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Abstract
There is a desire and need among minor-attracted persons (MAPs) to access support within the community, and this often begins 
with an approach to healthcare providers working in general medical/mental health settings. However, little is known about the 
experiences of these non-specialist professionals in relation to their beliefs, knowledge, and decision-making processes when 
working with patients who disclose sexual attractions to children. Using an online survey, this study explored the knowledge, 
comfort, competence, and treatment willingness of 220 non-specialist healthcare providers when faced with patients who disclose 
sexual attractions to children. We investigated how often such disclosures were made, clinician stigma, treatment priorities, and 
professionals’ willingness to report MAPs to external agencies because of their sexual attractions. Some key differences were found 
when comparing primary medical vs. mental health professionals, including increased likelihood to view MAPs as dangerous, 
unable to control behaviors and that sexual attractions are an avoidable choice, in the former group. Both groups prioritized mental 
health treatment targets above controlling attractions and living with stigmatized attractions, although controlling or changing 
attractions were still relatively high priorities. Results indicated a need for further training, focusing on increasing comfort around 
working with MAPs, as this was associated with a greater willingness to work with this group. We identify current gaps in service 
provision for MAPs seeking professional support and discuss recommendations for professional training.
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Introduction

There is a growing body of research seeking to better under-
stand and support individuals with a sexual attraction toward 
children (Cantor & McPhail, 2016; Grady et al., 2019; Houte-
pen et al., 2016; Jahnke et al.,  2015a, 2015b, 2018; Levenson & 
Grady, 2019b; Lievesley et al., 2020; Stevens & Wood, 2019). 
Minor-attracted persons (MAPs) express sexual attractions 
to children that can be classified into an age-graded theory 
of several chronophilic categories (Seto, 2017). Pedophilia is 
the most widely studied of the chronophilias (Blanchard et al., 
2009; Cantor et al., 2004, 2008, 2015; Seto, 2009, 2012; Ten-
bergen et al., 2015) and is defined as a primary or predomi-
nant sexual attraction to prepubescent children typically aged 

between 3 and 10 years (Blanchard et al., 2009; Seto, 2017). 
Other minor-related chronophilic categories include nepio-
philia (sexual attractions to young infants), hebephilia (sexual 
attractions to pubescent children), and ephebophilia (sexual 
attractions to older teenagers who are typically between the 
ages of 15–17 years). Owing to controversy over the latter of 
these categories (Stephens & Seto, 2018), we use the broader 
MAP label to refer to individuals who have sexual attractions 
to infants, prepubescent children, and children who are in the 
early stages of puberty, due to the substantial self-reported and 
clinically observed overlap in these attraction patterns (Beier 
et al., 2009; Blanchard, 2010; Lievesley et al., 2020; Stephens 
et al., 2017a, b, 2018, 2019). In our case, we do not necessarily 
equate MAPs with those who have primary or predominant 
sexual attractions to children, but instead this label includes 
anybody who experiences such attractions, owing to the often 
observed lack of exclusivity of sexual attractions to children 
among MAPs (Bailey et al., 2016; Eher et al., 2015; Lievesley 
& Harper, 2021; Martijn et al., 2020).

As will be explored, there is a desire and need among MAPs 
to access support within the community for several reasons. 
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According to surveys of MAPs (B4U-ACT, 2011), the primary 
focus of this population when seeking support is related to cop-
ing with mental health issues that stem from a combination 
of social and self-stigmatization (Goodier & Lievesley, 2018; 
Grady et al., 2019; Jahnke, 2018; Levenson & Grady, 2019b; 
Lievesley & Harper, 2021; McPhail et al., 2018). As such, in 
this paper we present what we believe to be the first systematic 
analysis of the beliefs, knowledge, and decision-making pro-
cesses of primary (i.e., non-specialist) healthcare profession-
als in relation to working with patients who disclose sexual 
attractions to children. Although other work has predominantly 
explored the views of psychological professionals and special-
ists working in the field of sexual abuse prevention (Beggs 
Christofferson, 2019; Goodier & Lievesley, 2018; Levenson 
& Grady, 2019a; Parr & Pearson, 2019; Stephens et al., 2021), 
or students about to emerge as professionals in social work or 
psychotherapy (Walker et al., 2022), here we focus on those 
who work in primary healthcare with no specialism in MAP 
treatment or the prevention of sexual abuse. This is important 
as we know that many MAPs approach their family doctor or 
a private psychotherapist about related issues before access-
ing services that are specifically targeted at them (Levenson 
et al., 2020). As such, our analysis here provides a snapshot 
of the kinds of views that MAPs may be faced with when first 
accessing attraction-related support within primary healthcare 
settings.

Help‑Seeking in MAPs

There are two broad motivations acknowledged within the 
existing literature as to why MAPs might engage in help-seek-
ing behaviors with reference to their sexual attractions. The 
first, and most widely endorsed within the literature, is focused 
on the prevention of child sexual abuse. Although many MAPs 
will never commit sexual offenses against children (Cantor & 
McPhail, 2016), pedophilia (as a specific form of minor attrac-
tion) has been documented as an important motivator of sexual 
offending (Finkelhor, 1984; Seto, 2009, 2019; Ward & Siegert, 
2002). It has also been found to be a consistent predictor of 
sexual recidivism among individuals with sexual convictions 
(Stephens et al., 2017a, b). Despite this, it is important to dis-
tinguish between pedophilia (and other child-directed chrono-
philias) as a sexual attraction pattern, from sexual offending as a 
behavior. Although a relationship between attraction and behav-
ior does seem to exist when studied within convicted samples, 
research suggests that only around half of all individuals with 
convictions for child sexual offenses meet the clinical criteria 
for being designated as having predominant or exclusive sexual 
attractions to children (i.e., meeting the clinical criteria for a 
designation of pedophilia; Schmidt et al., 2013). Although the 
literature highlights the benefits of early therapeutic support in 
prevention-oriented settings (Allardyce, 2018; Hocken, 2018; 
Lievesley & Harper, 2021), the most prominent program—the 

Dunkelfeld Project based in Berlin, Germany—has not been 
found to produce statistically significant reductions in dynamic 
risk indices for sexual offending (Mokros & Banse, 2019). This 
lack of definitive evidence of effectiveness may be due to the 
preliminary nature of early efficacy analyses, and as such fur-
ther work is needed to truly evaluate the success of such targeted 
initiatives.

In response to MAP narratives about their own treatment 
targets and the lack of current empirical support for prevention-
focused initiatives, some authors have shifted focus to high-
light the importance of wellbeing-related support services for 
MAPs, which represents the second acknowledged motivation 
for MAPs’ help-seeking behaviors (B4U-ACT, 2011; Goodier 
& Lievesley, 2018; Grady et al., 2019; Levenson & Grady, 
2019b; Lievesley & Harper, 2021; Lievesley et al., 2018). 
Such an approach appears to be more responsive to MAPs’ 
own treatment desires (B4U-ACT, 2011) and is in line with the 
current empirical assumption that enduring sexual attractions 
to children are largely unchangeable (Grundmann et al., 2016; 
Seto, 2012; for recent debates see Bailey, 2015; Cantor, 2015; 
Grundmann et al., 2017; Müller et al., 2014; Tozdan & Briken, 
2017). That is not to say that prevention-focused approaches 
do not have this empirical assumption, but that it is secondary 
to the key aim of changing or preventing a particular behavior. 
The aim should therefore be to help service users to live healthy 
lives with their attractions (i.e., to gain self-acceptance), rather 
than subscribing to an assumption that all MAPs are likely 
to have compulsive thoughts or behaviors related to abusing 
children (Hocken, 2018). Such a focus on mental wellbeing is 
also consistent with empirically observed mental health deficits 
among MAPs, with higher-than-expected levels of loneliness 
(Elchuk et al., 2022; Jahnke et al., 2015a, b, 2018) thought 
suppression (Lievesley et al., 2020), and lower-than-average 
levels of generalized mental wellbeing including suicidal idea-
tion (Cohen et al., 2020; Konrad et al., 2017; Lievesley et al., 
2020) being reported among MAPs. Addressing such men-
tal wellbeing issues has been suggested as a potential indirect 
route to sexual abuse prevention (Lievesley & Harper, 2021; 
Lievesley et al., 2020), given the associations between mental 
health issues, emotion regulation, and personality constructs 
with sexual offending among those with prior offense histories 
(Finkelhor, 1984; Gannon et al., 2012; Marshall, 2010; Ward 
& Beech, 2006; Ward & Siegert, 2002; Wielinga et al., 2021).

Barriers to Help‑Seeking and Effective Treatment 
Access

Despite the generally high numbers of MAPs suggesting a need 
for further support in relation to their sexual attractions (Elchuk 
et al., 2022; Levenson et al., 2017; Lievesley et al., 2020), 
there is also a frequently reported reluctance to engage in help-
seeking due to the likelihood of experiencing stigmatization 
(Grady et al., 2019; Levenson & Grady, 2019b). MAPs often 
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feel internalized stigma based on society’s messaging about 
pedophilia and thus can avoid seeking help due to the shame 
and fear of being reported to authorities based only on their 
reported attractions (Grady et al., 2019; Levenson & Grady, 
2019b). These barriers are also recognized by professionals 
who are employed specifically to work with MAPs in preven-
tative settings (Goodier & Lievesley, 2018; Parr & Pearson, 
2019).

