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ABSTRACT
Child sexual abuse is a problem of epidemic proportions resulting in lifelong physical and mental health
consequences for victims. Most child sexual abuse victims never disclose and do not receive needed treat-
ment. Clearly, pediatric healthcare providers must understand the dynamics of child sexual abuse to better
identify and protect potential victims. Forensic nurses are at the forefront of caring for victims of sexual
abuse and are strong voices in the education of parents, community members, and other healthcare pro-
fessionals regarding sexual abuse. Forensic nurses with a deeper understanding of child sexual abuse per-
petrators will be better able to educate the public and advocate for children at risk for sexual abuse. In this
article, specific types of child sexual abuse perpetration will be explored, and implications for forensic nursing
will be discussed.
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C hild sexual abuse is a problem of epidemic propor-
tionswith the potential to result in lifelong physical
and mental health consequences for victims.

According to the U.S. Department of Health & Human
Services (2017), over 57,000 children living in the United
States were victims of sexual abuse in 2016. On the basis of
retrospective studies of adults, it is clear that this number
represents merely the tip of the iceberg, with only about
one in 20 victims disclosing in childhood (Kellogg &
American Academy of Pediatrics Committee on Child
Abuse and Neglect, 2005). As a result, most child sexual
abuse victims do not receive timely assessment, intervention,
and treatment. Clearly, pediatric healthcare providers must
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understand the dynamics of child sexual abuse to better
identify and protect those at risk for victimization. Several
myths exist within the American culture regarding perpe-
trators of child sexual abuse: Only men sexually abuse
children, children are most at risk from a stranger such
as “the dirty old man at the park,” and sexual abuse oc-
curs only in poor families (Cromer & Goldsmith, 2010).
In reality, although men are primarily responsible for sexually
abusing children, women are also guilty of sexually abusing
children (Williams & Bierie, 2015). Furthermore, sexual
abuse occurs in families of all socioeconomic statuses
(Davies & Jones, 2013). Carlson, Grassley, Reis, and Davis
(2015) found that, in a population of children seen at aChild
Advocacy Center, 61% of children were sexually abused
by a relative; 38%, by an acquaintance; and only 1%,
by strangers. Forensic nurses are at the forefront of caring
for victims of sexual abuse and are strong voices in the
education of parents, community members, and other
healthcare professionals. Armed with a deeper under-
standing of child sexual abuse perpetrators, forensic nurses
are better positioned to educate the public and advocate
for children at risk of being sexually abused. In this article,
specific types of child sexual abuse perpetration will be
explored, and implications for forensic nurses will be
discussed.
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TABLE 1. Characteristics of Child Sexual Abuse
Perpetrators
History of child abuse

Sexual

Physical

Harsh discipline

Family risk factors

Poorer attachment/bonding

Poorer family functioning

Externalizing behaviors

Greater aggression/violence

Nonviolent criminality

Anger/hostility

Substance abuse

Paranoia/mistrust

Antisocial personality disorders

Internalizing behaviors

Anxiety/depression

Low self-esteem

External locus of control

Social deficits

Low social skills/competence

Loneliness

Difficulties with intimate relationships

Lack of secure attachment

Sexual behaviors

More deviant sexual interests

Attitudes/cognitions

Increased tolerance of adult–child sex

Minimize perpetrator culpability
Adapted from Whitaker et al. (2008).
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Characteristics of Child Sexual
Abuse Perpetrators

It is important for the forensic nurse to understand that not
all men who are sexually attracted to children ever act on
that attraction (Bailey, Bernhard, &Hsu, 2016). Although
this phenomenon remains unclear, recent research reveals
potential influences. Bailey et al. (2016) completed an Inter-
net study ofmen attracted to children and noted the follow-
ing characteristics among those who were both sexually
attracted to children and who also offended against children.
The participants were older in age (56 years or older), repeat-
edly worked in jobs with children, repeatedly fell in love with
children, and struggled not to offend. The number of legal
convictions for an individual does not accurately reflect the
number of child victims. In a now classic study, Gebhard,
Gagnon, and Pomeroy (1967) examined 376 incarcerated
sex offenders convicted of sexually abusing a child less than
11 years old. Themean number of sexual convictions ranged
from1.57 to 2.24. After obtaining a federal guarantee of con-
fidentiality, the convicted child molesters admitted to many
more victims and sexual acts. Abel and Osborn (1992) uti-
lized the same type of guarantee and reported that 453 pedo-
philes recruited through outpatient treatment programs
admitted to an average of 236 sexual acts and 148 victims
per offender.

