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Abstract
Purpose of Review To examine the empirical bases underlying the diagnoses of the paraphilias.We address issues concerning the
reliability of these diagnoses and their implications for etiology, treatment, and prognosis.
Recent Findings Research on these issues with the paraphilias is quite limited except for those paraphilics whose interests lead
them to sexually offend. Even among these clients, research has, for the most part, failed to distinguish those whomeet criteria for
a paraphilia from those who do not, thereby limiting the possibility of drawing firm conclusions regarding the value of a
paraphilic diagnosis.
Summary Speculations regarding the etiology of the paraphilias are for the most part limited to those who sexually offend and
these theories do not distinguish those who do, or do not, meet paraphilic criteria. Treatment of sex offenders, when effective,
appears to have the same impact regardless of whether or not clients meet criteria for a paraphilia. In terms of prognosis, it was
only among untreated child molesters that a paraphilic diagnosis (in this case “pedophilia”) predicted long-term outcome. In the
face of these problems, we suggest a dimensional approach to diagnoses may represent an improvement over the current
categorical model.
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Introduction

The paraphilic diagnoses have appeared in all editions of the
Diagnostic and Statistical Manual of Mental Disorders
(DSM) of the American Psychiatric Association (APA).
However, in the first two editions [1, 2], the paraphilias were
placed in the section on “Personality Disorders.” In DSM-III
[3], they were moved to their own section where they have
been ever since. From DSM-III onward through the course
of subsequent editions, the criteria have been changed pro-
gressively with the defining features becoming more behav-

ioral. This has gone some way in reducing the vagueness of
the criteria but not completely eliminating the need for di-
agnosticians to interpret the meaning of several aspects of
the putative characteristics. This paper will attempt to ad-
dress these and other concerns regarding the paraphilic
diagnoses.

First, however, a brief description will be provided of
the main aspects of the diagnostic criteria as specified in
the current edition of the DSM [4]. These notes will be
restricted to those paraphilias (i.e., pedophilia and sexual
sadism) that involve criminal behaviors as these are the
disorders for which there is the greatest amount of rele-
vant evidence. The comments on these specific diagnoses,
however, should be seen as pertinent to the other
paraphilias (for more detailed discussions of the other
paraphilias see [5, 6••]).

It should be noted that in much of the literature on
child molesters, the term “pedophilia” is used as a general
descriptor without due regard to diagnostic criteria [7].
This is also how the popular media tend to describe child
molesters. Such casual applications of the term, particu-
larly by professionals, are not helpful if we accept that a
distinction needs to be made. As will be suggested in this
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paper, however, the distinction may not carry much em-
pirical weight.

DSM-5 Paraphilic Diagnoses

According to DSM-5 [4], a paraphilia “denotes any intense
and persistent sexual interest other than sexual interests in
genital stimulation or preparatory fondling with phenotypical-
ly normal, physically mature, consenting human partners [4
(p685)]. A paraphilia is distinguished from a paraphilic disor-
der where the latter is described as “concurrently causing dis-
tress or impairment to the individual (and) whose satisfaction
has entailed personal harm, or risk to harm to others” [4
(pp685–686)]. Both criteria must be met in order for a diag-
nosis of paraphilic disorder to be applied, and once applied,
the disorder demands intervention. Paraphilias, on the other
hand, only require treatment if the clients request it.

Not surprisingly, many sex offenders, including those who
admit to having committed an offense, deny having any en-
during interest in the activities involved in their crimes, which
is to say they deny having a paraphilic disorder. DSM-5 offers
a solution in such cases when it declares that if a person denies
these interests, the diagnosis may be applied when there is
“substantial objective evidence to the contrary” [4 (p696)].
Unfortunately, exactly what constitutes “substantial evidence”
is not made clear.

