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Child sexual abuse is associated with multiple and often severe consequences for people

who are affected by it. From the perspective of indicative prevention, the treatment of

people who have sexually abused children represents one important strategy, with the

assumption that there is often a risk for sexual recidivism. However, there is still very

limited knowledge about how men who have not been convicted of child sexual abuse

but participate in voluntary treatment (here called non-forensic clients) differ from those

who have been convicted and undergo mandated treatment (here called forensic clients).

This study compared 22 forensic and 22 non-forensic clients regarding pedophilic

interests, static and dynamic risk factors, responsivity features, and treatment progress

during an individualized treatment based on the principles of risk, need, and responsivity.

We found neither differences in the rates in the DSM-5 diagnosis of pedophilic disorder,

nor in risk and responsivity associated scores at the beginning of treatment. In both

groups, a low to moderate risk for sexual re-offending was estimated. Both groups

improved their functioning on dynamic risk and responsivity factors under treatment,

while age at the beginning of therapy also had a positive effect on all outcomes.

Non-forensic clients had a higher amount of responsivity associated resources than

forensic clients during treatment. The limitations of these results and their implications

for further research and prevention approaches are discussed.

Keywords: prevention, sexual violence, pedophilia, risk, need, responsivity, sexual offense, rehabilitation

INTRODUCTION

Experiencing child sexual abuse can be an antecedent for severe negative outcomes: Dworkin
et al. (1) (p. 65) found in their meta-analysis with 238,623 individuals that “people who have
been sexually assaulted report significantly worse psychopathology than un-assaulted comparisons
(average Hedges’ g = 0.61).” In addition, Cashmore and Shackel (2) summarized several studies
that showed associations with physical impairments (e.g., injuries or chronic sensations of pain),
psychological and behavioral problems (e.g., emotional dysregulation, sexual risk behavior, suicidal
tendency) and intimacy deficits (e.g., problems with engaging in relationships). Finally, different
researchers discussed a link between experienced sexual abuse and sexual offending in adolescence
or adult life (3–6). For example, Jespersen et al. (7) compared 1,037 individuals with sex offenses
to 1,762 participants with non-sex offenses in their meta-analysis. The authors found a higher
prevalence of sexual abuse history among individuals with sexual delinquency (Odds Ratio= 3.36).
Considering these results, it is obvious that mental health professionals should prevent child sexual
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abuse under all circumstances (8). To achieve this task, the
development and implementation of interventions at a universal,
selective and indicative level are necessary, analogous to their
conception in the field of mental health (8–10).

The following study focuses on the treatment of persons,
who have sexually abused children in their past, as one form
of indicative prevention. A first vulnerable group in this area
with a certain risk for sexual abuse might be individuals who
have been convicted of such an offense. We refer to this group
as forensic clients. Although the effectiveness of psychotherapy
with this group has been challenged (11–15), treatment might
be most effective if it follows the principles of risk, need and
responsivity (RNR) (16, 17). According to Hanson et al. (17)
these principles “should be a major consideration in the design
and implementation of treatment programs for sexual offenders”
(17) (p. 865). Consequently, different treatment providers around
the world have been using them for their conception of sexual-
forensic psychotherapy (16, 18–20). The RNR-principles can be
defined as follows (21):

• The risk principle states that the higher the risk level is
to which a person has been ascribed, the more treatment
resources (like time in treatment and number of therapy
sessions) the person should receive. The risk principle also
follows the assumption that it is possible to assess the risk for
a sexual recidivism (21). According to many authors, static
and dynamic factors should be included in comprehensive risk
assessments (21–24). Static risk factors cover an individual’s
past, remain relatively stable over time, and reflect the
persistent tendency for recidivism. In contrast, dynamic
risk factors cover the current situation, reflect the given
potential for recidivism, and might change during any form
of intervention (25).

• The need principle contains the directive that intervention
should target dynamic risk factors or criminogenic needs. For
example, attitudes supporting child sexual abuse or pedophilic
interest are considered to be dynamic risk factors (16).

• Finally, the responsivity principle says that therapists
maximize the chance for treatment success by tailoring
the interventions to the special characteristics of their
clients. There are two components of this principle:
General responsivity implies that programs for individuals
with delinquency should be based on the cognitive-
behavioral paradigm. Specific responsivity refers to personal
characteristics of clients that should lead to a different mode
and style of therapy, implying different forms of treatment for
different subgroups of clients.

Although the treatment of forensic clients seems reasonable
for indicative prevention, researchers and treatment providers
pointed to the possibility that another vulnerable subgroup
with a risk for committing child sexual abuse might exist.
A meta-analysis of Stoltenborgh et al. (26) with 9.000.000
participants illustrates this assumption. In this analysis, the
prevalence of child sexual abuse in self-report studies was 12.7%,
while a prevalence rate of only 0.4% was found in so-called
informant studies (i.e., “reports of professionals, dossier or

chart reviews, and informant observations of children such as
teachers observing their students in primary schools,” p. 80).
Besides methodological issues, this result might reflect that some
individuals, who committed child sexual abuse and therefore
have a certain risk for sexual recidivism, were never reported to
the authorities and–subsequently–would never have had access
to treatment forms associated with the criminal justice system.
We refer to this subgroup as non-forensic clients. From the
perspective of indicative prevention, it might be crucial to
conceptualize what motivates and characterizes these individuals,
how they could be reached sufficiently, and how effective
programs for this subgroupmight look. Beier et al. (27) suggested
that pedophilic interest is highly likely in these individuals, a
public media campaign problematizing this pedophilic interest
might be suitable to reach this subgroup efficiently and that a
treatment approach should focus on associated problems and
behavioral control of pedophilic interest. As a consequence, the
Prevention Project Dunkelfeld (PPD) was founded in Berlin in
the year of 2005. A special media campaign was designed and a
treatment program was implemented. The first results regarding
the therapeutic effects were published in 2015. After 10 years of
implementation, the authors conclude that a relevant subgroup
for indicative prevention could be reached and treated and
that their program could reduce dynamic risk factors (27) and
therefore effectively contributes to the prevention of child sexual
abuse. However, the assumption, evaluation, and conclusion
made by Beier et al. (27) have been criticized in terms of
effectiveness and efficiency (28–31).

In the last few years, there has been a growing interest in
the difference between forensic and non-forensic clients [e.g.,
(32–34)]. However, to the authors’ best knowledge, not a single
publication can be found that directly discusses differences
between both groups being in treatment. Therefore, based on
the background and the criticism given above, the purpose of
our exploratory study was to gain knowledge regarding the
following areas:

1. It has been assumed that non-forensic clients have more often
a pedophilic interest compared to forensic clients (27).

2. It is unclear whether the risk level of non-forensic clients is
lower than the risk level of forensic clients.

3. Since RNR-based treatment seems most promising with
forensic clients (16, 17), it seems reasonable that this approach
should also be successful with non-forensic-clients. However,
we assume that such treatment might even be more fruitful
with non-forensic clients since they could have a stronger
motivation for therapy: Usually, forensic clients are legally
obliged to treatment by different authorities. This should
lead to a higher amount of perceived coercion and reactance
since the request for treatment might be experienced as a
loss of free choice (35). From this perspective, resistance
against therapy can be interpreted as a reaction to restore
one’s freedom. Therapists might deal with such clients using
reactance-matched interventions [i.e., emphasis on personal
autonomy; (36)]. However, it should takemore time in therapy
to reduce reactance and to develop an intrinsic motivation
to change.
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In sum, the aim of this study is to compare convicted and
non-convicted clients who have sexually abused children
regarding pedophilic interests, static and dynamic risk factors,
responsivity features, and treatment progress during an
individualized treatment based on the principles of risk, need,
and responsivity.

METHOD

Background
The Hamburg Institute for Sex Research, Sexual Medicine,
and Forensic Psychiatry has been offering outpatient treatment
for people with paraphilic interests or sexual delinquency
continuously since its foundation in 1959 (37). However,
until 2011 treatment of clients with interest in minors
not under mandated treatment was paid for by the health
insurance companies. Therefore, personalized data (like name
and diagnosis) had to be transferred, which was a critical
circumstance for some clients. As a result, the institutes’
prevention outpatient treatment center has been participating
in the nationwide network Do not become an offender since
2011. This network connects 11 different institutions meeting
certain quality standards. All institutions of the network offer
treatment for persons with a sexual interest in minors and, inter
alia, are at risk for committing child sexual abuse. Included
in the treatment program are persons, (a) who have not yet
committed child sexual abuse or consumed sexual abuse imagery,
but fear to do so in the future, (b) who have committed child
sexual abuse or consumed sexual abuse imagery, but are not
(yet) known to the authorities, (c) who have committed child
sexual abuse or consumed sexual abuse imagery in their past
and have been reported or convicted, but all legal matters
(e.g., court proceedings, supervision) have been completed. A
diagnosis of pedophilia was not a prerequisite for admission
at the time of inclusion for participation in this study. The
network operates within the specific legal framework of German
legislation (38): Therapists must respect medical confidentiality
and are not allowed to report about clients who have sexually
abused children in the past and are not at acute risk of becoming
sexually abusive in the present. Further information can be
found on the network’s homepage (https://www.dont-offend.
org/).

Measures
Diagnostic Procedure
All subjects included in the study were checked for the
DSM-5 criteria for pedophilic disorder due to research
purposes. Other mental health problems were assessed using
ICD-10, as is requested in German health care settings. The
diagnosis was made only by therapists who had started or
completed psychotherapeutic training and additional sex
therapy qualifications. Besides a semi-structured clinical
interview, diagnoses were based on the client’s answers in
different questionnaires, which are not included in the study
presented here.

