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One of the significant shifts in medicine in 
the last two decades is the introduction of 
evidence-based practice, characterized by 
the integration of clinical expertise with 
best available evidence from systematic 
research in making a clinical decision 
[1,2]. Given the pressure to adopt this ap-
proach in all medical disciplines, evidence-
based practice is in vogue in medicine and 
a hot topic in forensic psychiatry. For in-
stance, analogous to evidence-based 
practice, psychiatric expert testimony is 
required to be objective and scientifically 
based, and the Supreme Courts of Cana-
da and USA in relevant case laws have 
established a scientific basis for the relia-
bility of psychiatric expert evidence [3].  

The US Supreme Court held that the min-
imum requirement for admissibility of sci-
entific evidence (and the weight once ad-
mitted) be based on its scientific validity as 
described in Daubert [4]. In a similar case, 
the Canadian Supreme Court, in R. v. Mo-
han, noted that four factors control the 
admissibility of expert evidence: rele-
vance, the necessity in assisting the trier 
of fact, the absence of any exclusionary 
rule, and the proper qualification of the 
expert [5]. Given the preceding decisions, 
there is an apparent burden to show that 
the theory or technique underlining evi-
dence is tested, peer-reviewed, has a 
known error rate or standard of reference, 
and is generally accepted within the scien-
tific community [4,6,7]. In fact, it is often 
said that an expert opinion is only as good 
as the factual foundation on which it is 
premised [7]. This puts the responsibility 
on the forensic psychiatrist witness to be 
aware of the evidence-based practice in 
their roles within the criminal justice sys-
tem and those interfacing with the civil 
mental health system.  

As simple as it might sound, there are ca-
veats on how evidence-based medicine 
applies to forensic psychiatric practice 
because “one medicine or rule for all” does 
not always hold [8]. This is because some 
aspects of forensic psychiatric practice 
have a stronger scientific basis compared 
to others, and clearly fit the definition of 
evidence-based medicine. A “stand-alone” 
application of evidence-based practice to 
all aspects of forensic psychiatry, especial-
ly when it is devoid of clinical judgment, 
can be counter-intuitive, too reductionist, 
over-dependent on clinical trials, and 
would not fit all the complexities of medi-
co-legal cases [7,9]. The assessment and 
treatment of sexual offenders provide a 
good example of a strong scientific basis 
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and meet the definition of evidence-based 
medicine in many respects, as defined by 
Sackett et al. [10].   

When dealing with a sexual offender, the 
criminal justice system needs scientific 
evidence regarding the diagnostic criteria 
for paraphilia, the risk of recidivism, and 
the possible treatments that would mitigate 
that risk. All of these areas have been the 
subject of considerable research and 
would fit the definition of evidence-based 
medicine [1,10]. In this editorial, we model 
evidence-based practice by parsing the 
best available evidence for the assess-
ment and treatment of sexual offenders 
while highlighting some limitations. We 
also revisit the issue of the complementari-
ty of clinical acumen and knowledge de-
rived from empirical research in forensic 
psychiatry. 

Evidence-Base Practice in Assessment 
and Diagnosis of Paraphilia 

When assessing a sexual offender, it is 
important to highlight the psychopathologi-
cal characteristics of the individual’s sexu-
al behaviour in order to understand why it 
deviated from the norm. Studies related to 
human sexuality have provided an under-
standing of “anomalous psychosexual 
phenomenon,” while evidence-based fo-
rensic psychiatric practice has specifically 
allowed refinement of diagnostic assess-
ments and nosology of the paraphilias. For 
example, the successive revisions of the 
Diagnostic and Statistical Manual of Men-
tal Disorders (DSM-5), now in its fifth edi-
tion, led to the historical delisting of homo-
sexuality and modification in the diagnosis 
of paraphilia as new scientific evidence 
emerged [11].  

According to the DSM-5, paraphilia is 
characterized by recurrent, intense sexual 
urges, fantasies, or behaviors that involve 
unusual objects, activities, or situations 
and cause clinically significant distress or 
impairment in social, occupational, or oth-
er important areas of functioning [11]. The 
paraphilias consist of exhibitionism, fetish-
ism, frotteurism, pedophilia, sexual maso-
chism, sexual sadism, transvestic fetish-
ism, voyeurism and paraphilia not other-
wise specified (this includes telephone 

