
ORIGINAL RESEARCH & REVIEWS
Androgen Deprivation Therapy in Pedophilic Disorder: Exploring the
Physical, Psychological, andSexual Effects FromaPatient’s Perspective
Lena Boons, MS, Inge Jeandarme, MD, PhD, and Geert Vervaeke, PhD
ABSTRACT
Received M

Department

Copyright ª
Elsevier Inc
https://doi.o

J Sex Med
Background: The use of androgen deprivation therapy (ADT) shows promising results in the treatment of
paraphilic disorders. Although the side effects of ADT can be intrusive, there is no research into the experiences
of patients with pedophilic disorder themselves.

Aim: This research aims to explore the psychological, physical, and sexual experiences of ADT from the
perspective of sex offenders diagnosed with pedophilic disorder.

Methods: Twelve semistructured in-depth interviews with male adults diagnosed with pedophilic disorder were
conducted using a phenomenological approach. Six of the 12 respondents were on luteinizing hormone-releasing
hormone agonists and the remaining on anti-androgens. Half of each group were inpatients, and the other half
outpatients. The respondents were recruited in collaboration with one psychiatric hospital. The data were
analyzed with help of a qualitative software application NVivo.

Outcomes: The respondents described experiences on the use of ADT on a physical, psychological, and sexual
level.

Results: The most prominent physical side effects mentioned were bone loss, weight gain, and breast for-
mation. The respondents generally described a positive influence of the medication on their well-being. They
felt more relaxed and experienced a reduction in frequency and intensity of sexual fantasies, anger, and
aggressive feelings in general. In addition, all the respondents noticed a lower frequency of sexual contact and
masturbation. Most of the participants experienced the use of ADT as a mandatory decision made by the
treating psychiatrist.

Clinical implications: This study recommends informing patients and their loved ones on the potential side
effects of ADT. Furthermore, training forensic counselors on potential side effects of ADT and methods to
alleviate them can promote the dissemination of information and will encourage the informed consent procedure.

Strengths & limitations: This is the first qualitative study about the experiences of ADT in men diagnosed
with pedophilic disorder in Belgium. Future studies should include more than one treatment center.

Conclusion: The majority of the participants had a positive attitude towards ADT in general. L Boons, I
Jeandarme, G Vervaeke. Androgen Deprivation Therapy in Pedophilic Disorder: Exploring the Physical,
Psychological, and Sexual Effects From a Patient’s Perspective. J Sex Med 2020;XX:XXXeXXX.
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INTRODUCTION

Pedophilic disorder is one of the 8 specific paraphilic disorders
described in the Diagnostic and Statistical Manual of Mental
Disorders (5th Edition).1 The phenomenon has become a topic of
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increased interest in the medical community and the public at
large.2 Although paraphilias can be associated with deviant sexual
behavior, they are not necessarily linked with committing of-
fences. In order to be diagnosed with pedophilic disorder, the
subject must have reached the age of 16 and has to be at least
5 years older than the victim. A distinction can be made between
exclusive pedophilia (ie sexual preference towards children only)
and nonexclusive pedophilia (ie sexual preferences towards adults
and children). In at least 90% of the cases, individuals with
pedophilic disorder are males.3
1
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Treatment of offenders diagnosed with pedophilic disorder
results in a major challenge.4 There is a fundamental tension
between the goals of the criminal justice system and mental
health care, which respectively unfolds in 2 main approaches to
offender rehabilitation: (1) a risk approach that focuses on
rehabilitating offenders to reduce recidivism and avoid harm to
society, and (2) a mental health approach that is concerned with
the treatment of individuals suffering from a disorder.5,6 Forensic
practitioners can be seen as “double agents,” which requires them
to find a middle ground between protecting the wider society
from “offenders” while providing care and treatment for “pa-
tients”.6,7 The aims of the treatment of paraphilic disorders in
general are (1) controlling paraphilic phantasies and behaviors in
order to reduce recidivism rates and further victimization, (2)
controlling sexual urges, and (3) decreasing the level of distress in
the paraphilic subject. Beside psychological and behavioral
treatments, several medicinal options are available.3,8
ANDROGEN DEPRIVATION THERAPY

