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SEXUAL EXPERIENCES AND BEHAVIOURS OF ADOLESCENT PSYCHIATRIC PATIENTS
COMPARED TO THOSE OF AGE-PEERS IN THE GENERAL POPULATION
ABSTRACT
Mental health problems and sexual behaviour may have an influence on each other in adolescence. Various mental health
problems are associated with risk-taking sexual behaviour or decreased sexual activity. This study used data from the School
Health Promotion Study, a cross-sectional school survey in Finland from the years 2010 and 2011, and from questionnaires
based on the School Health Promotion Study which adolescent psychiatric outpatients in Tampere University Hospital completed
in 2011. The sexual knowledge, behaviour and experiences of adolescent psychiatric patients did not differ according to the
psychiatric diagnoses set. In general, patients’ sexual experiences corresponded to those of their age-peers in the general
population. The groups did not differ in terms of contraceptive use or number of sexual partners. Adolescent psychiatric patients
had experienced more varied forms of sexual harassment. Young people admitted for treatment due to suicidality/self-harming
behaviour were more sexually experienced than others. The link between suicidality, self-harming behaviour, sexual behaviour
and experiences of sexual harassment should be considered in youth mental health services.
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INTRODUCTION
Sexuality is an essential part of humanity throughout the life
course (Table 1). Sexual behaviour refers to the manifestation
of sexuality in actions and behaviour (1). In adolescence,
sexual development accelerates. There are changes in the body
to which individuals must adapt and find their own sexual
identity. Physical readiness for sexual interaction precedes
emotional readiness (2-4). Sexual behaviour in adolescents
moves gradually toward adult-like, physically more intimate,
interaction (5,6). Before proceeding to sexual intercourse, the
majority of adolescents try out and practise their sexuality
through dating, kissing and various kinds of fondling (5-7).
Among same-aged Finnish youth, girls are sexually more
experienced than boys, and between educational groups,
those in vocational education are more experienced than high
schoolers (8).
Mental health disorders are more common in adolescence
than in childhood (9-11). Both early- and late-onset of puberty
are associated with increased risk of mental disorders (10,12).
Early puberty is also associated with earlier start of sexual
activity, which may exacerbate the risk of mental disorders
(13). Hormonal changes in puberty increase aggression and
sexual drive, but impulse control, problem solving and other
tasks requiring cognitive capacity may not be equally matured
to support mental well-being during normal development in
adolescence (14).
Recurring and severe sexual harassment has a negative
impact on adolescents’ psychosocial health. Experiencing
sexual harassment has been shown to be associated with
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depression and disruptive behaviour in Finnish adolescents
(12,15). Sexual harassment partially overlaps with child abuse,
which is generally known to be connected with increased risk
of mental disorders and other problems in later life (16-23).
Sexual intercourse while under the influence of alcohol
or other substances, lack of contraception (when not pursuing
pregnancy), multiple and changing sexual partners, offering
sex in exchange for money or goods and sexual debut before
the acquisition of sufficient emotional skills are considered to
be high-risk sexual behaviours (24). Research has linked many
mental disorders and symptoms of mental disorders, for example,
personality disorders, impulsivity, manic behaviour, depression,
anxiety, behavioural disorders and disruptive behaviour, to highrisk sexual behaviour (25-27). Aggression (28) and self-cutting
(25) have been linked to decreased sexual activity, while for
eating disorders no clear conclusions could be drawn (29,30).
Sexual behaviour and experiences among adolescent
psychiatric patients have attracted little scholarly interest.
Sexually traumatizing experiences such as harassment and
abuse may be a major predisposing factor to adolescent
mental disorders (31,32). Mental disorders can also expose
adolescents to sexual risk behaviour and cause delay in cognitive
development, which may affect the development of a young
person’s sexuality (25-27,33). In this study, we compared
adolescent psychiatric outpatients to adolescents of the same age
to assess differences in sexual behaviour, experiences and sexual
health knowledge in order to identify possible special needs in
relation to sexuality among adolescent psychiatric patients. We
also explored whether there were differences between patients
with different diagnoses and reasons for seeking care.

