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ABSTRACT

Purpose: To investigate how commonly adolescent psychiatric outpatients with symptoms of depression
and anxiety report having been subjected to sexual harassment, and to explore how symptoms and
functional abilities differ between adolescent psychiatric outpatients with symptoms of depression and
anxiety who do report and those who do not report having been subjected to sexual harassment.
Methods: Swedish adolescent psychiatric outpatients with symptoms of depression or anxiety (n = 324;
66 boys and 258 girls, aged 12-19 years, M=15.6, SD = 1.7) answered the PROMIS paediatric measures.
Logistic regression analyses were performed to assess differences between the respondents classified as
‘Sexually harassed’ and ‘Not sexually harassed’ based on these self-report questionnaires.

Results: About 60% of the adolescents reported having been subjected to sexual harassment, and
reported higher levels of suicidal ideation, disturbed sleep, fatigue, anxiety, depression, anger, and pain
interference, as well as lower functional ability in terms of school problems, alcohol consumption, and
poor family relationships. Logistic regression analyses showed that the strongest associations were with
suicidal ideation, disturbed sleep, anger, and alcohol consumption.

Conclusions: About 60% of the adolescents in the studied psychiatric cohort reported having been
subjected to sexual harassment. Reported experiences were high in all three subtypes, with the most
reports on having been subjected to verbal harassment. Clinicians should ask about experiences of
sexual harassment and give information about the consequences of sexual violence and treatment
options. Alcohol consumption should be addressed and tested for. Structured assessment of suicidality
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should always be done.

Introduction

Sexual harassment is a widespread phenomenon, the impact
of which can be severe also for adolescents. Being subjected
to sexual harassment and its associations with different
strains on wellbeing has been firmly established in adoles-
cent research [1-6]. However, there seems to be a research
gap concerning adolescent psychiatry patients who have
been subjected to sexual harassment.

We have not found any research on experiences
of having been subjected to sexual harassment on the
part of children and adolescents attending psychiatric
care, however, research has been conducted on victimisa-
tion by interpersonal violence in that population. This is
estimated to be higher among children and adolescents
attending psychiatric outpatient care than among the gen-
eral population of children and adolescents [7, 8]. A
cross-sectional study shows that among children and ado-
lescents attending psychiatric outpatient care, those that
reported having been subjected to interpersonal violence
also reported increased severity of externalising prob-
lems [9].

Adolescents attending psychiatric outpatient care are a
vulnerable group in terms of mental health. Research needs
to focus on this group to better understand the symptom-
atology presented, in order to optimise healthcare responses
and, when needed, social care.

Sexual harassment

Sexual harassment can broadly be defined as unwanted sex-
ual attention [10]. Such a definition includes verbal,
non-verbal, and physical behaviours, both severe and minor,
and emphasises the target’s perception of the behaviour [10].
Research suggests that sexual harassment is a form of sexual
violence [11] and gender-based violence with the purpose of
perpetuating or restoring a (heterosexual) masculine hege-
mony [3]. Sexual harassment is forbidden by Swedish law [12].

Prevalence of subjection to sexual harassment

Estimates on the prevalence of having been subjected to sex-
ual harassment among adolescents vary for several reasons,
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for example due to methodological differences between
studies such as how questions are asked and the number of
questions and the response options provided, as well as con-
textual differences between countries, cultures, socio-economic
contexts and so on [13]. A previous cross-sectional Swedish
study of a general population of 600 individuals, 12-20years
old, presented a prevalence of 48.5% for females and 28.19%
for males, the adolescents reporting having been subjected
to sexual harassment online or offline [14]. Another large
cross-sectional Swedish study of a general population of
1200 individuals, 14-16years old, reported a prevalence of
offline sexual harassment of 51.6% for females and 45.1% for
males, and of online sexual harassment of 35.5% for females
and 19.9% for males [15].

Associations between subjection to sexual harassment
and symptoms and functions

Several cross-sectional studies on the general population of
adolescents have shown associations between reporting hav-
ing been subjected to sexual harassment and reporting psy-
chological distress in terms of symptoms of depression and
anxiety [1, 14, 16-19]. Associations between having been sub-
jected to sexual harassment and the development of symp-
toms of depression and anxiety have been shown in
longitudinal studies on adolescents [3, 20-22], and there also
seems to be an association to suicidal ideation [2]. Closely
linked to psychological distress and depressive symptoms in
particular is sleep disturbances. A large survey of all university
students in Norway showed associations between having been
subjected to sexual harassment and sleep disturbances [23],
and the same association was suggested in a large survey of
students in grades 7-12 in the United States [24]. Another indi-
cator of psychological distress is anger: a cross-lagged study of
college students showed reciprocal relationships between hav-
ing been subjected to sexual harassment and anger [25].