Studiesproduceconflictingresults regardingtheconcept
ofchildsexualabuseexperiencebeingariskfactor forperpe-
tration as an adult. This “sexually abused–sexual abuser”
hypothesis is supported by a number of studies (Hulme &
Middleton, 2013; Seto, 2008; Thomas et al., 2013). It is im-
portant to note thatmost of this researchwas conducted on
incarceratedsubjectswhomayoverstatetheirchildhoodvic-
timization histories tominimize their responsibility for their
ownoffending (Thomas et al., 2013).Most child sexual abuse
victims do not grow up to be offenders (Thomas et al., 2013);
however, most sexual abuse perpetrators report being sexu-
ally abused as children. Simons, Wurtele, and Durham
(2008) examined the developmental experiences of child
sexual abuse perpetrators. Child sexual abusers reported
frequent experiences of child sexual abuse (73%), early
exposure topornography (65%before the age of 10years),
an earlier onset of masturbation (60% before the age of
11 years), aswell as sexual activities with animals. Child sex-
ual abusers also reported anxious parental attachments with
parents who responded inconsistently to their needs.

A meta-analysis of 89 studies identified characteristics
of child sexual abusers in comparison to those who sexu-
ally offended against adults, with nonoffenders (Whitaker
et al., 2008). Sexual offenders of children and adults were
more likely to have a history of abuse (physical or sexual),
poorer family functioning, harsher discipline, and poorer
attachment or bonding (Whitaker et al., 2008). In general,
very few differences were noted between sexual offenders
Journal of Forensic Nursing
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of children and sexual offenders of adults. However, there
were substantial differences between sexual offenders of
children and nonoffenders across six major categories:
family risk factors, externalizing behaviors, internalizing
behaviors, social deficits, sexual behaviors, and attitudes/
cognitions. When compared with nonoffenders, those who
sexually offended against children were much more likely
to report a history of sexual abuse, an antisocial personality,
difficulty with intimate relationships, experiencing harsh dis-
cipline as a child, and loneliness (Whitaker et al., 2008). See
Table 1 for a list of characteristics endorsed more
frequently in child sexual abusers when compared with
nonabusers.

Emotional congruence with children (ECWC) is fre-
quently cited as a psychological risk factor for sexually
www.journalforensicnursing.com 207
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abusing children (McPhail, Hermann, & Nunes, 2013).
ECWC is an exaggerated affective and cognitive affiliation
with children, which includes emotional attachment and
dependency needs that can be better met by interacting
with children than adults. Such individuals may seek rela-
tionships with children because social interactions with
adults are uncomfortable and unfulfilling. Relationships
with children relieve feelings of social and emotional lone-
liness. Some aspects of ECWC may be normal, healthy,
and present in nonoffending individuals, however, not to
the degree found in adults who sexually abuse children.
It is interesting to note that ECWC is higher in extrafamilial
offenders of children than in intrafamilial offenders and is
high in pedophiles but not in nonpedophilic offenders
(McPhail et al., 2013). ECWC is predictive of recidivism
in offending behavior. Adults, especially nonfamily mem-
bers, who like to spend a lot of alone time with children
and seek relationships with children more than adults are
at an increased risk for sexual abuse perpetration and also
to reoffend after treatment (McPhail et al., 2013).

Family members perpetrate nearly two thirds of child
sexual abuse, with fathers and stepfathers being the most
common abusers. Intrafamilial child sexual abusers when
compared with extrafamilial abusers show significantly
lower atypical sexual interests (pedophilia, hebephilia, other
paraphilias, and excessive sexual preoccupation) andantisocial
tendencies (criminal history, juvenile delinquency, impul-
sivity, substance use, and psychopathology) (Seto, Babchishin,
Pullman, & McPhail, 2015). Intrafamilial child abusers are
less likely to report ECWCbutmore likely to have experienced
sexual abuse, neglect, and poor parent–child attachment
(Seto et al., 2015). It is not uncommon for family members
who sexually abuse children to also have sexual relationships
with adults.