Despite decades of research, the etiology of pedophilia is still
unclear and the causes are probably multifactorial.9 Sexual
behavior is influenced by culture and context and depends also
on hormonal, genetic, and neural factors.3,8 Together with
dopamine and serotonin, testosterone plays a crucial role in male
sexuality including sexual fantasies, urges, and behavior.3,8,10,11

Testosterone is primary produced in the Leydig cells of the
testes and to a lesser extent in the brain and adrenal cortex.10

Testosterone receptors have been found in different brain areas
which are involved in sexual behavior.11 However, it is not clear
how changes in testosterone concentrations are associated with
changes in brain activation patterns in general and in sexual
offending and paraphilic behaviors in particular.11 In addition, a
recent meta-analysis showed no differences in baseline levels of
testosterone between groups of nonsex offenders and sex of-
fenders with paraphilic disorder.12

The oldest approach to reduce recidivism of males with sexual
behavior problems is surgical castration, which is no longer used
in most of the European countries in view of its irreversible
character.3,13,14 Although controlled studies are lacking, a strik-
ing reduction in recidivism has been observed after removing the
testicles.15 These positive results led to the development of a
more humane and reversible method to achieve the same goal,
namely the use of androgen deprivation therapy (ADT).15,*

ADT combined with cognitive behavioral therapy (CBT)
showed promising results in the treatment of sex offenders with
paraphilic disorders compared to either treatment as mono-
therapy.2,3,8 Sex offenders receiving ADT showed a stronger
decrease in dynamic risk factors (assessed with the Stable-2007)
after ADT was started.16 A distinction can be made between 2
types of hormonal treatments, namely anti-androgens and
luteinizing hormone-releasing hormone (LHRH) agonists.
* Also commonly used in the treatment of prostate cancer.
Anti-androgens
Anti-androgens consist of medroxyprogesterone acetate

(MPA) and cyproterone acetate (CPA). MPA reduces LHRH
secretion from the hypothalamus through a negative feedback
mechanism which leads to a decrease in testosterone levels.8

However, a number of side effects such as dyspepsia, night-
mares, headaches, muscular cramps, weight gain, gallstones, and
diabetes limit the use of MPA in Belgium.3,17

CPA binds to androgen receptors and inhibits their effects on
sexuality and other body functions. In addition, it leads to
decreased testosterone levels by inhibiting LHRH secretion from
the hypothalamus.10 The World Federation of Societies of Bio-
logical Psychiatry have reviewed 11 open and controlled studies
with approximately 900 male subjects (of whom about 20% were
diagnosed with pedophilic disorder).8 However, all randomized
controlled studies on the use of CPA in the treatment of sex
offenders are conducted more than 25 years ago.18 Between 80
and 90% of the cases experienced a significant decrease in sexual
fantasies, sexual activity and masturbation, and a disappearance
of deviant sexual behavior within 4 to 12 weeks.3,8,† The re-
ported undesirable side effects are fatigue, depressive feelings,
weight gain, and gynecomastia.3,8,19e21 Furthermore, authors
have shown a moderately increased risk of bone fractures and
diabetes mellitus in 40e50% of the cases and a small increased
risk of cardiovascular morbidity and depressive symptoms in
10e20% of the ADT users.22 Metabolic changes may be asso-
ciated with a higher risk of insulin resistance and hyperglycemia,
which can theoretically lead to the development of diabetes.23

Currently, there seems to be insufficient evidence that diabetes
can actually increase under the influence of ADT.24 Also oste-
oporosis, hot flashes, impaired glucose tolerance, liver dysfunc-
tions, gastrointestinal complaints, dyspnea, and blood pressure
changes have been reported in previous research.22,25e28 Based
on empirical research in transwomen and groups with other
androgen-dependent conditions, the European Medicines
Agency (EMA) recently published some restrictions in use of
CPA due to meningioma risk.29 Although the risk is very low
and occurs especially at high doses (25 mg daily or more), CPA
should only be used in paraphilic disorders when other treat-
ments are not appropriate and under close monitoring of physical
side effects. As the negative side effects may reduce the quality of
life of patients, poor therapy compliance is a major concern with
oral CPA.3
LHRH Agonists
LHRH agonists offer a treatment option in cases where CPA