Evaluation of Static Risk Factors

STATIC-99
The STATIC-99 is an internationally widely used instrument for
assessing the static risk for a sexually motivated reconviction
in adult males, who had been charged or convicted for a
sexual offense (39). The instrument was extensively revised in
the year 2003 (40). This version is used in the present study.
Another revision (Static-99R) includes a stronger weighting of
age variables (41). However, given recent results of studies using
the German-language version, the use of the original version
rather than the revised version was recommended (42).

The measure utilizes relatively unchangeable static risk
factors. These factors relate to the current age, the relationship
and criminal history of the person being assessed, the
given offense and the scope of violence as well as different
characteristics of the victim of the sexually motivated crime.
The STATIC-99 includes 10 items, all of which 9 items must be
coded with 0 or 1. A score of one is given for an answer which
is empirically associated with a new reconviction. In addition,
one item (a prior sex offenses) is more strongly emphasized:
according to the number of prior charges or convictions, a
score between 0 and 3 can be given. Consequently, a total score
between 0 and 12 might result in the measure. Many studies
have provided information on the psychometric properties of
the STATIC-99, including its predictive validity. According
to different interpretation guidelines, interrater reliability was
acceptable (>0.75 in nearly all studies), while the predictive
validity was moderate to high (39, 43–45).

STATIC-C
The STATIC-C (19) is a custom-made measure for determining
the static risk in persons who have sexually abused children
in the past or are at risk. The objective of the instrument is
to help therapists allocate therapeutic resources according to
the risk principle during their treatment planning, but without
having case information from multiple sources (like a criminal
register)1. The STATIC-C was formulated analogously to the
STATIC-99 (40), which justifies the naming of the procedure2.
It contains 12 items, of which nine items must be coded with
0 or 1. Two items must be coded with 0, 1, or 2 and one item
must be coded with 0, 1, 2, or 3. The items contain the client’s
age (1 = older than 25 years), relationship history (1 = never
in a relationship of 2 years), non-sexual violence (1 = at least
one reported incident of actual, attempted, or threatened harm
to another person), reported prior convictions, DSM5-diagnosis
of pedophilic disorder (1 = pedophilic disorder, non-exclusive
type, 2 = pedophilic disorder, exclusive type), ICD-10-diagnosis

1This is not to say that risk-assessments should generally rely on information

from only one source. In principle, risk assessments should take into account

information from multiple sources whenever this is possible. However, the

practical problem for the study population was that common risk assessment

procedures (like the STATIC 99) may not be used without official data of a person’s

criminal history. Due to the nature of the non-forensic clients described here, this

critical information was not available. Thus there was a need for an instrument

without the necessity of objective data.
2However, it is not intended to suggest that the measure is comparably predictive

of risk to the STATIC-99.
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of other paraphilic disorder (1 = paraphilic disorder except
sadistic disorder, 2 = sadistic disorder), diagnosis of personality
disorder as well as number (1 = two different persons, 2 = three
different persons, 3 = four or more different persons) and sex
(1 = male) of a person affected plus their relationship with the
client (1 = strangers to each other; 1 = unrelated). Therefore,
a total score between 0 and 16 might result in the measure.
Scores higher than five points reflect a high-risk level. We
investigated the reliability and validity of themeasure in a pre-test
study (46): Two investigators independently coded 17 randomly
selected cases from 80 different files of forensic clients. Interrater
reliability for the 12 items resulted between 0.56 and 1.0 (Cohen’s
Kappa), while the reliability of the total score was 0.96 (ICC1).
In terms of predictive validity, an AUC-value of 0.74 resulted in
a retrospective study of 80 forensic cases. However, this value
did not reach statistical significance due to the small number of
sexual reconvictions (3.8%).

Evaluation of Dynamic Risk and Responsivity-Factors

Therapist Rating Scale (TRS-2)
The Therapist Rating Scale [TRS-2; (47) for the German
translation (48)] is a 10-item measure for the evaluation of
treatment success in sexual-forensic psychotherapy concerning
dynamic risk and engagement factors. The measure contains the
items Sense of Agency, General Empathy, Prosocial Attitudes,
Adequate Coping Skills/Styles, Adequate Intimacy Skills, Positive
Self-esteem, Good General Self-Regulation, Good Sexual Self-
Regulation, Understanding Risk-Factors and Quality of Future
Life Plans. For each item, three to five descriptors specify the
content of the item. For example, the descriptors of the item
Good Sexual Self-Regulation are

• doesn’t use sex to cope,
• is not preoccupied with sex,
• has normative sexual interests, and
• has a healthy approach to sexuality.

Coming from a strength-based approach, the authors formulated
all items as current functioning on dynamic risk and responsivity
factors. Therefore, treatment providers might consider the items
as targets of sexual-forensic treatment.

Items are scored along the dimensions (1) intellectual
understanding and (2) acceptance/demonstration on a four-
point scale, with higher scores indicating normative functioning
in the skills and abilities necessary for desistance from
sexual offending:

1 = unsatisfactory, needs to redo treatment component;
2 = approaching normative functioning, starting to understand
and see value in topic/category, may achieve level 3 post-
treatment;

3 = normative functioning, average functioning, mostly achieves
target of treatment, might still have a little work to do, but no
worse than non-offenders;

4 = optimal functioning, significantly better than average, most
group participants will not achieve this level on any topic
or category.

As a consequence, a total score in the measure varies between
20 and 80. As a heuristic, a score >50 may be indicative of
treatment success, whereas scores <45 point to a demand for
(further) treatment.

Comparing the items of the TRS-2 with descriptions of
dynamic risk factors for sexual recidivism, it becomes clear that
only the items Prosocial Attitudes, Adequate Coping Skills/Styles,
Adequate Intimacy Skills, Good General Self-Regulation and
Good Sexual Self-Regulation can be considered as associated
with dynamic risk. According to the description in the manual,
the remaining five factors could be considered as responsivity
factors. Therefore, we summed up the items Prosocial Attitudes,
Adequate Coping Skills/Styles, Adequate Intimacy Skills, Good
General Self-Regulation and Good Sexual Self-Regulation to a
sub-score reflecting a compensation of dynamic risk factors,
while the sum of the items Sense of Agency, General Empathy,
Positive Self-esteem, Understanding Risk-Factors and Quality
of Future Life Plans contains the compensation of responsivity
issues. Scores of these theoretically constructed subscales result
in between 10 and 40 points.

The reliability of the TRS-2 in terms of intraclass correlation
(ICC1) was 0.90 for the dimension intellectual understanding,
0.96 for the dimension demonstration, and 0.95 for the total score
of the scale (47). To ensure that the measure is done consistently
across raters, we did a pre-test with most therapists included in
the given study (49). According to our findings, the reliability
(ICC1) of the TRS-2 was 0.89 for the dimension intellectual
understanding, between 0.88 for the dimension demonstration,
and 0.90 for the total score.

Predictive validity of the measure was demonstrated in a
retrospective study with 96 participants with sexual delinquency
(of whom 21 individuals sexually reoffended). During a follow-
up period of 5.84 years (SD = 3.60), an AUC = 0.77 resulted in
the total score while the analysis yielded an AUC = 0.77 for the
dimension intellectual understanding and an AUC= 0.77 for the
dimension acceptance/demonstration (47).

STABLE 2007
The Stable-2007 (50) was designed to measure dynamic risk for
sexual reoffending against children or adults. The instrument
includes 13 dynamic risk factors that are divided into the
domains (1) significant social influences (one item), (2) intimacy
deficits (two items), (3) general self-regulation (four items), (4)
sexual self-regulation (three items) and (5) cooperation with
supervision (one item). All items are assessed on a three-point
rating scale. Accordingly, the total sum score of the measure
can vary between 0 and 26 points and be assigned to one of
three categories: low (0–3), moderate (4–11), and high (>11). In
combination with the Static-99, an actuarial overall risk rating
with 5 risk levels is available.

Previous studies found satisfactory to good interrater
reliabilities for the procedure (51–53). According to a meta-
analysis, the Stable-2007 total score and risk categories are a good
predictor of sexual recidivism (54). When used in combination
with the Static 99, the Stable-2007 showed incremental validity in
predicting sexual recidivism beyond the static factors.
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FIGURE 1 | Inclusion process of the study. FOR, forensic clients; NON-FOR, non-forensic clients.
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Participants
Selection criteria for inclusion of study participants are listed in
Figure 1.

Forensic clients: Between April, the 1st of 2012, and July,
the 1st of 2017, 203 individuals had been referred to the
Institute by court or prisons to evaluate treatment indication.
Of these, 92 individuals did not fulfill inclusion criteria for
the program. Reasons were too long travel distance, hands-
off offenses only (the program receives no payment for these
clients), young age (between 18 and 23 years), acute substance
problems, psychotic or obsessive-compulsive symptoms, acute
suicidal thoughts, and impulses. Predominantly, individuals with
child pornography offenses only or acute substance use problems
were excluded. 111 persons were admitted to treatment, of
whom 67 (60%) gave their informed consent that their data
may be used for scientific purposes. Of these, 38 clients
sexually abused a child in their past and thus were included.
During data entry, 16 persons had to be excluded because
of missing data. We examined the risk level to detect a
potential selection bias. According to the exact Mann and
Whitney U-Test (U = 167.5, z −0.25, p = 0.80, r = −0.25),
there was no significant difference between selected participants
(n = 22, M = 2.41, Mdn = 19.11) and non-selected participants
(n = 16, M = 2.50, Mdn = 20.03) in the STATIC-99
total score. In the end, 22 forensic clients could be included
in this study.