scatalogia; necrophilia; partialism; zoophil-
ia; coprophilia; klismaphilia and urophilia). 
Although by definition, all of the paraphili-
as can be diagnosed with only the pres-
ence of deviant sexual fantasies, clearly 
the behavior of some paraphilias require 
physical contact with an adult or child, or 
an animal in zoophilia and a corpse in nec-
rophilia. In the other paraphilias, the be-
havior does not require contact with an-
other person. The former group is regard-
ed as the "hands-on" paraphilias, while the 
latter group is regarded as the "hands-off" 
paraphilias. This classification is not to be 
confused with victimization, whereby clear-
ly the victims of voyeurism, exhibitionism 
and telephone scatalogia, for example, 
can be traumatized by the experience. 
When considered as a group of diagnoses 
in psychiatry, there are only a small num-
ber of the paraphilias that would clearly fit 
the definition of being sexually violent, and 
sexual violence is mostly related to 
"hands-on" paraphilias. That said, there is 
considerable comorbidity between the 
paraphilias, with significant crossover in 
any given individual between "hands-on" 
and "hands-off" paraphilias [12]. 

The phenomenon of comorbidity empha-
sizes the need for a careful diagnostic 
evaluation. This type of assessment is 
based on the pathognomonic feature of all 
paraphilias or sexual deviations, which is 
deviant sexual arousal [13]. This then 
formed the basis for the objective measure 
of sexual arousal, which would then define 
the sexual preference of the individual and 
allow for objective diagnosis of the para-
philia or sexual deviation. Deviant sexual 
preference, in theory, drove deviant sexual 
behavior and this was responsible for sex-
ual offending in the majority of cases. 

The objective measurement of sexual 
arousal in a laboratory setting also provid-
ed an independent measurement of the 
reported sexual preference by the sexual 
offender or persons suffering from a para-
philia. This is made possible by the meas-
urement of penile tumescence in a labora-
tory setting as an objective measure of 
sexual preference [14]. This objective test 
formed a fundamental basis to the com-
prehensive assessment of sexual offend-
ers. Although there is no complete stand-
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ardized approach to the evaluation of sex-
ual offenders in specialized centers, a typ-
ical approach includes a forensic psychiat-
ric diagnostic and evaluative clinical exam-
ination, a detailed psychiatric history, men-
tal status examination to diagnose associ-
ated psychiatric conditions and general 
medical conditions. In addition, specific 
assessment for deviant sexual behavior 
consists of sex hormone profile, a variety 
of sexual questionnaires, and objective 
measures of sexual interest such as penile 
tumescence testing or visual reaction time 
[15]. The sex hormone profile consists of 
free and total testosterone (Free T and 
Total T); follicle stimulating hormone 
(FSH); luteinizing hormone (LH); estradiol; 
prolactin; and progesterone. The sex hor-
mone profile is essential to form the diag-
nostic basis for conditions affecting sexual 
endocrinology that may be associated with 
paraphilias, such as Klinefelter syndrome. 
It also establishes the baseline readings 
for pharmacological treatment intervention. 
The sexual questionnaires are usually self-
report questionnaires measuring overall 
sexual performance, drug and alcohol us-
age, sexual drive measures, general 
measures of impulsivity, measures of ag-
gression, quantitative and qualitative 
measures of sexual fantasy, a detailed 
sexual behaviors inventory, some meas-
ure of deception, and measurement of 
cognitive distortions. Physiological 
measures of sexual preference complete 
the overall comprehensive assessment 
[15]. Despite the scientific basis to penile 
tumescence testing (penile plethysmogra-
phy – PPG), there has been a considera-
ble amount of criticism, and to a certain 
extent controversy, about using these 
techniques to make a diagnosis, as well as 
their use in forensic settings. The main 
issue is the lack of standardization of the 
procedures used and the lack of a stand-
ardized stimulus set. Another area of criti-
cism for PPG testing is the lack of consen-
sus as to the appropriate content and 
method of delivery of each stimulus; the 
usual delivery is a videotape, slides and 
audiotapes. 

 