Adolescents having been subjected to sexual harassment
is also associated with different functional abilities, including
use of alcohol and other substances, in cross-sectional
research [1, 19] and longitudinal research [2, 5, 21, 26] and
school problems [27, 28]. Physical inactivity is directly linked
to psychiatric symptoms and disorders [29, 30]. There is a
cross-sectional study on adults and associations between
having been subjected to sexual harassment and physical
activity [31]; however, this area seems to be under-studied.
There is some evidence that experiences of having been sub-
jected to sexual harassment leads to somatic symptoms in
girls [3], and a cross-sectional study found associations
between having been subjected to verbal sexual harassment
and somatic symptoms in both girls and boys [17]. A
cross-sectional study of adults diagnosed with chronic fatigue
syndrome (CFS)) found associations between having been
subjected to sexual harassment in childhood and fatigue and
poor physical functioning in adulthood [32].

Relationships are seen to affect wellbeing and contribute to
resilience to life stressors [33, 34]. Peer relationships have been
argued to moderate the link between being subjected to sexual
harassment and emotional problems, and a link has been

identified between a greater degree of relational support and
less sexual harassment victimisation [6]. The findings of
cross-sectional studies indicate that parental involvement in the
personal lives of adolescents may be a protective factor against
sexual harassment, as it is associated with lower reported inci-
dence of being subjected to sexual harassment [35].

It should be noted that the studies referred to above were
all conducted on a non-psychiatric population.

Research gap

We have not found any studies on adolescents in outpatient
psychiatric care and experiences of being subjected to sexual
harassment. Research on the general population suggests
that adolescents suffering from anhedonia and adolescents
who engage in self-harm behaviours are vulnerable to stress-
ors such as being subjected to sexual harassment [3, 36].
Furthermore, a study shows that wellbeing, in terms of being
satisfied with and having a purpose in one’s life, seems to be
protective against sexual harassment over time [6]. Since
anhedonia and other symptoms of depression are common
among adolescents in psychiatric care and since behaviours
of self-harm seem to be more frequent in the same cohort
[37], one could argue that the prevalence of being subjected
to sexual harassment might be higher among a population
of adolescent psychiatric outpatients than among a general
population of the same age.

How well one deals with life in terms of stressful events
and regulating one’s emotions affects one’s well- or ill-being;
coping and emotional regulation are associated with psycho-
pathology in adolescents, in terms of both internalising and
externalising problems [38, 39]. As stated above, in the gen-
eral population of adolescents, having been subjected to sex-
ual harassment has been shown to have an association to
various symptoms of psychological distress [2, 3, 20-22, 24]
as well as to several functional abilities [2, 3, 5, 6, 17, 21,
26-28, 32, 35]. Overall, few - if any - studies on adolescent
psychiatry patients having been subjected to sexual harass-
ment and associations between this and symptoms and func-
tion have been conducted. With this study, we intend to
begin to fill that gap.

Aims of the study

The aims of this study are to investigate how commonly ado-
lescent psychiatric outpatients with symptoms of depression
and anxiety report having been subjected to sexual harass-
ment, and to explore how symptoms and functional abilities
differ between adolescent psychiatric outpatients with symp-
toms of depression and anxiety who do report and those who
do not report having been subjected to sexual harassment.

Methods
Data collection and procedure

Data were collected from four child and adolescent outpa-
tient psychiatric clinics in the northern part of Sweden



between 2019 and 2022. The research project was titled
‘Ungdomars upplevelse av psykisk ohdlsa - psykometriska
egenskaper i nya svenska versioner av test’ (‘Adolescents’
experiences of mental illness - psychometric properties of
new Swedish versions of tests’), which was abbreviated to
‘UPOP’. The Regional Ethical Review Board in Umea, Sweden
approved the project (number 2018/59-31, 2019-01313,
2020-00575, and 2021-01696). Flyers with information about
the project were posted in the waiting rooms of the four
clinics. Information was also sent out by mail and SMS to
patients with self-reported or parent-reported symptoms of
depression or anxiety. Non-responders were contacted via
telephone. Verbal and written information was given to
patients by research assistants, and written consent for par-
ticipation in the study was obtained online. Informed consent
was also obtained from parents/guardians. Participants
received a code to access the web survey at home. The par-
ticipants were identifiable through the code but only with a
key. Participants received a 20-euro gift card upon completion.

Participants

The participants were 324 service users of child- and adoles-
cent psychiatric patient services (258 girls and 66 boys, mean
age 15.7, sd = 1.7). The eligibility criteria were (1) Being
between 12 and 19years of age, (2) Being a patient at any of
the recruiting sites, (3) Having self-reported or parent-reported
symptoms of depression or anxiety (with or without other
psychiatric comorbidities), (4) For patients with a recent sui-
cide attempt or experience of psychiatric inpatient care a
minimum of three months had to have passed from the sui-
cidal event or discharge from hospitalisation, and (5) Fluency
in written Swedish and the ability to complete the online
forms. See the Result for the characteristics of the sample.