Table 1. WHO definition of sexuality (1).

Sexuality includes

sex, gender identities and roles, sexual orientation, eroticism, pleasure,
intimacy and reproduction.

Sexuality is experienced and
expressed

in thoughts, fantasies, desires, beliefs, attitudes, values, behaviours,
practices, roles and relationships.

Sexuality is influenced by

the interaction of biological, psychological, social, economic, political,
cultural, ethical, legal, historical, religious and spiritual factors.
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MATERIALS AND METHODS

MEASURES

This study used data from the School Health Promotion Study,
a cross-sectional school survey on health, health behaviour
and school experiences in Finland from the years 2010 and
2011 for the age-matched control group. The School Health
Promotion Study run by National Institute for Health and
Welfare monitors well-being, health and school performance.
Questionnaires were completed anonymously during a school
lesson in municipalities all over Finland (34). For the study
group, modified questionnaires based on the School Health
Promotion Study were used, which adolescent psychiatric
patients in Tampere University Hospital Adolescent Psychiatry
out-patient clinic completed in October 2011. The study was
approved by the ethics committee of Tampere University
Hospital.
All patients aged 15 to 17 attending appointments with the
psychiatric nurses of the study unit during October 2011 were
recruited to participate in the study. The adolescent psychiatric
patients recruited were in the treatment phase. Adolescent
psychiatric assessment and possible crisis intervention had
been completed. The nurses gave the young people oral and
written information about the study and the voluntary nature
of participation, and obtained informed consent. The young
people’s guardians were informed by letter. The patients
completed the questionnaires anonymously and returned them
to the nurses in sealed envelopes. The nurses added a sheet with
the patient’s psychiatric diagnosis and sealed both documents
in another envelope to be returned to the researchers. The
identities of the patients remained unknown to the researchers.
Psychiatric diagnoses were set by the adolescent psychiatrist in
charge of the treatment. Diagnostic work in the study clinic is
multi-disciplinary and includes structured K-SADS interviews.
In total, the clinical participants were 69 patients: 49 girls,
17 boys and 3 did not report their sex. The average age was 16.7
(SD 0.9) years, in girls the average was 16.6 (SD 0.9) and in
boys 17.1 (SD 0.9) (p=0.04). The vast majority of the patients
had either a mood disorder or an anxiety disorder (Table 2).
Of the 192,414 participants of the School Health Promotion
Study in the period 2010-11, 141,196 participants were selected
into the age-matched group. Of these participants, 49.9% (71.0%
of the patient group) were girls and boys 50.1% (24.6% of the
patient group). The difference in the sex distribution of the
groups was statistically significant (p<0.001).