Sex offenders are often classified as “child” or “adult”
offenders. However, several studies have found that many
sexual offenders change victim type, committing sexual
offenses against a wide variety of victims (Kleban, Chesin,
Jeglic, & Mercado, 2013). This concept is referred to as
crossover sexual offending. Kleban et al. (2013) examined
the recordsof789 incarcerated sexoffenders and found that
offenders remain relatively stable regarding the gender of
their victims but less so with the age of and relationship to
their victims. Less than one fourth (17%) of sex offenders
hadvictimsofbothgenders (Klebanetal.,2013).Yet,nearly
half (48%) varied in their relationships to their victims
(family member, acquaintance, and stranger), and 40%
offended against victims from different age groups (child,
adolescent, and adult). Clearly, sexual offenders show sig-
nificant crossover in their choice of victims, and it is diffi-
cult to eliminate potential victims based on past patterns
of offending. Children are at a potential risk from all known
sex offenders, not only those known to have previously sex-
ually abused a child.
208 www.journalforensicnursing.com
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Pedophilia
Pedophilic disorder is a psychiatric diagnosis that is defined
asapersistent sexualattractiontoprepubertalchildren(gen-
erally less than the age of 13 years) as shownbyone's sexual
fantasies, urges, thoughts, arousal patterns, or behaviors
(American Psychiatric Association, 2013). Diagnostic criteria
for pedophilic disorder also necessitates specification whether
the individual is the exclusive type (attracted only to children)
or the nonexclusive type (attracted to adults and children);
whether the individual is sexually attracted to boys, girls,
or both; and whether sexual urges are limited to incest.
Some experts further distinguish between pedophilia and
hebephilia—the sexual attraction to pubescent children
who exhibit signs of secondary sexual development but
who are not yet sexually mature or have met the legal age
of consent (Seto, 2009). Hebephiles tend to pursue recip-
rocal sexual relationships with children, are more oppor-
tunistic when engaging in sexual acts, and generally have
better social functioning than pedophiles (Danni & Hampe,
2000).

Pedophilia is often equated with acts of child sexual
abuse; however, it is important to differentiate pedophilic
disorder from illegal acts of child sexual abuse. A diagnosis
of pedophilic disorder requires that individuals have sex-
ual urges or arousing fantasies about children that cause
marked distress or interpersonal difficulty—with or with-
out actual acts of child sexual abuse. Although pedophilia
does increase the risk of the individual engaging in acts
of child sexual abuse, not every person with pedophilic
disorder has abused children; in fact, only about half of
all people who sexually abuse children have been found
to meet the diagnostic criteria for pedophilia (Tenbergen
et al., 2015).

Miller (2013)describes threemain typologiesof individ-
uals who sexually abuse children:

1. the “situational child sex molester” who engages in
sex with adults or children and simply sees children
as targets of opportunity;

2. the “preferential child molester”who imagines a spe-
cial relationship with each of the children he or she
has sex with, often grooming them over time; and

3. the “sadistic pedophile” who enjoys engaging in acts
of sexual violence with children, often resulting in
their death (pp. 507–508).

Pedophilic individuals are further categorized by whether
they are heterosexual, homosexual, or bisexual in their
attraction to children. A common misconception is that
homosexuality is correlated with child sexual abuse. Any-
where from 9% to 40% of pedophiles are attracted to
children of the same gender, but homosexual adults are
nomore likely to sexually abuse children than heterosexual
adults (Hall & Hall, 2007).
Volume 14 • Number 4 • October-December 2018
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TheDiagnostic and StatisticalManual ofMentalDisor-
ders,FifthEdition,asserts thatuseofpornographydepicting
prepubertal children is a useful diagnostic indicator of a
pedophilic disorder (American Psychiatric Association, 2013).
However, the extent of this correlation is not clear. There
is evidence that more than half of child pornography con-
sumers have had no physical contact with children (Seto,
Cantor,& Blanchard, 2006). Therefore, although an indi-
vidual's consumption of child pornography may be a reli-
able indicator of a pedophilic disorder, it is not necessarily
a reliable predictor of future child sexual abuse offending.
▪