have not enough effect or caused liver dysfunctions.10,17 LHRH
agonists are the most recent agents used in the treatment of
paraphilic disorders and may result in fewer side effects than anti-
androgens.25,30 Moreover, patients treated with anti-androgens
reported better effects when using LHRH agonists in
† These beneficial effects on sexual functioning are dose related.
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comparison with CPA.9 LHRH agonists induce a transient rise
in luteinizing hormone (LH) and follicle-stimulating hormone
(FSH) release which elevates testosterone production. After the
first injection, patients should therefore be treated with anti-
androgens and LHRH agonists simultaneously to counter this
“flare-up effect.” Continuing the treatment results in a reduction
of LH, FSH secretion and testosterone production.17 Recently,
authors hinted that LHRH agonists, in contrast to CPA, have a
significant effect on brain structures which could be a sign that
these substances may lead to changes in the paraphilic brain.
However, this is a preliminary scientific finding and has not been
tested empirically.10

LHRH agonists are administered as a depot through intramus-
cular or subcutaneous injection by a medical practitioner. The in-
jection can be experienced as unpleasant or painful.31,32 In 2018,
authors conducted anupdated systematic reviewon the treatment of
paraphilic disorders with LHRH agonists.10 After analyzing 24
studies reporting on a sample of 256 patients, the study concludes
that LHRH agonists are more effective than anti-androgens in
lowering paraphilic fantasies and behavior. On the other hand,most
of the studies on sex offenders are observational studies or case
reports and randomized controlled clinical trials have not been
published due to ethical concerns. A quasi-experimental study has
shown that sex offenders receiving LHRH agonists were signifi-
cantly at higher risk of recidivism and more likely to be diagnosed
with a paraphilia than subjects receiving CBT only. When
comparing a group of sex offenders receiving only CBT (N ¼ 22)
with a group of sex offenders receiving LHRH agonists combined
withCBT (N¼ 25), both treated groups recidivated at substantially
lower rates than predicted by the Static-99.33 Recently, a random-
ized clinical trial on the use of LHRH agonists in men with pedo-
philic disorder seeking help by contacting a telephone helpline have
shown a reduced risk score 2 weeks after the initial injection
(N ¼ 25) in comparison with a group receiving a placebo
(N ¼ 26).34

The most frequent side effects of LHRH agonists are hot
flashes, depressive mood, weight gain, fatigue, high blood pres-
sure, diabetes, gynecomastia, bone loss, and erectile dysfunction.
Moreover, the use of these substances leads to a reduction of
sexual urges, fantasies, and behavior, which are dynamic factors
related to a decrease in recidivism.16,20,35,36 In a study on the
clinical effects of LHRH agonists in 7 sexual offenders diagnosed
with pedophilic disorder, a decrease of abnormal sexual interests,
activities, and fantasies has been noticed after 12 months. Also
fatigue, a mild feminization of the body shape, and mild hot
flushes were reported.4
‡ Prior to hospital admission, each patient had to sign a treatment contract
wherein one of the conditions was to agree with ATD when indicated. This
indication was based upon 2 criteria: (1) there must be a well-defined
paraphilic disorder as described in the DSM-IV which (2) is combined with
an increased risk of recidivism. As the ethical guidelines prescribe, the
advice of an endocrinologist was consulted when ADT was considered.
Ethical Considerations
Despite the existing treatment guidelines,3,8 the use of ADT

in Europe is not uniform as a consequence of different legal
statutes regulating the treatment in different European coun-
tries.16 Furthermore, ethical considerations on the use of ADT in
the treatment of paraphilic disorders are complex and
J Sex Med 2020;-:1e10
continuous.37 In Belgium, patients may only be subjected to
ADT if the following conditions of the Belgian Advisory Com-
mittee on Bioethics38 are met:

(1) As sex offenders are a heterogeneous population, the use of a
hormonal treatment is only justified in cases of well-
determined psychiatric disorders diagnosed by a psychiatrist
after a psychiatric examination;

(2) The psychiatrist in charge takes responsibility for the indi-
cation, the informed consent and the follow-up;

(3) The hormonal treatment is part of a more detailed treatment
program;

(4) The advice of an endocrinologist is required;
(5) There are no less intrusive treatments available;
(6) Continuity of care must be guaranteed.38