Non-forensic clients: Between April, the 1st of 2012, and July,
the 1st of 2017, 563 interested parties sought contact with the
project’s office using telephone calls or E-Mails. Only 262 of
these persons resided in Hamburg/ Germany and could thus be
considered for treatment due to the city’s funding of the project.
In addition, 115 persons did not report their residence. These
persons used an E-mail for the first contact, but did not accept
our request for a further telephone call. In 65 cases, child sexual
abuse or the consumption of child sexual abuse imagery was
reported to authorities, but the legal proceedings had not been
completed. Also, the legal status of 17 cases remained unclear
since these persons used an E-mail for the first contact but
did not accept our request for a further telephone call. Of the
remaining 180 persons, only 169 individuals took part in a first
consultation. Of these, 84 participants did not fulfill inclusion
criteria for the program. Reasons were young age (between 18
and 23 years), acute substance problems, psychotic or obsessive-
compulsive symptoms (related to being pedophilic), acute
suicidal thoughts, and impulses. Predominantly, individuals with
substance use-problems or with obsessive-compulsive disorder
who thought they had pedophilic interest were excluded. At
the end, 85 individuals started the course of treatment. Only
66 participants (78%) gave their informed consent that their
data might be used for scientific purposes. Of these, 26 clients
sexually abused a child in their past and were included in
the analysis, since the focus of the current study was sexual
abuse. During data entry, additional four participants had to
be excluded because of missing data. In the end, 22 non-
forensic clients from the prevention project were included for
data analysis.

Procedure
Both groups underwent an initial diagnostic process of 6–
10 h and individualized sexual-forensic psychotherapy thereafter.
During the diagnostic process, sexual history, static and dynamic
risk factors for child sexual abuse, and responsivity-factors were
assessed. In this study, we used the STATIC-C and the TRS-2
to estimate client’s risk level. In addition, we also measured
criminogenic needs and responsivity factors with the TRS-2.
According to the RNR-Modell (16, 21) and the Structured
Professional Judgement–Approach [SPJ; (25)], an individualized
treatment plan was formulated at the end of the diagnostic
process, containing the following aspects:

• Setting: In principle, the program offers group and individual
treatment. Group therapy contains 90min of group treatment
as a so-called slow open group led by two group therapists
weekly. Individual treatment sessions of 30 to 60min occurred
every one, two, or 4 weeks. Referral to group vs. individual
treatment is adjusted to the individual’s risk level and specific
responsivity factors. In general, clients receive individual
treatment or group therapy. Only in some cases, clients started
with group therapy and changed to individual therapy (or
vice versa) due to acute crisis, unmet dynamic risk factors, or
unseen responsivity issues.

• Treatment of specific responsivity factors: The three most
relevant responsivity-features were taken into account. The
aim was to increase treatment engagement as a necessary
condition for changing the relevant dynamic risk factors in the
initial phase. For example, a small amount of sense of agency
might be enhanced using motivational interviewing.

• Treatment of relevant dynamic risk factors: An individualized
delinquency hypothesis with the three most relevant dynamic
risk factors was formulated (25), which explained an
individual’s sexually abusive behavior in the past. Moreover,
for each relevant dynamic risk factor, a therapeutic approach
and specific interventions or techniques were outlined.
For example, child sexual abuse supportive beliefs could
be challenged within a cognitive behavioral approach
using role-play or within a psychodynamic approach
using interpretations of transference/countertransference.
Interventions from a specific approach were conducted only
by therapists who were trained in that specific approach.

Based on the treatment plan, all participating therapists discussed
the final allocation to further interventions in a case conference.
Treatment was provided by eight clinical psychologists or
physicians also specialized in sex therapy. Two therapists were
trained in cognitive behavioral therapy, while six therapists
conducted psychodynamic approaches. In addition, three
therapists were also trained in Motivational Interviewing.
Furthermore, three persons had taken courses in further
therapeutic approaches, i.e., transference-focused therapy,
clarification-oriented therapy, and crucible therapy. Also,
psychiatric treatment or medication was available in addition
to psychotherapy. Every year, the treating therapist evaluated
treatment progress by re-assessing dynamic risk-factors and
specific responsivity-features. If necessary, the treatment plan
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was re-formulated (19, 55). According to the nature of the
treatment plan and the variety of therapeutic approaches in
the team of therapists, the treatment of these clients was quite
variable. We use the term individualized treatment to refer to
this circumstance.

Design
The present study mainly used a so-called static group
comparison (56), within which two groups, which were not
randomly selected, were compared with one another at the
beginning of therapy in terms of their characteristics on
diagnostic variables, static and dynamic risk factors and
responsivity factors. The samples differ in terms of the discovery
of the child sexual abuse they had committed (sentenced
vs. not detected) and the reason for treatment (mandatory
vs. voluntary).

Only for the evaluation of treatment success did we use a
longitudinal design, comparing annual assessments of dynamic
risk and responsivity factors during the course of therapy.
Thereby the design was unbalanced, meaning that a different
number of observation results of the participants.

Statistics
We used Fisher’s Exact Test for the examination of the
relationship between the samples and other categorical variables.
As effect size, we calculated odds ratios, if possible. Comparing
the samples in ordinal scaled variables, we used the exact U-Test.
As effect sizes, we compute r = Z/

√
N. In general, we used a

α < 0.05 significance level. In necessary cases, we corrected the
alpha level according to the Bonferroni method.

For the investigation of differences in the groups during the
course of treatment, we performed a so-called multilevel linear
effect analysis. Multilevel linear models are capable of handling
correlated data, which are common in repeated measurements.
Besides, estimations of parameters using these models are robust
in cases of unbalanced designs, meaning a different number of
observations per participant. Finally, linear mixed models allow
to investigate fixed and random effect components. Fixed effects
are defined as variables with all conditions of interest included
in the data. Typically, fixed effects are those variables whose
influence on the outcome is of primary interest. Fixed effects
are not restricted to a particular scale level of the included
variables. Accordingly, both categorical and metric variables can
be included in a model as fixed effects. In contrast, random
effects are defined as variables if a random sample of all possible
conditions exists in the given data. For instance, this might be a
random selection of participants. Typically, random effects in a
linear mixed model are those variables whose influence on the
outcome should be controlled (57).

For all multilevel linear models, we used the TRS-2- total
score as outcome, which was assessed annually by therapists as
long as a participant was in treatment. Accordingly, this variable
is considered time-varying. As fixed effects, we used (1) the
number of years a participant was in treatment at the time of
the respective TRS-2 rating, (2) treatment group (forensic vs.
non-forensic clients) and (3) age at the beginning of therapy.
While the number of years in treatment increased with the

number of TRS-2 ratings and therefore must be considered
time-varying, age at the beginning of therapy and treatment
group are time-invariant factors that did not change during
the course of therapy. Statistically, we wanted to control for
the repeated measures as well as for subject-specific intercepts
and slopes: We began the modeling process by including the
TRS-2 total score and all fixed effects, while we statistically
controlled for the repeated measurement (initial model). We
assumed a first-order autoregressive covariance structure (called
AR1) for the repeated measures, which is often considered by
various authors to fit a longitudinal design (58). Subsequently,
we included one additional random effect. For all random effect
models, we assumed a variance components covariance structure
(VC) in the first step. This approach allowed us to initially
look at the variance of the random effects in isolation. For
random intercepts and slopes models, however, we selected an
unstructured covariance structure (UN) in a second step. This
allowed us to examine the covariance of the random effects in
more detail. This approach has been recommended by Field
(58). Using the chi-square likelihood ratio-test, we compare two
models by the difference of their −2 log-likelihood –values. If
a model proved to be statistically significant in relation to the
previous model, we used this model as a starting point for the
inclusion of the next random effect. If we did not observe a
significant effect, we returned to the initial model or to the last
one that had shown a statistically better model fit. Lastly, we
used the model with the best model fit to investigate change
in dynamic risk and responsivity associated factors separately.
Therefore, we changed the outcome of the final model twice:
First, we used the risk associated scores of the TRS-2 as the
outcome. Second, we used the responsivity associated scores
of the TRS-2 as the outcome. Parameter estimation was based
upon the maximum-likelihood-method. Looking for deviations
from homoscedasticity and normality, we visually inspected the
residual plots. For all statistical computations, we used IBM SPSS
Version 24 for Windows.

RESULTS

Descriptive Data
Table 1 shows an overview of the descriptive data in
both sub-samples.

Frequency of Pedophilic Disorder
In the forensic sample, 16 persons (72%) met the criteria
for the diagnosis of pedophilic disorders according to DSM-5
criteria, while in the non-forensic group a pedophilic disorder
was diagnosed in 21 persons (91%). There was no significant
association between the subsamples and the diagnosis of the
pedophilic disorder in Fisher’s exact Test [χ2(1) = 4.25, p
= 0.10]. According to the calculated odds ratio, the chance
of being diagnosed with a pedophilic disorder was 7.88 (95%
CI = 0.86, 72.12) times higher in the non-forensic group. For
the analysis of the three main criteria and the six specifiers,
we corrected the alpha level according to Bonferroni method
to αcorr = α/9 = 0.006. According to Fisher’s exact Test we
found no significant differences between the subsamples. Table 2
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TABLE 1 | Descriptive data of forensic (n = 22) and non-forensic clients (n = 22).