Skepticism about professional views and behaviors in rela-
tion to MAPs may not be unfounded. Across multiple studies 
of social work students and mental health professionals, we 
see a willingness to report MAPs to legal authorities due to 
explicit stigma and insecurities about professionals’ levels of 
competence, alongside a reluctance among some professionals 
to work with MAPs therapeutically at all (Beggs Christofferson, 
2019; Jahnke et al., 2015a, b; Levenson & Grady, 2019a; Parr 
& Pearson, 2019; Stephens et al., 2021; Walker et al., 2022). Of 
course, within this context it is important to consider the psy-
chological confusion for professionals in relation to reporting 
standards, and when disclosures need to be made from a legal 
or ethical perspective. That is, although some professionals 
are mandated reporters, this does not mean that disclosures of 
sexual attractions to children (in isolation) warrant the breaking 
of confidentiality (Walker et al., 2022). Instead, it is expected 
(and, in some cases, a legal requirement) that professionals will 
report patients and service users where there is evidence of 
offending, or concrete evidence of an imminent danger to an 
identifiable child. Nonetheless, professionals do report a will-
ingness to report patients outside of these narrow parameters, 
including in response to an isolated disclosure of sexual attrac-
tions to children, or access to children in combination with such 
attractions (Stephens et al., 2021; Walker et al., 2022).

MAPs negative treatment encounters lead many to seek 
support in informal networks, such as via trusted friends and 
family, or online communities (Jones et al., 2021; Stevens & 
Wood, 2019). However, this leaves a gap in professional health-
care service provision, whereby genuine mental health issues 
remain untreated. As such, there have been calls to improve staff 
training and to reduce clinician stigma in healthcare settings to 
foster therapeutic environments that are accessible and respon-
sive to MAPs’ needs (Goodier & Lievesley, 2018; Lievesley 
& Harper, 2021; McPhail et al., 2018; Parr & Pearson, 2019; 
Stephens et al., 2021).

The Present Study: Primary Healthcare Providers’ 
Experiences, Beliefs, and Willingness to Work 
with MAPs

Due to convenience and accessibility, non-specialist health pro-
fessionals such as general practitioners or family physicians 
are often the first to be accessed by MAPs when they do seek 
professional support (Levenson et al., 2020), but encounter this 
population incidentally as part of a broader job role. However, 

for the reasons identified, their experiences can be negative 
due to a combination of perceived clinician stigma, potentially 
incongruent treatment targets, and a lack of professional expe-
rience of working with individuals with sexual attractions to 
children. Specialists (operationalized here as healthcare pro-
fessionals who specifically work with MAPs in therapeutic or 
preventative services) providing support in the management of 
sexual attractions to children receive advanced training to help 
MAPs to separate their attractions from their behavior and to 
live happy, healthy, and offense-free lives (Goodier & Lieves-
ley, 2018; Jahnke, 2018; Parr & Pearson, 2019). Research 
exploring the role of specialists in MAPs’ help-seeking has 
identified how such services are often inaccessible or poorly 
publicized (Goodier & Lievesley, 2018; Parr & Pearson, 2019), 
which also leads to lower levels of service take-up.

Owing to this sparse accessibility of specialist treatment, 
it is important to explore the knowledge, comfort, and com-
petence of healthcare providers working in general medical 
and mental health settings when faced with a minor-attracted 
presentation. Thus, this study explored the views of non-spe-
cialist healthcare professionals in managing MAP disclosures 
of their sexual attractions. We started this research program 
with no specific hypotheses owing to the almost total lack of 
background research that involves primary healthcare profes-
sionals. During data collection, one paper found how reporting 
decisions among Canadian mental health professionals were 
driven by stigma, the patient’s use of child sexual exploitation 
material, or their having access to children (Stephens et al., 
2021). These findings, had they been available at the outset 
of this work, might have motivated us to form some tentative 
hypotheses, but they do serve to highlight the relevance of the 
constructs that we focus on in this work.

Primary healthcare providers fall between the general public 
(due to their lack of specific professional training) and specialist 
prevention-focused professionals (due to their experience in 
assisting patients with often complex and competing medical 
needs). As such, it was difficult to predict how constructs that 
we know are important to the experiences of MAPs would look 
in this sample. Instead, we started this project by developing 
a list of constructs that appear to be relevant to professional 
practice. These include experience with MAP disclosures, 
professional feelings of competence and comfort, clinician 
stigma, knowledge about sexual attractions to children, and 
anticipated treatment priorities. This choice of variables was 
motivated by the literature on MAPs’ concerns about seeking 
help in previous work (B4U-ACT, 2011; Grady et al., 2019; 
Levenson & Grady, 2019b), and the beliefs and experiences 
of those involved in specialist service provision (Goodier & 
Lievesley, 2018; Levenson & Grady, 2019a). Ultimately, our 
principal aim in this work was to provide a snapshot of current 
beliefs, understanding, and practice among primary healthcare 
professionals, and to identify opportunities for professional 
training and raise awareness of gaps in service provision for 



926 Archives of Sexual Behavior (2022) 51:923–943

1 3

MAPs seeking professional support in these settings. As such, 
this paper presents a series of analyses exploring attitudinal 
differences between those with experiences of disclosure to 
those with no such patient history, and we explore the extent 
to which willingness to work with MAPs (and preferred treat-
ment priorities) are predicted by constructs such as experience, 
knowledge, and clinician stigma.

Method

Participants

Recruitment for this research took several forms but focused on 
the targeted advertisement of the project to healthcare profes-
sionals. We made contact with national and regional profes-
sional bodies for general practitioners/family doctors, nurses, 
and psychiatrists in the UK, USA, Canada, Australia, and New 
Zealand (N = 21 organizations), requesting that the survey link 
was shared with their members. Although these invitations 
were generally well received,1 we did not receive a particularly 
high level of engagement through the survey link distributed 
by such bodies to their members. As such, we therefore sup-
plemented this recruitment strategy with direct invitations to 
medical and mental health professionals on the social network-
ing website LinkedIn (using targeted messaging on the basis of 
professional group memberships, as well as stated occupations 
in biographies) and direct emailing to GP practices and psy-
chological professionals using publicly available distribution 
lists. Participant recruitment took place between April 2019 
and February 2021, with a break imposed due to the global 
COVID-19 pandemic. That is, we ceased recruiting healthcare 
professionals during the height of the pandemic owing to the 
already numerous competing demands on their time. From the 
outset we aimed to recruit a minimum of 200 participants to 
ensure adequate sample sizes, in line with acceptable analytic 
rules-of-thumb and sample calculations based on our potential 
analyses. For example, conducting a factor analysis requires 
between 10- and 20-times the number of variables within a draft 
measure (Mundfrom et al., 2005) and our treatment priorities 
measure (see below) contained 11 items. In regression analyses 
it is common to target either 104 + m participants (where m 
equals the number of predictors in a model; Green, 1991), or 30 
participants per predictor (VanVoorhis & Morgan, 2007). For 
exploring judgments of our progressive vignette (see below), an 
a priori sample calculation (assuming a medium effect size of 
f = 0.25, power = 95%, α = 0.05) suggested that we would need a 
minimum of 142 participants to detect a within-subjects effect.

A total of 277 people clicked on the survey link to read 
the information sheet, though there were no complete data-
points for 31 of these. A further 26 participants declared their 
profession as administration-based and were ineligible to 
take part due to the non-therapeutic nature of their job role. 
This left a total of 220 participants (175 female, 45 male; 
Mage = 44.11 years, SD = 11.95) with usable data in the sample 
(i.e., they responded to questions in at least one of our planned 
analyses). We report exact sub-sample sizes throughout the 
paper, with lower numbers suggesting participant withdrawal 
prior to reaching particular questions. Specific withdrawal pro-
cedures required participants to contact the research team if 
their stopping of the survey indicated full withdrawal. This was 
made clear to participants at the time of obtaining informed 
consent. Nobody contacted us to withdraw from the study after 
starting the survey. Participants had been professionally quali-
fied for an average of 15.06 years (SD = 11.16). We classified 
the occupational grouping of our participants (where provided) 
into “primary medical care” (n = 108), and “primary mental 
health care” (n = 103). Our decision to divide the sample into 
these two groups was driven by an understanding that general 
family doctors and physicians are usually the first point of con-
tact with healthcare services, while also acknowledging that 
MAPs also report mental health issues as their key treatment 
targets (B4U-ACT, 2011). Over 90% of the sample was based 
in the UK. A full breakdown of participant characteristics is 
provided in Table 1.

Measures

Demographics

Participants were asked to provide details of their sex, age, 
length of qualification (which we used as an indicator of pro-
fessional experience), location, and job role. These data are 
summarized in Table 1.

Experience and Anticipated Comfort

We asked participants to declare whether they had ever had a 
patient disclose a sexual attraction to children in the course of 
their professional practice. Those who answered yes were asked 
how many patients had disclosed such attractions, what these 
patients were seeking support for, how competent they were 
when working with these patients, and whether they had ever 
reported a patient to another agency. Those with no experience 
of such patient disclosures were asked about their hypothetical 
level of competence, and whether they would report a patient 
to another agency on the basis of their sexual attractions to 
children. We subsequently asked all participants a standardized 
list of questions about their feelings about working with patients 
who have a sexual attraction to children. These questions (with 
completed response numbers) were:

1 Nine organizations responded favorably to our request, although we 
did not receive confirmation about whether the survey had been distrib-
uted, nor to how many organizational members.
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1. I would feel comfortable dealing with patients with this 
sexual interest (n = 213)

2. I would need support to deal with patients with this sex-
ual interest (n = 213)

3. I would benefit from more training in how to deal with 
patients with this sexual interest (n = 213)

4. I would be willing to work/treat patients with this sexual 
interest (n = 198)

5. I would personally be able to treat patients with this 
sexual interest (n = 213)

6. I would want to refer patients with this sexual interest to 
appropriate services (n = 210)

7. I have appropriate services to refer patients with this 
sexual interest to (n = 211)

In each of these cases, responses were rated using a six-
point scale anchored from “strongly disagree” to “strongly 
agree”, save for the initial question about experience with 
disclosures which was a binary choice (“yes” or “no”).