Issues in the Paraphilic Diagnoses

There are many issues that could be, and have been, raised
concerning the value and precision of DSM diagnoses.
Marshall [8–10] noted several issues of concern with DSM
criteria, particularly the various purported defining features.
Other authors have made similar challenges by detailing the
lack of precision in the criteria [11, 12]. In addition to the
vagueness of the criteria, the diagnoses are not accompanied
by specific implications for treatment [10]. Also, the paraphil-
ic diagnosis of pedophilia appears not to predict future risk to
reoffend [13–15]. In addition, as will be illustrated later in this
paper, paraphilic diagnoses have been shown to lack the nec-
essary levels of reliability to function as useful guides even for
diagnostic purposes. Moreover, the structural nature of the
DSM can be challenged with the question being “Is the
DSM simply a nomenclature (i.e., a system of naming) or does
it meet the more rigorous standards of a nosology?” In fact in
the introductory remarks to DSM-5, the authors suggest it is
both. This leaves open the possibility of examining the noso-
logical status of the manual.

Nosological Issues

The value of a nosological system, over that of a nomencla-
ture, is that it should have clear implications for the etiology,
treatment, and future course of each of the specified disorders
[16–18]. It might, therefore, be fruitful to explore how rele-
vant the paraphilic diagnoses are for etiology, treatment, and
long-term outcome (i.e., prognosis). Among those working in
the field of sexual offending, theorists have attempted to ex-
plain the origins of paraphilic behaviors, treatment providers
have outlined approaches addressing these problems, and re-
searchers have identified characteristics that predict future risk
to reoffend. Clearly, practitioners want answers to these noso-
logical questions.

There are numerous theories purporting to explain the eti-
ology of various types of sexual offending [19••]. These the-
ories, for the most part, focus on the post-birth social experi-
ences of those children who become sex offenders, particular-
ly problematic care-giver attachments and experiences of be-
ing sexually abused when they were themselves children.
However, none of these theories are restricted to those of-
fenders who later meet criteria for a paraphilia.

Two factors these theories neglect concern pre-birth issues
(i.e., genetic and inter-uterine factors) and post-birth head
trauma, each of which has been implicated in the genesis of
pedophilia. Cantor and his colleagues [20, 21] have shown
that pedophiles have lower intelligence and relative memory
impairments and are shorter in stature than are matched non-
pedophilic men. These researchers also found that pedophiles
are more likely to be left-handed than other men. Studies by
Blanchard [22, 23] indicate that a disproportionate number of
pedophiles suffered traumatic head injuries during their devel-
opmental years. More recent studies using magnetic reso-
nance imaging techniques [24] have also shown differences
in brain structure, particularly lower white matter volume
among pedophilic men. This has led to the suggestion that
pedophiles may more readily interpret environmental stimuli
as sexually relevant. Both Cantor’s and Blanchard’s studies
suggest that at least among some pedophiles, biological sub-
strates may play an important role in the origin of these devi-
ant sexual interests.

Although the findings of neurobiological underpinnings of
pedophilia appear to be relatively robust, future research
should further explore the possible indirect effects of such
factors on the early environmental experiences that may con-
tribute to the development of deviant sexual interests in chil-
dren. It is possible that some of the neurobiological correlates
of pedophilia could contribute to considerably stressful devel-
opmental years of those who later become pedophiles.
Marshall [25, 26] has suggested that such unfortunate experi-
ences may predispose developing youngsters to form age-
inappropriate attachments which may, in the long run, contrib-
ute to a sexual interest in children. Child molesters certainly
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do experience greater emotional congruence with children
than do other men and they have corresponding problems in
emotional attachments with adults [27]. In any case, the issue
concerning what factors play a direct versus an indirect role in
the genesis of pedophilia has not yet been fully settled.

Focusing on both treatment effects and long-term outcome
(a proxy for prognosis), Marshall [28] reported a study that
has nosological relevance for pedophilia. He found that
among the 68 treated child molesters, there was no significant
difference in long-term outcome between those diagnosed as
pedophiles and those whowere determined to not meet criteria
for this diagnosis; the re-offense rates were 5.9% for treated
pedophiles and 7.8% for the non- pedophiles who received
treatment. What these data appear to suggest is that the same
form of treatment is effective regardless of diagnostic status.