Forensic Non-forensic

Sociodemographic data

Mean age in years (SD) 44.45 (10.49) 39.23 (11.41)

Number of subjects with more than 10 years in school (% within group) 13 (59%) 17 (77%)

Number of subjects with a job (% within group) 14 (64%) 15 (68%)

Number of subjects with an intimate relationship (% within group) 6 (27%) 10 (45%)

Number of subjects with children (% within group) 8 (36%) 7 (32%)

Number living alone (% within group) 15 (68%) 10 (46%)

Treatment history

Number of subjects with previous therapy without sexual therapy (% within group) 2 (9%) 13 (59%)

Number of subjects with previous sex therapy (% within group) 4 (18%) 10 (46%)

Number of subjects with treatment during detention (% within group) 14 (64%) 0 (0%)

History of antisocial behavior

Number of subjects who committed child sexual abuse in the last 6 months (% within group) 22 (100%) 9 (41%)

Number of subjects who committed child sexual abuse in their lifetime prior the last 6 months (% within group) 7 (32%) 21 (96%)

Number of subjects with other antisocial behaviors in their lifetime (% within group) 8 (36.4%) 6 (27.3%)

Current treatment

Mean treatment length in months (SD) 33.18 (11.01) 28.05 (13.08)

Treatment setting

Number of subjects with individual therapy only (% within group) 11 (50%) 14 (64%)

Number of subjects with group therapy only (% within group) 7 (32%) 5 (23%)

Number of subjects with group and individual therapy (% within group) 4 (18%) 3 (14%)

Current assessments

Mean time in months between admission and first assessment (SD) 3.55 (4.00) 4.32 (2.75)

Number of Assessments

Two assessments and ∼1 year in treatment (% within group) 2 (9%) 10 (46%)

Three assessments and ∼2 years in treatment (% within group) 12 (55%) 4 (18%)

Four assessments and ∼3 years in treatment (% within group) 6 (27%) 6 (27%)

Five assessments and ∼4 years in treatment (% within group) 2 (9%) 0 (0%)

Six assessments and ∼5 years in treatment (% within group) 0 (0%) 2 (9%)

TABLE 2 | Frequencies (%) of pedophilic disorder and diagnostic subcriteria in forensic (n = 22) and non-forensic clients (n = 22).

Forensic Non-forensic

Pedophilic Disorder according to the DSM-5 16 (73%) 21 (96%)

DSM-5 A-Criterion

Over a period of at least 6 months, recurrent, intense sexually arousing fantasies, sexual urges, or behaviors

involving sexual activity with a prepubescent child or children (generally age 13 years or younger).

16 (73%) 21 (96%)

DSM-5 B- Criterion

The individual has acted on these sexual urges, or the sexual urges or fantasies cause marked distress or

interpersonal difficulty.

17 (77%) 22 (100%)

DSM-5 C- Criterion

The individual is at least age 16 years and at least 5 years older than the child or children in Criterion A

17 (77%) 22 (100%)

Exclusive type 4 (18%) 4 (18%)

Non-exclusive type 11 (50%) 18 (82%)

Sexually attracted to males 6 (27%) 3 (14%)

Sexually attracted to females 9 (41%) 16 (73%)

Sexually attracted to both 0 (0%) 3 (14%)

Limited to incest 1 (5%) 0 (0%)

Fisher’s Exact Test was used for all comparisons between the subsamples. Regarding the pedophilic disorder, the significance level was set at α < 0.05. For the analysis of the subcriteria

and the specifiers, a Bonferroni corrected αcorr = α/9 = 0.006 was used. All comparisons were nonsignificant.
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FIGURE 2 | Number of forensic and non-forensic clients with a specific total score in the STATIC-C.

contains the descriptive results of the frequency distributions in
the forensic and the non-forensic group.

Static Risk Factors
Figure 2 shows the frequency distribution of sum scores in the
STATIC-C for the different treatment groups.

According to the exactMann andWhitneyU-Test (U = 170.0,
z= −1.703, p= 0.09, r=−0.25), levels of static risk did not differ
significantly between forensic clients (M = 5.05, Mdn = 19.23)
and non-forensic clients (M= 6.32, Mdn= 25.77).

Also, we used the STATIC-99 with the forensic subsample.
The mean sum score of the measure was 2.45 (SD = 1.95,
Mdn = 2.00). Concerning the interpretation guideline of the
measure, the forensic subsample was rather a low to moderate
risk group on average. Nine individuals (20.5%) of the forensic
group were categorized as low-risk, whereas seven persons
(15.9%) were included in the category low to moderate risk. Four
participants (9.1%) were classified in the category moderate to
high-risk. Only two persons (4.6%) fell in the high risk category.
Overall, there was a significant association between the sum
scores of the STATIC-C and the STATIC-99 (r = 0.58, p < 0.01).

Dynamic Risk Factors
Table 3 gives an overview of risk-associated mean item
scores in the TRS-2 at the beginning of treatment for the
different subsamples.

With respect to the exactMann andWhitneyU-Test we found
no significant difference in the risk-associated total score of the
TRS-2 (U = 215.0, z = −0.638, p = 0.53, r = −0.10) between

the forensic group (M = 19.82; Mdn = 23.73) and the non-
forensic group (M = 19.05; Mdn = 21.27). Likewise, there were
no significant differences at the item level.

Also, we analyzed STABLE-2007 ratings of 16 Persons
of the forensic subsample. The mean sum score was 7.69
(SD = 4.11, Mdn = 8.00, missing = 6). Concerning the
interpretation guideline of the measure, the forensic subsample
had a moderate risk score on average. Consequently, three
individuals (18.8%) of the subsample were categorized as
low risk, 10 persons (62.5%) were assigned to the category
moderate risk, and three participants (18.8%) were classified
as high risk. The association between the sum scores of
the STABLE-2007 and the risk-associated TRS-2 scores was
r =−0.41 (p= 0.12).

Finally, we looked at the overall risk levels using the
combination of the STATIC-99 and the STABLE 2007 results in
the forensic clients. The mean sum score was 1.94 (SD = 1.24,
Mdn = 1.50, missing = 6). Concerning the interpretation
guideline, the forensic subsample had a low tomoderate risk level
on average, when static and dynamic risk factors are combined:
eight individuals (50%) had a low risk, and four persons (25%) a
low to moderate risk level, two participants (12.5%) had a score
resulting in a moderate to high risk level, while one individual
(6.3%) reached the high risk category. Finally, one participant
(6.3%) was classified as very high risk.

Responsivity Factors
Table 4 contains responsivity associated mean item scores
in the TRS-2 at the beginning of treatment for different
treatment groups.
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TABLE 3 | Mean scores of forensic (n = 22) and non-forensic clients (n = 22) in TRS-10- items associated with dynamic risk as well as corresponding effect sizes.

TRS-2-Items Forensic clients Non-forensic clients Effect sizea

Understanding Demonstration Understanding Demonstration Understanding Demonstration

M (SD) M (SD) M (SD) M (SD) r r

Prosocial Attitudes 2.55 (0.67) 2.27 (0.70) 2.55 (0.80) 2.27 (0.83) −0.01 −0.01

Adequate coping skills/styles 2.05 (0.65) 1.68 (0.48) 2.18 (0.66) 1.77 (0.61) −0.11 −0.06

Adequate intimacy skills 1.95 (0.79) 1.64 (0.65) 1.91 (0.75) 1.73 (0.77) −0.03 −0.05

Good general self-regulation 2.18 (0.59) 2.09 (0.61) 2.09 (0.68) 1.82 (0.66) −0.06 −0.21

Good Sexual self-regulation 1.77 (0.61) 1.64 (0.58) 1.45 (0.67) 1.27 (0.46) −0.28 −0.33

Total: functioning on dynamic risk factors 10.50 (2.35) 9.32 (2.19) 10.18 (2.67) 8.89 (2.15) −0.09 −0.11

Increasing scores reflect normative functioning and therefore are negatively associated with dynamic risk factors. The exact Mann und Whitney U-Test was used for all comparisons

between the subsamples. Regarding the total score, the significance level was set at α < 0.05. For the analysis of the single items, a Bonferroni corrected αcorr = α/5 = 0.01 was used.

All comparisons were nonsignificant. aThe effect size r was calculated as Z statistic divided by the square root of the sample size (Z/
√
N).

TABLE 4 | Mean scores of forensic (n = 22) and non-forensic clients (n = 22) in TRS-2- items associated with responsivity factors as well as corresponding effect sizes.

TRS-2-Items Forensic clients Non-forensic clients Effect sizea

Understanding Demonstration Understanding Demonstration Understanding Demonstration

M (SD) M (SD) M (SD) M (SD) r r

Sense of agency 2.36 (0.65) 1.95 (0.72) 2.45 (0.67) 1.98 (0.77) −0.11 −0.03

General empathy 2.00 (0.69) 1.77 (0.69) 2.18 (0.91) 1.77 (0.61) −0.11 −0.13

Positive self-esteem 2.14 (0.89) 1.82 (0.80) 2.36 (0.49) 2.05 (0.58) −0.10 −0.17

Understanding risk-factors 1.95 (0.72) 1.71 (0.56) 2.18 (0.73) 2.00 (0.61) −0.16 −0.23

Quality of future life plans 2.27 (0.55) 2.23 (0.61) 2.45 (0.67) 2.23 (0.61) −0.18 0.00

Total: Functioning on responsivity factors 10.73 (2.51) 9.41 (2.19) 11.64 (2.44) 10.14 (2.12) −0.19 −0.18

Increasing scores reflect normative functioning and therefore are negatively associated with dynamic risk factors. The exact Mann und Whitney U-Test was used for all comparisons

between the subsamples. Regarding the total score, the significance level was set at α < 0.05. For the analysis of the single items, a Bonferroni corrected αcorr = α/5 = 0.01 was used.