A total of 857 patients were asked to participate in the
study, and 360 (42%) agreed to do so. A total of 36 partici-
pants had missing data on the item ‘school problems; lead-
ing to the other 324 being included in the analyses. This loss
of data was caused by the fact that the survey was set up
such that every field did not have to be completed for the
survey to be submitted.

Diagnoses

Psychiatric diagnoses were extracted from the individual
medical records of the participants by a research assistant
after the data collection was finished. Days when the diag-
noses were coded in the journal by a physician or a psy-
chologist before or after the data collection was in mean
19.57 (SD = 25.39, range = 0-154 d). The clinicians used
Diagnostic and Statistical Manual of Mental Disorders,
fiftth edition, published by the American Psychiatric
Association [40] or the fifth edition of ‘International Statistical
Classification of Diseases, published by the World Health
Organisation [41]. We have summarised the diagnoses in
clusters. The household socioeconomic status of the partic-
ipants was reported according to the classification system
used by Statistics Sweden [42, 43].
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The normal procedure at these child and adolescent
psychiatric clinics is for a patient new to the clinic, to be
assessed and diagnosed by a physician in collaboration
with a psychologist or other professional. The structured
Mini-International Neuropsychiatric Interview for Children
and Adolescents (MINI KID) is mandatory. More complex
diagnoses such as autism always involve a psychologist
and a senior consultant, and are always thoroughly
assessed following the guidelines of Socialstyrelsen (the
Swedish National Board of Health and Welfare). Diagnoses
are coded in the journal every time the patient meets a
physician; when the patient is in contact with other pro-
fessionals, for example a nurse, psychologist, or CBT thera-
pist, the diagnoses are generally not coded. This means
that interventions with other professionals can be ongoing
and there can be several months between visits to a phy-
sician, resulting in no new diagnosis being coded in the
journal during that time. In addition, some patients only
receive pharmaceutical treatment (other treatments could
have occurred previously) and have been stable for a long
period of time and so only meet with a physician once a
year, hence no diagnosis is coded in the journal during
that year.

Demographics and socioeconomic status

The participants were asked ‘Were you born in Sweden;
which was answered with ‘yes’ or 'no’ The participants were
asked ‘In school, do you receive any sort of educational sup-
port’ with the response options: ‘'no, ‘yes, in one subject; ‘yes,
individualised schedule’. The participants were also asked
‘What do your parents do;, with the response options: ‘work-
ing, ‘'unemployed, ‘on sick leave, ‘partly working, partly on
sick leave; ‘studying; the question was asked for parent 1 and
for parent 2. The participants were asked ‘What profession do
your parents have’ and the participants were asked to ‘Please
describe the profession as clearly as possible, e.g. “care assis-
tant in elderly care’, “carpenter with own company’, “indus-
trial worker”, “bus driver’, “high school teacher’, “dental

technician’, “university teacher”, the question was asked for
parent 1 and for parent 2.

Measures
Sexual harassment - dependent variable

Respondents were defined as having been subjected to sex-
ual harassment if they responded ‘Yes, at school; ‘Yes, online;
or 'Yes, elsewhere’ (as opposed to ‘No, never’) to at least one
of three questions relating to sexual harassment, which were
inspired by previously used questions [14, 44]. The respon-
dents were asked to think back on the previous 6 months
when answering the questions. A dichotomous variable
called ‘Sexually harassed’ was created.

Questions on Non Verbal Sexual Harassment: (1) Spread
rumours about you with a sexual content, (2) Written some-
thing about you with a sexual content or about your body
e.g. on the walls of a toilet, (3) Spread pictures or videos of
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you with a sexual content, (4) Sent you or shown you
pictures, videos or messages with a sexual content (e.g.
‘dickpics’).

Questions on Verbal Sexual Harassment: (1) Called you a
whore, cunt, cock, or similar, (2) Called you a lesbian, fag, or
similar, (3) Commented on or made jokes about your looks,
your body or your personal life in a sexual manner.

Questions on Physical Sexual Harassment: (1) Grabbed you
or touched you in a way you considered invaded your pri-
vacy, (2) Cornered you in a sexual manner, (3) Tried to kiss or
hug you, (4) Pulled your clothes in a sexual manner (eg.
pulled your bra strap or underwear).

