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Introduction 

The Royal Australian and New Zealand College of Psychiatrists welcomes the opportunity to 
respond to the NSW Joint Select Committee on Sentencing of Child Sexual Assault 
Offenders. This submission is divided into topic areas that reflect Terms of Reference (a) 
and (b), which are of most relevance to psychiatrists.  

a. Whether current sentencing options for perpetrators of child sexual assault remain 
effective;  

b. Whether greater consistency in sentencing and improving public confidence in the 
judicial system could be achieved through alternative sentencing options, including 
but not limited to minimum mandatory sentencing and anti-androgenic medication. 

The areas covered in this submission includes  

• information on sexual assault offenders and paedophilia 

• the role of forensic psychiatrists in treating sexual assault offenders 

• the different types of treatment used in this group 

• the ethics of mandatory treatment 

• the role of government in coordinating treatment services for sexual assault 
offenders  

Key issue 

The RANZCP does not support any proposals that include mandatory or compulsory 
biological treatments for child sexual assault offenders, as is suggested in Term of 
Reference b. The RANZCP’s Code of Ethics states that psychiatrists shall seek valid 
consent from their patients before undertaking any procedure or treatment (The Royal 
Australian and New Zealand College of Psychiatrists 2010). Psychiatrists’ involvement in the 
prescription of medication as set out in the Terms of Reference would therefore be unethical. 

Sexual offenders and paedophilia  

1. Child sexual assault offenders are a diverse group of people - not all child sexual 
offenders have a paedophilic disorder, which is a specific type of sexual deviant or 
paraphilic disorder. For a diagnosis of paedophilic disorder there must be at least six 
months of sexual fantasies, urges or behaviours towards a prepubescent child (aged 
13 or younger). If the individual has acted on these urges, the child or children must 
be at least five years younger than the offender, who must be at least 16 years of 
age. The fantasies, urges or behaviour must cause the offender distress or the 
satisfaction of the paedophilia has entailed personal harm, or risk of harm, to children 
(American Psychiatric Association 2013).  



 

2. Child sexual assault offenders may be opportunistic, may have severe personality 
dysfunction or a co-existing psychiatric disorder, or could be acting under the 
influence of alcohol and other drugs. 

3. Prevalence of child sexual abuse is difficult to determine accurately. Because of the 
criminal sanctions against it, and the young age and dependent status of the child 
there are likely to be a number of unreported incidents (Fleming JM 1997). In 
Australia, the percentage of those who have ever experienced some form of sexual 
abuse, based on a range of studies, was estimated at 5.1% in males and 27.5% in 
females (Andrews G 2002). 

4. The focus on child sexual assault offenders should be on treatment and rehabilitation 
which minimises the risk of re-offending – this is where the forensic psychiatrist has a 
role. Treatment of sexual deviance can take several forms, including biological and 
psychosocial.  

Assessments and the role of forensic psychiatrists 

5. Forensic psychiatrists may be trained in the assessment and management of sexual 
deviant disorders. The scope of their role in the issue of child sexual assault offences 
can come in two main forms: in providing expert opinion during legal proceedings 
and in a clinical capacity offering therapeutic treatment, including pharmacological 
treatment for child sexual assault offenders particularly if their offending relates to a 
mental health issue.  

6. Individualised assessments of child sexual assault offenders are crucial to 
understanding the best course of treatment for these patients. Ensuring that each 
person is properly assessed will help understand their prospects for rehabilitation, 
and in turn, their likelihood of re-offending. Better rehabilitation ultimately means less 
risk to the community.  

7. Another reason that individualised assessments are important is so that psychiatrists 
can properly assess the risks of these offenders and undertake a proper bio-psycho-
social treatment plan which can be tailored to the needs of the patient.  

8. Greater funding is needed to enable dedicated forensic psychiatry services for child 
sexual assault offenders, ensuring appropriate medical assessment and biological 
treatment options are offered where indicated, in order to augment currently offered 
psychological treatment. Augmentation with biological treatments has the potential to 
significantly reduce rates of further child sexual assault offending and protect children 
from future sexual harm where the person is engaged in treatment. 

Biological treatments 

9. The research base on effective treatments for sex-offenders is limited, as it is difficult 
to conduct trials on this cohort. However, available research does suggest that 
biological treatments are probably more effective than psychological treatments 
alone in treating sexual compulsion. Effective biological treatments to prevent sexual 
deviance can include options with minimal side effects, such as Selective Serotonin 
Reuptake Inhibitor (SSRI) medications, where studies have demonstrated their ability 
to reduce the frequency and severity of deviant fantasies (Greenberg D 1997).   
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10. More potent options include anti-androgen medications, which lower the level of 
testosterone. The most widely studied agent in sexual offenders is cyproterone. 
Studies have reported reductions in deviant sexual arousal in 300 men (Laschet U 
1975). Studies have shown that anti-androgens can be effective in reducing re-
offending post treatment (Thibaut F 2010). Further, a large study of 22,181 sexual 
offenders found that biological treatments, including hormonal medication showed 
larger effects in reducing sexual offender recidivism than psycho-social interventions 
alone (Lösel F 2005).  

