offer
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important insights into the effectiveness of these interventions in the
reduction of problematic sexual behaviors and risk factors for sexual
offending. However, several limitations must be noted: (1) the lack of
placebo control makes it difficult to rule out the influence of confounding
factors; (2) the sample consists of help-seeking individuals, which limits
generalizability; (3) the primary outcome measure (SIC: CAS) lacks
validation; and (4) the 14-week protocol only assessment of short-term
effects.

5.4 Study IV

Although the Swedish cultural and legal context differs from that of
countries in which most prior research has been carried out, the findings
from Study IV align with previous research demonstrating significant
mental health impacts on partners of CSAM offenders following
disclosure, and further contribute to the literature by identifying
healthcare needs and barriers to accessing care (13—19). Prior studies
have emphasized the importance of providing crisis support to family
members subsequent to the police raids related to CSAM offences (36).
This was supported by the current study, where participants described a
need for — but lack of access to — such support.

Participants reported symptoms such as anxiety, sleep disturbances, and
suicidal ideation, which in some cases required inpatient care.
Physicians should therefore assess suicide risk, maladaptive coping
strategies, the need for pharmacological treatment (e.g., anxiolytics,
antidepressants), and the potential need for medical leave. Follow-up
care is essential to monitor whether an acute crisis has progressed into a
diagnosable condition such as depression or an anxiety disorder.

Previous research has identified a range of risk factors for developing
stress-related disorders after traumatic events, including
sociodemographic characteristics, personality traits, prior psychiatric
conditions, and genetic or neurobiological vulnerabilities (38, 39).
Partners with such risk factors are likely at higher risk. While not all
partners will develop a psychiatric disorder, the high prevalence of
severe symptoms observed in this study highlights the need for further
research into the mental health impact on family members of sexual
offenders.

Shame, guilt, and self-blame were recurring emotional responses across
interviews. These reactions are known to exacerbate psychological
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distress and increase suicide risk, and should therefore be actively
addressed in counseling (42, 43).

Significant barriers to healthcare access were identified. A perceived, and
sometimes experienced, lack of provider knowledge about CSAM
offences and its impact on families discouraged help-seeking. Healthcare
professionals, particularly those in primary care, require training in
these areas in order to address this issue. Concerns about medical record
confidentiality further hindered help-seeking. While Sweden’s electronic
health record (EHR) system facilitates transparency and continuity of
care, it also raises privacy concerns for individuals dealing with highly
stigmatized issues. Restricted-access systems, such as those used at
ANOVA, may alleviate these concerns. Additionally, fear of mandatory
reporting to social services was a significant barrier for women with
underage children, especially for participants who chose to remain in
their relationship. Providing clear information about the reporting
process, legal obligations, and the types of support available through
social services may help reduce reluctance to seek care.

5.4.1 Advice to healthcare providers

While the study’s methodology does not permit firm conclusions
regarding clinical practice, the findings allow for some preliminary
recommendations for healthcare providers supporting partners of
individuals who are suspected of CSAM offences.

Preliminary recommendations for healthcare providers:

e Offer crisis support
Partners who seek help should be offered crisis support and not be
dismissed or turned away.

¢ Adopt a nonjudgmental approach
Acknowledge the shock and shame often experienced by partners.
Understand that many were unaware of the offending behavior and
feel betrayed which contributes to emotional distress.

¢ Assess mental health risks and ensure follow-up care
Physicians should screen for suicidality, anxiety, and depressive
symptoms. Assess the need for pharmacological treatment, medical
leave, and counseling, and provide appropriate follow-up.

¢ Address shame, guilt, and self-blame in counseling
Incorporate therapeutic strategies that address these responses.
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¢ Recognize and respond to social isolation
Understand that social withdrawal due to shame and fear of rejection
might increase the need for professional support.

¢ Maintain balanced and nuanced views regarding
relationship decisions
An overemphasis by healthcare practitioners on the necessity of
ending their relationship risks alienating those seeking care. Instead,
it is important to create a safe, nonjudgmental space where patients
can explore their ambivalence and make informed, autonomous
decisions.

¢ Clarify confidentiality and mandatory reporting obligations
Provide transparent information on the handling of medical records
and mandatory reporting laws to reduce fear and support informed
help-seeking.