Symptoms and functions - independent variables

Patient-Reported Outcomes Measurement information
System (PROMIS)

The Patient-Reported Outcomes Measurement Information
System (PROMIS) is a set of measures that evaluates and
monitors health parameters: anger [45], anxiety [45], depres-
sive symptoms [45], family relationships [46], fatigue [45, 47,
48], pain interference [45, 48, 49], peer relationships [50], and
physical activity [48, 51]. PROMIS is used to measure adult
and paediatric physical, mental, and social health [52].
PROMIS paediatric measures document self-reported symp-
toms and function with a total of eight items (see Table 1)
over the previous seven days using five-option responses
(never, almost never, sometimes, often, almost all the time)
to statements or questions on seven of the items, wherein
higher scores indicate a greater severity of the measured
symptom or function. For the item Physical activity, the
response options are: never, 1day, 2-3d, 4-5 d, 6-7 d, except
for one item (On a usual day how physically active were
you?) that is answered with: not at all, a little bit, somewhat,
quite a bit, very much. PROMIS measures are constructed to
allow items to be analysed separately, permitting flexible
data collection. Swedish translations of the PROMIS paediatric
measures have been performed [53]. Definitions of the
PROMIS measure domains and their items are found at www.

healthmeasures.net. For detailed information on the mea-
sures used in the data collection (version, number of items)
and scale reliability in this study (see Table 1).

Suicidal ideation questionnaire - junior version (SIQ-JR)
The SIQ-JR is a self-assessment questionnaire used for mea-
suring suicidal ideation in adolescents. The questionnaire
includes 15 items on a 7-point scale, with a possible raw
score ranging from 0 to 90. The grading ranges from 0
(‘Never’) to 6 (‘Almost every day’), and higher scores indicate
a greater severity of suicidal ideation. In this study, we used
the raw total score. A raw score of 31 reflects a clinically sig-
nificant level of suicidal ideation, although a more liberal
alternative cut-off score for this of 23 is presented in the SIQ
professional manual [54]. A cut-off score of 20 has also been
suggested [55]. The scale has been found to be reliable [56],
and a high score is significantly associated with a history of
suicide attempts [57]. Cronbach’s alpha was 0.96 (95% CI
[0.95-0.97]) in this study.

Insomnia severity index (ISI). The ISI is a self-assessment
questionnaire used to measure insomnia in adolescents and
adults. The questionnaire contains 7 questions on a 5-point
scale, with a possible raw score ranging from 0 to 28. The
scale measures sleep which is graded from 0 (‘Not at all
disturbed’) to 4 (‘Very disturbed’). The summative raw score
was calculated in this study. The scale has been shown to be
reliable and valid [58]. Internal consistency was 0.88 (95% ClI
[0.86—0.90]) in this study.

Strengths and difficulties questionnaire (SDQ)

The SDQ measures the psychological adjustment of children
and young people. In this study, we only used one item in
the SDQ impact subscale: ‘Do the difficulties interfere with
your classroom learning in everyday life?’ Here, we called the
variable ‘School problems” The item uses a 5-point Likert
scale to assess the extent to which psychological problems
interfere with life in school, from 1 (‘Not at all’) to 5 (‘All the
time’) [59, 60].

Table 1. Full name of PROMIS® measures for paediatric self-reporting and internal consistency.

Cronbach alpha (95%

Number confidence interval) - this
Domain Ref. Definition of items Full name study
Anger [45] Anger, negative social 9 PROMIS Paediatric Item Bank v.2.0 - Anger 0.95 (0.94-96)
cognitions, and
efforts to control
anger.
Anxiety [45] Fear, anxiety, hyper 15 PROMIS Paediatric Item Bank v.2.0 - Anxiety 0.94 (0.93-0.95)
arousal, and related
somatic symptoms.
Depressive symptoms [45] 14 PROMIS Paediatric Item Bank v.2.0 — Depressive 0.96 (0.95-0.96)
symptoms
Family relationships [46] 8 PROMIS Paediatric Item Bank v.1.0 — Family 0.94 (0.92-0.94)
relationships — Short form 8a
Fatigue [45, 47,48] 25 PROMIS Paediatric Item Bank v.2.0 — Fatigue 0.98 (0.97-0.98)
Pain interference [45,48,49] 20 PROMIS Paediatric Item Bank v.2.0 — Pain 0.97 (0.96—-0.97)
interference
Peer relationships [50] 15 PROMIS Paediatric Item Bank v.2.0 — Peer 0.90 (0.88—-0.91)
relationships
Physical activity [48,51] 10 PROMIS Paediatric Item Bank v.1.0 - Physical 0.93 (0.92-0.94)

activity
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Frequency of alcohol consumption and drug use

Two questions were used: ‘How often do you drink alcohol?’
and ‘How often do you use drugs other than alcohol? The
items used a four-point scale, from 0 (‘Never’), to 1 (‘Once a
month’), 2 ("2-4 times a month’), and 3 ('2-3 times a week’).