A person may be subjected to ADT after his informed consent
has been obtained.3,8,38 However, this consent is sometimes given
in circumstances where the person is subject to some constraint
(eg the choice to remain in prison versus undergo residential
treatment in a psychiatric hospital).3 Side effects of the medication
are easier to justify when they are seen as a consequence of a
voluntary medical treatment rather than consequence of a coerced
consent.39 ADT must remain a choice made by the patient on the
basis of medical advice.8 It is the responsibility of the psychiatrist
in charge to give information on the potential side effects on
ADT. In research on cancer patients receiving ADT, authors
conclude that the lack of awareness of the side effects may partially
explain the decreases in the quality of life in those patients and
their partners, as the medication also influence nondeviant sexual
behavior.40 Additionally, there is a lack of knowledge on the
possible side effects of ADT and potential methods to alleviate
them.41 In a qualitative study on patients with prostate cancer,
researchers conclude that the main experienced difficulties during
the hormonal treatments were feminization, sexual dysfunctions,
and disruption of spousal intimacy.42 To the best of our knowl-
edge, qualitative research regarding the use of ADT on sex of-
fenders with pedophilic disorder has not been conducted. This
research aims to describe the psychological, physical, and sexual
experiences of ADT in depth from the perspective of patients
diagnosed with pedophilic disorder.
METHOD

Participants
A total of twelve men (N ¼ 12) between the age of 25 and 74

participated in this study. The participants were treated in a
psychiatric hospital‡ and were approached face-to-face by the first
author to participate in this study. None of them refused. The
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respondents were convicted for hands-on sexual offenses against
children and diagnosed with pedophilic disorder, some of them
combined with other paraphilic disorders. The diagnoses were
made by the treating psychiatrist according to DSM-IV classifi-
cation§. Because we searched specifically for patients treated with
ADT (anti-androgens or LHRH agonists), purposive sampling (a
sampling technique based on predetermined criteria) was used to
select the research sample. 6 patients participated in a residential
cognitive-behavioral treatment program, the remaining (n ¼ 6)
in an ambulatory cognitive-behavioral treatment programk. In
both groups, half of the patients was treated with LHRH agonists
and the other half with anti-androgens.
Data Collection and Data Analyses
As research regarding the experiences on ADT from the

perspective of sex offenders with pedophilic disorder is lacking,
qualitative research seems the most appropriate method.43 The
data were collected using a phenomenological approach. A
phenomenological study describes the common meaning for
several individuals of their lived experiences.44 The conducted
one-on-one interviews were semistructured, which is recom-
mended for questioning feelings and describing beliefs, percep-
tions, and personal experiences of individuals in depth.45,46 The
topic list developed by the authors (which is available upon
request) aimed to fully explore the participants’ experiences and
attitudes as detailed as possible. Based on existing literature and
the already known side effects, it was relevant to describe the
experienced physical, psychological, and sexual effects of ADT in
depth and to explore whether the medication was experienced as
voluntary or mandatory.

The interviews were conducted in 2016 by a female criminol-
ogist (first author) with experience in qualitative methods and
counseling of sex offenders. The interviews took place in a separate
room{ and lasted up to 1 hour. The interview started with an
introduction followed by questions on the background charac-
teristics of the respondent, such as birth year, relationship status,
and whether the participant was inpatient or outpatient. It then
continued with an inventory of the medication use in general as
well as the use of antiandrogens and/or LHRH agonists. Subse-
quently, the general attitudes, the advantages and disadvantages,
the informed consent and the physical, emotional, and sexual
experiences regarding the use of ADT were questioned. Given the
flexible use of the interview protocol, the respondent had the
opportunity to add topics. All participants gave permission to
make field notes and to record the interviews on tape which re-
duces the chance of distorting information during the recon-
struction of the interview. The verbatim transcriptions (not
corrected by the participants) formed the basis of the qualitative
§ DSM-5 was not yet broadly implemented in most of the psychiatric
hospitals in Flanders (Belgium) at the time of data collection.
k After a residential treatment.
{ In the psychiatric ward of residential patients and in the living room of
outpatients.
analysis material. All the transcriptions were numbered to guar-
antee the anonymity of the respondents. The audio recordings
were later erased, and no interviews were repeated. The following
interrelated steps were used to analyze the data:

1) Organizing the data into computer files with help of a qual-
itative software application NVivo;

2) Reading the data to explore the database;
3) Classifying and interpreting the data into codes and themes:

one researcher (first author) and a scientific employee of the
university coded 3 transcripts line by line. The coding was
compared and the agreement on the coding tree was reached
through discussion under supervision of the second and third
author. The agreed coding tree was used to code the
remaining transcripts.