All comparisons were nonsignificant. aThe effect size r was calculated as Z statistic divided by the square root of the sample size (Z/
√
N).

There was no significant difference between the forensic
clients and the non-forensic clients in the TRS-2 items associated
with responsivity factors. Equally, no significant differences
resulted in the responsivity-associated total score of the TRS-2
between the forensic clients (M = 20.14; Mdn = 20.00) and the
non-forensic clients (M = 21.77; Mdn = 25.00) at the beginning
of treatment (U = 187.00, z =−1.30 p= 0.20, r =−0.20).

For the forensic subsample, the correlation between the sum
scores of the STABLE-2007 and the responsivity associated TRS-2
scores was not significant (r =−0.41, p= 0.12).

Treatment Evaluation
Table 5 summarizes the results of the modeling process, using a
multilevel linear effect analysis.

In all models, the number of years in treatment at the
corresponding TRS-2 rating and the age of clients at admission
were found to be statistically significant, whereas there was no
significant difference between treatment groups. According to
the 2-likelihood test, there was no significantly improved model
fit by including the random effects or by accounting for their
covariance. For this reason, we selected the initial model as the
final one.

For this model, we found a statistical association between
TRS-2 total score and years in treatment at the respective TRS-2
rating [b = 2.41; 95% CI = 1.46, 3.35; F(1, 133.86) = 25.43;
p < 0.01], while there was no significant effect for the treatment
group [b = −2.11; 95% CI = −6.07, 1.85; F(1, 43.68) = 1.16,
p = 0.29] which means that both groups showed a change
under treatment in the same direction. Additionally, age at
the beginning of therapy [b = 0.21; 95% CI = 0.04, 0.39;
F(1, 42.19) = 5.94, p < 0.05] was significant.

Using the risk associated scores of the TRS-2 as the outcome,
there was a significant effect for years in treatment at the
respective TRS-2 rating [b = 1.28; 95% CI = 77, 1.79;
F(1, 137.29) = 24.81, p < 0.01] and age at the beginning of therapy
[b = 0.10; 95% CI = 0.00, 0.19; F(1, 42.59) = 4.38, p < 0.05],
whereas treatment group was not significant [b = 0.00; 95%
CI=−0.2.10, 2.12; F(1, 44.10) = 0.00, p= 0.99].

Using the responsivity associated scores of the TRS-2 as
the outcome, there was a significant association with years in
treatment at the respective TRS-2 rating [b= 0.00; 95%CI= 0.57,
1.69; F(1, 137.53) = 16.1, p < 0.05] and age at the beginning
of therapy [b = 0.12; 95% CI = 0.02, 0.21; F(1, 43.70) = 6.17,
p < 0.05]. Here, the factor treatment group [b = −2.18; 95%
CI = −4.30, −0.06; F(1, 45.18) = 4.28, p < 0.05) was significant.
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TABLE 5 | Estimates of multilevel linear analysis of the TRS-2 total scores based on treatment group, years in treatment and age at the beginning of therapy.

Model 1 Model 2 Model 3 Model 4

Intercept 32.45 (3.77)** 32.46 (3.84)** 30.94 (3.81)** 31.25 (3.80)**

Fixed effects

Treatment group −2.11 (1.97) −2.10 (2.00) −2.46 (2.00) −2.41 (1.99)

Years in treatment at the respective TRS-2 rating 2.41 (0.48)** 2.38 (0.44)** 2.27 (0.52)** 2.28 (0.54)**

Age at the beginning of treatment 0.21 (0.087)* 0.21 (0.09)** 0.25 (0.09)** 0.25 (0.09)**

Repeated measuresa

AR1, diagonal 55.478 (9.18)** 34.80 (18.79) 14.94 (6.59)* 13.35 (5.78)*

AR1, Rho 0.96 (0.01)** 0.93 (0.05)** 0.83 (0.13)** 0.81 (0.14)**

Random effectsb

Variance intercepts across subjects 20.41 (19.45) 31.28 (10.04)** 34.54 (11.24)**

Variance slopes across subjects 5.49 (3.42) 6.92 (4.18)

Covariance intercepts and slopes −2.59 (4.76)

−2 Log-Likelihood 876.35 875.90 872.75 872.44

df 6 7 8 9

Change (comparison model) 0.45 (Model 1) 3.59 (Model 1) 3.91 (Model 1)

df change 1 2 3

Values in parentheses are the standard errors for the associated parameter estimates. aa first-order autoregressive covariance structure (AR1) was assumed for the repeated measures.
bFor model 2 and 3, a variance components covariance structure (VC) was assumed, while an unstructured covariance structure (UN) was selected for model 4. *p < 0.05, **p < 0.01.

This means that non-forensic clients had a higher amount of
responsivity associated resources than forensic clients over the
course of treatment.

DISCUSSION

Results of this pilot study show that the differences between
forensic clients and non-forensic clients seem rather marginal.
Regarding the diagnosis of pedophilic disorder, we found no
differences in the rates between both groups. Consistent with this
finding, forensic and non-forensic clients seem relatively similar
in terms of risk. Measured with the STATIC-C, there was no
significant difference in static risk factors. Based on this, it can be
concluded that the client’s previous history was roughly equally
affected from a risk perspective. The same was true for dynamic
risk and responsivity factors. Using the TRS-2, we measured the
abilities and skills to compensate for criminogenic needs and
engagement deficits. We found no significant difference in both
subscales. Likewise, there were no significant differences on the
item level of the TRS-2. These findings should be interpreted
in relation to another result of our study: We found a low to
moderate risk level in the forensic sample measured with the
STATIC-99 in combination with the STABLE 2007. In addition,
there was a significant correlation between the STATIC-99
and the STATIC-C in the forensic clients and an association
between the TRS-2 and the STABLE 2007, although this was not
significant. Based on these findings, we, therefore, conclude that
the prevention group has a low to moderate risk level on average.

Regarding treatment change, we found no difference between
the treatment groups, but a significant effect of years in treatment.
This means that both groups improved in relevant abilities and
skills in the same way, resulting in a change of approximately two
points per year in the total score. We conclude that in principle
an individualized procedure following the RNR-principles and

linking relevant dynamic risk factors with psychotherapeutic
interventions of different approaches seems applicable to both
investigated groups. Our findings slightly changed when we used
risk and responsivity associated scores with our initial model. On
average, the treatment led to a change of risk and responsivity
associated scores of one point per year. Again, but to a smaller
extent, there was a significant association between treatment
change and years in treatment. Again, we conclude that both
groups improved their functioning in both areas. However, there
was also a significant difference between forensic clients and non-
forensic clients in the responsivity associated score. Non-forensic
clients had about twomore points in this scale during their course
of treatment. This result was neither observable in the dynamic
risk associated score, nor in the initial assessment. According
to this, non-forensic clients had a stronger sense of agency and
a higher quality of future life plans, more positive self-esteem,
and greater capacities in general empathy and understanding
personal risk factors. Except for empathy, this might reflect
a stronger treatment motivation in non-forensic clients. This
interpretation seems reasonable since only forensic clients have
contact with the different authorities requesting their treatment.

Furthermore, our results showed that age at the beginning of
treatment was positively associated with a better functioning on
dynamic risk and responsivity factors. Regarding dynamic risk,
this finding is consistent with the results and interpretation of
Hanson (59), who assumes an improvement in self-regulation
during the transition from the twenties to the thirties in
participants with sexual offenses, but not a decline in deviant
sexual interest until the age of 50. Considering the mean age
around 40 years and the high rate of pedophilic disorders
in our subsamples, this interpretation seems compatible with
our results. With regard to the responsivity score, our results
show that younger age is associated with lower resources
in terms of sense of agency, quality of future life plans,
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self-esteem, understanding personal risk factors and capacities
in general empathy. As previously stated, this might indicate
lower treatment motivation in younger subjects. For this reason,
additional interventions to promote treatment motivation in
participants with young age might be indicated.

There are several limitations to our study. First, the non-
forensic sample is not representative of all persons that seek
preventive treatment in the network Do not become an offender.
Clients who did not give informed consent or were from
other institutions, may have, on average, higher risk profiles.
Second, both subsamples in the study were relatively small. It is,
therefore, possible that non-significant differences between the
investigated groups (e.g., the frequencies of pedophilic disorders)
might differ with larger samples. Third, we assume that both
subsamples have a low to moderate risk level. With respect to
treatment effectiveness, it is possible that our treatment approach
leads to other effects with other risk groups. Forth, some of
the measures used in our study are not sufficiently validated.
Especially the STATIC-C might overestimate the individual’s risk
level, though the scores of the measure correlated significantly
with the STATIC-99. Nevertheless, half of the forensic sample
has been diagnosed with a high-risk level measured with the
STATIC-C, while only two clients meet this criterion using
the STATIC-99. Therefore, a cut-off score of 6 might be too
low for diagnosing a high-risk profile. Future studies using the
STATIC-C should therefore consider adjusting the intervals that
define the risk levels of the measure. For measuring dynamic
risk factors, nowadays there are better-validated instruments
available, like the Violence Risk Scale—Sex Offender Version
(60). Fifth, we did not provide any evidence of whether the
risk principle was met in our study. Theoretically, duration in
treatment should covary with clients’ risk level. However, for
such a test, all or at least a large proportion of participants
would need to have completed the treatment program. Since our
treatment program was ongoing, the risk principle could not
be tested in the present context. Furthermore, the correlation
between treatment duration and the risk level of clients could
be moderated by specific responsivity factors. Taking them into
account could also lead to a high duration of therapy for clients
with a moderate risk level. For example, treating an individual
with a moderate risk level and a personality disorder might
require additional time to build a therapeutic alliance before
addressing dynamic risk factors. Sixth, the investigation of the
responsivity principle can be regarded as insufficient since we
exclusively examined very specific responsivity factors. Seventh,
the extent to which the therapy concept described here was
implemented, has not been investigated in the present work. This
problem of treatment integrity is also a key limitation of several
other relevant studies in the field [e.g., (61, 62)]. Therefore, it
is difficult to say what exactly causes positive changes during
the course of treatment. Theoretically, these changes might be
maturing effects that occur independently from treatment. Such
an effect could be tested in future studies using a wait-list control
group without any form of therapy. An alternative explanation
is that there might be indeed a treatment effect. However, this
is less associated with the specific approach outlined above, but
with general treatment factors, like goal consensus, empathy,