Statistical analyses

SPSS version 27.0 (SPSS Inc., Chicago, IL) was used for all cal-
culations. To classify the sample and subgroups of respon-
dents into those that had and those that had not experienced
sexual harassment, independent sample t-tests and chi-square
tests were used on demographic variables, and the sub-
groups ‘Sexually harassed’ and ‘Not sexually harassed’ were
established.

Independent sample t-tests and Pearson’s chi-square tests
were used to calculate differences between the ‘Sexually
harassed’ and ‘Not sexually harassed’ subgroups of respon-
dents based on the independent variables in Table 2.
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Standardised Cohen’s d [61] with 95% confidence intervals
were calculated as effect sizes. These were considered small
if d was between0.0 and 0.4, moderate if d was between 0.4
and 0.7, and large if dwas greater than 0.7 [62, 63]. Summative
PROMIS, SIQ, and ISI scores were used in the analyses.

Logistic regressions
Due to the dependent variable ‘Sexually harassed’ being
dichotomous, logistic regressions were performed to analyse
differences in levels of symptoms and functions between the
two groups. Parsimony was strived for in the calculations
[64], and the simplest model was saved. First, a logistic
regression with all the significant independent variables, as
well as sex were calculated. Secondly, the model was reduced
with one-by-one variable and the variable with the highest p
value was removed. Only the variables with significant contri-
butions were saved.

For significant scales in Table 4 , analyses were calculated
on individual item scores, withp < .05 considered statistically

Table 2. Demographic data, alcohol and drug use, and diagnoses for all Respondents and subgroups of Respondents (‘Sexually Harassed’ and ‘not Sexually

Harassed’).

Demographic All Sexually harassed Not sexually harassed p Value
n (%) 324 (100) 193 (59,6) 131 (40,4)

Girls, n (%) 258 (79.6) 164 (63.6) 94 (36.4)

Boys, n (%) 66 (20.4) 37 (56.1) 29 (43.9)

Age, mean (SD) years 15.7 (1.7) 15.7 (1.7) 15.6 (1.7) 649
Born in Sweden, n (%) 305 (94.1) 181 (55.8) 124 (38.3) —0.743
Parent/Guardian working. n (%)

Parent 1 263 (81.2) 155 (80.3) 108 (82.4) 720
Parent 2 269 (83.0) 163 (84.5) 106 (80.9) .073
Socioeconomic status, n (%)

Unskilled worker 26 (8.0) 19 (9.8) 7 (5.3) 345
Skilled worker 33(10.2) 22 (11.4) 11 (8.4)

Non-manual worker 20 (6.2) 6 (3.1) 14 (10.7)

Civil servant 90 (27.8) 49 (25.4) 41 (31.3)

High-status profession 92 (28.4) 57 (29.5) 35 (26.7)

Company owner 25 (7.7) 13 (6.7) 12 (9.2)

Unknown 38 (11.7) 27 (14.0) 11 (8.4)

Frequency of alcohol consumption

Never n (%) 211 (65.1) 113 (58.5) 98 (74.8) .002
Once a month, n (%) 76 (23.5) 52 (26.9) 24 (18.3)

2-4 times a month, n (%) 34 (10.5) 26 (13.5) 8 (6.1)

2-3 times a week, n (%) 3 (0.9 2 (1.0 1(0.8)

Frequency of drug use

Never n (%) 312 (96.3) 185 (95.9) 127 (96.9) 329
Once time a month, n (%) 7 (2.2) 4 (2.1) 3(2.3)

2-4 times a month, n (%) 4(1.2) 3 (1.6) 1(0.8)

2-3 times a week, n (%) 1(0.3) 1 (0.5) 0

Educational support

No, n (%) 137 (42.3) 83 (43.0) 54 (41.2) 764
Yes, in one subject, n (%) 56 (17.3) 33 (17.1) 23 (17.6)

Customised school or individual programme, n (%) 131 (40.4) 77 (39.9) 54 (41.2)

Diagnoses Chi-square
Depression and anxiety disorder (%)

Depressive disorder 45 (13.9) 35 (18.1) 10 (7.6) .078
Anxiety disorder 37 (11.4) 21 (10.9) 16 (12.2)

Mixed depressive-anxiety disorder 15 (4.6) 12 (6.2) 3 (2.3)

Neurodevelopmental disorder (%)

ADHD 41 (12.7) 22 (11.4) 19 (14.5) 912
ADD 20 (6.2) 9 (4.7) 11 (8.4)

Autism 9 (2.8) 4(2.1) 5 (3.8)

Tourette’s syndrome 2 (.6) 1 (.5) 1(.8)

Obsessive Compulsive Disorder (%) 8 (2.5) 2 (1.0 6 (4.6)

Eating disorder (%) 13 (3.1) 7 (3.6) 3(2.3)

Transgender-related disorder (%) 3(9) 1 (.5) 2 (1.5)

Other (%) 4(1.2) 1(.5 3(23)

No diagnosis (%) 199 (61.4) 119 (61.6) 80 (61.1)

Independent sample t-tests were used to analyse demographic data.
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Table 3. Differences Between the subgroups (‘Sexually Harassed’ and not Sexually Harassed’) in terms of scores for all measures.