Knowledge About Pedophilia

To measure knowledge about pedophilia (as the most 
empirically studied chronophilia), we wrote a list of 

nine statements for the purposes of this research. Five of 
these were false, and four were true (for the full list of 
items, please see Supplementary Material for this article). 
We asked participants to select all statements that they 
believed were true, before recoding each statement to be 
scored 0 = incorrect and 1 = correct. Following this, we 
computed a “proportion correct” score for each partici-
pant (labeled “knowledge accuracy”) as an index of factual 
knowledge bout pedophilia (with a scoring range from 0 
to 1; Kuder–Richardson-20 coefficient = 0.65). A total of 
165 participants completed this measure. Descriptive and 
between-groups inferential statistics can be found in Sup-
plementary Material.

Risk and Stigma

We measured general levels of perceived risk about sexual 
attractions to children using a self-created four-item meas-
ure to examine concerns about the potential risks posed by 
patients with sexual attractions to children. This measure 
asked participants to rate how likely they would be to sug-
gest that such patients were a risk to the general public, and 
how likely they would be to report such patients to their 
manager, local safeguarding team (i.e., staff who are spe-
cifically employed to investigate issues related to abuse or 
neglect), and the police (as separate items). Each item was 
rated using a 6-point scale anchored from “strongly disa-
gree” to “strongly agree” (scored 1–6), with an average score 
computed (α = 0.81). Higher scores were indicative of higher 
levels of concern over patients’ risk levels. A total of 175 
participants completed this measure.

The stigmatization of people with sexual attractions to 
children was measured using Imhoff’s (2015) Stigma and 
Punitive Attitudes Scale (SPS). This is a questionnaire com-
prised of 35 items divided into four stigma domains:

1. Dangerousness (e.g., “Pedophiles are perverse sex 
offenders”; α = 0.76)

2. Intentionality (e.g., “If someone is pedophilic, there is 
nothing they can do about it”; α = 0.76)

3. Deviance (e.g., “Pedophiles are sick”; α = 0.71)
4. Punitive attitudes (“Pedophiles should be forced to 

undergo therapy”; α = 0.89)

Each item was framed using “pedophile” as the reference 
group, consistent with Imhoff’s (2015) original work. Par-
ticipants responded to each statement using a 7-point scale 
anchored from 1 (strongly disagree) to 7 (strongly agree). 
Average scores were computed for each stigma domain, with 
higher scores indicating greater levels of stigmatization or 
punitive attitudes. A total of 154 participants completed this 
scale.

Table 1  Sample demographics

Percentages represent proportion of the total sample who provided 
responses to these questions

Variable N/% or M(SD)

Sex
Female
Male

175 (19.5%)
45 (20.5%)

Age (in years) 44.11 ± 11.95
Length of time qualified (in years) 15.06 ± 11.16
Primary medical care (identifiable roles)
General practitioner/physician
Nurse/healthcare assistant

71 (67.6%)
34 (32.4%)

Primary mental health care (identifiable roles)
Psychologist
Psychiatrist
Counsellor/psychotherapist
Mental health/wellbeing practitioner

76 (76.0%)
3 (3.0%)
14 (14.0%)
7 (7.0%)

Country
UK
USA
Canada
Australia
New Zealand
Other

201 (91.8%)
12 (5.5%)
0 (-)
1 (0.5%)
4 (1.8%)
1 (0.5%)

Geographical context
Urban
Rural

157 (72.0%)
61 (28.0%)
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Treatment Priorities

We used the treatment priorities measure reported in B4U-
ACT’s (2011) survey of MAPs in relation to their perceived 
treatment needs. However, we re-framed the items to be suit-
able for use with healthcare professionals. This measure con-
sists of 11 items stating possible treatment targets (e.g., “To 
improve the patient’s self-concept,” “To help the patient control 
their sexual feelings,” and “To help the patient to extinguish or 
reduce an attraction to children”). Each statement was scored 
using a 10-point scale anchored from 1 (not a priority) to 10 
(definitely a priority). Owing to the lack of use of this measure 
in previous peer-reviewed work, we present a factor analysis 
of the measure and report on its dimensionality and internal 
consistency within Results section. A total of 183 participants 
completed this measure.

Case Judgments

We self-produced a progressive vignette to explore how the 
disclosure of new case information might affect participant 
judgments and decision-making. The vignette was comprised 
of three parts, after each of which participants completed the 
same set of judgment questions. The exact wording of the 
vignette is provided below:

[Part 1—Attraction].

As a key professional in your service, you offer treat-
ment and support to adults in the surrounding area. Luke 
schedules an appointment with you to discuss an ongoing 
issue relating to his sexual interests. During his appoint-
ment, Luke tells you he is experiencing sexual thoughts 
and fantasies that involve young children. More recently 
Luke has found these thoughts difficult to manage. He 
states that he has no interest in offending and has no 
criminal record. You are currently the only person avail-
able to deal with this.

[Part 2—Masturbation].

As you explore these issues with Luke, he discloses that 
he masturbates to these sexual fantasies.

[Part 3—Occupation].

In the same session, it emerges that Luke works as a 
school teacher.

At the end of each part of the vignette, participants responded 
to the following questions in a standardized order:

1. I would feel competent dealing with this patient.
2. I would feel comfortable dealing with this patient.
3. I would need support to deal with this patient.

4. How much of a sexual risk to children do you think Luke 
poses?

5. I would report this to my manager or supervisor.
6. I would report this to my local safeguarding team.
7. I would report this to my local police force.

Each statement was rated using a 6-point scale anchored 
from 1 (strongly disagree) to 6 (strongly agree), with the excep-
tion of question four where the scale was anchored from “very 
low risk” to “very high risk.” A total of 154 participants com-
pleted these vignette questions.

Unreported Measure

We adapted Feldman and Crandall’s (2007) 17-item meas-
ure of attributions about mental health to tap into the kinds of 
attributions that participants made about the nature of “sexual 
interests in children.” Each item (e.g., “To what extent are the 
clinical symptoms experienced by people with sexual interests 
in children completely sexual in nature?”) was rated using a 
seven-point slider, with each item using semantically appro-
priate anchors for the extreme values of 1 and 7. We explored 
the dimensionality of this measure in an earlier iteration of this 
paper. No meaningful factors underpinned the data, and as such 
we presented between-groups comparisons of each item. How-
ever, a reviewer of this earlier version suggested removing this 
owing to the degree of overlap between the attribution scale’s 
items and those contained within the SPS (Imhoff, 2015). As 
such, these analyses are not reported within the main body of 
this paper. In the interest of transparency, though, we present 
them within Supplementary Material accompanying this paper.

Procedure

Participants were recruited via the targeted study advertise-
ments described. Interested individuals were able to click 
the survey link to be taken to a screening page whereby they 
were asked whether they specifically work with people who 
have sexual interests in children (whether this be in a criminal 
justice role or in the community). Those who answered no 
were taken to a landing page that provided an overview of 
the study and its contents (participants who answered yes 
were screened out of this survey). We then collected affirma-
tive consent before participants provided their demographic 
and occupational information. We then asked all participants 
about their experiences of having patients disclose sexual 
attractions to children, their perceived level of competence, 
reporting preferences, and anticipated future comfort. This 
section also included the measures of the perceived sexual 
offense risks posed by MAPs and participants’ treatment pri-
orities when working with this population. The rest of the 
survey materials (related to stigma/attributions made about 
MAPs, hypothetical case judgments, and knowledge about 
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MAPs) were randomized at the end of the survey. Upon com-
pletion of the survey, all participants were comprehensively 
debriefed and invited to contact the research team if they had 
any further questions.

Results

Owing to the descriptive nature of this paper, we present fre-
quency data below in relation to each of our measured vari-
ables. We supplement these data with some inferential testing 
(e.g., regression analyses directed at predicting reporting deci-
sions and comfort, and comparative tests of judgments based 
on case information). These analyses are not tied to any pre-
registered or a priori hypotheses and should therefore be read 
as exploratory.

Past Experience and Anticipated Future Practice

We began with some basic descriptive analyses to establish the 
rate of which disclosures of sexual attractions to children had 
been made to our participants, and to estimate an average num-
ber disclosure experiences among those who had encountered 
patients with such sexual attractions. A total of 77 participants 
(35%) reported having had a patient disclose a sexual attrac-
tion to children in the course of their professional practice. On 
average, these participants had heard this disclosure from 9.86 
patients (SD = 20.22), with a median figure of 2.00. However, 
a visual inspection of the boxplot of this variable suggested that 
the mean figure was skewed by 11 outliers who reported having 
been disclosed to by 20 (n = 2), 22 (n = 1), 30 (n = 3), 40 (n = 2), 
80 (n = 1), and 100 patients (n = 2), respectively. Examining 
the qualitative responses to probes about their professional 
background, it appears that these participants have a history of 
working in secure mental health or forensic services, though 
none reported working specifically with individuals who have 
sexual convictions. Excluding these outliers led to an average 
number of disclosing patients of 2.90 (SD = 2.72), which may 
be closer to the true average number for primary healthcare 
professionals who have experience with this population (after 
removing these outliers, the median value was still 2.00). A Chi-
square test demonstrated that patient disclosures were statisti-
cally over-represented among those working in primary mental 
health contexts (expected n = 36, observed n = 55) and statisti-
cally under-represented among those working in primary medi-
cal settings (expected n = 38, observed n = 18), χ2(2) = 31.63, 
p < 0.001, φ = 0.38. To clarify, “expected” ns are statistically 
derived and indicate the number of cases that we would have 
observed in each group if 35% prior experience rate had been 
present in each subsample.

