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Introduction: The “Dunkelfeld” project offers pharmacologic treatment and psychotherapy to self-referred
pedophilic patients in an anonymous way.

Aim: To provide a re-assessment focusing on the crucial time � group interaction (ie, the treatment effect).

Methods: A recent study reported on the effectiveness of the “Dunkelfeld” program based on intermediate data
of a treatment group (TG; n ¼ 53) and a waiting-list control group (CG; n ¼ 22). With psychological indicators,
it was concluded that the therapy program changed dynamic risk factors that are associated with sexually
offending against children. Although based on an independent groups pre-post design, the original report in-
cludes within-group pre- and post-comparisons only, as well as between-group comparisons at the pre- and post-
treatment stages. In the current study, an effect size index was computed that compares the change occurring in
both groups (TG and CG) with each other (Morris d). Moreover, 95% CI of d were calculated.

Main Outcome Measures: The analyses were limited to 12 dynamic risk factors pertaining to emotional
dysfunction, offense-supportive attitudes, sexual dysregulation, impression management, and 2 types of delin-
quent behavior, including recent behavior related to sexual offenses against children and recent use of child sexual
abuse images.

Results: All 14 indicators showed weak treatment effects at most, with a median d of 0.30. None of the effect
sizes was statistically significant (ie, in every case the 95% CI included 0). Further methodologic concerns include
a familywise error rate close to 1 and too little statistical power to identify potential effects.

Clinical Implications: As far as dynamic risk factors are concerned, the data do not show that treatment within
the “Dunkelfeld” program leads to any reduction of the proneness to commit sexual offenses against children.

Strengths & Limitations: The current study adds crucial information lacking in the original analysis. Because
the re-appraisal has the same limited statistical power as the original study, the current results are tentative in the
sense that the possibility of the program being effective cannot be ruled out. A further limitation is that not all of
the dynamic risk factors chosen as indicators of possible treatment success have been established as relevant for
sexual (re-)offending in prior empirical studies.

Conclusions: The outcome emphasizes the notion that independent groups pretest-posttest designs should be
analyzed based on the treatment � time interaction. Mokros A, Banse R. The “Dunkelfeld“ Project for Self-
Identified Pedophiles: A Reappraisal of its Effectiveness. J Sex Med 2019;XX:XXXeXXX.
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INTRODUCTION

The “Dunkelfeld“ project is a primary prevention initiative
geared toward pedophilic individuals in the community.1 The
“Dunkelfeld” project offers pharmacologic and psychological
treatment to individuals who are at risk to commit sexual of-
fenses against children. The treatment is provided free of charge
and confidentially.

An interim report on the effects of the “Dunkelfeld” treatment
program summarized the outcome for 53 patients who had been
1
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treated (TG) for 12 months.2 These data were juxtaposed with
data compiled retrospectively for 22 individuals who had been on
a waiting list for 12 months (CG). For the CG individuals, 2
measurements at the onset (t1) and after 12 months (t2) were
available. Thus, pre- and post-assessments were obtained both for
TG and CG (ie, independent groups pretest-posttest design).
Although originally intended, a “randomized controlled design
was abandoned due to ethical and practical reasons”.2

In Germany, the article by Beier et al 2 spawned a debate on
the robustness of the findings presented.3e5 We argue that
neither the critique 4,5 nor the rebuttal 3 hit the mark. As
described below, the major shortcoming of the original study,1 its
critique,4,5 and defense 3 was not to use the appropriate time �
group interaction to test the intended treatment effect.
Main Outcome Measures
Among other things, Beier et al 2 reported the group means and

standard deviations for 12 dynamic risk factors and 2 offence-
related behaviors in either group at t1 and t2 (see Table 1).
These 14 indicators had been measured using self-report ques-
tionnaires. Several of these indicators (eg, sexual preoccupation
and CSA-supportive beliefs) are empirically established risk fac-
tors, or at least considered promising predictors of recidivism (eg,
sexualized coping) in child sex offenders.6,7
METHODS

A posttest comparison between independent groups does not
control for selection effects.8 In fact, as shown by the authors of the
original study,1 there were statistically significant differences be-
tweenTG andCG for 2 parameters at t1 (for self-esteemdeficits and
for emotion-oriented coping). This is illustrated in a line diagram
(Figure 1) showing group means on emotional victim-empathy
deficits (y axis) over time at t1 and t2 (x axis). By picking up a sta-
tistically significant group difference at t2, one cannot say that this
difference had not been there at the onset already.Moreover, even a
significant change in the TG could be due to a parallel development
in the TG and CG (eg, due to spontaneous remission or regression
to the mean). Both lines (for the TG andCG, respectively) could be
parallel. Therefore, the critical test of the effectiveness of the treat-
ment consists in a time� group interaction effect showing that the
TG has improved more strongly from t1 to t2 than the CG.