Nonpedophilic Child Sexual Abusers
Pedophilia refers to deviant sexual interest in prepubescent
children that may or may not lead to the sexual abuse of
a child,whereas child sexual abuse refers to theperpetration
of at least one sexual offense against a child thatmayormay
not be committed by a pedophile (Sigre-Leirós, Carvalho,
&Nobre, 2015). Approximately 40%–50%of those who
sexually abuse children are not pedophiles, as they are not
preferentially attracted to children (Eastvold, Suchy, &
Strassberg, 2011). Nonpedophilic child sexual abusers are
primarily sexually attracted to and have sex with adults
but also sexually offend against children. They are much
less sexually focused on children than pedophiles (Schiffer
& Vonlaufen, 2011). Nonpedophilic child abusers tend to
have difficulties with impulse control and sexually abuse
children based on circumstances such as the availability of
child victims, disinhibition after substance abuse, or diffi-
culty connecting with an adult sexual partner (Schiffer &
Vonlaufen, 2011). Nonpedophilic abusers rarely plan sexual
abuse; rather, they offend impulsively when circumstances
allow. Nonpedophilic abusers are less likely to reoffend
against a child when compared with pedophiles (Strassberg,
Eastvold, Wilson Kenney, & Suchy, 2012). Nonpedophilic
abusers also have fewer victims than pedophiles and tend
to be more responsive to treatment (Seto, 2008).

Strassberg et al. (2012) found nonpedophilic child sex-
ual abusers to show more psychopathology than pedo-
philes. Perhaps, the psychopathology explains why an
adult without an intrinsic sexual desire for children would
chose to sexually abuse a child. Strassberg et al. hypothe-
sized that people who possess sociopathic qualities, such as
self-centeredness, impulsivity, lack of empathy for others,
manipulativeness, and lack of conscience, are more likely
to commit a variety of antisocial acts, including the sexual
abuse of children. Nonpedophilic abusers do not exhibit
elevated ECWC; their motivation for sexually abusing a
child is not tomeet their own emotional and/or social needs
(McPhail et al., 2013).

Adolescent Perpetrators
Adolescents under the age of 18 years commit approxi-
mately 20% of all sexual assaults and as high as 40% of
Journal of Forensic Nursing
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sexual offenses against children (Barbaree & Marshall,
2006). Data from the National Incident Reporting System
present the following key adolescent perpetrator statistics:
Adolescents who commit sex offenses against other chil-
dren are more likely than adult sex offenders to offend in
groups and at schools, and have more male victims and
younger victims. The number of youth accused of a sex of-
fense increases sharply at the age of 12 years and plateaus
after the age of 14 years. Approximately 16% of juvenile
sex offenders are younger than 12 years old, and female
juveniles make up about 7% of juvenile sex offenders
(Finkelhor, Ormrod, & Chaffin, 2009).

KeelanandFremouw(2013) conductedacritical review
of juvenile sex offender literature and reported that the pro-
totypical juvenile sex offender is aWhitemale juvenile who
offends against female and male family members, has been
diagnosedwith depression/anxiety, and has a history of be-
ing sexually abused (especially if the victims are male). In
contrast, the prototypical juvenile sex offender who sexu-
ally offends against adolescent peers is more likely to be a
Black male juvenile who offends against female acquain-
tances and strangers, uses force to commit offenses, and
comes from a family with poor supervision (Keelan &
Fremouw, 2013). Adolescent sex offenders show less recid-
ivism than adult offenders. About 8%–14% of adolescent
sex offenders will offend again (Caldwell, 2010). Hence,
most adolescent sexual perpetrators do not go on to be-
come adults who commit sexual offenses.

In general, adolescent sexual perpetrators aremore sim-
ilar tootheradolescentswhocommitnonsexual crimes than
they are to adult sexual offenders. Seto andLalumière (2010)
performed a meta-analysis of studies comparing adolescent
sex offenders with adolescent nonsex offenders. The results
showed that the two groups did not differ in terms of fam-
ily dynamics, general psychopathology, early conduct and
social problems, and attitudes/beliefs toward women and
sexual offending. However, adolescent sex offenders did
have less extensive criminal histories, fewer delinquent
peers, and less substance abuse. In addition, investigators
found that adolescent sex offenders may be more likely
to have a personal history of physical, sexual, and/or emo-
tional abuse and they may also be more likely to have had
early exposure to sex, pornography, atypical sexual in-
terests, and sexual violence within the family (Seto &
Lalumière, 2010).