We decided to compare the scores of those who both have 
and have not previously had patients disclose sexual attractions 
to children in order to compare anticipated experiences with 

MAPs to actual experiences. That is, if we were to find that 
those who had experienced such disclosures had more positive 
experiences than those who were merely anticipation working 
with MAP disclosures, this information could be used to allay 
anticipatory concerns when training primary healthcare profes-
sionals to work with this population. As shown in Table 2, those 
with experience of having patients disclose sexual attractions to 
children were more likely to feel competent in working with this 
group than those with no previous patient disclosures. Those 
with experience were also less likely to express a willingness to 
report such patients to another agency. When considering future 
anticipated practice, those with experience of having patients 
disclose a sexual attraction to children were significantly more 
likely to say that they would be comfortable and willing to work 
with this population, as well as being more confident in their 
ability to work with them. There were smaller differences in 
terms of the two groups’ self-perceived need for more training 
on how to work with MAPs, and desire to refer patients on to 
an appropriate service (where those with no experience were 
more likely to want more training, and to refer out of their ser-
vice), though they did not differ in their doubt that such services 
currently exist.

Stigma and Knowledge about Pedophilia

To explore the presence of stigmatized attitudes toward MAPs 
among healthcare professionals, we compared SPS scores 
within the current sample to those obtained from a large-scale 
public investigation whereby data were made available (Harper 
et al., 2021). This analysis was conducted to estimate the levels 
of stigma among professional groups. That is, previous work 
has highlighted that anticipated stigma is a barrier to MAPs 
seeking professional support (Grady et al., 2019; Levenson & 
Grady, 2019b), but there has been scant empirical attention 
paid to the actual levels of stigmatization among professional 
groups; nor has this stigma been broken down into its compo-
nent domains of dangerousness, choice, and deviance attribu-
tions, alongside punitive attitudes. There has been a substan-
tial amount of research published into public stigmatization of 
MAPs (e.g., Harper et al., 2018, 2021; Jahnke et al., 2015a, b) 
with high levels of stigma being reported. As such, we selected 
the public as a baseline level of stigma to compare the scores of 
professionals against, as MAPs are likely using societal stigma 
as a basis for their concerns.

We sampled a random selection of 110 participants from 
the public Harper et al. (2021) dataset to ensure approximately 
equivalent sample samples across each cell of our analysis 
before conducting a series of one-way analyses of variance 
(ANOVAs) to explore between-groups differences on each 
stigma domain. For reference, group-level statistics are pre-
sented in Table 3.

We found a significant main effect of group on perceptions 
of dangerousness, where general medical professionals had 



930 Archives of Sexual Behavior (2022) 51:923–943

1 3

significantly higher perceptions of dangerousness than men-
tal health professionals (Mdiff = 0.56, 95%  CIdiff [0.19, 0.94], 
p = 0.001, d = 0.56) but lower perceptions of dangerousness 
than general public members (Mdiff = −0.50, 95%  CIdiff [−0.85, 
−0.15], p = 0.002, d = −0.54). Further, mental health profes-
sionals viewed MAPs as less dangerous than the general public 
(Mdiff = −1.07, 95%  CIdiff [−1.41, −0.72], p < 0.001, d = −1.07).

We found a significant main effect of group on percep-
tions of intentionality (i.e., choice over pedophilic sexual 
attractions), where general medical professionals had sig-
nificantly higher perceptions of attraction choice than men-
tal health professionals (Mdiff = 0.60, 95%  CIdiff [0.14, 1.06], 
p = 0.006, d = 0.68), but did not differ in these judgments to 
the public sample (Mdiff = −0.30, 95%  CIdiff [−0.72, 0.13], 
p = 0.272, d = −0.24). Mental health professionals perceived 
significantly less choice over these attractions than the public 
sample (Mdiff = −0.90, 95%  CIdiff [−1.32, −0.48], p < 0.001, 
d = −0.75).

We found a significant main effect of group on perceptions 
of MAP deviance (i.e., mental ill health). General medical 
professionals had significantly higher perceptions of devi-
ance than mental health professionals (Mdiff = 0.64, 95%  CIdiff 
[0.25, 1.02], p < 0.001, d = 0.66), but did not differ in these 
judgments to the public sample (Mdiff = −0.22, 95%  CIdiff 
[−0.58, 0.14], p = 0.414, d = −0.22). Mental health profes-
sionals scored significantly lower on this stigma domain than 
the public sample (Mdiff = −0.86, 95%  CIdiff [−1.21, −0.50], 
p < 0.001, d = −0.86).

We found a significant main effect of group on punitive 
attitudes toward MAPs. The general medical professionals 
in our sample were significantly more punitive than mental 
health professionals (Mdiff = 0.51, 95%  CIdiff [0.09, 0.93], 
p = 0.012, d = 0.56) but less punitive than the public mem-
bers (Mdiff = −1.08, 95%  CIdiff [−1.47, −0.69], p < 0.001, 
d = −0.93). Mental health professionals were significantly 
less punitive than the public sample (Mdiff = −1.59, 95%  CIdiff 
[−1.98, −1.20], p < 0.001, d = −1.51).

Table 2  Professional opinions about working with MAPs, by experience of having had a patient disclose a sexual attraction to children

Scores represent mean values, with a range from 1 to 6 with higher scores indicating a higher level of agreement. Standard deviations are pre-
sented in parentheses. Effect sizes show how those with experience of patient disclosures scored in comparison to those with no experience
a Wording differed based on past experience of working with disclosures. Those with no experience responded to the hypothetical framing
b Reporting question data refers to the observed number (vs. expected number) of people stating “yes”

Past experience?

Statement Yes No Inferential statistics

I felt/would feel competent dealing with patients with this sexual  interesta 3.55 (1.55) 2.64 (1.36) t(209) = 4.42, p < .001, d = 0.63
Have you ever reported/Would you report a patient with sexual interests in 

children to another agency?a, b
26 (exp = 46) 103 (exp = 83) χ2(1) = 36.25, p < .001, φ = 0.42

I would feel comfortable dealing with patients with this sexual interest 3.76 (1.54) 2.80 (1.31) t(211) = 4.78, p < .001, d = 0.67
I would need support to deal with patients with this sexual interest 4.73 (1.16) 5.30 (0.92) t(211) = -3.93, p < .001, d = -0.53
I would benefit from more training in how to deal with patients with this 

sexual interest
4.93 (1.16) 5.27 (0.95) t(211) = -2.30, p = .023, d = -0.32

I would be willing to work/treat patients with this sexual interest 4.56 (1.20) 4.10 (1.37) t(196) = 2.37, p = .019, d = 0.36
I would personally be able to treat patients with this sexual interest 3.76 (1.45) 3.03 (1.48) t(211) = 3.44, p = .001, d = 0.50
I would want to refer patients with this sexual interest to appropriate services 5.14 (0.90) 5.42 (0.89) t(208) = -2.16, p = .032, d = 0.31
I have appropriate services to refer patients with this sexual interest to 2.74 (1.40) 2.40 (1.33) t(209) = 1.75, p = .082, d = 0.25

Table 3  Stigma domain scores, 
by group

Scores represent mean values, with a range from 1 to 7 with standard deviations presented in parentheses. 
Higher scores indicate more stigmatized attitudes

Group

Stigma domain General medical Mental health Public Inferential statistics

Dangerousness 4.94 (0.93) 4.37 (1.08) 5.44 (0.93) F(2, 261) = 26.29, p < .001, η2
p = 0.18

Intentionality 3.68 (0.95) 3.10 (0.78) 3.97 (1.50) F(2, 261) = 18.64, p < .001, η2
p = 0.09

Deviance 4.92 (0.95) 4.28 (0.96) 5.15 (1.02) F(2, 260) = 17.20, p < .001, η2
p = 0.12

Punitive attitudes 3.53 (1.03) 3.02 (0.77) 4.61 (1.28) F(2, 258) = 53.36, p < .001, η2
p = 0.29
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Treatment Priorities

Because the treatment priorities measure has not been used 
in peer-reviewed research before, we initially conducted an 
exploratory factor analysis to examine its dimensionality 
(see Supplementary Material). Three factors were retained, 
related to: (1) general mental health concerns, (2) the forensic 
control or change of sexual attractions to children, and (3) 
living with a stigmatized sexual attraction pattern.

After calculating average scores for each treatment priority 
factor, we conducted a 2 (professional group: primary medical 
vs. primary mental health; between-participants) × 3 (treatment 
target; within-participants) analysis of variance (ANOVA) to 
compare the extent to which participants endorse each treatment 
priority cluster, and to explore whether this level of endorse-
ment was consistent across professional groups. This was 
important after acknowledging how MAPs themselves appear 
to have primary treatment targets related to health and wellbe-
ing, with a lower emphasis on controlling their attractions or 
changing them (B4U-ACT, 2011). In this analysis, we found 
a significant main effect of treatment target, F(2, 362) = 92.7, 
p < 0.001, η2

p = 0.34. Here, mental health targets were signifi-
cantly more likely to be prioritized over both controlling sex-
ual attractions (Mdiff = 1.16, 95%  CIdiff [0.84, 1.48], p < 0.001, 
d = 0.74) and living with stigmatized attractions (Mdiff = 1.97, 
95%  CIdiff [1.64, 2.30], p < 0.001, d = 1.14). Further, targets 
related to controlling attractions were significantly higher in 
terms of treatment priority than those related to living with 
stigmatized attractions (Mdiff = 0.81, 95%  CIdiff [0.41, 1.21], 
p < 0.001, d = 0.45). There was also a statistically significant 
interaction between treatment target and grouping variable, 
F(2, 362) = 5.35, p = 0.005, η2

p = 0.03. This was attributable 
to marginally higher prioritization of mental health concerns 
and lower prioritization of targets for controlling attractions 
among primary medical professionals (e.g., general practi-
tioners). However, these differences did not reach the arbitrary 
threshold for statistical significance within the univariate post 
hoc tests (Bonferroni-corrected ps = 0.056 and 0.053, respec-
tively). Figure 1 demonstrates these trends.