Evidence-Based Practice in Risk As-
sessments 

Sexual offense recidivism risk is calculated 
through risk assessment instruments such 
as the Static 99 [16], and often Psychopa-
thy is measured through the Hare Psy-
chopathy Checklist [17]. The importance of 
sexual arousal testing is emphasized by 
deviant sexual preference being amongst 
the strongest predictors of sexual offense 
recidivism [18]. Although a full discussion 
of risk assessment and risk assessment 
instruments is beyond the scope of this 
paper, the Hare Psychopathy Checklist 
forms an important part of the evidence-
based practice in the assessment of sexu-
al offenders as it forms an important part 
of the prediction of future sexual offense 
recidivism. The concept of psychopathy 
has developed historically and is the prod-
uct of extensive clinical research [18]. The 
concept as operationalized in the Hare 
Psychopathy Checklist (PCLR) has proven 
to be the most reliable means of identify-
ing psychopathic traits [17]. It also has 
become the most important tool in as-
sessing psychopathy in forensic psychiat-
ric situations such as risk assessment but 
is also proved to be one of the most im-
portant measurements in the prediction of 
recidivism [18]. The performance of other 
risk assessment instruments for predicting 
sexual offense recidivism have also been 
significantly researched and have signifi-
cant predictive validity [16, 18]. The exten-
sive recidivism studies, particularly looking 
at violent sexual offenders, have partici-
pated in the evidence-based testimony in 
Dangerous Offender hearings in Canada 
and in Sexually Violent Predator hearings 
in the United States. 

Evidence-Based Practice in Treatment 
of Sexual Offenders 

The pharmacological treatment of sexual 
offenders is based on well-established 
studies on the neurobiology and neuro-
pharmacology of sexual behavior in both 
human and animal subjects [19]. In fact, 
the neurobiology and neuropharmacology 
of sexual behavior is far better understood 
compared to the neuropharmacology and 
neurobiology of major psychiatric disor-
ders such as Mood Disorders and Schizo-
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phrenia [19]. Historically, surgical castra-
tion was widely used as an intervention to 
treat sexual offenders, and various studies 
reported dramatic decreases in sexual 
offense recidivism based on this interven-
tion. Pharmacological treatments have 
been developed using the same principle 
of intervention, that is, the reduction of 
total and free testosterone in the endo-
crine system, significantly reducing sexual 
drive and consequently sexual behavior, 
including deviant sexual behavior. The 
pharmacological treatments provided a 
reversible intervention compared to surgi-
cal castration. Pharmacological interven-
tion includes three main categories: Selec-
tive serotonin reuptake inhibitors (SSRIs); 
Hormonal agents such as medroxyproges-
terone acetate (MPA) and luteinizing hor-
mone-releasing hormone (LHRH) agonists 
(leuprolide acetate and goserelin acetates 
are the most commonly used); and Anti-
androgens (cyproterone acetate (CPA) is 
the most widely used) [19]. 

In addition to the neuropharmacology and 
neurobiology of these pharmacological 
agents being well understood, it has also 
formed the basis of a treatment algorithm 
for the pharmacological treatment of the 
paraphilias and sexual offenders [19]. This 
algorithm starts with all persons requiring 
treatment receive psychological treat-
ments in the form of cognitive behavioral 
therapy and relapse prevention treatment 
(level one). This is followed by various 
levels of pharmacological treatment start-
ing with selective serotonin reuptake inhib-
itors (SSRIs), a non-hormonal treatment 
and the least intrusive of pharmacological 
interventions (level two). Next is hormonal 
(MPA) or antiandrogen (CPA) treatments 
given orally (level three); this is followed 
by a combination of an oral antiandrogen 
(CPA) or hormonal therapy (MPA) given in 
conjunction with an SSRI (level four). This 
has been followed by intramuscular anti-

androgen (CPA) or hormonal (MPA) 
treatment (level five). Finally, there is 
LHRH agonist treatment resulting in a 
pharmacological castration using leupro-
lide acetate or goserelin acetate (level six). 
The decision to move from one level of the 
algorithm through to the next level, and 
ultimately to level six, is based on a severi-
ty scale. 

Limitations   

Evidence-based practice can impose 
some limitations on forensic psychiatry. 
Scientific validity is a necessary but not 
sufficient precondition in determining if the 
evidence is admissible in court. Presuma-
bly, evidence-based medicine will inform 
the court as to the scientific validity of the 
evidence, while admissibility and adjudica-
tion of a case in point rests with the court. 
It is also not clear how much of patients’ 
best interests as well as physician educa-
tion play into evidence-based practice.  In 
the same vein, a pragmatic use of clinical 
trial evidence seems essential to ensure 
the validity of the therapies used; for ex-
ample, no randomized controlled studies 
of the efficacy of SSRIs in the treatment of 
the paraphilias have been published to 
date.  

Recommendation 

The science underpinning assessment 
and treatment of sexual offenders contin-
ues to evolve, and forensic psychiatric 
professionals are expected to be cogni-
zant of this recent scientific evidence. De-
spite the complexities of medico-legal 
cases, the evidence-based practice re-
mains an essential tool to continue to im-
prove medical knowledge of sexual of-
fenders. 
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