5.4.2 Strengths and limitations

This is the first study in a Nordic context to examine healthcare needs
and barriers to care among family members of CSAM offenders.
Conducted in a specialized sexual medicine clinic, the setting likely
contributed to participants feeling safe and willing to share their
experiences. The study is strengthened by the research team’s
multidisciplinary expertise and thorough analysis. However, the sample
was limited to female long-term partners of male offenders who had
confessed and engaged with treatment. The needs of individuals in other
types of relationships or whose partners denied the offence may differ.
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6. General discussion

The overall aim of this PhD project is to enhance clinical knowledge of
SIC among men seeking outpatient care by comprehensively assessing
their clinical profiles, investigating potential neurodevelopmental
factors, outlining a methodology for evaluating treatment options, and
advancing the understanding of healthcare needs among their close
relatives. Across four studies using diverse methodologies, this thesis
provides novel insights into a help-seeking population outside a
correctional context and highlights the broader impact of CSAM
offending on affected family members.

6.1 Reaching men with SIC for non-anonymous
clinical care and research

A key finding from Studies I-III is that men with SIC can be successfully
recruited into non-anonymous clinical care and research. While most
prior studies relied on anonymous participation, these results
demonstrate that individuals are willing to disclose their identity when
offered treatment in a confidential, specialized, and supportive clinical
setting. This finding is clinically significant, as access to comprehensive
care, including pharmacological interventions recommended in current
clinical guidelines, generally requires formal registration within the
healthcare system (one exception is Germany, where the legal framework
allows for fully anonymous treatment) (90, 142). This thesis primarily
focuses on men with a sexual interest in children. Only a few women
have contacted PrevenTell with similar concerns, making gender-based
comparisons unreliable. Previous research suggests that women who
sexually offend against children differ in clinical profile and treatment
needs; however, some report sexual arousal as the main driver behind
their behavior (217-220). Reaching this group is important from a
prevention perspective, and while PrevenTell welcomes individuals of all
genders, further efforts may be needed to engage women in research and
treatment (221). The observed gender imbalance, however, likely reflects
genuine prevalence differences.

6.2 Recruitment and outreach challenges

Despite these positive results, findings from this thesis and previous
research suggest that preventive services reach only a small fraction of

54



individuals with SIC (122). Barriers to potential help-seekers may
include limited insight into problematic behaviors, confidentiality
concerns, and doubts about treatment effectiveness (77, 222).
Additionally, maintaining engagement requires ongoing outreach and
increased public awareness efforts (129).

A specific challenge is the relatively high average age of callers. Among
men with SIC contacting PrevenTell, the average age is 33 years,
suggesting that many delay seeking help despite an early onset of their
sexual interest. Reaching individuals closer to the onset of SIC may help
reduce long-term distress and prevent offending, particularly given
evidence that the risk of sexual offending increases with age in
community samples of men with SIC (40, 223). Although targeted
interventions exist, these remain largely unevaluated (131). Internet-
based approaches, however, show promise in improving access among
younger individuals (37, 130).

6.3 Clinical profiles and psychiatric comorbidity

Studies I and IT confirm that men with SIC often present complex
clinical profiles characterized by high rates of psychiatric comorbidity,
including suicidal ideation, depression, and anxiety. These findings are
consistent with prior research and highlight the importance of a
comprehensive psychiatric assessment in outpatient settings (68). Study
IT also explored potential neurodevelopmental correlates of SIC,
identifying structural brain differences and associations with general
cognitive ability and 2D:4D ratios. While preliminary and requiring
replication, these findings suggest that neurodevelopmental factors may
contribute to the development of SIC. A notable finding from Study II
was the high prevalence of autism spectrum traits among participants,
representing the first empirical demonstration of such an association at
the time. This result has since been replicated in a study involving
anonymous CSAM users enrolled in an online treatment program (3).
Although evidence remains limited, these findings underscore the
importance of considering neurodevelopmental characteristics when
tailoring clinical interventions.

6.4 Offending behavior and risk management

This thesis demonstrates a high prevalence of self-reported offences,
particularly those related to CSAM, among help-seeking men with SIC in
clinical non-correctional contexts. Expert perspectives highlight the need
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to balance two primary goals: preventing (re)offending, and supporting
overall mental health and well-being. While there is not yet a consensus
on which goal should be prioritized, there is broad agreement that
effective care must incorporate both aims (141). In several studied
samples similar to those in this thesis, the risk of (re)offending,
especially related to CSAM use, appears to be a central concern for many
help-seeking individuals (66-68). Findings from the few existing follow-
up studies indicate that persistent or relapsing CSAM use is common,
which is concerning from both a clinical and preventive perspective (67,
74). The combination of easy access to CSAM, stable sexual interests,
and limited evidence-based treatment options underscores the
importance of developing and evaluating early interventions tailored to
this population, with a particular focus on reducing offending risk.