We next entered professional group, past experience of 
patient disclosure, stigma scale scores, and knowledge accu-
racy as predictors in a linear regression predicting prioritiza-
tion scores for each of the treatment targets. In running such a 
regression model, we hoped to identify the variables that are 
associated with treatment targets that are congruent with those 
also endorsed by MAPs. These variables might subsequently 
become targets for intervention through training programs, as 
having a degree of congruence between professional and patient 
goals is known to be associated with treatment engagement and 
success (Arnow & Steidtmann, 2014; Browne et al., 2019; Hor-
vath et al., 2011). Correlational analyses demonstrated linearity 
between the measured variables, while skewness and kurtosis 

were all within acceptable limits (see Table 4). All regression 
coefficients are presented in Table 5.

The model predicting mental health treatment priorities 
was statistically significant and explained 11.9% of the vari-
ance in treatment prioritization, R2 = 0.119, F(7, 140) = 2.69, 
p = 0.012. Professional group (specifically, being a primary 
medical professional) was associated with higher prioritiza-
tion of mental health needs, while increased perceptions of 
intentionality (i.e., perceiving people with pedophilic sexual 
attractions as having a choice) were associated with lower 
prioritization of mental health treatment targets.

The model predicting treatment targets aimed at control-
ling or changing sexual attractions to children was statisti-
cally significant and explained 15.1% of the variance in treat-
ment prioritization, R2 = 0.151, F(7, 140) = 3.56, p = 0.002. 
Professional group (specifically, being a mental health pro-
fessional) was associated with a greater prioritization of 
control-related treatment targets. This treatment target was 
also prioritized by those who perceive people with pedophilic 
sexual attractions as being more deviant.

The model predicting treatment targets designed to 
address living with societally stigmatized sexual attractions 
was statistically significant and explained 10.8% of the vari-
ance in treatment prioritization, R2 = 0.108, F(7, 140) = 2.42, 
p = 0.023. Addressing these patient concerns about living 
with stigma was prioritized by those who do not perceive 
people with pedophilic sexual attractions as being particu-
larly deviant.

In no model was either past experience of having patients 
disclose sexual attractions to children or knowledge accuracy 
about pedophilia significant predictors of treatment target 
prioritization.

Willingness to Treat MAPs

To explore the factors related to willingness to treat MAPs in 
healthcare settings, we ran a linear regression predicting scores 
on the willingness to treat single-item variable. Within this 
model, we planned to enter professional group, prior experi-
ence of patient disclosures, perceived competence, anticipated 
comfort, desires for both more support and more training, each 
of the four stigma domains, risk concerns, knowledge about 
pedophilia, and all three treatment targets. Correlational analy-
ses demonstrated broad linearity between the measured vari-
ables, but we did observe multicollinearity between perceived 
competence and anticipated comfort (r = 0.84, p < 0.001). To 
account for this, we removed perceived competence from the 
model for two reasons. First, the comfort item was framed 
as future-looking (rather than competence perceived during 
past disclosures for some of the sample). Second, we felt that 
including desires for more support and training could account 
for some of the variance explained by a perceived competence 
variable. Skewness and kurtosis were generally all within 



932 Archives of Sexual Behavior (2022) 51:923–943

1 3

acceptable limits (see Table S8 in Supplementary Material). We 
used G*Power (Faul et al., 2007) to conduct a post hoc power 
analysis to ensure that this regression was not underpowered. 
Converting our observed R2 value (0.41) to Cohen’s f2 (0.70), 
we found that our analysis sample (i.e., those with full data on 
all variables, and thus eligible for inclusion) of 139 gave us 

100% power to detect significant effects at p < 0.05 level, and 
99.9% power to detect effects at the p < 0.001 level.

All regression coefficients are presented in Table 6. The 
model was statistically significant and explained 41% of the 
variance in participants’ willingness to treat MAPs, R2 = 0.410, 
F(14, 124) = 6.26, p < 0.001. Within the model, anticipated 
comfort and having mental health-related treatment targets 

Fig. 1  Treatment target prioritization, by professional group. Individual dots represent raw datapoints. Error bars represent the 95% CI of the 
mean. Descriptive statistics are provided in Supplementary Materials to preserve the readability of the plot

Table 4  Zero-order correlations between treatment priorities, stigma scores, and knowledge about pedophilia

Treatment priority scores ranged from 1–10, with higher scores indicating greater prioritization. SPS scores range from 1–7, with higher scores 
indicating greater stigmatization. Knowledge accuracy ranges from 0–1, with higher scores indicating greater accuracy
*p < .05 **p < .01 ***p < .001

1 2 3 4 5 6 7 8

1. Mental health priority –
2. Controlling attractions priority .30*** –
3. Living with attractions priority .43*** .24** –
4. SPS Dangerousness scale −.06 .21** −.16* –
5. SPS Intentionality scale −.23** .05 −.23** .46*** –
6. SPS Deviance scale .03 .25** −.26** .51*** .34*** –
7. SPS Punitive Attitudes scale −.12 .10 −.26** .61*** .53*** .45*** –
8. Knowledge accuracy .09 −.06 .16* −.47*** −.46*** −.28** −.50*** –
M (SD) 8.61 (1.44) 7.47 (1.65) 6.63 (2.00) 4.66 (1.04) 3.37 (0.92) 4.61 (1.01) 3.27 (0.94) 0.69 (0.20)
Skewness −1.06 −0.40 −0.46 −0.10 0.57 −0.48 1.26 −0.44
Kurtosis 1.00 −0.38 0.16 −0.20 1.12 0.10 2.02 0.36
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were associated with a greater willingness to work with this 
population. In contrast, prioritizing the control of sexual attrac-
tions was associated with resistance to treating MAPs.

Hypothetical Case Judgments

We conducted a series of seven two-way mixed-design ANO-
VAs to explore the effects of the progressive vignette on partici-
pants’ judgments and hypothetical decision-making. An analy-
sis of each judgment question was conducted separately. This 
analysis was designed to explore whether specific case details 
changed the beliefs or anticipated behaviors among partici-
pants. In each test, the within-subjects independent variable was 
the stage of the vignette, with three levels (attraction disclosure, 
masturbation disclosure, and occupation disclosure), while the 
between-subjects independent variable was professional group, 
with two levels (general medical and mental health profes-
sional). For clarity, average scores for each outcome at each 
stage of the vignette are presented in Table 7. Due to the lack 
of significant interactions between the two independent vari-
ables, whole-sample averages are displayed in the table, while 
graphical depictions of the trends for each outcome across the 
vignette are presented in Fig. 2a–c.

There was a significant effect of disclosure level on judg-
ments of competence in dealing with the hypothetical case, F(2, 
304) = 13.34, p < 0.001, η2

p = 0.08. Within this model, there 
was a significant reduction in perceived competence when they 
were told about the patient’s masturbation to sexual thoughts 
involving children although hearing about the patient’s occu-
pation did not significantly alter competence perceptions any 
further. There was also a significant effect of group on perceived 

competence, F(1, 152) = 13.83, p < 0.001, η2
p = 0.08. Here, 

mental health professionals (M = 3.43, SE = 0.15) scored higher 
on perceived competence than general medical professionals 
(M = 2.64, SE = 0.15), Mdiff = 0.79, 95%  CIdiff [0.36, 1.21], 
p < 0.001, d = 0.72. There was no interaction between the two 
independent variables, F(1, 304) = 13.83, p = 0.115, η2

p = 0.01.
There was a significant effect of disclosure level of com-

fort in relation to working with the hypothetical case, F(2, 
304) = 23.67, p < 0.001, η2

p = 0.14. Within this model, there 
was a significant reduction in comfort when participants were 
told about the patient’s masturbation activity, and comfort 
reduced significantly further when finding out that he worked 
in a school. There was also a significant effect of group on 
perceived competence, F(1, 152) = 5.99, p = 0.016, η2

p = 0.04. 
Here, mental health professionals (M = 3.51, SE = 0.16) scored 
higher on anticipated comfort than general medical profession-
als (M = 2.97, SE = 0.16), Mdiff = 0.54, 95%  CIdiff [0.11, 0.98], 
p = 0.016, d = 0.54. There was no interaction between the two 
independent variables, F(1, 304) = 2.21, p = 0.112, η2

p = 0.08.
There was a significant effect of disclosure level on the extent 

to which participants felt that they would need further sup-
port in working with this patient, F(2, 304) = 7.20, p = 0.001, 
η2

p = 0.05. Within this model, there was no change in the need 
for support after hearing about the patient masturbating to sex-
ual thoughts involving children, the need for support rose signif-
icantly upon learning about his occupation. There was no effect 
of group on the need for support, F(1, 152) = 1.45, p = 0.231, 
η2

p = 0.01. There was also no interaction between the independ-
ent variables, F(1, 304) = 0.61, p = 0.544, η2

p < 0.01. Unsurpris-
ingly, these need for support trends mirrored those related to the 
likelihood of reporting the patient to the participant’s manager 

Table 5  Predictors of treatment 
target prioritization

Figures inside square brackets represent 95% CIs of the unstandardized B coefficient. 95% CIs that to not 
include “0” as a possible value indicates a significant predictor of treatment prioritization. “Professional 
group” was coded 1 = general medical, 2 = mental health