Contrary to the findings with the treated clients, Marshall
found a significant difference in outcome among the untreated
clients (N = 58). Untreated pedophiles reoffended at a higher
rate (23.8%) than did the non-pedophilic child molesters
(12%), suggesting that the long-term prognosis for untreated
pedophiles is rather dismal compared to that with other child
molesters. Thus, at least among untreated pedophiles, the di-
agnosis appears to have prognostic relevance. However, it is
important to note that researchers disagree about the meaning
of the absence of the behavioral features of pedophilia after
treatment.

A 2002 special edition of the Archives of Sexual Behavior
was devoted to a consideration by numerous authors of sev-
eral aspects of pedophilia. Some of these authors [29–31]
claimed that the disorder is a lifelong persistent sexual orien-
tation akin to homosexuality and that it is, accordingly, un-
changeable. Seto [32] has also suggested that pedophilia is
best thought of as a sexual orientation. Indeed, DSM-5 de-
clares pedophilia “to be a lifelong condition… (although)
the propensity to act out sexually” may change [4 (p699)].
Other authors writing in the special edition of the Archives
[33, 34] vigorously deny that pedophilia represents an un-
changeable sexual orientation.

Seemingly consistent with this latter view are findings re-
ported by Muller et al. [35]. They examined the stability of
pedophilic interests over time as assessed by phallometry.
Muller et al. found significant reductions in their derived pe-
dophilic index over an extended follow-up period (6 to
259 months). Muller et al. took these changes to mean that
pedophilic interests can be reduced and are, thus, not un-
changeable. Several authors, however, took issue with this
claim. As Bailey [36] pointed out, arousal patterns assessed
by phallometry have been shown to include measurement er-
ror, and that this, he noted, was evident in Muller et al.’s data.
Thus, the apparent changes might simply reflect this error in
measurement. Both Cantor [37] and Lalumière [38] pointed to
other serious methodological problems with Muller et al.’s
paper and Mokros and Habermeyer [39•] noted that both

low reliability and regression to the mean could explain
Muller et al.’s data.

Finally, it should be noted that at least some sexual of-
fenders and paraphilics as well as non-offending men can
control their sexual responses during phallometric testing if
they are instructed to do so [40, 41]. Specifically, Quinsey and
Carrigan [42] showed that child molesters could fake “nor-
mal.” Contrary to these observations, Babchishin et al. [43]
reported that after controlling for measurement error, 83% of
pedophiles were unable to demonstrate control over their
arousal to child stimuli during phallometric testing.
However, 15% were able to change their pedophilic profile
to a normal pattern of responding.

Thus, it seems that the two competing hypotheses (pedo-
philia can or cannot be changed) are not open to empirical
validation or rejection. Even if it is accepted that apparent
reductions in pedophilic responses or behaviors occur as a
result of treatment or simply as a function of time, these results
could equally be interpreted as indicating that pedophilia has
been eliminated or that the pedophiles have simply learned to
inhibit the overt manifestation of their still persisting sexual
interests.

Reliability

The vagueness of the criteria noted earlier suggests that it is
unlikely that reliability across diagnosticians will meet accept-
able standards. However, as Nelson-Gray [44] has pointed
out, establishing reliability is a particularly important aspect
of the application of any diagnosis. An estimate of reliability
in the case of the paraphilias could be established by having
several clinicians independently assess the same set of cases
with a subsequent analysis of the degree of agreement across
these evaluators. Studies of inter-rater agreement are in fact
what the authors of DSM have initiated for the majority of
disorders since at least DSM-III, although such studies do not
appear to have been repeated with the paraphilias. The degree
of inter-rater reliability is typically determined by calculating
the kappa coefficient which corrects for chance agreement
between diagnosticians. In interpreting the meaning of coeffi-
cients of reliability in such cases, it should be noted that
Cicchetti and Sparrow’s [45] psychometric standards indicate
that for very important decisions, a kappa (k) of 0.9 is essen-
tial. Given the impact diagnoses of pedophila or sexual sadism
have on the offender’s prospect of early release, and the po-
tential impact on the public if a dangerous offender is released
on parole, then clearly, these diagnoses meet Cicchetti and
Sparrow’s standard of a very important decision.
Accordingly, we should expect inter-diagnostician agreement
to be at or above k = 0.9.