Female Child Sexual Abusers
There exists an erroneous perception that female sexual
offenders are rare and that, when they do abuse, the conse-
quences are harmless or less harmful to the child than abuse
committed by male sexual offenders (Mellor & Deering,
2010; Muskens, Bogaerts, van Casteren, & Labrijn, 2011;
Stemple, Flores, & Meyer, 2017). The true prevalence of
sexual abuseperpetratedbywomenisdifficult todetermine.
www.journalforensicnursing.com 209
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Sexualabusebywomenmaygounidentifiedbecauseof soci-
etal and cultural stereotypes of female behavior. Women are
often the primary caregivers of young children, and acts
of sexual abuse can be disguised as normal caregiving be-
haviors. As a result, sexual abuse by women may be
underreported. Multiple studies have indicated that women
are identified as perpetrators in 40%–55% of all sexual
abuse reports (Tsopelas, Tsetsou,&Douzenis, 2011). How-
ever, only about 1%of sexual offenders in American prisons
are female (U.S. Department of Justice, 2007).

McLeod (2015) explored patterns in female perpetra-
tion of child sexual abuse. See Table 2 for characteristics of
female child sexual abuse perpetrators. Female perpetrators
tend to sexually abuse younger children and also have a
wider distribution in ages of child victims when compared
with male perpetrators. Women exhibit a preference for
same sex victims. McLeod states that women are 4.5 times
more likely thanmen to offend against their own biological
children.Womenarealsomore likely to sexually abuse their
adopted children or other children for whom they are care-
giving. Unlike male perpetrators, female perpetrators of
child sexual abuse rarely coerce others into being accom-
plices (Tsopelas et al., 2011).

Women who sexually abuse children are very likely to
have also experienced significant maltreatment as children
(Tsopelas et al., 2011), in particular, sexual, physical,
and/or emotional abuse, oftentimes invasive and repeated.
Home life for female perpetrators was often chaotic in
childhood. As adults, female perpetrators often experience
low self-esteem, frequently coupled with a variety of psy-
chopathologies including depression, suicidal ideation,
and substance abuse/dependency. Matthews, Matthews,
TABLE 2. Female Sex Offenders
Victim characteristics

Biological child

Younger age

Female gender

Offender characteristics

Chaotic childhood

Sexual abuse

Physical abuse

Emotional abuse

Experienced significant abuse

Depression

Substance abuse

Low self-esteem

Suicidal ideation
Adapted from Williams and Bierie (2015).
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and Speltz (1991) discuss a classic typology of female sex-
ual abuse perpetrators:

1. Teacher/lovers who are usually involved with adoles-
cent and/or preadolescent boys: They are in love with
the boys and want to teach them about sex.

2.Male coerced offenders whomay later abuse indepen-
dently: These individuals are typically extremely de-
pendent and submissive.

3. Offenders who have been sexually abused themselves
andwho subsequently sexually abuse their own children.

Therecidivismrate for femalesexualoffendersoncethey
have been adjudicated is low, between 1% and 3% (Cortoni,
Hanson, & Coaches, 2010). Most are never convicted of
another crime, and if they are, it is rare to be a sexual offense
against a child.

Perpetrator Treatment
Society in general is cynical about sex offender treatment
and its ability to reduce the risk of recidivism. However,
several treatment modalities exist that have been shown to
reduce the recidivism of child sexual offenders. Three pri-
mary treatmentmodalities havebeenwell studied: cognitive
behavioral therapy (CBT), multisystemic therapy (MST),
and surgical or pharmacologic treatments.

CBT-based treatment targets attitudes, beliefs, and be-
haviors that increase an individual's likelihood of offending
against children and uses therapeutic techniques to teach
individuals how to recognize and respond to triggers (Seto,
2009). MST is a family-based approach that is particularly
effective with adolescent sex offenders. MST interventions
focus on empowering offenders and their families with skills
and resources to target specific family risk factors for sexual
delinquency, with the goal of interrupting the sexual assault
cycle (Henggeler, 2012). Therapy for sex offenders can also
include surgical or pharmacologic treatments. Surgical treat-
ment refers to mechanical castration, whereas pharmaco-
logic treatment refers to chemical castration with hormonal
agents. Both medical approaches are aimed at reducing the
physical drive to act on sexual impulses. It should be empha-
sized that the goal of any treatment for individuals with pe-
dophilic disorder is prevention rather than an attempt to
alter the individual's sexual orientation. Instead, treatments
are focused on increasing the individual's ability to manage
sexual arousal and abstain from acting on sexual urges
(Seto, 2009).

Kim, Benekos, andMerlo (2016) performed a synthesis
of 11 meta-analyses of sex offender treatments designed to
reduce recidivism. Research focused on extant sex offender
therapies including CBT, MST, and medical treatment. All
meta-analyses in the review found a significant reduction
in recidivism, and importantly, the five most recent meta-
analyses concluded that that sex offender treatments are
Volume 14 • Number 4 • October-December 2018
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TABLE 4. Child Sexual Abuse Parent Education
Most children who are sexually abused are not abused by a
stranger.