Mental health concerns Control of attractions Living with stigma

B p B p B p

Constant 10.27
[7.42, 13.13]

 < .001 1.79
[−1.42, 5.00]

.273 9.02
[5.05, 12.99]

 < .001

Professional group −0.57
[−1.10, −0.03]

.038 1.02
[0.42, 1.62]

.001 −0.02
[−0.76, 0.72]

.960

Past experience 0.24
[−0.28, 0.77]

.361 0.42
[−0.18, 1.01]

.167 0.19
[−0.55, 0.92]

.613

SPS Dangerousness scale 0.03
[−0.28, 0.33]

.849 0.34
[−0.00, 0.68]

.052 0.20
[−0.22, 0.63]

.345

SPS Intentionality scale −0.47
[−0.78, −0.16]

.003 0.01
[−0.34, 0.36]

.944 −0.26
[−0.70, 0.17]

.229

SPS Deviance scale 0.12
[−0.16, 0.39]

.399 0.44
[0.14, 0.75]

.005 −0.39
[−0.77, −0.01]

.042

SPS Punitive Attitudes scale −0.10
[−0.44, 0.24]

.555 −0.12
[−0.50, 0.26]

.546 −0.34
[−0.81, 0.13]

.157

Knowledge accuracy 0.04
[−1.36, 1.44]

.954 0.29
[−1.29, 1.86]

.720 0.27
[−1.67, 2.22]

.782
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or supervisor, with a significant effect of disclosure level (F(2, 
304) = 31.34, p < 0.001, η2

p = 0.17) but no effect of group (F(1, 
152) = 1.33, p = 0.251, η2

p = 0.01), nor an interaction between 
these variables (F(2, 304) = 2.71, p = 0.068, η2

p = 0.02).

Table 6  Predictors of 
willingness to treat MAPs

95% CIs that do not include “0” as a possible value indicates a significant predictor of willingness to treat 
MAPs. “Professional group” was coded 1 = general medical, 2 = mental health

B (SE) t p 95% CI (B)

Constant 0.95 (1.55) 0.61 .544 [−2.13, 4.02]
Professional group −0.14 (0.24) −0.59 .558 [−0.61, 0.33]
Past experience −0.23 (0.23) −1.03 .306 [−0.68, 0.22]
Anticipated comfort 0.48 (0.08) 5.90  < .001 [0.32, 0.64]
Need for more support −0.06 (0.11) −0.50 .616 [−0.27, 0.16]
Desire for more training 0.17 (0.10) 1.65 .101 [−0.03, 0.37]
SPS Dangerousness scale −0.09 (0.13) −0.72 .475 [−0.34, 0.16]
SPS Intentionality scale −0.15 (0.13) −1.17 .245 [−0.41, 0.11]
SPS Deviance scale 0.19 (0.12) 1.61 .110 [−0.04, 0.43]
SPS Punitive Attitudes scale 0.01 (0.14) 0.07 .943 [−0.38, 0.30]
Risk concerns 0.09 (0.11) 0.81 .422 [−0.13. 0.31]
Knowledge accuracy 0.35 (0.57) 0.61 .545 [−0.78, 1.47]
Mental health priorities 0.25 (0.08) 3.12 .002 [0.09, 0.40]
Controlling attractions priorities −0.18 (0.07) −2.72 .007 [−0.32, −0.05]
Living with stigma priorities 0.07 (0.06) 1.20 .232 [−0.43, 0.18]

Table 7  Sample averages for judgment outcomes at each stage of the vignette

All outcomes rated using a 1–6 scale, with high scores indicating more competence, comfort, and desire for support, higher risk judgments, and 
a greater willingness to report the patient to their supervisor, safeguarding team, or local police force. Data represent estimated marginal means 
with standard error presented in parentheses. Mean differences describe differences between each level of disclosure, rounded to two decimal 
places. Mean difference information on the left demonstrates differences between the “attraction” and “masturbation” levels, while information 
on the right demonstrates differences between the “masturbation” and “occupation” levels

Level of disclosure

Attraction Masturbation Occupation

Competence 3.23 (0.11)
Mdiff = −0.22, 95%  CIdiff [−0.36, −0.07], p = .001, 

dz = −0.10

3.02 (0.12)
Mdiff = −0.04, 95%  CIdiff [−0.20, 0.11], p > .999, 

dz = −0.02

2.98 (0.12)

Comfort 3.55 (0.11)
Mdiff = −0.29, 95%  CIdiff [−0.45, −0.14], p < .001, 

dz = −0.15

3.25 (0.11)
Mdiff = −0.15, 95%  CIdiff [−0.30, −0.01], p = .037, 

dz = −0.07

3.10 (0.12)

Need support 5.13 (0.07)
Mdiff = 0.01, 95%  CIdiff [−0.12, 0.14], p > .999, 

dz = 0.00

5.14 (0.08)
Mdiff = 0.21, 95%  CIdiff [0.06, 0.36], p = .003, 

dz = 0.15

5.34 (0.08)

Risk judgment 3.26 (0.10)
Mdiff = 0.57, 95%  CIdiff [0.43, 0.72], p < .001, 

dz = 0.32

3.83 (0.10)
Mdiff = 0.94, 95%  CIdiff [0.76, 1.11], p < .001, 

dz = 0.53

4.77 (0.10)

Report (supervisor) 4.85 (0.10)
Mdiff = 0.07, 95%  CIdiff [−0.05, 0.19], p = .420, 

dz = 0.04

4.93 (0.10)
Mdiff = 0.39, 95%  CIdiff [0.25, 0.54], p < .001, 

dz = 0.23

5.32 (0.08)

Report (safeguarding) 4.07 (0.12)
Mdiff = 0.22, 95%  CIdiff [0.07, 0.36], p = .001, 

dz = 0.10

4.28 (0.12)
Mdiff = 0.80, 95%  CIdiff [0.62, 0.98], p < .001, 

dz = 0.40

5.08 (0.11)

Report (police) 2.64 (0.10)
Mdiff = 0.27, 95%  CIdiff [0.13, 0.41], p < .001, 

dz = 0.14

2.91 (0.11)
Mdiff = 0.80, 95%  CIdiff [0.61, 0.99], p < .001, 

dz = 0.37

3.71 (0.13)
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There was a significant effect of disclosure level on judg-
ments of participants’ judgments of the patient’s risk of sexual 
offending, F(2, 304) = 212.82, p < 0.001, η2

p = 0.58. Within 
this model, there was a significant rise in perceived risk upon 
hearing about the patient’s engagement in masturbation hab-
its, with risk perceptions rising significantly further when 
the patient’s job role was disclosed. There was no effect of 
group in relation to sexual risk judgments, F(1, 152) = 3.69, 
p = 0.057, η2

p = 0.02. There was, however, a significant inter-
action between the two variables, F(2, 304) = 5.20, p = 0.006, 
η2

p = 0.03. Here, the groups did not differ in their risk percep-
tions at either the “attraction” (Mdiff = 0.28, 95%  CIdiff [−0.12, 
0.68], p = 0.170, d = 0.26) or “masturbation” (Mdiff = 0.15, 95% 
CI [−0.25, 0.56], p = 0.457, d = 0.12) levels of disclosure. How-
ever, general medical professionals inferred significantly more 
risk (M = 5.09, SE = 0.14) than mental health professionals 
(M = 4.47, SE = 0.14) when the patient disclosed working as a 
teacher, Mdiff = 0.62, 95%  CIdiff [0.23, 1.01], p = 0.002, d = 0.51.

There was a significant effect of disclosure level on partici-
pant’s likelihood of reporting the patient to a safeguarding team, 
F(2, 304) = 108.66, p < 0.001, η2

p = 0.40, whereby reporting 
intentions significantly increased when it was disclosed that 
he was masturbating to sexual thoughts involving children, 
and again when the patient’s work context was revealed. There 
was also a significant effect of group on safeguarding report-
ing intentions, F(1, 152) = 17.00, p < 0.001, η2

p = 0.10. Here, 
general medical professionals (M = 4.91, SE = 0.15) were more 
likely to express a willingness to report the patient to safe-
guarding services than mental health professionals (M = 4.06, 
SE = 0.14), Mdiff = 0.84, 95%  CIdiff [0.44, 1.25], p < 0.001, 
d = 0.67.

There was a significant effect of disclosure level on partici-
pants’ likelihood of reporting the patient to their local police 
force, F(2, 324) = 103.26, p < 0.001, η2

p = 0.39, with report-
ing intentions increasing significantly upon hearing about the 
patient’s masturbation activity, and still further when partici-
pants learned that he worked in a school. There was no effect 
of group on police reporting intentions, F(1, 152) = 3.66, 
p = 0.057, η2

p = 0.02. Similarly, there was no interaction 
between the two independent variables, F(2, 304) = 0.31, 
p = 0.736, η2

p < 0.01.

Discussion

Owing to the exploratory nature of this project, we now pre-
sent a discussion of our findings in relation to three specific 
areas that appear to be important in the provision of services 
for MAPs.

Professional Experiences of Client Disclosure

In this initial snapshot study of attitudes, beliefs, and willing-
ness to work with MAPs, we have explored a range of differ-
ent issues that highlight a need for greater levels of training 
and ongoing professional support for healthcare providers 
who may incidentally encounter patients with sexual attrac-
tions to children. Within our sample, 35% of participants had 
been disclosed to by a patient about their sexual attractions to 
children, with an average of around three patients disclosing 
per professional (after removing outliers from this calcula-
tion). Disclosures were statistically over-represented in men-
tal health services compared to general medical contexts (e.g., 
to general practitioners or family physicians). This disparity 
may be explained by MAPs’ treatment needs (B4U-ACT, 2011; 
Elchuk et al., 2022; Jahnke et al., 2015a, b). That is, they may 
approach primary medical practitioners in the first instance with 
attraction-related mental health needs and then disclose the 
underlying reasons for their difficulties when working more 
closely with professionals whom they feel are more qualified 
or competent to help, or sympathetic to their position (Grady 
et al., 2019).