4) Interpreting the data;
5) Representing and visualizing the data.
Ethical Issues
All respondents were informed by an information sheet and

oral explanation before signing the informed consent form
indicating that they agreed to be part of this study. Participants
were given the opportunity to discuss the study with the re-
searchers and could ask questions before signing the form. For
transparency, the interviewer identified the goals of the study
namely exploring the effects of ADT from a patient’s
perspective. It was made clear to all respondents, verbally and
in writing, that there were no sanctions or consequences
regarding their treatment when they should decide not to
participate in this study or to withdraw at any point. For this
research, ethical review and approval were obtained from the
Social and Societal Ethics Committee of the University of
Leuven, the medical ethics committee (EC) of UZ Leuven, and
the ethics commission of the psychiatric hospital where the
patients were treated.
RESULTS

Consistent with the topic list, the results are divided in 6
overarching themes (1) medication use, (2) general attitude and
experienced advantages and disadvantages, (3) informed consent,
(4) physical experiences, (5) psychological experiences, and (6)
sexual experiences.
Medication Use
Table 1 describes the medication use of the respondents at the

moment of the interview. Half of the respondents (n ¼ 6) used
CPA. This anti-androgen is administered orally and must be
taken daily. The other half of the respondents (n ¼ 6) used
triptorelin, a LHRH agonist administered by injection every
12 weeks. It should be noted that one respondent was treated
with anti-androgens and LHRH agonists simultaneously during
6 weeks to counter the flare-up effect.
J Sex Med 2020;-:1e10



Table 1. Medication use respondents

Resp. Antidepressants Antipsychotics Anti-androgens LHRH agonists

1 Fluoxetine (20 mg/day) Triptorelin (11,25 mg/12 weeks)
2 Escitalopram (10 mg/day) CPA (150 mg/day)
3 Triptorelin (11,25 mg/12 weeks)
4 Fluoxetine (20 mg/day) CPA (50 mg/day)
5 Paroxetine (60 mg/day) Triptorelin (11,25 mg/12 weeks)
6 Venlafaxine (150 mg/day) CPA (100 mg/day)
7 Escitalopram (20 mg/day) CPA (50 mg/day)
8 Zuclopenthixol

decanoate (200 mg/mo)
CPA (50 mg/day)

9 Triptorelin (11,25 mg/12 weeks)
10 CPA (100 mg/day)
11 CPA (100 mg/day) Triptorelin (11,25 mg/12 weeks)
12 Mirtazapine (30 mg/day) Aripiprazol (5 mg/day) Triptorelin (11,25 mg/12 weeks)
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Anti-androgens as well as LHRH agonists were in 8 cases com-
binedwith antidepressants and/or antipsychotics.With exception of
respondents 1, 5 and 7, these antidepressants and antipsychotics
have been prescribed for purposes other than lowering testosterone
namely depression (2, 4, 6, 12) and bipolar disorder (8). With
exception of zuclopenthixol decanoate, the antidepressants and
antipsychotics were administered orally. All respondents who
currently use triptorelin, previously used CPA without efficacy.
General Attitude Towards ADT and Experienced
Advantages and Disadvantages
Nine of 12 respondents described positive experiences on ADT

in general. According to these patients, the use of ADT was “an
enormous convenience” and was perceived as a protective factor for
relapse among individuals diagnosed with pedophilic disorder.
Moreover, the substances ensured calmness and reduced deviant
and nondeviant sexual fantasies and the urge towards masturba-
tion, hands-on sexual child abuse, and child porn. Additionally,
the respondents emphasized the usefulness of the combination of
CBT and ADT because of the insights learned during the former
treatment. In total, 3 respondents noticed a positive evolution in
their general attitudes towards ADT by using the medication and
obtaining information on the side effects of the substances. The
other 3 respondents, all treated with CPA, had negative attitudes
towards the medication and experience predominantly disadvan-
tages such as sexual dysfunctions and physical side effects. These
respondents defended their opinion by stating that “you don’t need
your genitals to abuse a child.”