Appropriate data on reliability can be derived from exam-
ining diagnoses applied during independent assessments con-
ducted by trained evaluators for the courts in hearings of
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applications for Sexually Violent Predator status. With regard
to these civil commitment laws, the US Supreme Court has
stipulated that in order for sex offenders to meet commitment
requirements, they must exhibit a mental condition that pre-
disposes them to commit a sexually violent offense [46].
Several paraphilic conditions, notably pedophilia, sexual sa-
dism, and what is now termed “Other specified paraphilic
disorder” (previously known as “Paraphilia not otherwise
specified”), have served as the requisite mental conditions
[47, 48]. Levenson [49] has described her examination of
extensive files on these assessments conducted by indepen-
dent evaluators in the state of Florida. She found unacceptably
low inter-assessor reliability for four sets of diagnoses: pedo-
philia (k = 0.65); sexual sadism (k = 0.30); exhibitionism (k =
0.47); and paraphilia NOS (k = 0.36); as well as the presence
of any paraphilia (k = 0.47). As can be seen, none of these
coefficients even approach acceptable levels for an important
decision such as indefinite confinement.

In a series of studies,Marshall and his colleagues examined
the status of the diagnosis of sexual sadism. They began with a
detailed review of the literature [50] which unfortunately re-
vealed that no center adhered to DSM criteria but rather cre-
ated their own based on their clinical experience. This meant
that comparisons across settings were compromised.

Next, Marshall et al. [51] reviewed the clinical application
of the diagnosis of sadism completed in a secure psychiatric
center located in a maximum security federal prison in
Canada. The inmates of this institution were often referred
by the National Parole Board to independent psychiatrists
for the assessment of the presence of sexual sadism. These
independent psychiatrists were all experienced in dealing with
dangerous offenders. The psychiatrists’ decisions had very
important implications because if they decided that an offend-
er was a sadist, then he was very unlikely to get parole; if he
was seen to not meet criteria for the disorder, he had a strong
chance of obtaining early release. Errors of diagnosis could,
therefore, put the public at risk or unnecessarily extend an
offender’s sentence.

Marshall et al. examined 51 of these evaluations and
checked the relationship between each decision and an array
of information contained in the files upon which the exam-
ining psychiatrists based their opinions. Included in this
information was past psychiatric evaluations, phallometric
test results, various psychological test results, detailed case
notes, and the results of their own interviews with the of-
fenders. WhenMarshall et al. examined the diagnoses made
by these evaluators in relation to the same information they
used, they were surprised by the results. Those offenders
deemed not to be sadists and showed greater arousal to de-
pictions of violent rapes than did those who were said to be
sadists. Furthermore, the so-called non-sadists had been
more likely than the psychiatrist-diagnosed sadists to have
tortured and humiliated their victims.

Given these disappointing results, Marshall et al. [52] ex-
tracted the complete set of information to which the psychia-
trists in the previous study had access. This set of information
on 12 of the offenders (6 who were judged to be sadists and 6
who were not) was sent to 15 internationally acknowledged
experts in sexual sadism. The primary question put to these
experts simply asked them to indicate whether or not each
client met criteria for sexual sadism. The analysis of the resul-
tant data revealed very low inter-diagnostician agreement (k =
0.14). However, these experts provided more uniform re-
sponses to the secondary question put to them. In this instance,
they were asked to identify the criteria they believed most
accurately identified sadists and to rate the relative importance
of each feature they said was critical. This information later
served as the basis for the development of a scale meant to
assist clinicians in making a diagnosis of sexual sadism [53].

Overall, the available data do not encourage confidence in
the reliability of paraphilic diagnoses, even when they are
applied under conditions which we might expect to generate
high reliability. There are, however, alternative ways to derive
paraphilic diagnoses.

Alternative Diagnostic Strategies

Phallometrics

Phallometry involves the measurement of erectile responses
to sexually explicit stimuli [54]. Freund [55, 56] suggested
that the most accurate way to identify pedophilia is to em-
ploy phallometric testing where the relevant stimuli include
sexualized depictions of children and adults. Responses to
children that were greater than responses to adults would, so
Freund declared, serve as diagnostic indicators of pedophil-
ia. Other researchers have attempted to generate relevant
phallometric stimuli that might serve as bases to diagnose
sadists [57].