11. Cyproterone is the only anti-androgen subsidised under the Pharmaceutical Benefits 
Scheme in Australia for the treatment of sexual deviance. However a wide range of 
other hormonal treatments are available for judicious off-label prescribing in the 
Australian context. 

12. While studies show that anti-androgens reduce recidivism in paedophiles, the issue 
remains of who is going to identify who needs the treatment. Evidence also shows 
that biological treatments such as anti-androgens are most effective when coupled a 
comprehensive package of care and psychological treatments. 

13. Any proposals that involve the prescription of anti-androgens should involve 
endocrinologists, as these are drugs that influence the endocrine system.  

14. Anti-androgens are drugs with significant potential physical side effects, including 
osteoporosis, cardiovascular disease, metabolic abnormalities, and gynaecomastia 
(Grubin D 2010). They are not drugs which treat mental illness; they decrease libido 
and thus decrease the likelihood of an individual acting on a sexual deviance (such 
as paedophilia). 

The ethics of mandatory treatment 

15. The RANZCP has serious ethical concerns about any proposed legislative changes 
that direct a medical practitioner to prescribe a drug which may have limited 
therapeutic benefit for some patients and have significant potential side effects.  

16. The RANZCP’s Code of Ethics states that psychiatrists shall seek valid consent from 
their patients before undertaking any procedure or treatment (The Royal Australian 
and New Zealand College of Psychiatrists 2010). Psychiatrists’ involvement in the 
prescription of mandatory anti-androgens as set out in the Terms of Reference would 
therefore be unethical. 

17. The prescription of anti-androgenic medication is a clinical decision and relies on 
medical knowledge and specific knowledge of the patient in question. There are strict 
controls on the use of anti-androgens, and there are very clear reasons why access 
is limited, usage is defined and responsibility for appropriate prescribing is left in the 
hands of medical professionals. 

18. Mandating the prescription of anti-androgens has the potential to shift the doctor’s 
focus from the best interests of the patient to one of public safety (Grubin D 2010). 
Further, consideration must be given to what happens when a person on a mandated 
course of anti-androgens is non-compliant with oral medication, or if the medication 
does not work for a particular individual. It is unclear whether any psychiatrists would 
be willing to be involved in mandated prescribing.  
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19. The Belgian Advisory Committee on Bioethics developed a list of conditions that 
should be met when considering treatment without consent for child sexual offenders 
(Belgian Advisory Committee on Bioethics 2006). While the RANZCP does not 
support hormonal treatment without consent, the list of conditions is instructive for 
the Select Committee when considering this issue (Belgian Advisory Committee on 
Bioethics 2006).   

Psychological treatments 

20. The mainstay of treatment provided for child sexual assault offenders in Australia 
and New Zealand is psychological treatment in the form of Cognitive Behavioural 
Therapy. These therapies are provided in custodial and community settings through 
Corrective Services NSW.  

21. Corrective Services NSW does not routinely publicise sexual recidivism rates for 
child sexual assault offenders who have participated in psychological sexual offender 
treatment.  

22. However, an evaluation of Corrective Services NSW Custody-Based Intensive 
Treatment (CUBIT) program found that well-implemented cognitive behavioural 
treatment could have positive side-effects on offending behaviour, potentially 
reducing recidivism rates in NSW (Woodrow A 2011).  

23. One can estimate the effectiveness of psychological treatments from large-scale 
analyses drawn from international data. In the largest meta-analysis of 9,454 sexual 
offenders (Hanson RK 2002; Hanson RK 2009), the sexual re-offence rate was lower 
for the psychological treatment groups (12.3%) than those who did not receive 
psychological treatment (16.8%) (Hanson RK 2002).  

24. Corrective Services NSW should regularly publish or make available to clinicians the 
recidivism rates for child sexual assault offenders who have participated in 
psychological sexual offender treatment. Doing so could provide valuable data on 
what treatments work for child sexual assault offenders and could inform treatment 
options and further research into the area.  

Coordination of services 

25. The role of government in the treatment of child sexual assault offenders must be 
considered. Clarification is required on which agencies would ensure that offenders 
stay on a mandated course of anti-androgens, and, if such a proposal was to be 
implemented, whether this responsibility would lie with the Corrective Services NSW 
or the NSW Ministry of Health. 

26. The treatment of child sexual assault offenders is a shared responsibility between the 
justice sector and the health sector. Having a single arm of government deal with 
child sexual assault offenders is problematic, as the issue is multi-factorial and takes 
in scope justice, health, and mental health. If proper assessments and treatment of 
child sexual assault offenders is going to be effective, genuine cross-agency 
collaboration must take place.  

27. Cross-agency collaboration is crucial to ensure that this patient cohort can be treated 
ethically and appropriately. However, care must also be taken to ensure that this 
information sharing does not erode patient confidentiality in any way. Good clinical 
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practice depends on patients feeling confident that whatever information they reveal 
will not be improperly used, and psychiatrists shall not do anything to undermine this 
confidence. If information must be obtained by other sources, psychiatrists shall seek 
to divulge only what is necessary in a given situation (The Royal Australian and New 
Zealand College of Psychiatrists 2010). 
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