6.5 Treatment evaluation and the evidence gap

High-quality clinical trials that include individuals with SIC remain
limited. Study III addresses this shortage by presenting the design and
feasibility evaluation of an RCT to investigate the effectiveness of
fluoxetine and iCBT. For a long time, conducting RCTs in this population
was considered extremely challenging, or even impossible, due to ethical,
practical, and recruitment-related barriers (144). This changed with the
landmark Landgren et al. (2020) trial conducted within the PRIOTAB
framework, which demonstrated the feasibility of conducting
pharmacological research in this field (143). Building on this
development, Study III adds important knowledge about the evaluation
of the different intervention strategies that may be needed in a clinical
setting, including pharmacological treatment with SSRIs and internet-
delivered CBT. Furthermore, longitudinal data on recidivism and
offending trajectories remain scarce, Study III offers a unique
opportunity to address this critical gap and enhance understanding of
offending patterns over time.

6.6 Healthcare needs among family members of
sexual offenders

While Studies I-III in this thesis focuses on individuals with SIC, Study
IV expands the perspective by examining the impact on close relatives,
specifically female partners of men under investigation for CSAM
offences. The findings reveal considerable psychological distress
including suicidal ideation, yet many participants reported barriers to
accessing appropriate healthcare and support. The sample population in
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Study IV is limited to individuals with a partner whose sexual interests
have resulted in legal consequences, and very little is known about the
experiences of relatives of men with SIC who are not involved in legal
proceedings. However, the results suggest that both the nature of the
crime and the sexual interest itself contribute to the challenges described
by participants. Broader psychiatric research indicates that providing
targeted healthcare support to close relatives can reduce caregiver
burden, alleviate psychological distress, and improve overall well-being,
insights likely relevant for the population studied here (224). These
findings highlight the need for developing tailored interventions,
including access to appropriate healthcare services for this population.

6.7 Methodological consideration

6.7.1 Recruitment considerations

In Studies I-1I1, participants were primarily recruited through
PrevenTell. While all participants contacted the service voluntarily, the
specific motivations for help-seeking, such as psychological distress,
partner influence, or legal involvement, were not systematically
examined in Studies I and II. Study III addressed this gap by collecting
relevant forensic information, thereby providing important contextual
insights. A potential sampling bias arises from the fact that some
participants contacted PrevenTell while already under police
investigation for suspected sexual offences. These individuals, having
been detected and subjected to legal proceedings, may differ from those
seeking help prior to any legal involvement, for example in terms of
motivation, psychological distress, and treatment needs. This factor may
contribute to the relatively high rates of psychiatric comorbidity and self-
reported illegal behavior observed across the studies.

From a clinical perspective, however, this potential bias is less
problematic. Since the aim of this thesis is to deepen understanding of
SIC among men seeking outpatient support, the findings remain highly
relevant for characterizing this help-seeking population and informing
clinical practice.

6.7.2 Considerations regarding risk assessment tools

There are currently no validated risk assessment instruments specifically
designed for help-seeking men with SIC in non-correctional outpatient
settings (67, 142). Available tools were developed and validated in
forensic or correctional populations, using data from convicted
offenders. These instruments often rely on static factors, such as age,
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prior convictions, and victim characteristics, which renders them less
informative in help-seeking outpatient contexts where many individuals
have no confirmed history of offences (225). As a result, applying these
tools may not accurately reflect the actual offending risk, since
demographic and behavioral markers do not hold the same predictive
value as in correctional samples, potentially leading to an overestimation
of risk. Frameworks that incorporate dynamic risk factors, such as
treatment engagement, emotional regulation, and coping strategies, have
also been validated on detected offender populations and cannot be
directly applied in non-correctional settings without further adaptation
and evaluation. In the absence of suitable validated instruments, a
structured clinical evaluation was carried out in Study III. Risk
assessments were based on self-reported detected or undetected prior
contact offences, contact-seeking behaviors, substance use, and
psychiatric comorbidity. Decisions regarding inclusion were made based
on joint evaluation by a psychiatrist and a psychologist.