therapeutic alliance, and therapist features (63). Therefore, even
if one assumes a treatment effect, it is difficult to interpret what
exactly causes therapeutic changes. Eighth, therapeutic success
was based on the judgments of those therapists, who treated the
participants in the study. It is conceivable that their judgments
were distorted to reduce cognitive dissonance in therapies with
no progress. However, according to the study of Tozdan et al.
(64), the therapist’s initial assessments and their judgment of
treatment success had predictive validity. Therefore, a strong
confounding effect is rather unlikely. Lastly, treatment success
was not measured with a strict outcome, like any reconviction
with child sexual abuse. This is a key limitation since the aim
of treatment is the prevention of future child sexual abuse. For
this reason, future studies should consider measuring sexual
recidivism after therapy, even though this could only be done
using self-reports after a certain follow-up period.

From our point of view, our results are nevertheless
encouraging for future indicative prevention approaches. Our
study suggests that an RNR-based, but individualized treatment
approach might be effective with forensic clients as well as with
non-forensic individuals. Particularly, we think that the results
speak against fundamental changes in the program since the
treatment leads to a reduction in dynamic risk. Nevertheless,
the results underline how much time therapeutic changes
might need. Regarding the group differences in the responsivity
associated scores, we think that our finding does not indicate
fundamental changes in the way treatment is delivered. In theory,
the responsivity principle states that non-criminogenic features
of clients should be addressed during treatment to increase
the chance for treatment success. However, since both groups
improved equally in the total score of the TRS-2 during the
course of therapy and especially in the risk-associated scale, the
responsivity principle–at least concerning the factors contained
in the TRS-2–seems to be sufficiently fulfilled. We, therefore,
think that a modification of the procedure is not necessary with
regard to the treatment groups. Both groups seem to have rather
high resources so that treatment change could occur. However,
considering the effect of age at the beginning of therapy, it might
be helpful to at least examine young client‘s treatment motivation
more closely or even to strengthen it by additional interventions.

DATA AVAILABILITY STATEMENT

The original contributions generated for this study are included
in the article/supplementary material, further inquiries can be
directed to the corresponding author/s.

ETHICS STATEMENT

The evaluation of forensic clients was approved by the Ethics
Committee of the German Society of Psychology in September
2012 (ID: MR 03_2012 rev.). For the non-forensic clients, the
study was approved by the Ethics Committee of the Chamber
of psychotherapists Hamburg in April 2015 (ID: 02/2015-PTK-
HH). The patients/participants provided their written informed
consent to participate in this study.

Frontiers in Psychiatry | www.frontiersin.org 12 September 2021 | Volume 12 | Article 708210

https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles


von Franqué and Briken Treatment of Men With CSA

AUTHOR CONTRIBUTIONS

FF and PB: conceptualization, methodology, analysis and
interpretation of results, and writing-review & editing.

FF: writing-original draft preparation. PB: supervision,
project administration, and funding acquisition. All authors
reviewed the results and approved the final version of
the manuscript.

REFERENCES

1. Dworkin ER, Menon SV, Bystrynski J, Allen NE. Sexual assault victimization

and psychopathology: a review and meta-analysis. Clin Psychol Rev. (2017)

56:65–81. doi: 10.1016/j.cpr.2017.06.002

2. Cashmore J, Shackel J. The long-term effects of child sexual abuse. Child Fam

Community Aust. (2013) 11:1–28. doi: 10.1037/e567322013-001

3. Dalsklev M, Cunningham T, Dempster M, Hanna D. Childhood physical

and sexual abuse as a predictor of reoffending: a systematic review. Trauma

Violence Abus. (2021) 22:605–18. doi: 10.1177/1524838019869082

4. Seto MC. Pedophilia and Sexual Offending Against Children: Theory,

Assessment, and Intervention. Washington: American Psychological

Association (2008). doi: 10.1037/11639-000

5. Salter D, McMillan D, Richards M, Talbot T, Hodges J, Bentovim

A, et al. Development of sexually abusive behavior in sexually

victimized males: a longitudinal study. Lancet. (2003) 361:471–776.

doi: 10.1016/S0140-6736(03)12466-X

6. SetoMC, LalumièreML.What is so special about adolescent sexual offending?

A review and test of explanations using meta-analysis. Psychol Bull. (2010)

136:526–75. doi: 10.1037/a0019700

7. Jespersen AF, Lalumière ML, Seto MC. Sexual abuse history among adult sex

offenders and non-sex offenders: a meta-analysis. Child Abuse Neglect. (2009)

33:179–92. doi: 10.1016/j.chiabu.2008.07.004

8. Knack N, Winder B, Murphy L, Fedoroff JP. Primary and secondary

prevention of child sexual abuse. Int Rev Psychiat. (2019) 31:169–80.

doi: 10.1080/09540261.2018.1541872

9. World Health Organization. Preventing Suicide: A Global

Imperative. (2014). Available online at: https://apps.who.int/iris/

bitstream/handle/10665/131056/9789241564779_eng.pdf;jsessionid=

7464F2269465AAEDCC89BC7B22E7662D?sequence=1 (accessed August 17,

2021).

10. Gordon RSJ. An operational classification of disease prevention. Public Health

Rep. (1983) 98:107–9.

11. Gannon TA, Olver ME, Mallion JS, James M. Does specialized psychological

treatment for offending reduce recidivism? A meta-analysis examining staff

and program variables as predictors of treatment effectiveness. Clin Psychol

Rev. (2019) 73:101752. doi: 10.1016/j.cpr.2019.101752

12. Schmucker M, Lösel F. The effects of sexual offender treatment on recidivism:

an international meta-analysis of sound quality evaluations. J Exp Criminol.

(2015) 11:597–630. doi: 10.1007/s11292-015-9241-z

13. Dennis JA, Khan O, Ferriter M, Huband N, Powney MJ, Duggan C.

Psychological interventions for adults who have sexually offended or

are at risk of offending. Cochrane Db Syst Rev. (2012) 12:CD007507.

doi: 10.1002/14651858.CD007507.pub2

14. Långström N, Enebrink P, Laurén E, Lindblom J, Werk,ö S, Hanson R.

Preventing sexual abusers of children from reoffending: systematic review

of medical and psychological interventions. Brit Med J. (2013) 347:4630.

doi: 10.1136/bmj.f4630

15. RiceME,Harris GT. Treatment for adult sex offenders –Maywe reject the null

hypothesis? In: Harrison K, Rainey B, editors. The Wiley-Blackwell Handbook

of Legal Ethical Aspects of Sexual Offender TreatmentManagement.Chichester:

Wiley-Blackwell (2013). p. 219–35. doi: 10.1002/9781118314876.ch13

16. Hanson RK, Yates PM. Psychological treatment of sex offenders. Curr Psychiat

Rep. (2013) 15:1–8. doi: 10.1007/s11920-012-0348-x

17. Hanson RK, Bourgon G, Helmus L, Hodgson S. The principles of effective

correctional treatment also apply to sexual offenders: a meta-analysis. Crim

Justice Behav. (2009) 36:865–91. doi: 10.1177/0093854809338545

18. OlverME,Marshall LE,MarshallWL, Nicholaichuk TP. A long-term outcome

assessment of the effects on subsequent reoffense rates of a prison-based

CBT/RNR sex offender treatment program with strength-based elements. Sex

Abuse. (2020) 32:127–53. doi: 10.1177/1079063218807486

19. Briken P, Berner W, Flöter A, Jückstock V, von Franqué F. Prävention

sexuellen Kindesmissbrauchs im Dunkelfeld – das Hamburger Modell

[Prevention of Child Sexual Abuse in the Dunkelfeld – the Hamburg Model].

PSYCH Up2date. (2017) 11:1–20. doi: 10.1055/s-0043-100462

20. Marshall WL, Marshall LE, Serran GA, O’Brien MD. Rehabilitating Sexual

Offenders. A Strength-Based Approach. Washington: American Psychological

Association (2011). doi: 10.1037/12310-000

21. Andrews DA, Bonta J. The Psychology of Criminal Conduct. 6th ed. London:

Taylor and Francis (2017).

22. Mann RE, Hanson RK, Thornton D. Assessing risk for sexual recidivism: some

proposals on the nature of psychologically meaningful risk factors. Sex Abuse

J Res Tr. (2010) 22:191–217. doi: 10.1177/1079063210366039

23. Douglas KS, Skeem JL. Violence risk assessment: getting specific

about being dynamic. Psychol Public Pol L. (2005) 11:347–83.

doi: 10.1037/1076-8971.11.3.347

24. Hanson RK, Harris JR. Where should we intervene?: dynamic predictors

of sexual offense recidivism. Crim Justice Behav. (2000) 27:6–35.

doi: 10.1177/0093854800027001002

25. Hart SD, Kropp PR, Laws DR. The risk for sexual violence protocol (RSVP).

Structured Professional Guidelines for Assessing the Risk of Sexual Violence.