Experience of patient disclosures was associated with lower 
levels of perceived incompetence and anticipated discomfort in 
working with MAPs in the future, alongside lower perceptions 
of a need for more support or training in how to work with this 
group. Anticipated comfort in working with MAPs was predic-
tive of an increased willingness to treat them in the future, even 
after controlling for other risk indices that were nonsignificantly 
associated with such a willingness. This may suggest that global 
feelings of unease or discomfort are more important to address 
than are specific domains of stigmatization, such as percep-
tions of dangerousness among MAPs or beliefs about choice 
or control over sexual attractions, in creating an environment 
within which MAPs are initially welcome. However, as will 
be explored, addressing these specific domains of stigma may 
also be important in maintaining effective therapeutic goals and 
relationships with patients who present with treatable medical 
or psychological needs.

Both groups (i.e., those with and without experiences of 
patient disclosures) scored relatively highly on the need for 
further training, highlighting a need for education to be offered 
to professionals involved in primary (i.e., non-specialist) health-
care provision, to empower them to feel comfortable and com-
petent when making clinical decisions about MAPs under their 
care. Focusing on MAP-related issues in training programs for 
non-specialist medical and mental health professionals may 
not be considered a priority for some, with a minority of our 
sample (albeit sizeable at 35%) reporting ever having contact 
with patients disclosing sexual attractions to children. This 
training, however, might easily be incorporated into a broader 
module about working with atypical sexuality and sexual iden-
tity in a broader sense. Practitioners receive minimal training 
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on working with patients presenting a host of sex-related issues 
(Clegg et al., 2016; Stott, 2013; Ucsnik et al., 2018), and we see 
education of sexual attractions to children being a part of this 
more general expansion of professional training.

Specifically in relation to the content of such education, 
training should focus on factual information about MAPs and 
the nature of sexual attractions to children in the first instance, 
as we observed a lack of basic knowledge about definitional 
issues related to such attractions within the current sample. That 
is, correct responses were provided to the knowledge meas-
ure just 65% (general medical professionals) or 74% (mental 
health professionals) of the time. In terms of identifying the 
fundamental definition of pedophilia (i.e., a sexual attraction 
to children below the age of 11 years; Seto, 2017), just 23% and 
43%, respectively, responded correctly. Education around risk, 
choice over sexual attractions, and controllability would also be 
beneficial, particularly for general medical professionals. These 
participants viewed MAPs as more likely to be dangerous and 
less likely to be able to control their behavior (when compared 
to mental health professionals). In addition, there was a simul-
taneous view observed among general medical professionals 
that an attraction is an avoidable choice, and difficult to control 
from a behavioral perspective. This is potentially indicative 
of the view that MAPs are in some way inevitably going to 
offend because of their sexual attractions, which is consistent 
with the views held by many untrained members of the public 
(Lawrence & Willis, 2021). Professional training on what we 
currently know about the now recognized groups of individuals 
living with sexual attraction to children who are non-offending 
(i.e., living with and controlling their sexual attractions; Can-
tor & McPhail, 2016) would help to challenge these blanket 
views, as would exploration of the emerging understanding that 
primary sexual attractions to children are largely unchangeable 
(Grundmann et al., 2016; Seto, 2012).

Identifying Appropriate Treatment Goals

In time, educational initiatives with healthcare providers might 
explore more nuanced issues related to working with MAPs, 
including issues related to the development of sexual attractions 
to children and the selection of appropriate treatment options. 

In general, our sample rated mental health-related concerns 
as a treatment priority above targets related to controlling 
sexual attractions (including changing attraction patterns) or 
coping with social stigmatization. This is broadly consistent 
with how MAPs conceptualize their treatment needs in surveys 
conducted within the MAP community, with MAPs reporting 
social stigmatization as being a driver of poorer mental health in 
a range past work (B4U-ACT, 2011; Grady et al., 2019; Jahnke 
et al., 2015a, b, 2018; Levenson & Grady, 2019b; Levenson 
et al., 2017).

As mentioned previously, addressing misconceptions and 
challenging stigma about people who have sexual attractions to 
children are important issues to tackle as professionals seek to 
work collaboratively and constructively with MAPs. We know 
from the general healthcare literature that perceptions of profes-
sionals’ genuine care, and collaborative approaches to setting 
treatment goals and approaches can improve the therapeutic 
alliance between healthcare professionals and their patients 
(Elvins & Green, 2008; Locati et al., 2019; Nienhuis et al., 
2018), with this improving both treatment engagement and effi-
cacy (Arnow & Steidtmann, 2014; Browne et al., 2019; Horvath 
et al., 2011). Assisting professionals to make good decisions 
about treatment goals (i.e., addressing the healthcare needs that 
their patients present with, rather than their inferred needs stem-
ming from stigmatizing assumptions of risk; see below) is likely 
to be a positive first step in professional education.

Although mental health issues were prioritized by partici-
pants, the average treatment prioritization scores related to 
controlling or changing attractions were relatively high within 
the current dataset, with a mean score of 7.42 on a 1–10 scale. 
This may in some way be tied with relatively high levels of 
belief in the intentionality (i.e., choice) over sexual attractions 
to children, especially among general medical professionals 
who did not differ in this regard to non-professional members 
of the public. This is an important observation, as such beliefs 
were associated with a lessened focus on MAPs’ mental health 
treatment priorities, which in turn was associated with a lower 
level of willingness to work with this population. Similarly, 
general medical professionals held similar levels of belief about 
the psychological deviance of MAPs to members of the public 
with no medical training, with this predicting a greater level 
of prioritization of treatment targets related to controlling or 
changing sexual attractions. Endorsing these treatment targets 
was in turn associated with a lower level of willingness to work 
with MAPs.

As such, addressing stigmatization across these domains 
specifically might be a potential future step when designing 
professional training packages for healthcare professionals. One 
such successful example of a training approach incorporates 
indirect contact with MAPs, where Jahnke et al. (2015a), b) 
presented a documentary film to therapists that contained first-
hand accounts from MAPs about their experiences of having 
sexual attractions to children. In doing so, stigma levels were 

Fig. 2  a Professional comfort and judgments, by level of disclosure. 
Individual dots represent raw datapoints. Error bars represent ± 1 SE 
of the mean. Descriptive statistics are provided in Supplementary 
Materials to preserve the readability of the plot. b Professional sup-
port and risk judgments, by level of disclosure. Individual dots repre-
sent raw datapoints. Error bars represent ± 1 SE of the mean. Descrip-
tive statistics are provided in Supplementary Materials to preserve the 
readability of the plot. c Professional reporting intentions, by level of 
disclosure. Individual dots represent raw datapoints. Error bars repre-
sent ± 1 SE of the mean. Descriptive statistics are provided in Supple-
mentary Materials to preserve the readability of the plot

◂
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reduced over an average follow-up period of 2–3 weeks. Psy-
chologically, the process of narrative humanization is activated 
in this intervention (Harper et al., 2018) whereby widely held 
social stereotypes begin to be broken by the experience of see-
ing MAPs as people, rather than their label. As such, traditional 
education practices (e.g., considerations of treatment philoso-
phies and critical engagement with the mental health and abuse 
prevention literatures) might be supplemented with exposure 
to MAPs (either directly within the training room or indirectly 
via documentary films). Some researchers using this approach 
to stigma reduction have speculated about whether such edu-
cational approaches contribute to changes in behavior toward 
MAPs (Harper et al., 2021) and have advocated for studies to 
incorporate more measures of behavioral change (e.g., support 
for MAP wellbeing schemes, contact with MAPs) as an out-
come in future research. We see clinician behavior as another 
potential outcome in this search for an answer about whether 
changes in self-reported stigma also contribute to changes in 
real-world behavior toward MAPs.

All participants appeared to agree that there is a lack of 
available services for them to refer MAPs on to if this is either 
desired or required. Although it is true that prevention initia-
tives are still in their infancy, there is a growing global effort 
to develop primary and secondary prevention strategies, with 
support services on the incline (for an overview, see Christian-
sen & Martinez-Dettamantim, 2018). This finding may there-
fore highlight an issue with awareness of services. However, 
we do also know that the infancy of these initiatives means 
that services are often not accessible or available for reasons 
of geography, price, or service capacity (Shields et al., 2020). 
Emerging research using retrospective accounts of individuals 
convicted of sexual offenses also highlight how many are turned 
away or dismissed for treatment by health professionals (Lev-
enson et al., 2017; Lievesley et al., 2016). The lack of formal 
services is also reflected in the growing body of online support 
groups set up by MAPs (Malone, 2016). The reasons for this 
are multitude, but are commonly cited to revolve around lack of 
knowledge and stigmatizing attitudes on the behalf of profes-
sionals (Grady et al., 2019; Levenson et al., 2017; Levenson 
& Grady, 2019b; Shields et al., 2020). Services should look 
to increase specialist training so that professionals are able to 
respond with compassion to MAPs and aims and outcomes of 
any preventative initiative should be designed around the health 
needs of MAPs as opposed to being driven by stigmatizing and 
often inaccurate views around this sexual attraction (B4U-ACT, 
2017; Lievesley et al., 2018).

