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Do objeto da apresentacao

Avaliar o papel dos agentes farmacologicos na diminuicao
da taxa de recidiva criminal em ofensores sexuais,

especialmente em adultos.



Das taxa de recidiva

Ofensores sexuais de meninos nao familiares: 35%

(em 15 anos)

Ofensores de meninas nao familiares: 16% (em 15

anos)

Ofensores por incesto: 13% (em 5 anos)



Da intervencao

* O objetivo terapéutico é suprimir as fantasias e
comportamentos sexuais disruptivos, inibir as
necessidades/urgéncias sexuais, o que por seu turno
pode reduzir as taxas de vitimizacao, ao mesmo tempo
gue mantenha e estimule os interesses sexuais

normofilicos.



Da biologia

TESTOSTERONA



Testosterona

e Efeitos:

— Processos autonomicos (respostas fisioldgicas ao
estimulo sexual)

— Aspectos cognitivos (percepcao e classificacao dos
estimulos como sexualmente convidativos)

— Aspectos emocionais (prazer associado ao aumento
da excitacao)

— Aspectos motivacionais (necessidade percebida em
engajar-se em atividade sexual).



Dos dados cientificos aplicados

 De fato, baixos niveis de testosterona estao
relacionados a diminuicao da frequéncia de fantasias

sexuais, excitabilidade sexual e motivacao para o ato
sexual.

 Altas taxas de testosterona estao relacionados a maior

grau de comportamento agressivo no homem.



Dos dados cientificos aplicados

Contraditorio:

* As taxas normais de testosterona sao muito maiores do
gue as taxas minimas para manter a funcao sexual
preservada (Krueger & Kaplan, 2001 )

* A correlacao entre agressividade e nivel de
testosterona existe mas sua correlacao € muito baixa.
Essa correlacao seria demasiado reducionista para o

entendimento do comportamento humano.



Dos dados cientificos aplicados

* O comportamento sexual (criminoso ou nao) em geral
nao € mediado pelas urgéncias sexuais, mas pelas
condicdes situacionais e no caso de ofensores sexuais
por tendéncias antissociais prévias. Logo, as fantasias e
a excitabilidade nao sao os elementos decisorios no

processo de engajamento sexual.
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First Pub Yo

Author, Year Year Effect Size Weight
(95% CI)

Aromaki 2002 1 2002 —— 0.57 (-0.16, 1.20) 5.53

Aromaki 2002 2 2002 —- ' -0.50 (-1.22, 0.22) 5.57
Bain 1988a 1988 ~— -0.48 (-1.08, 0.14) 7.66
Bain 1988b 1988 —+- : 1.42 (-2.11,-0.74) 617
Giotakos 2004 1 2004 ——— 070 (0.22, 1.18)  12.59
Giotakos 2004_2 2004 ' o+ 0.31(-029,091) B.04
Rada 1976_1 1976 —.— -0.07 (-0.46, 0.32) 18.82
Rada 1976 2 1976 —— -0.53({-1.17,0.11) 7.08
Hada 1983 1 1983 - 1.75(0.87, 2.63) 3.71
Hada 1983 2 1983 —— 053 (-0.19,1.24) 5.66

Seim 1988 1988 —.— : -0.62 (-1.01, -0.23) 19.15
Overall (-squared = 83.6%, p = 0.000) <p -0.08 {-0.25, 0.09) 100.00




* O estudo mostra claramente que nao ha evidéncia de
gue haja qualquer anormalidade

quimica/endocrinoldgica em ofensores sexuais.

e Se a castracao quimica for efetiva, nao é devido a uma
condicao médica anormal mas devido a inibicao do

funcionamento sexual tipico de todo ser humano.
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Das conclusoes do estudo

* |nfelizmente, o nivel de evidéncia para o uso de
medicacoes psicotropicas para reduzir o impulso sexual
é muito limitada;

A maior parte dos estudos configuram-se como

estudos de opiniao ou estudos abertos.

* Os dados que existem dizem respeito ao tratamento de
individuos (ofensores ou nao) como comportamento

parafilico.



Transtornos parafilicos

* Pardfilia: qualquer interesse sexual intenso e persistente
gue nao aquele voltado para a estimulacao genital ou para
caricias preliminares com parceiros humanos que

consentem e apresentam fenotipo normal e maturidade

fisica.

* Transtorno parafilico € uma parafilia que esta causando
sofrimento ou prejuizo ao individuo ou cuja satisfacao

implica dano ou risco de dano pessoal a outros.

AMERICAN PSYCHIATRIC ASSOCIATION et al. Manual diagndstico e Estatistico de Transtornos Mentais-:
DSM-5. Artmed Editora, 2014.



Dos recursos medicamentosos

e Existem trés classes de medicacao com potencial de
uso em ofensores sexuais com comportamento
parafilico:

— Antidepressivos inibidores da recaptacao de serotonina

— Esterdides antiandrogéncios

— Inibidores do GnRH



The World Fournal of Biological Psychiatry, 2010; 11: 604-655
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GUIDELINES
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JOHN M.W. BRADFORD® & the WFSBP Task Force on Sexual Disorders®
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Table V. Algorithm of pharmacological treatment of paraphilias.