Main diagnoses according to ICD-10 were used at the level
of main diagnostic categories (F00-09, F10-19 … F90-99).
Self-perceived health was elicited as follows: “How is
your health in general?” (very good/fairly good/mediocre/fair
or very poor). The patients reported their self-perceived reasons
for why they had contacted psychiatric care by choosing all
relevant reasons from among eight problems (depression or
mood symptoms; anxiety or fears; problems related to substance
abuse; aggression, temper tantrums or violent behaviour; selfharming or suicidality; bizarre experiences, hallucinations or
psychotic symptoms; other symptoms), each rated yes/no.
Sexual experiences and behaviour, sexual health
knowledge, self-assurance in discussing sexuality and taking
action in sexual health and experiences of sexual harassment
were elicited by means of questions habitually posed in the
School Health Promotion Study (35). The questionnaire is
presented in Appendix 1. The eight items eliciting sexual health
knowledge were rated so that a correct answer yielded 1 point
and an incorrect answer or “don’t know” yielded 0 points. The
knowledge items were then summarized to a composite score
ranging from 0 to 8. The seven items related to self-assurance in
relation to sexuality (How easy would it be for you to…) were
rated very easy=3, easy=2, difficult=1 and very difficult=0, and
summarized to a composite score indicating self-assurance in
discussing sexuality and taking action in sexual health. Sexual
harassment experiences elicited were sexual suggestions, sexual
name-calling, intimate touching against a respondent’s will,
compelling or forcing to have sex and being offered payment
for sex, each rated yes/no. Experiences of sexual harassment
were reported both individually and as a sum score of all five
items elicited (number of affirmative answers).
The patients were further asked if they felt they had
received enough information on sexuality and sexual health
from significant adults (parents, school etc.) around them, and
if they wished to receive more information from any of the
sources named. These questions are presented in detail with
other sexuality-related questions and their categorizations in
the analyses in Appendix 1.
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STATISTICAL ANALYSES
Adolescent psychiatric patients’ sexual experiences and
behaviour, sexual health knowledge, self-assurance in discussing
sexuality, taking action in sexual health and experiences of
sexual harassment were compared with those of the age-matched
adolescent general population sample using cross-tabulations
with chi-square test (Fisher’s exact test where appropriate). For
continuous variables, means (standard deviations) and medians
are presented, and the means compared using Student’s t-test.
Logistic regression was used for dichotomized outcomes,
and multiple regression for continuous outcomes, to control
for confounding by differences in sex, age and perceived
health between the patients and the population adolescents.
The cut-off for statistical significance was set at p<0.05 in all
comparisons. Among the patient sample, comparisons were
made between boys and girls, between diagnostic groups and
according to reasons for seeking treatment as reported by the
patients themselves.

RESULTS
ADOLESCENT PSYCHIATRIC PATIENTS COMPARED TO
THE GENERAL SAMPLE
Sexual health knowledge and self-assurance in discussing
sexuality and taking action in sexual health.
Adolescent psychiatric patients’ sexual health knowledge did
not differ from that of the age-matched group (patient group
scored to mean (SD) 6.4 (1.4), and age-matched population
group to 6.4 (1.5), p=0.99). There was a statistically significant
difference in self-assurance in discussing sexuality and taking
action in sexual health between the patient group and the agematched group, age-matched group scored better (score mean
(SD) 14.7 (3.9) vs. 15.6 (3.7), p=0.04).
Sexual experiences and behaviour
The patient group and age-matched group did not differ
statistically in sexual experiences (kissing, petting, sexual
intercourse). In the age-matched population group, it was more
common for most recent sexual intercourse to have occurred
under the influence of alcohol or other substances (Table 3).
The patient group and the age-matched group did not differ
significantly as regards use of contraception during most recent
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sexual intercourse (p>0.05). There was no difference in the
experiences of the using of post-contraception and current use
of hormonal contraception between the patient group and the
age-matched group: 12.8% (7/39) and 25.0% (11/44).
Sexual harassment
Adolescent psychiatric patients had encountered more sexual
name-calling (47.8% vs. 38.6%, p=0.09) and coercion to sexual
activity (17.4% vs. 5.5%, p<0.001) than the age-matched group.
The average of sexual harassment experiences was higher in
the patient group than in the age-matched group ((SD) 1.3 (1.5)
vs. 0.8 (1.1), p<0.001).
Table 3
COMPARISONS WITHIN THE PATIENT GROUP
Diagnoses and reasons for seeking adolescent psychiatric care
The patients’ most common diagnoses were mood disorders
(F30-39) and anxiety disorders (F40-49) (Table 2). Self-reported
reasons for psychiatric treatment were the following: depression
78% (54/69), anxiety 78% (54/69), self-destructive behaviour
or suicidality 26% (18/69), bizarre experiences, delusions
or psychotic symptoms 26% (18/69), aggressive behaviour
19% (13/69) and other reasons 19% (13/69). Of girls 85.7%
(42/49), and of boys 58.8% (10/17), had reported anxiety as the
reason for seeking psychiatric treatment (p=0.03). Moreover
32.7% of girls (16/49) and 5.9% of boys (1/17) reported bizarre
experiences, delusions or psychotic symptoms as reasons for
seeking treatment (p=0.03).
In the patient group girls and boys did not differ statistically
in sexual experiences (kissing, petting, sexual intercourse). The
average of sexual harassment experiences in the patient group
was higher in girls than in boys ((SD) 1.6 (1.5) vs. 0.3 (0.5),
p=0.002). Within the patient group boys and girls did not differ
significantly as regards use of contraception for most recent
sexual intercourse, 78.6% (22/28). Adolescent psychiatric
patients’ sexual health knowledge, behaviour and experiences
were not differently associated with different diagnoses (p
systematically >0.05). When analysed according to self-reported
reasons for seeking psychiatric treatment, sexuality-related
issues differed only for self-destructive behaviour/suicidality.
Among adolescents reporting self-destructive behaviour or
suicidality as reasons for seeking treatment, sexual health
knowledge was at the same level as among other groups (average
(SD) 6.5 (1.3) vs. 6.3 (1.6)), as was self-assurance in discussing
sexuality and taking action in sexual health (average (SD) 15.5
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Table 3. Sexual experiences and harassment among adolescent
psychiatric patients and age-matched general population.