In addition, the respondents were asked to what extent the
method of administration and the dosage of the medication had
influenced their personal experiences. A distinction was made
between a daily oral dosage (CPA) and a 12-weekly injection
(triptorelin). Respondents who used the medication orally
described no effects on their personal experiences. However, half
of the respondents treated with CPA would prefer a higher dosage
or an injection with triptorelin to increase the testosterone
J Sex Med 2020;-:1e10
lowering effects of the medication and to enhance their therapy
compliance. Respondents who used triptorelin differ with respect
of their experiences. 3 respondents did not experience any prob-
lems during or after the injection and described this method of
administration as safe given the control of therapy compliance.
One patient became ill and miserable and could not continue his
daily activities on the day of the injection, which was handled by
moving the administration of the injection towards evening hours.
Informed Consent
In addition, the respondents were asked to what extent they

experienced the medication as a free choice. Eight of 12 re-
spondents described it as a mandatory decision made by the
treating psychiatrist. 6 of them agreed out of fear for being sent
back to prison.

“We had a choice between cholera and plague. It is either you
take those pills or you go back to prison. That is not a free
choice. You do not opt for prison, everything is better than
prison so just swallow the pills.”

None of the 12 respondents had theoretical knowledge of the
side effects of ADT before they started the treatment. Finally, 9
respondents were dissatisfied with the insufficient information
about the effects of the medication and potential methods to
alleviate them.
Physical Experiences
The majority of the side effects of CPA are reported by the 3

respondents with a negative attitude towards ADT. One respon-
dent reported bone loss, shortness of breath, liver problems, and
stomach problems. Moreover, he mentioned he would die due to
the use of ADT, as he believed a fellow patient died because of the
physical side effects. A second respondent described low blood
pressure, fatigue, and heart spasm. In addition, a third respondent
reported an increase of his blood sugar level. He also emphasized
his dissatisfaction about potential side effects.



Table 2. Physical side effects of CPA

Physical side effects Positive attitude Negative attitude Total

Fatigue Respondent 8 Respondent 4 2
Breast formation Respondent 11 1
Low blood pressure Respondent 4 1
Heart spasm Respondent 4 1
Bone loss Respondent 6 1
Shortness of breath Respondent 6 1
Liver problems Respondent 6 1
Stomach problems Respondent 6 1
Increase of blood sugar level Respondent 10 1

CPA ¼ cyproterone acetate.
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“I currently have no breast growth, but if I’ll get breasts I’ll
start a lawsuit. I didn’t ask for breasts, I asked for insights.”

The other respondents, with a more positive attitude towards
ADT, reported fatigue and breast formation#. Only one CPA user
did not experience any physical side effects. In general, breast
formation, fatigue, and shortness of breath were mentioned as
extremely bothersome during household chores (Table 2).

The reported side effects of LHRH agonists (Table 3) were
different. 4 respondents treated with triptorelin reported weight
gain, bone loss, breast formation, perspiration, and pain during
the injection. However, some of them blamed the cause of weight
gain on overeating and too little exercise. Despite these side effects,
all respondents treated with triptorelin had a positive attitude
towards to use of ADT. 2 respondents did not notice any physical
adverse effects and described the medication use as a “success story.”
Most of the respondents attributed the side effects to CPA or
triptorelin, whereas only 2 respondents attributed the physical
experiences to the combination of ADT with antidepressants.
Psychological Experiences
Two of 6 respondents using CPA did not experience any in-

fluence of the medication on their emotional well-being. One
patient felt more relaxed as a consequence of the medication.
However, the 3 CPA users with negative attitude towards the
medication were fearful for side effects and experienced feelings
of guilt towards their loved ones because of the sexual dysfunc-
tions caused by the medication. One of them described depres-
sive feelings due to the medication and lost the passion for life.

Owing to its calming effect caused by the reduction of para-
philic fantasies, angriness, and aggressive feelings in general, all
respondents using triptorelin described a positive influence of the
medication on their emotional well-being.