Professional Decision‑Making and Reporting 
to Authorities

Looking at specific case details and how they affect decision-
making, we found that learning of a MAPs’ masturbation to sex-
ual thoughts involving children reduced perceived competence 

and comfort in working with him, increased perceptions of his 
risk of sexual offending, and a greater level of intention to report 
him to a local safeguarding team or police force. These trends 
were exacerbated still further when it was disclosed that he 
worked in a school, with comfort further reducing, desires for 
support increasing, and raised perceptions of risk and inten-
tions to report to supervisors, local safeguarding teams, and the 
police. Although intentions to report to the police were lower 
than intentions to report to clinical supervisors or local safe-
guarding teams, learning about the patient’s occupation led to 
an increase in police reporting intentions that placed the mean 
value above the scale’s mid-point, indicating a general willing-
ness to report the patient to law enforcement officials even in 
the absence of any evidence of offending behavior. This may be 
tied up with the inherently subjective standard of determining 
“meaningful risk” in cases whereby sexual abuse may be sus-
pected. That is, the vignette’s final level, wherein the patient’s 
occupation was disclosed, may have hit the threshold for our 
participants to perceive a “meaningful risk” due to the patient’s 
access to children. However, as noted by Walker et al. (2022):

under duty to warn regulations, without identifying 
a potential victim or indicating a specific, upcoming 
threat, there is not sufficient justification for reporting. 
Relatedly, under mandated reporting guidelines, pro-
viders are required to break confidentiality with their 
clients only when they have a reasonable suspicion that 
a specific child has been subjected to abuse, not simply 
when there is some chance for future abuse of a child 
(p. 56).

Of course, this commentary is confined to the US context. In 
other countries, there is a legal duty to warn about the potential 
for harm is a specific group of people are at risk (e.g., a school 
class), and so Walker et al.’s (2022) observations are not appli-
cable universally. However, they do highlight the ethical conun-
drum facing professionals who are trying to make ethically 
(and, in jurisdictions whereby reporting actual or suspected 
abuse is mandated, legally) defensible decisions while main-
taining a safe and trusting therapeutic environment for patients 
to explore any issues that are troubling to them (Beggs Christof-
ferson, 2019; Lievesley & Harper, 2021). This is mirrored in 
our data. Again, we highlight the importance of education (for 
student professionals) and ongoing training (for those already 
qualified) to construct guidelines that identify concrete fac-
tors that would determine the need to report. Examples might 
include disclosures of spending time or engaging with a specific 
child in a context that it would not be expected (be this online or 
offline). This process of forming explicit guidance also neces-
sitates a degree of cooperation with professional bodies and 
legislators to ensure that there are no sanctions brought against 
professionals who, in the absence of such concrete indicators 
of abuse, fail to report a patient who goes on to commit an 
offense. Such cooperation would reduce cognitive load on 
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professionals and allow them the headspace to make therapeu-
tically informed decisions about breaking confidentiality within 
a clearly defined reporting context.

Limitations and Future Directions

Although readers may interpret our analyses as confirmatory, 
our intention in this work was to explore the current state of 
general healthcare knowledge and practice in relation to work-
ing with people who disclose sexual attractions to children. As 
such, our work was not theoretically driven, nor did we seek 
to test specific hypotheses in this project. However, the advan-
tage of using exploratory designs is in the generation of new 
research questions and testable hypotheses. We have posited 
some such future avenues for research here, including com-
parisons between general and specialist healthcare providers 
in their levels of comfort, willingness to treat, and treatment 
approaches and targets, and in the design of effective training 
programs. Other research teams may wish to build on this work 
when designing studies within their own jurisdictions, or when 
exploring healthcare provision for MAPs in other geographical 
or logistical contexts.

Related to our use of inferential statistics, some readers 
may question our choice to set our alpha level at the stand-
ard threshold of 0.05, rather than a more conservative 0.005, 
given the number of analyses ran in this work (for a discussion 
of justifying alpha levels, see Lakens et al., 2018). We share 
field-wide concerns about the replicability of social science 
research, and therefore encourage caution when interpreting 
results in this paper where p-values are below, but close to, the 
0.05 threshold for significance. However, we also stand behind 
these results when taking them in conjunction with their associ-
ated effect sizes. Most of our statistically significant findings 
occur with a p-value of < 0.001 and therefore would remain 
interpretable as such if a reader chose to use p < 0.005 are their 
threshold. Of those where 0.005 < p < 0.05, effect sizes range 
from d = 0.31–0.45. In standard terms, these effects are small-
to-moderate in magnitude (Kelley & Preacher, 2012), but in 
social science terms are moderate-to-large in terms of absolute 
size, irrespective of the associated p-value (Funder & Ozer, 
2019; Gignac & Szodorai, 2016; Lovakov & Agadullina, 2021).

Our use of a convenience sampling technique limits the 
extent to which our findings can be generalized to the broader 
healthcare context. However, in exploratory research, gener-
alization is not a primary goal. Here, we sought to provide an 
overview of current healthcare practices when a patient dis-
closes sexual attractions to children. This first step is an impor-
tant advance in our understanding of existing beliefs and the 
relationships between beliefs and decision-making in primary 
healthcare settings. To reduce the effect of local reporting 
or confidentiality laws, we only recruited participants from 
countries whereby reporting guidelines set out in professional 

codes or legal statutes were limited to cases involving actual 
or suspected abuse. That is, in the countries represented here, 
professionals may report service users if they have evidence of 
abuse taking place, or if they perceive a meaningful risk of child 
abuse, though as previously discussed “meaningful risk” is a 
relative decision made at the individual level. We do not know 
how reporting practices or professional decision-making might 
change in contexts whereby confidentiality must be upheld even 
when illegal behavior is disclosed (e.g., Germany). Exploring 
these issues, and the moral strains that they may have on profes-
sionals, is an important future consideration.

Related to our sampling approach, self-selection appears to 
have been a significant issue. This is particularly the case when 
considering the relative samples sizes from the UK vs. all other 
countries. We do not have a particularly strong reason for this 
disparity in sample size, save for our own geographical location 
being in the UK. As such, it may have been that professionals 
working in other jurisdictions assumed a lack of relevance to 
their work. This possibility is strengthened by the comment 
of an anonymous reviewer of an earlier iteration of this work, 
who suggested that our use of “safeguarding team” (rather than 
“child protection hotline”, for example) may have been confus-
ing for North American respondents. Similarly, there may be 
more clearly defined referral and treatment responsibilities of 
different professional groups. For example, nurses in the UK 
have referral obligations where their interactions with patients 
necessitate this, whereas in other jurisdictions this does not 
appear to be the case. This may therefore lead to some cases 
where our items about professional practice were not relevant 
to a small number of participants. These issues highlight the 
importance of establishing broad and geographically disperse 
networks of researchers working collaboratively on projects to 
both ensure the applicability the research materials and boost 
external perception of relevance to potential participants.

In this work we used self-report measures throughout, which 
may be seen as a limitation of our methods. Although the use of 
self-report methods is commonplace in social science research 
generally, and in work on professional views about support for 
MAPs (Beggs Christofferson, 2019; Goodier & Lievesley, 
2018; Jahnke et al., 2015a, b; Levenson & Grady, 2019a; Parr 
& Pearson, 2019; Stephens et al., 2021; Walker et al., 2022), 
exploring actual behavior when working with this population 
is an important future research approach. That is, self-reports 
are inherently subject to self-presentation biases (Paulhus & 
Vazire, 2007), especially when one’s personal and collective 
professional practice is under scrutiny. Recollections may also 
be subject to hindsight bias for similar reasons (Bernstein et al., 
2016). One potential method of collecting practice-based data 
would be to trial a decision-making tool that allows profession-
als to log each patient encounter, along with information about 
presenting problems, feelings of professional competence, and 
referral decisions. Enacting such a process of regular data col-
lection might also reduce the extent to which our own sampling 
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was subject to another layer of self-selection bias related to 
the perceived relevance of the study as a function of whether 
a potential participant has ever had a patient disclose sexual 
attractions to children. That is, alongside patient-by-patient 
reporting, prospective designs might look to collect data on a 
monthly or quarterly basis to track perceptions and beliefs about 
this population over time in response to the exposure (or lack 
thereof) to disclosures.

Related to our measures, some of these used “sexual inter-
ests/attractions to children” as the reference group, and others 
used “pedophiles/pedophilia”. This is a limitation to the study 
owing to the fact that we know people make intuitive attribu-
tions about the “pedophile” label, leading to a divergence in 
responses to this term (Imhoff, 2015; King & Roberts, 2017). 
Our choice of measures was driven by a desire to use validated 
scales of the constructs of interest, and as such there appears 
to be a need to standardize the language used in this area of 
scholarship. Recent work uses labels such as “pedophiles” 
(Harper et al., 2018, 2021; Imhoff, 2015; Jahnke et al., 2015a, 
b), “minor-attracted persons” (Grady & Levenson, 2019; Grady 
et al., 2020; Levenson & Grady, 2019b), “people with pedo-
hebephilia” (Martijn et al., 2020), and “child-attracted per-
sons” (Martijn et al., 2021). These terms will undoubtedly all 
be accompanied by their own unique set of attributions, and a 
useful next step in the research process would be to standard-
ize the language used to produce measures that can facilitate 
reproducible research.

Conclusions

In this work, we have presented an initial snapshot of cur-
rent non-specialist healthcare professionals’ views, experi-
ences, and decision-making processes about working with 
MAPs. Our data highlight a number of misconceptions held 
by healthcare professionals about this population and the 
nature of their attractions, including in relation to fundamen-
tal definitions of pedophilia and its etiology. We have also 
demonstrated potential incongruences between professional 
and MAPs’ treatment priorities. There is a clear and demon-
strable need for awareness-raising in primary healthcare 
settings to improve professionals’ knowledge, comfort, and 
confidence in working with disclosures of sexual attractions 
to children in order to facilitate the development of respon-
sive and effective support services in the non-offending or 
prevention context.
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