To conduct the appropriate statistical test of the time � group
interaction effect, Morris d effect size estimates were calculated
based on the data provided by Beier et al.2 In calculating Morris d,
the standardized pre-post difference for CG is subtracted from the
standardized pre-post difference for TG.8Note that themeans at t2
were subtracted from means at t1 for both TG and CG (not the
other way around, as suggested by Morris and DeShon 8). In this
way, positive d values reflect improvement, given that all indicator
variables were scaled in such a way that higher scores reflected
stronger deficits. Additionally, 95%CI were computed for d based
on the non-centrality parameter of a non-central t distribution.
RESULTS

As shown in Table 1, the Morris d effect sizes (absolute values)
ranged from 0.01e0.49, with a median value of 0.30. Note that
d values �0.20 are considered as indicative of small effects,
whereas d values �0.50 highlight moderate effects. 11 of the
d values were positive, whereas only 3 were negative. This means
that, in most instances, the change observed for the TG was
larger than for the CG. Moreover, there were only 2 indicators
on which the TG mean increased from t1et2 (ie, toward more
pronounced deficits). Because of the 95% CIs, however, none of
the effect size estimates was significantly different from 0.
DISCUSSION

Extending the scope from an independent-groups posttest
comparison to the time� group interaction (ie, the crucial piece of
information in a treatment study) the results of Beier et al 2 do not
provide empirical support for the treatment effectiveness of the
“Dunkelfeld” project, at least for the dynamic risk factors. It is
unlikely, however, that any other indicator reported in the original
study (eg, offense relapse) would have yielded sound support for its
effectiveness. Because Beier et al 2 conducted a total of 107 tests of
statistical inference (see Tables 2e5 in the original study, excluding
the preliminary analyses), the familywise error rate has been at
0.996 (assuming a type I error rate of 0.05). That is, the probability
of a significant test result reflecting a type I error (ie, rejecting the
null hypothesis although it is true) approaches certainty.

Apart from multiple testing, the study was underpowered for
the tests involving the dynamic risk factors. Given the allocation
ratio (ie, 2.36 times as many individuals in TG as in CG),
assuming a medium effect (d ¼ 0.50), using a Wilcoxon-Mann-
Whitney independent-groups test (as done by the original au-
thors), and testing in a 1-sided way (as would seem fitting for a
treatment study), a total of 126 individuals would be needed to
reject a false null hypothesis with a probability of .80 (ie, sta-
tistical power; see Faul et al 9). If one wanted to control for
multiple testing (ie, 107 statistical tests) using Bonferroni
adjustment, the necessary sample size would increase to 352.

Alternatively, one could use a split-plot multivariate ANOVA

(MANOVA) design. With 2 levels of the between-group factor (TG
vs CG) and 2 levels of the within-group factor (t1 vs t2), the
design would entail 14 numerator degrees of freedom for the
within-between interaction. To achieve a statistical power of .80
given a moderate effect size (f ¼ 0.25 for Pillai’s trace) and a type
I error rate of .05, the total sample size would have to be 306. If
MANOVA was used, the advantage would be that the combined
effect across all indicators could be judged. If the prerequisites for
MANOVA (eg, multivariate normality and homogeneity of
variance-covariance matrices) were not met, however, one could
use a non-parametric multivariate permutation test instead.10

Furthermore, propensity matching (as used, eg, in the evalua-
tion of the Sex Offender Treatment Program in the United
Kingdom 11) might prove helpful to control for covariates if the
J Sex Med 2019;-:1e5



Figure 1. Data for treatment group (TG, n ¼ 53, dashed line) and
control group (CG, n ¼ 22, solid line) at t1 and t2 from Beier et al.2

Higher scores represent stronger dysfunction. TG* (dotted line)
shows a hypothetical statistically significant treatment effect
(Morris d ¼ 0.50). Vertical bars represent 95% CI (only 1 side
shown for better visibility). t1 ¼ pretest; t2 ¼ post-test.

Table 1. Means, SD, and Morris d effect size estimates (with 95% CIs) for dynamic risk factors from Beier et al2

Dynamic risk factors

Treatment group (n ¼ 53) Control group (n ¼ 22)

t Morris d 95% CI
Pre Mean
(SD)

Post Mean
(SD)

Pre Mean
(SD)

Post Mean
(SD)

Emotional deficits
Self-esteem deficits 26.02 (6.26) 28.81 (6.19) 30.13 (6.46) 31.42 (6.39) �0.96 �0.25 [�0.74, 0.26]
Loneliness 50.87 (11.27) 47.00 (12.79) 45.36 (11.79) 46.09 (11.40) 1.58 0.41 [�0.10, 0.90]
Hostility toward women 41.17 (5.25) 40.21 (4.55) 40.27 (5.97) 40.27 (6.03) 0.71 0.18 [�0.32, 0.68]
Emotion-oriented coping 27.58 (5.50) 26.15 (5.75) 23.00 (5.36) 23.68 (4.66) 1.50 0.39 [�0.12, 0.88]
Emotional congruence 17.98 (6.48) 17.92 (6.90) 18.46 (5.58) 18.33 (8.68) �0.05 -0.01 [�0.51, 0.48]