6.7.3 Considerations regarding diagnostic assessment and
consistency

In Studies II and III, diagnoses were based on structured clinical
interviews and assessments conducted by psychiatrists, rather than on
indirect physiological or cognitive measures. As participants actively
sought help and self-reported their sexual interests, structured
interviews were considered both sufficient and ethically appropriate for
diagnostic purposes. Since individuals may report sexual interest in
children for reasons related to other psychiatric conditions, such as
obsessive-compulsive disorder (OCD), careful differential diagnostic
evaluations were conducted to enhance diagnostic accuracy (226). In
Study III, these assessments included a joint evaluation by a psychiatrist
and a psychologist, providing an additional layer of reliability. One
methodological consideration concerns the variation in diagnostic
criteria across studies. Study II applied a narrower definition, including
only individuals who met the DSM-5 criteria for PeD, whereas Study III
used a broader definition that also included individuals who experienced
sexual arousal toward pubescent children. These differences reflect the
distinct aims of the studies: Study II investigated potential
neurobiological correlates of PeD, requiring strict adherence to
diagnostic thresholds, while Study III evaluated treatment options for a
broader help-seeking population, including those with sexual interest in
pubertal as well as prepubertal children.
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6.7.4 Ethical considerations

The Swedish Ethical Review Authority and the Swedish Medical
Products Agency have approved the studies included in this PhD project,
ref. nos.: 2015-1391-31/5 (Study I), O 26-2014 (Study II), and 2021-
02820 (Studies III and IV). The registration information for the ongoing
clinical trial (Study III) is accessible at
http://www.clinicaltrialsregister.eu (EudraCT number: 2021-001249-
11).

Preventing sexual offences against children requires a multifaceted
approach that involves public health initiatives, early clinical
interventions, and treatment of individuals who have committed
offences (227). The studies in this thesis focus on help-seeking men with
SIC, representing one component within this broader prevention
framework.

Conducting RCTs in this population presents significant ethical
challenges. In Study III, the interventions (fluoxetine and iCBT) were
selected in line with current clinical recommendations for individuals
with paraphilic disorders who were assessed as being at short-term low
risk of committing contact sexual offences (80). The use of an active
control group was chosen to minimize the risk of deterioration among
control participants, while ensuring that some clinical improvement
could still be expected. As motivation to change may fluctuate over time,
participants were closely monitored for problematic sexual behaviors
and psychiatric symptoms to ensure safety and treatment adherence.

If there is any indication of the harm of a minor, a report is made to
social services as specified in the Swedish Social Services Act. Criminal
activity could be reported to the police. The participants in Study III will
be informed about these exceptions from the rules of patient
confidentiality.

Participant safety remained a central priority. Comprehensive
psychiatric evaluations, physical examinations, blood tests, drug
screenings, and strict inclusion/exclusion criteria were applied to
minimize risks, including those related to medication safety. Highly
sensitive data were collected and managed using a secure web platform
developed by Karolinska Institutet.

Given the sensitivity surrounding research on SIC, findings need to be
communicated with great care. There is both an empirical association
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between SIC and sexual offending and a strong public perception of risk.
Overstating this association may reinforce negative perceptions and
discourage help-seeking, whereas minimizing it may reduce awareness
of the need for preventive measures. Similarly, when reporting observed
associations between SIC and conditions such as ASD or ADHD, it is
essential to emphasize that findings from help-seeking samples should
not be generalized to the broader population. Using balanced and precise
language is crucial to maintaining both scientific integrity and public
trust.

6.8 Suggestions for future research

6.8.1 Low-threshold services and outreach

Data from existing low-threshold services for individuals with SIC are
largely cross-sectional and descriptive, providing limited insight into
long-term outcomes or treatment effectiveness. To better evaluate the
effectiveness and cost-efficiency of such initiatives, longitudinal studies
that follow individuals from initial contact through treatment and
follow-up are needed. These studies would also allow for assessment of
the quality of initial evaluations. Further, current evidence suggests that
the overall reach of these services remains limited, meaning that many
individuals with SIC may never come into contact with outpatient
clinical care. The identification and evaluation of targeted outreach
approaches that can increase both overall recruitment and earlier
engagement should therefore be considered a priority for future
research.

Suggested directions for future research:

¢ Design longitudinal studies to explore treatment trajectories and
behavioral outcomes.

¢ Develop and evaluate alternative outreach strategies to increase
recruitment and engage individuals at a younger age.