The use of phallometry in the assessment of paraphilics
has won widespread acceptance as a method to identify
deviance in need of treatment. This is not to say that such
assessments are free of problems. As noted earlier, Cantor
[37], Lalumière [38], and Mokros and Habermeyer [39•]
have pointed to several potential measurement and meth-
odological issues with the way in which phallometric as-
sessments are often done. As a consequence, serious er-
rors may result in the interpretation of the findings. It has
also been noted [54] that the test-retest reliability of
phallometry is unsatisfactory which also suggests a limit
to this assessment procedure. Despite these caveats,
phallometry remains popular as can be seen in the chap-
ters on the various paraphilias in Laws and O’Donohue’s
[5, 6••] two volumes. It is clear, however, that more re-
search needs to be done before we can rely on this
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methodology, particularly in its capacity to track changes
over time. While, as we will show, there are alternatives,
all of them have limitations.

Indirect Measures

These measures cover an array of approaches [58], all of
which attempt to circumvent the offenders’ understandable
disposition to hide their true sexual interests. These proce-
dures include discrepancies in viewing time between identify-
ing child and adult images [59], choice reaction timemeasures
[60], implicit association tests [61], and the emotional Stroop
test [62].

Unfortunately, the empirical support for these various mea-
sures has not always clearly discriminated paraphilics from
other males [63], although the emotional Stroop test has gen-
erated interesting results with sex offenders [64–66]. While
these alternative assessment strategies have the advantage of
obscuring from the subjects the real intent of the evaluations,
there is still considerable work to be done to make most of
them acceptable alternatives for diagnostic and treatment eval-
uation purposes.

Diagnostic Rating Scales

Seto and Lalumière [67] developed a simple scale meant to
be completed based on a review of available file informa-
tion. They showed that this scale accurately predicted a di-
agnosis of pedophilia. A critical aspect of this scale con-
cerns the fact that the presence of two or more prior victims
is a crucial factor in identifying pedophilia, just as Freund
and Watson [68] had earlier shown to be the case.
Subsequent validation of this scale applied in a separate
setting revealed its robustness in accurately diagnosing pe-
dophilia [69].

While empirically derived rating scales have been de-
veloped for assessing sexual sadism [53, 70], Seto’s scale
remains the only other scale for the paraphilias. Nitschke
et al.’s [70] Severe Sexual Sadism Scale (SeSaS) has been
thoroughly explored for its psychometric properties and
been found to meet high standards of scale-ability, reli-
ability, and reproducibility, and to generate high inter-
rater agreement [71]. It has subsequently been shown to
be applicable to dangerous female sexual offenders [72]
and to the assessment of men detained in an American
civil commitment center [73]. The SeSaS has the advan-
tage that it can be scored categorically, to produce a di-
agnosis, or dimensionally, to provide an estimate of the
degree of sadistic interest. Thus, it appears to have signif-
icant potential and can provide a model for the develop-
ment of similar scales for the various other paraphilias.

Summary of Alternative Diagnostic Strategies

It appears that phallometric testing can be a valuable objective
tool to assist diagnostic approaches with the various
paraphilias. There seems to be some promise for one or more
of the alternative indirect methods and particularly for the
recent developments of diagnostic scales. Unfortunately, these
conclusions seem, at present, to be valid only for pedophilia
and sexual sadism.

A Dimensional Perspective

An important question for the committee formulating the next
edition of the DSM is whether or not the paraphilias can best
be construed as dichotomous categories (i.e., as indicating the
presence or absence of a disorder), or as degrees of disorder
located on dimensions anchored at one end by normal func-
tioning and at the other by severe disorder. One problem with
categorical diagnoses is that they view people with “disor-
ders” as qualitatively different from the so-called normal peo-
ple. As some authors have observed, dichotomous diagnoses
do not represent natural classes [74, 75] as the majority of the
aspects of human behavior range along continua.