Adolescent
psychiatric
patients

Population

p

OR controlling
for age, sex
and perceived
health

SEXUAL EXPERIENCES
Kissing

76.8 (53/69)

74.2 (111 601/150 419)

ns.

1.0 (0.5-1.8)

Light petting

59.4 (41/69)

64.3 (96 345/149 835)

ns.

0.8 (0.5-1.3)

Heavy petting

52.2 (36/69)

51.3 (76 535/149 233)

ns.

0.9 (0.5-1.5)

Sexual intercourse

42.0 (29/69)

39.4 (58 223/148393)

ns.

0.9 (0.6-1.7)

with one partner

35.7 (10/28)

45.6 (26 392/57 870)

ns.

-

with 5 or more partners

14.3 (4/28)

15.1 (8 736/57 870)

ns.

-

answerer

93.1 (27/29)

73.8 (38890/52665)

0.06

-

partner

96.6 (28/29)

75.2 (38716/51455)

0.09

-

Contraception used during last sexual
intercourse

78.6 (22/28)

88.5 (49123/555039

ns

-

Uses hormonal contraception (of girls)

25.0 (11/44)

23.5 (16808/54771)

ns

-

Has used post-contraception (of girls)

12.8 (7/39)

16.7 (11981/71832)

ns

-

Sexual suggestions

42.4 (28/69)

19.6 (28432/142746)

<0.001

1.8 (1.0-3.0)

Sexual name-calling

47.8 (33/69)

38.6 (55114/142694)

0.09

1.4 (0.8-2.3)

Intimate touching against will

13.0 (9/69)

12.0 (17057/142556)

ns

0.6 (0.3-1.4)

Compelling or forcing into sex

17.4 (12/69)

5.5 (142469)

<0.001

2.6 (1.3-5.1)

Been offered payment for sex

7.2 (5/69)

4.4 (6203/142369)

ns

2.5 (2.3-2.6)

Experiences of sexual harassment
total, sum (average (SD); median)