Vancouver, Canada: Mental Health, Law, and Policy Institute of the Simon

Fraser University, Pacific Psychological Assessment Cooperation and The

British Columbia Institute against Family Violence (2003).

26. Stoltenborgh M, van IJzendoorn MH, Euser EM, Bakermans-Kranenburg

MJ. A global perspective on child sexual abuse: meta-analysis of

prevalence around the world. Child Maltreatment. (2011) 16:79–101.

doi: 10.1177/1077559511403920

27. Beier KM, Grundmann D, Kuhle LF, Scherner G, Konrad A, Amelung

T. The German dunkelfeld project: a pilot study to prevent child sexual

abuse and the use of child abusive images. J Sex Med. (2015) 12:529–42.

doi: 10.1111/jsm.12785

28. König A. Psychiatrischer Beitrag: “Kein Täter werden” –Keine Effekte?

[Psychiatric Contribution: Not become an offender – no effects?]. Forens

Psychiatr Psychol Kriminol. (2015) 9:117–9. doi: 10.1007/s11757-015-0316-5

29. König A. Letter to the editor: Data Inconsistencies in the Beier et al. 2015

Article. J Sex Med. (2015) 12:1848. doi: 10.1111/jsm.12939

30. König A. Eine methodenkritische Betrachtung der Effektivität des

Präventionsprojekts Dunkelfeld [A method-critical examination of

effectiveness in the prevention project dunkelfeld]. Forens Psychiatr Psychol

Kriminol. (2016) 10:139–42. doi: 10.1007/s11757-016-0360-9

31. Mokros A, Banse R. The “Dunkelfeld” project for self-identified

pedophiles: a reappraisal of its effectiveness. J Sex Med. (2019) 16:609–13.

doi: 10.1016/j.jsxm.2019.02.009

32. Tozdan S, Briken P. Age of onset and its correlates in men with sexual interest

in children. Sex Med. (2019) 7:61–71. doi: 10.1016/j.esxm.2018.10.004

33. Gerwinn H, Weiß S, Tenbergen G, Amelung T, Födisch C, Pohl A, et al.

Clinical characteristics associated with paedophilia and child sex offending

- differentiating sexual preference from offence status. Eur Psychiat. (2018)

51:74–85. doi: 10.1016/j.eurpsy.2018.02.002

34. Schiffer B, Amelung T, Pohl A, Kärgel C, Tenbergen G, Gerwinn H, et al. Gray

matter abnormalities in pedophiles with and without a history of child sexual

offending. Transl Psychiat. (2017) 7:e1129. doi: 10.1038/tp.2017.96

35. Birgden A, Ward T. Pragmatic psychology through a therapeutic

jurisprudence lens: psycholegal Soft Spots in the Criminal Justice System.

Psychol Public Pol L. (2003) 9:334–60. doi: 10.1037/1076-8971.9.3-4.334

36. Miller WR, Rollnick S.Motivational Interviewing. Helping People Change. 3rd

ed. New York, NY: Guilford Press (2013).

37. Berner W, Preuss WF, Hill A, Lietz K. Tiefenpsychologisch-integrative

Tätertherapie am Beispiel von Gruppentherapie für Patienten

mit pädosexueller Präferenz. [Psychodynamic-integrative offender

therapy exemplified by group therapy for patients with pedo-sexual

Frontiers in Psychiatry | www.frontiersin.org 13 September 2021 | Volume 12 | Article 708210

https://doi.org/10.1016/j.cpr.2017.06.002
https://doi.org/10.1037/e567322013-001
https://doi.org/10.1177/1524838019869082
https://doi.org/10.1037/11639-000
https://doi.org/10.1016/S0140-6736(03)12466-X
https://doi.org/10.1037/a0019700
https://doi.org/10.1016/j.chiabu.2008.07.004
https://doi.org/10.1080/09540261.2018.1541872
https://apps.who.int/iris/bitstream/handle/10665/131056/9789241564779_eng.pdf;jsessionid=7464F2269465AAEDCC89BC7B22E7662D?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/131056/9789241564779_eng.pdf;jsessionid=7464F2269465AAEDCC89BC7B22E7662D?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/131056/9789241564779_eng.pdf;jsessionid=7464F2269465AAEDCC89BC7B22E7662D?sequence=1
https://doi.org/10.1016/j.cpr.2019.101752
https://doi.org/10.1007/s11292-015-9241-z
https://doi.org/10.1002/14651858.CD007507.pub2
https://doi.org/10.1136/bmj.f4630
https://doi.org/10.1002/9781118314876.ch13
https://doi.org/10.1007/s11920-012-0348-x
https://doi.org/10.1177/0093854809338545
https://doi.org/10.1177/1079063218807486
https://doi.org/10.1055/s-0043-100462
https://doi.org/10.1037/12310-000
https://doi.org/10.1177/1079063210366039
https://doi.org/10.1037/1076-8971.11.3.347
https://doi.org/10.1177/0093854800027001002
https://doi.org/10.1177/1077559511403920
https://doi.org/10.1111/jsm.12785
https://doi.org/10.1007/s11757-015-0316-5
https://doi.org/10.1111/jsm.12939
https://doi.org/10.1007/s11757-016-0360-9
https://doi.org/10.1016/j.jsxm.2019.02.009
https://doi.org/10.1016/j.esxm.2018.10.004
https://doi.org/10.1016/j.eurpsy.2018.02.002
https://doi.org/10.1038/tp.2017.96
https://doi.org/10.1037/1076-8971.9.3-4.334
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles


von Franqué and Briken Treatment of Men With CSA

preference]. Psychothera Dia. (2004) 5:128–34. doi: 10.1055/s-2003-81

4947

38. Briken P, Boetticher A, Krueger RB, Kismödi E, Reed GM. Current Legal

Situation for Patients with Paraphilic disorders and Implications of the ICD-

11 for Paraphilic Disorders for Germany. J Sex Med. (2019) 16:1615–22.

doi: 10.1016/j.jsxm.2019.07.011

39. Anderson D, Hanson RK. Static-99: An actuarial tool to assess risk of sexual

violent recidivism among sexual offenders. In: Otto RK. Douglas SK, editors.

Handbook of Violence Risk Assessment. Oxford: Routledge (2010). p. 251–67.

40. Harris AJ, Phenix A, Hanson RK, Thornton D. Static-99 Coding Rules Revised

- 2003. Ottawa, ON: Public Safety Canada (2003).

41. Helmus L, Babchisin KM, Hanson RK, Thornton D. Static-99-R: Revised Age

Weights. (2010). Available online at: http://www.static99.org/pdfdocs/static-

99randage20091005.pdf (accessed August 17, 2021).

42. Eher R, Schilling F, Haubner-MacLean T, Jahn T, Rettenberger M. Ermittlung

des relativen und absoluten Rückfallrisikos mithilfe des Static-99 in einer

deutschsprachigen Population entlassener Sexualstraftäter [Determining

relative and absolute recidivism risk using the Static-99 in a German-speaking

population of released sex offenders.]. Forens Psychiatr Psychol Kriminol.

(2012) 6:32–40. doi: 10.1007/s11757-011-0146-z

43. Eher R, Rettenberger M, Matthes A. Aktuarische Prognose bei

Sexualstraftätern: Ergebnisse einer prospektiven Studie mit 785 Tätern

mit besonderer Berücksichtigung von relevanten Tätergruppen und

Rückfallkategorie [Actuarial prognosis with sex offenders: results of a

prospective study of 785 follow-up offenders.]. Monats Kriminol. (2009)

92:18–27. doi: 10.1515/mks-2009-920103

44. RettenbergerM, Eher R. Actuarial assessment of sex offender recidivism risk: a

validation of the German version of the Static-99. Sex Offender Tr. (2006) 1:1–

11. Available online at: http://www.sexual-offender-treatment.org/51.0.html

(accessed August 17, 2021).

45. Rettenberger M, Matthes A, Boer DP, Eher R. Prospective actuarial

risk assessment: a comparison of five risk assessment instruments in

different sexual offender subtypes. Int J Offender Th. (2010) 54:169–86.

doi: 10.1177/0306624X08328755

46. Kalt A. Risikoeinschätzung für Männer mit sexuellem Interesse an Kindern:

Entwicklung des Static-C. Risk-Assessment for Men With a Sexual Interest

in Children: Development of the STATIC-C. Unpublished Master-thesis of

the Julius-Maximilian-University Würzburg and the University Hospital

Hamburg-Eppendorf, Würzburg, Hamburg, Germany (2014).

47. Marshall LE, Marshall WL. The Therapist Rating Scale-2 (TRS-2): An End-

of-Treatment Outcome Scale for Determining Sex Offender Functioning on

Dynamic Risk and Engagement Factors. Unpublished Manuscript. (2015).