“I don’t tend to look at children anymore. If I meet children on
the street, I just let them pass. My life has been bad enough”.
# Respondent 11 is treated with anti-androgens as well as LHRH agonists to
counteract the flare-up effect.
However, anxiety for future side effects, feelings of embarrass-
ment due to breast formation, weight gain, and mood swings after
the injection were described as negative psychological effects.
Sexual Experiences
All outpatients and 2 residential patients had a relationship

with a consenting adult. The majority of the respondents
concluded that sexuality became not important or less important
in their life since they participated in a treatment program. They
blamed it on their feelings of guilt due to the committed crimes,
the insights learned during CBT and the effects of ADT.
However, 4 respondents between the age of 46 and 66 reported
that sexuality was very important for them. 3 of them had a
negative attitude towards the use of ADT. Additionally, the
subjects were asked about the general attitude of their partners
towards the medication. Only partners of the respondents with a
negative attitude towards ADT had a negative attitude as well.

The frequency of sexual activity (coitus and masturbation)
decreased in general. Beside ADT, patients reported other factors
influencing their sexual experiences such as the use of antide-
pressants or antipsychotics, feelings of guilt due to the committed
crimes, the time spent in prison, the lack of privacy, the lack of
visual materials such as pornography, and the fear of relapse. 3
outpatients treated with CPA still had the possibility of sexual
activity with consenting adults. The first one had coitus twice a
month without ejaculating. The second one described sexual
activity as caressing each other. The third respondent had coitus
twice a week. Additionally, one residential patient treated with
CPA still reported masturbation.

Five out of 6 respondents treated with triptorelin reported a
reduction in frequency and intensity of their sexual fantasies,
erectile dysfunctions, and the impossibility of masturbation and
ejaculation. Only one outpatient reported coitus twice a week
but experienced an enormous decrease of his sexual urges.

“Once in a week is enough for a while since I used to have sex
everyday with my ex-wife. Even 3 times a night. I woke her up:
‘Hey it is time for me, I want to have sex’. At this moment it
doesn’t bother me anymore”.
J Sex Med 2020;-:1e10



Table 3. Physical side effects of triptorelin

Physical side effects Positive attitude Negative attitude Total

Weight gain Respondents 1, 3, 5 3
Pain during the injection Respondents 3, 5 2
Breast formation Respondents 3, 5 2
Bone loss Respondents 5, 11 2
Perspiration Respondents 5, 9 2
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All the respondents currently treated with triptorelin described
that the effect of CPA on sexual fantasies appeared to be inad-
equate. One patient even committed sexual offences against
childeren while using CPA and was very satisfied with the switch
to triptorelin.
DISCUSSION AND CONCLUSION

The majority of the respondents described a positive attitude
towards ADT in general. The reported advantages are consistent
with the aims of ADT stated in the literature, namely the pre-
vention of recidivism, decreasing the level of the patient’s distress,
and the reduction of sexual fantasies, urges, and behavior.3,8 Only
3 respondents, treated with CPA, had a negative attitude and
experienced predominantly disadvantages such as sexual dysfunc-
tions and physical side effects. Nonetheless, half of the CPA users
would prefer a higher dosage or an injection with triptorelin to
increase the testosterone lowering effects of the medication and to
enhance their therapy compliance.

As mentioned by the Belgian Advisory Committee on
Bioethics,38 a person may be subjected to ADT after his
informed consent. However, 8 of the twelve respondents
described the use of the medication as a mandatory decision
made by the treating psychiatrist. As indicated in previous
research,3,8 consent is sometimes given in circumstances where
the person is subject to some constraint. As a refusal of the
medication can be seen as a breach of the treatment contract of
the psychiatric hospital, half of the respondents gave their con-
sent out of fear for being sent back to prison. Consistent with
previous research on cancer patients treated with ADT, none of
the respondents had theoretical knowledge of the side effects of
ADT.41 Moreover, the majority of the patients were dissatisfied
with the insufficient information about the effects of the medi-
cation. Authors conclude that the lack of awareness of the side
effects may partially explain the decreases in the quality of life in
patients and their partners.40 It is interesting to note that 3 re-
spondents mentioned a positive evolution in their general atti-
tudes towards ADT by using the medication, experiencing the
effects of the medication and obtaining information.