1.3 (1.5); 1

0.8 (1.1); 0

<0.001

*

Sober during last sexual intercourse

SEXUAL HARASSMENT
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(4.0) vs. 14.0 (3.4), p=0.1). However, in that group there were
more experiences of kissing (88.6% (31/35) vs. 64.2% (22/34),
p=0.02), petting over clothing (71.4% (25/35) vs. 47.1% (16/34),
p=0.03), petting under clothing or without clothing (68.6%
(24/35) vs. 35.3% (12/34), p=0.006) and sexual intercourse
(54.3% (19/35) vs. 29.4% (10/34), p=0.03). No differences
were reported in experiences of sexual harassment
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DISCUSSION
Early initiation of sex life may predispose to mental health
disorders (3,4,13), and on the other hand mental health
disorders may increase high-risk sexual behaviour (36,37).
We therefore set out to study the sexual experiences, behaviours
and knowledge of adolescent psychiatric patients, comparing
them with those in a large sample of their age-peers in the
general population. Contrary to expectations, adolescent
psychiatric outpatients’ sexual experiences, behaviours and
knowledge did not differ from those of their age-peers in
the general population. Adolescent psychiatric patients only
felt less self-assured in encounters where they would need
to discuss matters related to sexuality and defend their own
boundaries. These findings do not suggest that problems and
negative experiences within normative sexual development are
particularly common reasons for or consequences of psychiatric
ill-health among Finnish adolescents. It is also positive that,
despite psychiatric problems, the patients appear to have
obtained all the appropriate knowledge on sexual health that
the age group is provided.

SEXUAL EDUCATION
Over three-quarters of the adolescent psychiatric patients felt
that they had received enough information about sexuality from
their parents, school, school healthcare and from the internet.
Half of the patients felt they had received enough information
from healthcare. Only one-tenth of the patients felt that they
needed more information and education on sexuality.

Table 2. Distribution of psychiatric diagnoses by main group among
adolescent psychiatry patients participating in the study.

Main diagnosis
n/N

%

Main or side diagnosis
n/N

%

F20-29

2/69

2.9

4/69

5.8

F30-39

16/69

23.2

27/69

39.1

F40-49

26/69

37.7

47/69

68.1

F50-59

7/69

10.1

14/69

20.3

F80-89

9/69

13.0

17/69

26.1

F90-99

9/69

13.0

22/69

31.9

F20-29: Schizophrenia, schizotypal and delusional disorders; F30-39: Mood [affective] disorders;
F40-48: Neurotic, stress-related and somatoform disorders; F50-59: Behavioural syndromes
associated with physiological disturbances and physical factors; F80-89: Disorders of psychological
development; F90-98: Behavioural and emotional disorders with onset usually occurring in
childhood and adolescence; F99-99: Unspecified mental disorders. (42)
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Adolescent psychiatric patients had encountered on average
more forms of sexual harassment than adolescents of the same
age. Psychiatric disorders may increase the risk of becoming
a victim of sexual offences (38), and being a victim increases
the risk of mental disorders and other psychosocial problems
(16-22). Encountering sexual harassment is also linked with
sexual risk-taking behaviour (39), although in this study we
found no significantly risky behaviour among the patients. It is
important that the possibility of sexual harassment and abuse
is investigated when treating a patient for mental disorder. If
suspected, the authorities should initiate criminal proceedings.
Trauma-related symptoms should be treated appropriately.
However, as the study is cross-sectional, no causal conclusions
can be drawn on the relationship between sexual harassment
experiences and mental disorders. It is also possible that young
people with mental disorders are more sensitive to sexually
harassing communication, pay more attention and recall it more
than their peers in the general population (32).
Even if the adolescent psychiatric patients’ sexual
knowledge, experiences and behaviour did not differ from
those of their age-peers in the general population, adolescent
psychiatric patients nevertheless found it more difficult to behave
in ways conducive to sexual health and to defend themselves
in sexual encounters. This may risk difficulties in protecting
themselves, which in turn may result in distress and experiences
too advanced for the adolescent developmental level. Premature
sex life with insufficient emotional readiness is a risk factor
for mental health problems (24).
Our results regarding increased sexual experience in
adolescents with self-destructive behaviour are significant.
Self-destructive behaviour is associated with impaired impulse
control, increased despair and increased risk taking. Brown et al.
(2005) have reported that patients in intensive psychiatric care
with self-destructive behaviour are sexually less active, which
contrasts with our present findings (25). The difference in the
results may be explained by the study group being younger (mean
age 14.8±1.5) and having more severe psychiatric symptoms
in that study than in our study (patients in intensive care vs.
out-patients). Adolescents with self-destructive behaviour may
seek help through sexual activity to ease their situation (40).
Another explanation is that self-destructive behaviour may be
a reaction to negative sexual experiences.
Substance abuse is associated with many mental disorders
and substance abuse on the other hand increases risky sexual
behaviour (41). A fifth of our study population reported substance
abuse as the reason for being treated in adolescent psychiatry.
However, on the positive side, patients and their partners had
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been less frequently under the influence of alcohol during their
last sexual intercourse than had their age-peers. It may be that
appropriate treatment contact had been able to support the
patients in adopting healthy sexual behaviour.
METHODOLOGICAL CONSIDERATIONS
Our study has the limitation that the number of participating
adolescent psychiatric patients was rather small. This may
increase risk type II error even if the population comparison
sample was large. However, the patient sample size did not allow
more complex analyses, so the findings are to be considered a
starting point for further studies. The role of sexual harassment
in the need for psychiatric treatment warrants further research
in particular, as does the role of suicidal and self-harming
tendencies in sexual development, and vice versa. The questions
used were derived from a long tradition of Finnish adolescent
health studies, which is a strength. The results detected in the
bivariate analyses were confirmed in multivariate analyses
controlling for age, sex and perceived health, variables that were
unevenly distributed between the patients and the population
sample. This is another strength of the study. Pubertal status
was not elicited and could have had an impact on results.
However, as the participants were at least 15-years-old, it is
most likely that they were all post-pubertal.