Not sexually harassed

Sexually harassed (n=193) (n=131)

95% Conf. interval Effect size
Variables M SD M SD t a- cr* p Value Cohen’s d
Suicidal ideation 34.98 24.24 17.92 19.44 —6.73 —22.06 —12.07 <.001 —0.76
Disturbed sleep 13.00 6.19 9.08 5.67 —-5.78 -5.25 -2.58 <.001 —-0.65
Depressive symptoms 29.78 13.31 21.25 13.98 —5.54 —11.55 —5.50 <.001 —0.63
Anger 16.45 9.93 10.86 735 —-5.50 —-7.59 -3.59 <.001 —-0.62
Fatigue 57.97 25.97 42.86 24.89 -5.23 —20.81 —9.43 <.001 —0.59
Anxiety 26.13 13.72 18.47 13.13 -5.02 -10.67 —4.66 <.001 -0.57
Pain interference 22.66 2091 13.51 15.04 —4.58 —13.08 —5.22 <.001 —0.49
Family relationships 19.71 7.63 22.92 6.67 3.91 1.60 4.83 <.001 44
Alcohol consumption 0.57 0.76 0.33 0.63 -3.12 -0.39 —-0.09 .002 -0.34
School problems 3.26 0.86 3.05 0.81 -2.20 -0.39 —-0.02 .029 —-0.25
Peer relationships 37.18 10.15 38.94 11.44 1.45 —0.62 414 147 16
Drug use 0.07 0.40 0.04 0.23 —-0.89 -0.11 .04 376 —-0.10
Physical activity 15.12 9.50 15.05 9.08 -0.07 =215 2.01 .945 —0.01

Independent sample t-tests were used to calculate differences between the two subgroups (sexually harassed; not sexually harassed). Domains are sorted accord-

ing to effect size.

significant. No limitations for possible Type-l errors were
made because the study had an exploratory approach.

Results
Sample characteristics

Table 2 presents demographic data for the total sample and
the two subgroups - ‘Sexually harassed’” and ‘Not sexually
harassed’ — separately. Most of the respondents were girls
who were born in Sweden and had parents/guardians who
both worked. The Pearson’s chi-square tests showed that sex
differed significantly between the two subgroups; among the
‘sexually harassed’ participants, X2 (1, N=324) = 8.41, p = .004.
Two thirds of the adolescents had never used alcohol nor
drugs, but the participants who had experienced sexual
harassment (M=0.57, SD = 0.76) drank more than those who
had not (M=0.33, SD = 0.63); t(322) = —3.12, p = .002. Around
one third of the adolescents had individual or customised
school programmes. Most of the participants (around two
thirds), had not received a psychiatric diagnosis during the
time for the study (for diagnostic procedure, see Diagnoses
and Socioeconomic Status in the Methods). Of those that
had received a diagnosis during the time for the study,
around one third had affective disorders (depression, anxiety,
or mixed depressive-anxiety disorders), and 13% had neuro-
psychiatric disorders. The Pearson’s chi-square tests showed
no difference concerning diagnoses between the ‘Sexually
harassed’ and ‘Not sexually harassed’ subgroups (Table 2).

Prevalence

Of the respondents, 60% (63.6% of the girls and 56.1% of the
boys) reported having been subjected to sexual harassment,
and were therefore classified as ‘Sexually harassed’ (Table 2).

The prevalence of the different subtypes of sexual harass-
ment were: 40.7% of girls and 15.2% of boys reported having
been subjected to non-verbal sexual harassment, 50.0% of
girls and 34.8% of boys reported having been subjected to
verbal sexual harassment, and 31.0% of girls and 12.1% of

boys reported having been subjected to physical sexual
harassment.

Differences in levels of symptoms and functions
between ‘Sexually Harassed’ and ‘not Sexually
Harassed’ subgroups

Except for peer relationships, drug use, and physical activity,
there was a statistically significant difference between the
groups for most scores in all measure domains (p < .05).
Respondents who had experienced sexual harassment
reported higher scores for symptom domains and alcohol
consumption. Respondents who had not experienced sexual
harassment reported lower scores for the functional domain
‘Family relationships’ (see Table 3).

Logistic regression analyses were undertaken using all of
the significant independent variables listed in Table 3 along
with sex. The dependent variable was experience of sexual
harassment. Parsimony was sought when building the model,
we decreased the model with all non-significant variables
one by one. The variables of sex, depressive symptoms,
fatigue, anxiety, pain interference, family relationships, school
problems, peer relationships, drug use, and physical activity
were not associated with experience of sexual harassment in
the model.