Offense-supportive cognitions
Emotional victim empathy deficits 48.16 (18.36) 42.64 (16.99) 52.45 (18.97) 50.48 (22.17) 0.77 0.20 [�0.30, 0.69]
Cognitive victim empathy deficits 68.80 (29.07) 63.34 (25.37) 77.91 (28.52) 84.70 (33.76) 1.66 0.43 [�0.08, 0.92]
CSA supportive attitudes 70.88 (17.11) 63.30 (16.68) 74.73 (19.33) 72.50 (19.50) 1.27 0.33 [�0.18, 0.82]

Sexual self-regulation deficits
Coping self-efficacy deficits 40.89 (13.26) 37.28 (13.89) 38.36 (9.58) 40.41 (16.76) 1.89 0.49 [�0.03, 0.98]
Sexualized coping 27.33 (8.54) 26.26 (7.71) 26.45 (8.66) 25.55 (8.29) 0.08 0.02 [�0.48, 0.52]
Sexual preoccupation 10.74 (4.26) 9.36 (4.08) 9.82 (4.17) 9.95 (3.79) 1.38 0.36 [�0.15, 0.85]

Impression management 33.10 (10.76) 32.23 (8.76) 33.10 (10.76) 37.33 (7.12) 1.84 0.47 [�0.04, 0.97]
Overall recent CSA-related behaviors 1.14 (0.45) 1.02 (0.10) 1.11 (0.27) 1.11 (0.30) 1.04 0.27 [�0.24, 0.76]
Overall recent CPO 1.32 (0.55) 1.43 (0.63) 1.48 (0.67) 1.60 (0.63) �0.08 �0.02 [�0.52, 0.48]

CPO ¼ child pornography offenses; CSA ¼ child sexual abuse.
Larger values represent stronger deficits on all variables. Morris d effect size (absolute values) has a median value of 0.30. Adapted from “The German
Dunkelfeld project: A pilot study to prevent child sexual abuse and the use of child abusive images,” by K. M. Beier et al., 2015, J Sex Med; 12:536, Copyright
2014 by the International Society for Sexual Medicine.
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random assignment of participants to TG and CG turns out not
to be feasible. Had the data been collected in a randomized study
(or the group allocation been made according to pre-test scores)
an analysis of covariance design would have been more appro-
priate.12 Then, the baseline scores could have been incorporated
as covariates, thereby focusing on the difference in gain (or loss)
between TG and CG.

Very recently, other researchers from the same network (ie, the
“Dunkelfeld” project) published another observational study on
individuals treated within the program (n ¼ 35).13 Unfortu-
nately, this study did not include a non-treated control group.
Hence, the significant within-group changes observed for 4 of 5
dynamic risk factors (ie, hypersexual behavior, offense-supportive
attitudes, deficits in self-efficacy, and identification with chil-
dren) cannot be attributed to the treatment with confidence.
Effects such as regression to the mean 14 or general reductions
associated with passing of time 15 cannot be excluded.

The “Dunkelfeld” project has been rolled out to more than a
dozen sites in Germany over the last years. We would therefore
strongly suggest to conduct a co-ordinated multisite study with
an adequate control group and sample size. Such an evaluation
study could finally yield sound empirical evidence on the effec-
tiveness of the treatment provided in the “Dunkelfeld” project.

We fully acknowledge that it is difficult to conduct a meth-
odologically sound evaluation study with an adequate sample size
in a therapeutic setting that provides treatment anonymously,
and in which patients are very motivated to start therapy instead
J Sex Med 2019;-:1e5
of being assigned to a waiting control group. Furthermore,
absence of evidence is not evidence of absence. Hence, future
evaluations of the “Dunkelfeld” project, possibly along the lines
outlined above, may prove fruitful. Nevertheless, given the
0-effects of sex offender treatment assembled in a Cochrane re-
view of randomized controlled trial studies 16 and even negative
effects in a recent very large evaluation of the British Sex
Offender Treatment Programme,11 treatment providers should
demonstrate that their treatment is in fact beneficial.

On the other hand the results of a recent meta-analysis indicate
that the treatment of sexual offenders may be effective after all.17
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Based on the data from47 studies with a total sample size of 41,476,
the authors of the meta-analysis concluded that interventions were
effective if 2 conditions were met: (i) if the treatment was psycho-
logical and specific for sexual offenders, and (ii) if the treatment was
delivered by psychological professionals. It should be noted, how-
ever, that the meta-analysis in question did not pass peer review yet.
Hence, the results must be interpreted with caution.

In another recent meta-analysis,18 it was demonstrated for the
first time that change in dynamic risk factors significantly pre-
dicted recidivism in sex offenders, even after controlling for static
risk factors. This result implies that changing dynamic risk fac-
tors is not only theoretically meaningful, but can also be
empirically related to less re-offending in sex offenders. This
result is also encouraging for the “Dunkelfeld” project.
CONCLUSION

Offering psychological and pharmacologic treatment to self-
identified pedophilic individuals from the community seems to
be worthwhile. The current re-assessment of data from the pio-
neering German “Dunkelfeld” project indicates, however, that
the treatment may not be as effective as originally thought.
Statistically, the reduction in dynamic risk factors cannot be
distinguished from nil. Adequately powered treatment studies are
needed.
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