LEVEL 1

Aim: control of paraphiliac sexual fantasies, compulsions
and behaviours without impact on conventional sexual
activity and on sexual desire

Psychotherapy (preferentially cognitive behavioural therapy
if available (Level C), no level of evidence for other forms
of psychotherapy)

LEVEL 2

Aim: control of paraphiliac sexual fantasies, compulsions
and behaviours with minor impact on conventional sexual
activity and on sexual desire

May be used in all mild cases (“hands off” paraphilias
with low risk of sexual violence, i.e. exhibitionism without
any risk of rape or paedophilia)

No satisfactory results at level 1

SSRIs: increase the dosage at the same level as prescribed
in OCD (e.g., fluoxetine 40-60 mg/day or paroxetine 40
mg/day (Level C)

LEVEL 3

Aim: control of paraphiliac sexual fantasies, compulsions
and behaviours with a moderate reduction of conventional
sexual activity and sexual desire

‘Hands on’ paraphilias with fondling but without
penetration

Paraphiliac sexual fantasies without sexual sadism
No satsfactory results at level 2 after 4-6 weeks of SSRIs
at high dosages

Add a low dose antiandrogen (e.g., cyproterone acetate
50-100 mg/day) to SSRIs (Level D)




LEVEL 4

s Aim: control of paraphibac sexual fantasies, compulsions
and behaviours with a substantial reduction of sexual
activity and desire

# Moderate and high risk of sexual violence (severe
paraphilias with more intrusive fondling with limated
number of victims)

* No sexual sadism fantasies and/or behaviour (if present:
go o level 5)

* Compliant padent, if not: use i.m. form or go tw level 5

* No satisfactory results at level 3

First choice: full dosage of cyproterone acetate (CPA):
oral, 200-300 mg/day or im. 200200 mg once weekly or
every 2 weeks; or use medroxyprogesterone acetate;
50-300 mg/day if CPA 15 not available {(Level O)

If co-morbadity with anxiety, depressive or obsessive
compulsive symptoms, SSRI's maght be associated with
cyproterone acetate

LEVEL 5

* Aim: control of paraphibac sexual fantasies, compulsions
and behaviours with an almost complete suppression of
sexual desire and activity

s HHigh rizk of sexual violence and severe paraphilias

o Sexual sadism fantasies and/or behaviour or physical
violence

+ No compliance or no satisfactory results at level 4

Long acung GnRH agonists, i.e. triptorehn or leuprohde
acetate 3 mg/month or 11,25 mg i.m. every 3 months
(Level C)

Testosterone levels measurements may be easily used to
control the GnRH agonist treatment observance if
NECessary

Cyproterone acetate may be associated with GnRH agomst
treatment (one week before and during the first month of
GNRHa) to prevent a flare up effect and to control the
relapse risk of deviant sexual behaviour assocated with the
flare up effect

LEVEL &

s Aim: control of paraphibac sexual fantasies, compulsions
and behaviours with a complete suppression of sexual
desire and activity
Most severe paraphilias (catastrophic cases)

Mo satisfactory results at level 5

Use antiandrogen treatment, 1.e. CYproterone acetate
(50-200 mg/day per os or 200200 mg once weekly or
every 2 weeks 1.m.) or, medroxyprogesterone acetate
(300-500 mg'week i.m if CPA not available) in addition to
GnRH agonists (Level D)

S5RIs may also be added (No level of evidence)
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Table IV. Algorithm of pharmacological treatment of adolescent sexual offenders with paraphilic disorders.

Treatrment

Pharmacological treatments

Psychological treatments

Level 1

Sexual offenders with paraphilic dis-
orders without violence
Age 12 or more

Level 2

Adaolescent “hands off” or “hands on”
sexual offender with low or mod-
erate levels of violence (g, inde-
cent exposure, touching the body
or genital parts of another person)

Level 3

Adolescent sexual offender with high
risk of violent sexual offending
behaviour (e.g. associated with
coercive sexual sadism in fantasies
and/or behaviour)

Tanner stage V required

Level 4

Same as level 3, but age 17 or older
Tanner stage V required

Mone

S5Als: increase the dosage at the same level as
prescribed in OCD (eg., flucxketine [up to 40 mg’
day] or sertraline (100-150 mg/day)) (depending
on agel (Level D)

Add antiandrogens at the lowest effective dosage
and check every 6 months the need for anti-
androgen treatment (Level D)

Depending on the risk of sexual violence:

first step:

55RI's plus a low dose of antiandrogen (e.q.,
cyproterone acetate 50 mg/day)

second step (f no success with step 1 or very high
risk]:

Cyproterone acetate: 100-200 mg/day

or

Medroxyprogesterone acetate: 50-300 mg/day if CPA
is mot available

or

Long acting GnRH agonists, e.g., triptoreline or
leuprolide acetate: 3 mg/month or 11.25 mg Lm.
every 3 months

(cyproterone acetate may be associated with GnRH
agonist treatment one week before and during the
first month of GNRHa to prevent a flare-up effect
and to control the relapse risk of deviant sexual
behaviour which may be associated to the flare-up
effect)

Same as level 3, but no time limit for antiandrogen
treatment [Level C for adults)

Indicated in all cases as a first-line treatment
Types of psychological treatments:
Motivational interviewing to prevent treatmen:
drop outs (Level D)
~Multisystemic treatment (MST) (Level €)
Cognitive behaviour therapy [CBT) [Level €)
Psycho-social-educational interventions (at least
if both previous therapies are not available)
iLevel D)
Treatment preferably delivered in peer group
sattings
Community treatment, or residential if indicated




Das recomendacoes gerais:

Avaliacao e monitorizacao médica geral e psiquiatrica criteriosa

e regular;

A condicao deve representar um sério risco de dano a si mesmo

ou a integridade de outras pessoas;

Esgotamento dos recursos nao medicamentosos para o manejo

do transtorno parafilico;
Consentimento informado do paciente

O tratamento medicamentoso deve ser parte de um plano

terapeutico ampliado qual deve ser regularmente revisado.



Conclusao

e A literatura sustenta de forma muito fragil a adocao de
tratamentos medicamentosos para individuos

portadores de transtorno parafilico, qual inclui a

pedofilia;

e Para casos nao carcaterizados como transtorno
parafilico, nao ha suporte cientifico para a prescricao

medicamentosa;



Obrigado.