The DSM’s categorical view of the paraphilias does not
appear to match research findings. As has been shown, those
child molesters who have two or more victims are the ones
most likely to display arousal patterns indicative of pedophil-
ia. What these findings suggest is that child molesters range
along a continuum in terms of their numbers of victims which
seems to imply that a dimensional approach to diagnosing
pedophilia might be more useful.

Matching this view are the results of a study by Barbaree et
al. [76]. They compared the phallometric responses of rapists
and non-offendingmales to depictions of normative sex and to
depictions of sexual violence. They found that the differences
between these two groups were accounted for by an inhibitory
response to the elements depicting forcefulness that was most
evident among the normal subjects but that varied in degree in
the rapists. Lalumière and Quinsey [77] also reported that a
number of rapists displayed normal responses at phallometric
testing while several non-offenders responded to sexual as-
sault stimuli. As Nitschke and Marshall [78] have suggested,
these data imply a continuum of responses to sexual violence
with extreme deviants lying at one end of the spectrum while
the other end captures men without any apparent sexually
abusive tendencies.

Consistent with this idea that paraphilias may be best
thought of as lying along a dimension are the observations
of several authors working with sexual aggressors. Knight
[79] and Knight et al. [80] concluded, after examining their
own evidence and the observations of Barbaree et al. [76], that
the responses of rapists can be ordered along a continuum
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ranging from no arousal to sexual violence to very strong
arousal to such cues. Similarly, Mokros et al. [81•] and
O’Meara et al. [82] consider the evidence to indicate that
sexual sadism is best viewed as dimensional rather than sim-
ply categorical.

Research aimed at identifying features indicative of future
risk among sex offenders [83, 84] also suggests a dimensional
quality to these risk factors and so could be seen as providing
the basis for the development of dimensional scales. As we
have seen, deviance revealed by phallometric assessments has
a natural dimensional quality, as do other risk factors such as
deficits in relationship skills, sexual preoccupation, features of
dysregulated behavior, and emotional congruence with chil-
dren. Features associated with other paraphilias could also be
rendered into dimensional scales as has been suggested for
voyeurism by Mann et al. [85].

Hopefully, the development of appropriate scales will soon
be realized so that all paraphilias can be identified as continua.
If so, this will then provide the bases for determining the
degree of deviant sexual interests while at the same time
retaining the possibility of discerning a categorical diagnosis.
Such scales would also eliminate the need for diagnosticians
to interpret the meaning of the vaguely stated DSM criteria.

Conclusions

This paper has considered various facets of the DSM’s attempt
to provide categorical diagnoses for the paraphilias. These
considerations were limited to the diagnoses of pedophilia
and sexual sadism since they are the only diagnoses for which
reasonable evidence is available.

The criteria for the paraphilias, as specified in the various
editions of the DSM, were found to be vague and, as a con-
sequence, unreliable. This lack of reliability was particularly
evident when examined under conditions where the highest
reliability might be expected. In evaluating diagnostician
agreement between independent assessors preparing reports
for Sexually Violent Predator hearings, the resultant levels of
reliability were unacceptably low. Similar disappointing re-
sults were found with diagnoses of sexual sadism made by
internationally renowned experts. The capacity of the DSM
to meet the standards of a nosological system (i.e., the identi-
fication of etiology, treatment, and prognoses) was also exam-
ined and found wanting.

As a result of these various observations, alternative
methods of diagnosing the paraphilias were considered. The
use of phallometric testing and the deployment of various
indirect measures of sexual interests were considered and
seemed to offer promise. The recent emergence of rating
scales was also appraised and they also seem worth pursuing.
The advantage of these scales is that they can be scored both
categorically, and thereby produce a diagnosis, and

dimensionally resulting in an estimate of the degree of devi-
ance. Whatever course future developments take, at the very
least, the next DSM committee must attempt to develop more
precise criteria that can be interpreted with less ambiguity.

Hopefully, the comments and observations expressed in
this paper will encourage future researchers, whether or not
they support the views expressed here, to examine the possi-
bilities and problems detailed in this paper. The primary value
of a review, such as that presented here, is to encourage em-
pirically based challenges.
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