6.8.2 Neuropsychiatric comorbidity

Findings from Study II suggest that PeD may be linked to
neurodevelopmental factors. A clinically important observation was the
strong association between PeD and symptoms of neurodevelopmental
conditions, particularly ADHD and ASD, a correlation that has also been
supported by previous studies (3, 65). However, the mechanisms
underlying this relationship remain unclear. Further research is needed
to better understand how neurodevelopmental characteristics interact
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with SIC and how these factors may influence clinical presentation,
treatment needs, and risk profiles.

Suggested future research:

e Examine the relationship between ADHD/ASD and SIC in larger and
more diverse samples.

e Conduct qualitative studies with individuals who have both SIC and
neurodevelopmental conditions to gain deeper insights into their
experiences, challenges, and treatment needs.

e Develop and evaluate treatment models and psychosocial
interventions tailored for individuals with SIC and co-occurring
neuropsychiatric symptoms/conditions.

6.8.3 Standardized assessment and outcome measurement

To enable meaningful comparison and synthesis of findings across
settings, it is essential to establish consensus on standardized data
collection among research groups and clinics that evaluate and treat
help-seeking individuals with SIC. This includes reaching agreement on
which forensic information should be recorded and adopting common
standards for risk assessment and treatment outcome evaluation.

Suggested directions for future research:

e Develop and validate a risk assessment tool specifically tailored for
non-correctional outpatient populations.

¢ Develop and validate treatment outcome measures to accurately
capture changes in sexual interest in children; the SIC: CAS
developed in Study III may represent a promising candidate.

6.8.4 Support for family members of sexual offenders

Study IV highlighted significant gaps in crisis support and barriers to
healthcare access for partners of men under investigation for CSAM
offences. These findings indicate a need for research focused on
developing and evaluating effective interventions and support structures
for affected family members within the Swedish context.

Suggestions for future research:
e Develop and evaluate procedures for providing family members of

CSAM offenders in Sweden with information, guidance, and support
following the police raid.
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Develop and evaluate a healthcare professional-led
psychoeducational group intervention tailored to the needs of
partners of CSAM offenders in a Swedish context.

Conduct studies examining the impact on, and specific needs of,
underaged children whose fathers have committed CSAM offences,
to inform child-focused support.
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7. Conclusion and clinical implications

This thesis demonstrates that it is feasible to reach men with sexual
interest in children (SIC) outside correctional contexts and to involve
them in non-anonymous outpatient assessment, treatment, and
research. Clinically, this represents an important finding, as it challenges
previous assumptions that effective care for this population requires
anonymity. Although anonymous services are available in some contexts,
this is not a viable alternative in most healthcare systems, where formal
patient registration is typically required.

Across the studies, participants presented with complex psychiatric and
criminogenic characteristics, including high rates of self-reported child
sexual abuse material (CSAM) use, previous sexual offence convictions,
and significant psychiatric comorbidities such as depression, anxiety,
and suicidal ideation. Findings from Study II further suggest a potential
neurodevelopmental contribution to PeD, and participants reported
elevated symptoms of neurodevelopmental conditions such as autism
spectrum disorder (ASD) and attention-deficit/hyperactivity disorder
(ADHD).

These findings highlight the importance of conducting comprehensive
psychiatric evaluations and adapting treatment strategies to address
both psychiatric comorbidities and the needs of individuals with co-
occurring neurodevelopmental traits. They also underscore the need for
specialized outpatient services that integrate psychiatric and clinical
forensic expertise to more effectively manage mental health concerns
and reduce associated risks in help-seeking individuals with SIC.

Study III demonstrated the feasibility of conducting a randomized
controlled trial (RCT) involving help-seeking men with SIC to evaluate
internet-delivered cognitive behavior therapy (iCBT) and fluoxetine. The
successful implementation of this design in a population previously
considered difficult to study provides an important foundation for future
treatment development. As outcome data are still being collected, the
effectiveness of these interventions in the reduction of problematic
sexual behaviors has not yet been evaluated.

Study IV highlights the considerable psychological burden experienced

by family members, particularly female partners of men under
investigation for CSAM offences. Many reported high levels of emotional
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distress, including symptoms of depression and anxiety, yet had limited
access to healthcare and support services. These findings emphasize the
need to develop clinical practice standards and improve the availability
of targeted interventions to better support affected family members.
Addressing the needs of close relatives should be regarded as an integral
component of comprehensive clinical management in this field.
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