Available online at: https://www.researchgate.net/profile/Liam-Marshall-4/p

ublication/306889084_The_Therapist_Ratings_Scale-2_TRS-2_An_end-of-t

reatment_outcome_scale_for_determining_sex_offender_functioning_on_d

ynamic_risk_and_engagement_factors/links/57bfb9d908aeda1ec386c838/Th

e-Therapist-Ratings-Scale-2-TRS-2-An-end-of-treatment-outcome-scale-for

-determining-sex-offender-functioning-on-dynamic-risk-and-engagement-

factors.pdf?_sg%5B0%5D=BY1qZnl4_3uzruWnrW9hwLBexZwgTvYTwI_7

mcCAVHAA0ujvEq1yO3wXJB-XKbA1-ZjJI-zrzQSi8t3akNefBg._HEhdlAD

6H3QYprISZa6KwNglxjCeSsFSQIRMaC5xTdqg2H4FRbO7kRqAxq5cLq3t

vE6dug-9QhTscaDpLaEUA&_sg%5B1%5D=nwSju_zOccpan3Efkh96c_L1Y

33NXrMHZpk3uUjsJlrF537y-vzdl-pjKCGAf0-tlxjQy6iwWryiQDdJ1UeQttE

2qS46JPCzWx6e02En0yLK._HEhdlAD6H3QYprISZa6KwNglxjCeSsFSQIR

MaC5xTdqg2H4FRbO7kRqAxq5cLq3tvE6dug-9QhTscaDpLaEUA&_iepl=

(accessed August 17, 2021).

48. Fuchs A, BernerW, Briken P. Deutsche Fassung der Therapist Rating Scale-10

[German Version of the Therapist Rating Scale-10]. Forens Psychiatr Psychol

Kriminol. (2012) 7:44–6. doi: 10.1007/s11757-012-0190-3

49. Franqué F von, Marshall LE, Briken P. TRS-10. Therapist Rating Scale.

In: Strauß B, Brähler E, Richter D, editors. Diagnostische Verfahren in der

Sexualwissenschaft. Göttingen: Hogrefe (2013). p. 207–14. Available online

at: https://www.psychologie-aktuell.com/journale/verhaltenstherapie/bisher-

erschienen/inhalt-lesen/2017-1-4.html (accessed August 17, 2021).

50. Hanson RK, Harris A. STABLE-2007 Master Coding Guide. Ottawa, ON:

Public Safety Canada (2007). doi: 10.1037/t04644-000

51. Hanson RK, Harris AJR, Scott T-L, Helmus L. Assessing the Risk of Sexual

Offenders on Community Supervision: The Dynamic Supervision Project

(Report No. PS3-1/2007-5). Ottawa, ON: Public Safety Canada (2007).

52. Rettenberger M, Matthes A, Schilling F, Eher R. Die Validität dynamisch-

veränderbarer Risikofaktoren bei der Vorhersage einschlägiger

Rückfälle pädosexueller Straftäter: eine Studie über den Stable-2000

und Stable-2007. Forens Psychiatr Psychol Kriminol. (2011) 5:45–53.

doi: 10.1007/s11757-010-0086-z

53. Eher R, Matthes A, Schilling F, Haubner-MacLean T, Rettenberger M.

Dynamic risk assessment in sexual offenders using STABLE-2000 and the

STABLE-2007: an investigation of predictive and incremental validity. Sexual

Abuse. (2012) 24:5–28. doi: 10.1177/1079063211403164

54. Brankley AE, Babchishin KM, Hanson RK. STABLE-2007 Demonstrates

predictive and incremental validity in assessing risk-relevant propensities

for sexual offending: a meta-analysis. Sexual Abuse. (2021) 33:34–62.

doi: 10.1177/1079063219871572

55. Franqué F, von Briken P. Psychotherapeutische Behandlung bei

pädophiler Störung [Psychotherapeutic Treatment for pedophilic disorder].

Verhaltenstherapie Verhaltensmedizin. (2017) 38:26–41.

56. Campbell TC, Stanley JC. Experimental and Quasi-Experimental Designs for

Research. Chicago: Rand McNally College Publishing Company (1963).

57. McCulloch CE, Searle SR, Neuhaus JM. Linear, Generalized, and Mixed

Models. 2nd ed. New York, NY: John Wiley and Sons (2008).

58. Field A. Discovering Statistics Using SPSS. 3rd ed. London: Sage Publications

Ltd (2009).

59. Hanson RK. Age and Sexual Recidivism: A Comparison of Rapists and Child

Molesters. Ottawa, ON: Public Safety Canada (2001).

60. Wong S, Olver ME, Nicholaichuk TP, Gordon AE. The Violence Risk

Scale—Sexual Offender Version (VRS–SO). Saskatoon, SK. Canada: Regional

Psychiatric Centre, Department of Psychology and Research (2003).

61. Marques JK, Wiederanders M, Day DM K, Nelson C, van Ommeren A.

Effects of a relapse prevention program on sexual recidivism: final results

from California’s Sex Offender Treatment and Evaluation Project (SOTEP).

Sex Abuse J Res Tr. (2005) 17:79–107. doi: 10.1177/107906320501700108

62. Mews A, Di Bella L, Purver M. Impact Evaluation of the Prison-Based Core

Sex Offender Treatment Programme. London: Ministry of Justice Analytical

Series (2017). Available online at: https://assets.publishing.service.gov.uk/

government/uploads/system/uploads/attachment_data/file/623876/sotp-

report-web-.pdf (accessed August 17, 2021).

63. Wampold BE, Imel ZE. The Great Psychotherapy Debate: The Evidence for

What Makes Psychotherapy Work. 2nd ed. New York, NY: Routledge (2015).

doi: 10.4324/9780203582015

64. Tozdan S, Briken P, Yoon D, Franqué F von. Risiko- und Schutzfaktoren

bei sexualdelinquent gewordenen Menschen: Rückfallprognosen und

Veränderungen im Behandlungsverlauf [Risk- and Protective Factors in men

with sexual delinquency: Relapse prediction and treatment change]. Psychiatr

Prax. (2016) 43:154–9. doi: 10.1055/s-0034-1387404

Conflict of Interest: The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could be construed as a

potential conflict of interest.

Publisher’s Note: All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated organizations, or those of

the publisher, the editors and the reviewers. Any product that may be evaluated in

this article, or claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Copyright © 2021 von Franqué and Briken. This is an open-access article

distributed under the terms of the Creative Commons Attribution License (CC BY).

The use, distribution or reproduction in other forums is permitted, provided the

original author(s) and the copyright owner(s) are credited and that the original

publication in this journal is cited, in accordance with accepted academic practice.

No use, distribution or reproduction is permitted which does not comply with these

terms.

Frontiers in Psychiatry | www.frontiersin.org 14 September 2021 | Volume 12 | Article 708210

https://doi.org/10.1055/s-2003-814947
https://doi.org/10.1016/j.jsxm.2019.07.011
http://www.static99.org/pdfdocs/static-99randage20091005.pdf
http://www.static99.org/pdfdocs/static-99randage20091005.pdf
https://doi.org/10.1007/s11757-011-0146-z
https://doi.org/10.1515/mks-2009-920103
http://www.sexual-offender-treatment.org/51.0.html
https://doi.org/10.1177/0306624X08328755
https://www.researchgate.net/profile/Liam-Marshall-4/publication/306889084_The_Therapist_Ratings_Scale-2_TRS-2_An_end-of-treatment_outcome_scale_for_determining_sex_offender_functioning_on_dynamic_risk_and_engagement_factors/links/57bfb9d908aeda1ec386c838/The-Therapist-Ratings-Scale-2-TRS-2-An-end-of-treatment-outcome-scale-for-determining-sex-offender-functioning-on-dynamic-risk-and-engagement-factors.pdf?_sg%5B0%5D=BY1qZnl4_3uzruWnrW9hwLBexZwgTvYTwI_7mcCAVHAA0ujvEq1yO3wXJB-XKbA1-ZjJI-zrzQSi8t3akNefBg._HEhdlAD6H3QYprISZa6KwNglxjCeSsFSQIRMaC5xTdqg2H4FRbO7kRqAxq5cLq3tvE6dug-9QhTscaDpLaEUA&_sg%5B1%5D=nwSju_zOccpan3Efkh96c_L1Y33NXrMHZpk3uUjsJlrF537y-vzdl-pjKCGAf0-tlxjQy6iwWryiQDdJ1UeQttE2qS46JPCzWx6e02En0yLK._HEhdlAD6H3QYprISZa6KwNglxjCeSsFSQIRMaC5xTdqg2H4FRbO7kRqAxq5cLq3tvE6dug-9QhTscaDpLaEUA&_iepl=
https://doi.org/10.1007/s11757-012-0190-3
https://www.psychologie-aktuell.com/journale/verhaltenstherapie/bisher-erschienen/inhalt-lesen/2017-1-4.html
https://www.psychologie-aktuell.com/journale/verhaltenstherapie/bisher-erschienen/inhalt-lesen/2017-1-4.html
https://doi.org/10.1037/t04644-000
https://doi.org/10.1007/s11757-010-0086-z
https://doi.org/10.1177/1079063211403164
https://doi.org/10.1177/1079063219871572
https://doi.org/10.1177/107906320501700108
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/623876/sotp-report-web-.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/623876/sotp-report-web-.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/623876/sotp-report-web-.pdf
https://doi.org/10.4324/9780203582015
https://doi.org/10.1055/s-0034-1387404
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

	Mandated or Voluntary Treatment of Men Who Committed Child Sexual Abuse: Is There a Difference?
	Introduction
	Method
	Background
	Measures
	Diagnostic Procedure
	Evaluation of Static Risk Factors
	STATIC-99
	STATIC-C

	Evaluation of Dynamic Risk and Responsivity-Factors
	Therapist Rating Scale (TRS-2)
	STABLE 2007


	Participants
	Procedure
	Design
	Statistics

	Results
	Descriptive Data
	Frequency of Pedophilic Disorder
	Static Risk Factors
	Dynamic Risk Factors
	Responsivity Factors
	Treatment Evaluation

	Discussion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	References