CONCLUSION
Finnish adolescent psychiatric outpatient care patients’ sexual
knowledge, sexual experiences and sexual behaviours are
mostly similar to those of their age-matched peers in the general
population. Self-destructive tendencies were linked to more
advanced sexual experiences among the patients. Experiences
of sexual harassment were more common among adolescent
psychiatric patients than in age-matched general population.
Adolescent sexual health services should be able to recognize
sexually active adolescents’ self-destructive behaviour and
intervene. In addition to addressing self-destructive behaviour
as appropriate, possible triggering sexuality-related themes may
warrant attention in therapeutic work. On the other hand, in
adolescent mental health services attention should be paid to
adolescents’ needs in sexual health, particularly among selfharming young people and regardful of sexual harassment.
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QUESTIONS ABOUT SEXUAL HEALTH FOR ADOLESCENTS IN ADOLESCENT PSYCHIATRY
Dear adolescent,
You have decided to enrol in the study ‘Questions about sexual health for adolescents in adolescent psychiatry’. Please answer
the questions by either crossing or circling the answer which in your opinion best corresponds to your situation or your opinion.
I am a
1. Boy
2. Girl
I am

years and

months old

How do you feel about your health? Is it
1. Very good
2. Fairly good
3. Mediocre
4. Fairly or very poor
For what reasons have you been treated in adolescent psychiatry? Please circle all relevant options!			
1.
2.
3.
4.
5.
6.
7.

Depression, mood disorder				Yes
Anxiety, fears					Yes
Substance abuse, substance abuse problem		
Yes
Aggression, tantrums, violence				Yes
Self-harm, self-destructive behaviour			
Yes
Bizarre experiences, delusions, psychotic symptoms
Yes
Other symptoms, please describe			
Yes
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SEXUAL HEALTH
The following propositions are about your knowledge and beliefs regarding sexual health. Please consider each
proposition carefully.
True

False

I don’t know

1. Menstruation is a sign that girl can become pregnant
2. Condom is the only contraceptive that can prevent sexually
transmitted diseases
3. Sexually transmitted diseases can sometimes be symptomless
4. A woman cannot become pregnant during the first time of sexual
intercourse
5. Ejaculation is a sign that boy has become sexually mature and can
have children
6. Chlamydia can cause infertility
7. You cannot get reinfected with an STD that you have once had
8. A person with HIV can infect other people for the rest of his
or her life