The final logistic regression model included only signifi-
cant variables - suicidal ideation, anger, disturbed sleep, and
alcohol consumption. The model was statistically significant,
X2 (4, N = 324) = 65.42, p < .001. The model explained 25.0%
(Nagelkerke R?) of the variance in experience of sexual harass-
ment and correctly classified 69.1% of cases.

Differences in specific symptoms and functions for the
two subgroups (‘Sexually Harassed’ and ‘not Sexually
Harassed’)

Table 5 shows the difference between the ‘Sexually harassed’
and ‘Not sexually harassed’ subgroups in terms of the mean
score of each for the suicidal ideation, anger, disturbed sleep,
and alcohol consumption items, sorted according to the
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Table 4. Logistic regression results for the differences between the subgroups (‘Sexually Harassed’ and ‘not Sexually Harassed’) on scores for every measure

domain.
95% Conf. interval for
Odds ratio odds ratio Hosmer—
Variables b c- crr p Value Lemeshow (R?) Cox-Snell (R?) Nagelkerke (R?)

Model Suicidal ideation 0.03 1.03 1.01 1.04 <.007***

Anger 0.04 1.04 1.00 1.07 .029*

Disturbed sleep 0.05 1.05 1.01 1.10 .024*

Alcohol consumption 0.38 1.46 1.01 2.11 .045%

A5 18 25

Logistic regression was used to calculate differences between the groups (‘Sexually harassed’ and ‘Not sexually harassed’). Variables are sorted according to the

odds ratio, from large to small.
*p <= .05, **p <= .01, ***p <= .001.

mean item score as displayed by the regression coefficient
for each domain. The largest differences in the mean score of
items, were for ‘Nobody cares if | am dead or alive] ‘Want to
break something, ‘Want to be alone because of anger, ‘Bad
mood; and ‘Frequency of alcohol drinking"

Discussion

The aim of this study was to investigate how commonly ado-
lescent psychiatric outpatients with symptoms of depression
or anxiety report having been subjected to sexual harass-
ment and to explore how symptoms and functional abilities
differ between those adolescent psychiatric outpatients who
do report and those who do not report having been sub-
jected to sexual harassment.

Prevalence and gender differences

In our study, 60% of the respondents reported that they had
been subjected to sexual harassment, as compared to 38% in
a Swedish study of the same age group within a general pop-
ulation [14]. That adolescents attending psychiatric outpatient
care report a higher prevalence of being subjected to sexual
harassment than the general population of adolescents, corre-
sponds to findings of other studies where people attending
psychiatric care report a higher prevalence of being victimised
by violence including sexual violence [7, 8, 65].

The high prevalence is alarming in many ways: exposure
to sexual harassment predicts future exposure [2, 3, 26],
symptoms of negative health and wellbeing increase accord-
ing to how many events of sexual harassment one is exposed
to [1, 66], and the adolescent years are critical in the devel-
opment of physical and mental health and continuation of
this throughout adulthood [67, 68].

This study confirms the sex difference found in previous
studies, with a higher prevalence of sexual harassment
among girls than boys [6, 14, 15] - in this study 64% of girls,
as compared to 56% of boys. However, a prevalence of 56%
among boys could still be considered a high number.

Differences in levels of symptoms and functions
between those who report having been sexually
harassed and those who not

About 60% of the psychiatric sample reported having been
sexually harassed, and this rate was higher than for a

normative sample. This study shows that reporting having
been subjected to sexual harassment is associated with being
a girl, greater suicidal ideation, disturbed sleep, fatigue,
depression, anxiety, anger, pain interference, alcohol con-
sumption, and worse family relationships in adolescents. This
is in line with previous research (albeit not conducted on
psychiatric outpatient populations), which also points to
psychological and behavioural impairments [1-3, 5, 14-18,
20, 66].

Differences in specific symptoms and functions between
those who report having been sexually harassed and
those who not

Logistic regression analyses showed that the item with the
strongest association with sexual harassment was suicidal
ideation, followed by anger, disturbed sleep, and alcohol
consumption.

Our cross-sectional study of a psychiatric sample, which
showed a strong association between reporting experiences
of being subjected to sexual harassment and suicidal ide-
ation, is in line with the results of two longitudinal studies of
large general-population samples, pointing to a strong asso-
ciation between sexual violence, including having been sub-
jected to sexual harassment, and suicide attempts in one
study and having been subjected to sexual harassment and
suicidal thoughts in the other [2, 69]. Most people with sui-
cidal ideation never attempt to commit suicide [70, 71]. The
pattern of risk factors for suicidal behaviour is complex;
among children and adolescents the pattern is comprised of
comorbid psychiatric disorders, personality traits such as poor
affect regulation, and stressful life events [72]. It is alarming
to conclude that among young people in psychiatric outpa-
tient care, many of whom deal with comorbidity and
affect-regulation deficits, the stressor of experiencing sexual
harassment is reported to be more common than in the gen-
eral population.