Children are at a much higher risk from someone they know,
trust, and love.

Never leave your child with someone you do not know well.

Never leave your child with someone who has a history of
sexually abusing a child.

Individuals who sexually abuse a child are at a high risk to
abuse again.

Abusers often present as normal, healthy individuals.

Pay attention if an adult or adolescent likes to spend a lot of
alone time with your child.

Most children who are sexually abused have no physical
signs, even on examination by a nurse or doctor.

Teach your child the correct anatomical names of all body
parts, including penis and vagina.

Teach your child the concept of private parts and
inappropriate touching.

Know what your child/teen is doing on the Internet.

If you have a concern of sexual abuse, do not ignore it. Share
your concerns with your child's nurse/doctor, teacher,
counselor, or child protective services.

If your child discloses sexual abuse, always report to child
protective services.

You are your child's best protection against all forms of abuse.
Adapted from Hornor (2015).

TABLE 3. Familial Psychosocial Assessment
Psychosocial assessment

Psychosocial assessment

Family tree

Parents' names and ages

Names and ages of siblings

Living arrangement of child

Parental employment/financial stressors

Parental drug/alcohol concerns

Parental mental health concerns

Intellectual disability/low functioning

Anxiety

Depression

Other diagnosis

Mental health/psychiatric medications

Interpersonal violence/domestic violence

Maternal/paternal/familial

Sexual abuse as a child

Physical abuse as a child

Child protective service involvement as a child

Previous or current familial involvement with child
protective services

Previous or current parental involvement with law
enforcement

Support systems

Strengths
Adapted from Hornor (2015).

Original Article
effective and significantly reduce recidivism by 22% (Kim
et al., 2016). The review further determined that sex of-
fender treatments aremore successfulwith adolescents than
adults and that the most effective treatment for adolescent
offenders is a combination of CBT andMST. This may be
attributable to the fact that adolescent behaviors are more
malleable than adults and therefore more responsive to
treatment (Miller, 2013). Conversely, the review concluded
that surgical castration and hormonal medications were
more effective than psychological treatments in adults;
however, ethical considerations may preclude their use
(Kim et al., 2016). Therefore, CBT-focused treatments
designed to reduce sexual recidivism remain the principle
approach with adult sex offenders.

Implications for Forensic Nursing
Childsexualabuse isaseriousproblemwiththepotential for
lifelongpsychological and/or physical consequences for vic-
tims.Forensicnursesareat the forefrontofprovidingcare to
victims of sexual abuse. Equipped with amore comprehen-
sive understanding of who is sexually abusing children,
Journal of Forensic Nursing
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forensic nurses can best identify victims of sexual abuse
and intervene appropriately.Obtaining a thorough familial
psychosocial history (see Table 3), including a familial his-
tory of sexual abuse, can be crucial to the protection of chil-
dren. Understanding a child's lived experience at home
provides the forensicnursewithvital informationtodevelop
interventionstoensuretheirsafety.Educatingfamiliesabout
sexual abuse perpetrators can help families better protect
their children from sexual abuse (see Table 4). The forensic
nurse can assist parents in understanding that they are truly
their child's best protection against sexual abuse. Emphasis
should be placed on the importance of consistent supervi-
sion of their child, both physically and electronically, and
that parents need to be concerned if an adult consistently
wants to spend alone timewith their child. Parents the need
to teach their children the correct anatomical name for all
body parts, including genitalia, and the importance of chil-
dren understanding the concept of private parts and also
the need to tell if those parts have been violated. Frank dis-
cussions should be conducted regarding the potential chro-
nicity of sexual abuse perpetration and that an individual
who sexually abuses a child once is at a high risk to offend
again despite treatment, prison, and a desire to change their
behavior (Kim et al., 2016).
www.journalforensicnursing.com 211
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Forensic nurses are also leaders in the community re-
garding child sexual abuse. Sharing knowledge regarding
sexual abuse perpetration assists other healthcare profes-
sionals, school personnel, and communitymembers to fully
understand the complexity of child sexual abuse. Forensic
nurses are also uniquely positioned to advocate at the com-
munity, state, and national levels for political and legisla-
tive changes to better protect children from sexual abuse,
including advocacy for sex offender treatment to reduce
recidivism.
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