To describe the experiences on a physical, psychological, and
sexual level, a distinction was made between respondents who
used CPA and respondents who used triptorelin. The majority of
physical side effects of CPA were reported by the respondents
with a negative attitude towards ADT. The mentioned adverse
J Sex Med 2020;-:1e10
effects—namely, heart spasm, fatigue, gynecomastia, low blood
pressure, bone loss, shortness of breath, liver problems, stomach
problems and an increase of the blood sugar level—are consistent
with previous research.3,8,19e22,24e28

Patients treated with triptorelin reported fewer side effects
than patients treated with CPA.25,30 The most common adverse
effect is weight gain, discussed by half of triptorelin users.
Moreover, bone loss, breast formation, and perspiration were
mentioned. These side effects are in line with previous
research.10 As described by several authors,31,32 2 respondents in
this study experienced the injection with triptorelin as painful
and suggested to inject the substance in the evening.

The psychological experiences of CPA differ regarding the
general attitude of the respondents. Patients with a negative atti-
tude towards the medication, in general, were fearful for side ef-
fects and experienced feelings of guilt towards their loved ones
because of the sexual dysfunctions caused by the medication. In
line with previous research,22 one respondent mentioned depres-
sive feelings. All respondents using triptorelin described a positive
influence of the medication on their emotional well-being due to
its calming effect caused by the reduction of paraphilic fantasies,
angriness, and aggressive feelings in general. However, anxiety for
future side effects, feelings of embarrassment due to breast for-
mation, weight gain, and mood swings after the injection were
reported as negative psychological effects. These findings are in
good agreement with a qualitative study on cancer patients.42

In line with previous research, ADT reduces sexual fantasies,
urges, and behavior.3,4,8,10,36 However, 3 respondents described
that the effect of CPA on their sexual fantasies appeared to be
inadequate and would like to increase their dosage or switch to
triptorelin. Although the frequency of sexual behavior and the
frequency and intensity of sexual fantasies decreased in general, 4
CPA users and one triptorelin user still had the possibility of
sexual activity (coitus or masturbation). Except for one CPA
user, all sexually active respondents were outpatients. The dif-
ference between inpatients and outpatients may be explained due
to the lack of privacy, the lack of visual materials such as
pornography and the impossibility of undisturbed visit in the
psychiatric hospital. Consistent with previous research, all trip-
torelin users previously used CPA without efficacy and patients
reported better effects when using triptorelin.3,8,17 In conclusion,
several respondents emphasized the usefulness of the combina-
tion of CBT and ADT as their sexual urges are decreased but
mentioned that their core attraction did not change.2,3,38
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Limitations
Important limitations of our study should be recognized.

Interviewer effects such as characteristics of the interviewer and
the interpersonal interaction between the researcher and the re-
spondents during the interviews may have influenced the re-
sponses. It should be noted that there was a professional
relationship established prior to the study commencement (ie the
interviewer was involved in the treatment of the participants as a
criminologist in the past). To overcome this limitation, their
anonymity was guaranteed, and it was made clear to all re-
spondents that there were no consequences regarding their
treatment by participating in this research. Incidentally, there
were factors that disrupted the interviews such as background
noise and the presence of third parties during one interview (at
request of the respondent). Furthermore, the transcripts of the
interviews and research findings were not returned to the par-
ticipants for corrections or feedback, despite it would add validity
to the researcher’s interpretations. Finally, only one treatment
center was involved in this study. As experiences and the
administration of ADT may differ depending on the treatment
center and the diagnoses of the patients, this study could provide
a partial view. However, it could also lead to more comparability
since the respondents were treated by the same practitioners.
Recommendations
The findings of this study result in some recommendations for

clinical practice and implications for further research, with many
thanks to the patients who participated in this study. At first, it is
recommended to distribute information brochures concerning
ADT in treatment centers, prisons, and on the Internet.
Informing patients and their loved ones during an information
session may contribute to objective knowledge about the medi-
cation. Furthermore, it enhances motivation and therapy
compliance, reduces the fear of side effects, and ensures a more
positive general attitude towards ADT. In addition, training
forensic counselors on potential side effects of ADT and methods
to alleviate them can promote the dissemination of information
and will encourage the informed consent procedure. Concerning
the administration of the medication, it is recommended to inject
LHRH agonists in the evening. Lubricating with an anesthetic
ointment can decrease the pain. Policy makers should encourage
research on ADT as these substances play an important role in
recidivism according to the patients themselves. This is the first
qualitative study about the physical, psychological and sexual
experiences of ADT in men diagnosed with pedophilic disorder
in Belgium. Future qualitative studies should include more than
one treatment center.
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