The second strongest association with sexual harassment
according to our model is anger. Anger can be an appropri-
ate emotion when one’s boundaries have been crossed but
become a problem when it fails to be adaptive, which can be
the case when one does not have the power or ability to
address the anger towards the transgressor or the skills nor
support to adequately regulate the emotion. There is research
indicating that anger can precede not just externalising prob-
lems but also internalising problems [73]. There is also a
study, although on young adults in a non-psychiatry
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Table 5. Differences in mean item score, as shown by the regression coefficient, between Respondents in the two subgroups (‘Sexually Harassed’ and ‘not Sexually Harassed’) for items.
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population, suggesting a reciprocal causal effect between
anger and being subjected to sexual harassment in
school [25].

The third strongest association with having been sub-
jected to sexual harassment in our results is disturbed sleep.
We have not found any other study on adolescents and
sexual harassment that has looked at a connection to prob-
lems with sleep. However, a very large study of university
students also showed an association between having been
subjected to sexual harassment and poor sleep, but also
that reporting poor sleep increased with reporting cumula-
tive exposure to sexual harassment [23]. There is a large
quantity of evidence pointing to sexual violence as a cause
of different sleep problems [74, 75], and it has been shown
that these increase vulnerabilities such as emotional
dysregulation.

Our model also shows a considerable association between
reporting having been subjected to sexual harassment and
reporting alcohol consumption, which is in line with findings
in other studies of adolescents [19, 26]. Studies have also
shown an association between alcohol consumption and
future exposure to sexual violence and harassment [25, 26].
Considering young people attending psychiatric care are a
vulnerable group, increased alcohol consumption should be
taken extremely seriously.

Limitations and strengths

The response rate in the present study was low — around
42%. Lower response rates among people with psychiatric
problems have been seen in other studies [76, 77]. There
was an uneven distribution of boys and girls, with boys
underrepresented, which is seen in many other studies
that use self-assessment data [78]. The limited number of
boys and the cross-sectional design limit the generalizabil-
ity of the findings. The results can possibly be generalised
to other outpatient psychiatric samples as the sample was
relatively large, with enough power to do logistic
regressions.

We have not been able to control for other life stressors
or adverse childhood experiences that have a potential
cumulative effect and that also are associated with various
outcomes including suicidal ideation [79].

Due to how the data was collected from the journals,
possible associations to specific diagnoses were not exhaus-
tively doable.

Clinical implications

About 60% of the adolescents in our psychiatric cohort
reported having been subjected to sexual harassment, with
a high prevalence among boys but a higher one among
girls, and patients that reported having been subjected to
sexual harassment also reported higher levels of symptoms
of mental health problems and a higher impact on func-
tion. We therefore strongly recommend that clinicians
screen for and ask patients about experiences of sexual
harassment. Furthermore, since we know that it can be



difficult admitting to having experienced sexual harassment,
clinicians should in all cases — even when screening has been
undertaken and questions are answered with a 'no’ - provide
brief psychoeducational information about the prevalence
and consequences of sexual violence, including sexual harass-
ment, as well as information about treatment options.

Due to the high prevalence of having been subjected to
sexual harassment and its association with symptoms of
mental health problems and reduced function, we suggest
that clinicians consider offering transdiagnostic trauma-focused
treatment to patients in cases where the trauma memory dis-
turbs the individual, even if the diagnosis PTSD is not consid-
ered appropriate. Close collaboration with parents and social
services should also be a priority.

We stress the importance of viewing experiences of sexual
harassment as stressful life events that contribute to the indi-
vidual’s symptoms of psychopathology, and of remembering
the high prevalence of such experiences within the patient
group. Training operations should be offered on a regular
basis to psychiatric staff to secure and maintain good, up-to-
date knowledge and awareness of what sexual violence,
including sexual harassment, is and how it can affect patients
in terms of symptoms and functions.

Recommendations for future research

There is an association between having been subjected to
sexual violence, including sexual harassment, and self-harm
in general populations [1, 2, 69]. Future research should illu-
minate whether there is an association between having been
subjected to sexual harassment and self-harm in adolescent
psychiatric outpatient populations. We welcome longitudinal
studies on how sexual violence, including sexual harassment,
influences the development of psychopathology among chil-
dren and adolescents in a psychiatric population, and fur-
thermore why the negative influence on psychopathology of
such experiences is greater for some individuals than oth-
ers [80].
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