Think about the following scenarios about your behaviour with sexual health. How easy or difficult it would be to
Very
easy

Easy

Difficult

Very
difficult

1. Talk openly about sex with your girlfriend or boyfriend
2. Buy condoms
3. Propose use of condom with your girlfriend or boyfriend
4. Demand that your girlfriend or boyfriend use condom during
sexual intercourse
5. Refuse sex when intoxicated
6. Refuse sexual activity that you do not want
7. Book an appointment to discuss sexual health with a doctor or
for a health nurse
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ONLY FOR GIRLS: At what age did your menstruation start?
1. 10 years or earlier
2. 11 years
3. 12 years
4. 13 years
5. 14 years
6. 15 years or older
7. My menstruation has not started yet
ONLY FOR BOYS: At what age did you ejaculate for the first time?
1. 10 years or younger
2. 11 years
3. 12 years
4. 13 years
5. 14 years
6. 15 years or older
7. I have not had an ejaculation
Have you done any of the following things?
1. Kissing on the lips				
2. Fondling with clothes on			
3. Fondling under clothing or with clothes off

Yes
Yes
Yes

No
No
No

Have you had sexual intercourse?
1. No
2. Once
3. 2-4 times
4. 5-9 times
5. 10 times or more,
how many times in total?
How many times you have had sexual intercourse during the LAST MONTH
1. None
2. Once
3. 2-3 times
4. Four times or more
How many sex partners have you had?
1. One
2. Two
3. Three or four
4. Five or more
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Were you under the influence of alcohol during your last sexual intercourse?
Please answer on behalf of both
Me

Partner

1. No
2. Yes, lightly drunk
3. Yes, very drunk

Which contraception method did you use during your LAST sexual intercourse?
1. No contraception
2. Condom
3. Contraceptive pill, contraceptive ring or patch
4. Condom and contraceptive pill, ring or patch
5. Other method of contraception, please describe
FOR GIRLS:
Have you used post-contraception?
1. No
2. Yes, once
3. Twice
4. 3 times or more,
how many times in total?
FOR GIRLS:
Do you use contraceptive pills, ring or patch?
1. No
2. Yes
Have you experienced any of the following?
1.
2.
3.
4.
5.

Disturbing sexual suggestions or sexual harassment on the phone or in the Internet
Yes
Sexual name calling, for example being called whore or gay				
Yes
Touching of intimate body parts against your will 				
Yes
Compelling or forcing into sex							Yes
Offers of money, goods, alcohol or drugs in exchange for sex			
Yes

No
No
No
No
No

Have you received enough information or education about the topics in this questionnaire?
1.
2.
3.
4.
5.
6.
7.

From your parents					Yes
From school (for example health education classes)		
Yes
From school healthcare			
Yes
From mental health services and/or adolescent psychiatry Yes
From other health services				
Yes
From the Internet					Yes
From somewhere else, where				
Yes
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Do you feel that you need more information or support about sexuality?
1. No
2. Yes
From where you would like to receive more information and support about sexuality?
1.
2.
3.
4.
5.
6.
7.

From your parents					Yes
From school (for example health education classes)		
Yes
From school healthcare			
Yes
From mental health services and/or adolescent psychiatry Yes
From other health services				
Yes
From the Internet					Yes
From somewhere else, where				
Yes

No
No
No
No
No
No
No

THANK YOU FOR YOUR ANSWERS!
If you have questions about the topics in this questionnaire you can talk about them with the staff of TAYS
adolescent psychiatry. You can bring up any of the topics in this questionnaire during your treatment. Any
conversations with the staff of adolescent psychiatry are confidential and the researchers will not be informed
about them. The adolescent psychiatry staff will not receive the answers from this questionnaire unless you
want to share them.
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