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21. Adolescent Sexual Health
Introduction

When evaluated from amedical perspective using statistical data, adolescents' sexual
health hasdevel oped favourably in Finland during thelast two or three decades. Teenage
pregnancies and abortions have decreased by fifty percent since the 1970s, and these
declining trends continued until the mid-1990s. Because these trends in pregnancies
and abortions cannot be explained by changesin sexual activity, they areindications of
more effective use of contraceptives. Age of initial sexual intercourse has remained
fairly constant sincethelate 1980s. Sexually transmitted diseases have decreased among
adolescents. Gonorrheaisrare and chlamydiainfections decreased during thefirst half
of 1990s. So far, HIV has not gained afoothold among Finnish adolescents. This can
be considered an achievement in the promation of sexual health.

Promotion of sexual health al so includes components of psychological and socia health.
We know substantially less about the status of adolescents’ psychosocia sexual health
than we know about their physical health. So far, less attention has been given to
studying and describing these aspects of their health. In addition, adolescents have
seldom been studied as users of health services, not to mention asusers of sexual health
services. We know very little about adolescents’ experiencesand needs asclients.

International comparisons have shown that low teenage pregnancy and abortionsrates
are associated with sex education and easy accessto contraceptive services (Joneset al.
1985). Thismeansthat services must belocated closeto young clientsand that the cost
of using these servicesislow. In addition, it isimportant to adol escentsthat servicesare
confidential. A prerequisitefor carrying out effective sex education and providing sexua
health servicesisan accepting attitude, one which acknowledges sexual experiencesas
anormal part of adolescent growth and devel opment.

In Finland, many of these criteriawere met to alarge degree during thelast two decades.
Inthischapter, | describein more detail thosefactorsthat have created prerequisitesfor
favourable development of adolescent sexual health, as well asits present status. In
addition, the topic of adolescents’ sexua and reproductive rights in Finland will be
addressed. Sex education, which is necessary for the promotion of sexual health, is
discussed in other chapters of this book.

268



Adolescents’ Health Services

Provision of Sexual health services

A major part of adolescent health services s carried out within the system of public
services, that is, asapart of primary health care services. Unlike many other European
countries, Finland has not founded a specific organisation of youth clinics; only the
health centres of the large cities have separate clinicsfor teenagers.

In practice, when in need of sexual health services, adolescents mostly use services
provided by their own health centre. They can make an appointment with a general
practitioner or they canvisit afamily planning clinic or school health care unit.

Providing health services at schoolshasalong tradition in Finland, originating at the end
of the 19" century. In 1972, the Primary Health CareAct included school health care as
apart of services provided by health centres. A school nurse carried out age-specific
physical examinations for all children and adolescents and was available at school at
specified timesfor counselling and treatment of minor health problems. A school physician
also participated in thiswork, but with clearly lesstime resources. From the viewpoint
of promoting sexua health, school health care has had an important role asa provider
of sex education and asafirst contact with health care organi sations. When adol escents
begin their sexual activity and arein need of contraception, itiseasier for themto first
contact a school nurse to get advice. Mostly the school nurse helps the adolescent in
making an appointment with afamily planning clinic. In many schools, itispossiblefor
a school nurse to give out the first package of oral contraceptives on advice of the
school doctor, and thereafter, thegirl isguided to afamily planning clinic for follow-up.

A school nurse probably has the more important role as an information channel and a
guideto family planning servicesin the bigger townsand health centre organisations. In
1998, aquestionnaire study was conducted among youth clinic clientsaged lessthan 18
in the city of Tampere. One of the questions asked the clients how they received
information about youth clinic services. Friends were the most important source of
information (63%), but amost as often (58%), clients got the information from their
school nurse (Kosunen 1998).

Family planning clinicsin health centres have provided servicesto adolescentsusing the
same principlesthat are used for the adult population. Direct accessto serviceswithout
making an appointment, which would lower the threshold of obtaining services, has
been used in only afew clinics. Sex education directed to large groups of adolescents
hasnot beenincluded in services of family planning clinics, but information and education
has mostly been given in acounselling session with aclient. Some municipalities have
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had the staff of the family planning clinic participate in sex education at schools, while
in others, whole classes from schools have visited the family clinic to learn about its
services.

Besidespublic services, “Opened Doors’ of the Family Federation of Finland (V éesto-
liitto) has provided sexual health servicesto adolescents since 1988 in the capital of the
country, and Folkhél san has provided some servicesin the Swedish speaking areason
the coast. Use of private servicesisminimal among adolescents.

Costs of sexual health services

Visitsto family planning clinicsaswell as servicesin schools and student health carein
health centres are free. The circular letter given by the National Board of Health in
1982 stated that the first method of contraception should be given free of charge. In
practice, thismeant that adolescents got their first oral contraceptives cost-freefor 3to
9 months, but after that, they had to pay the full pricefor the pills.

Currently, the price of aone-month packageisabout seven dollars; in larger packages,
theprice per monthisabit lower. Nursesworking in family planning clinics have found
that even the price for one month is a problem, at least for those girls who try to pay
thisexpense from their pocket money, without any support from their parents. Besides
oral contraceptives, adolescents also pay the full price for condoms, and so far, the
delivery of condoms for adol escents has not been organised at asubsidised price.

Confidentiality of services

In Finland, there has been hardly any public discussion about prescribing oral
contraceptivesfor minorswithout parental consent. For instance, inthe USA and England
there have been trial sabout such prescriptions, and even currently in England, the lack
of confidence in teenagers complicates obtaining contraceptives by adolescents less
than 16. However, court decisionsin England have been consistent with The I nternational
Convention for the Rights of Children which stipulates, If aminor isconsidered mature
enough, she or he has a right to decide about hig’her own business without parental
consent. In Finland, the Act on the Status and Rights of Patientsthat has been in effect
since 1993 correspondingly places emphasis on the devel opmental level of achild or an
adolescent, when it stipulates, aminor has the right to make the decision on his or her
care or on releasing information about his’her health. The law does not stipul ate any
agelimitsthat could be generaly applied.

Adolescentsthemsel ves find confidentiality of servicesvery important (Scally 1993).
Thisissue has also emerged in countries, which are generally considered to have an
open-minded sexual culture (Jones et al. 1985). Regardless of adolescents’ insistence
on confidentiality, parents often know about their use of contraception. The Finnish
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practice allows prescription of oral contraceptives without parental consent, and no
minimal age limit has been set. However, ayoung client is advised to tell her parents,
because eventually they will find out. In practice, theyoungest clientsof family planning
clinics are 14-year-old girls, of which some one to two percent are using oral
contraception. This proportion has remained about the same since the mid-1980s, and
contrary to public opinion, the users of oral contraceptives are not getting younger and
younger (Kosunen et al. 1999a). According to a Finnish study, 15 year-old girls who
use oral contraceptives have a steady relationship; they are sexually active and like
adults need contraception (K osunen 1996).

Current Situation of Adolescent Sexual Health

Initiation of Sexual Activity

Sexual experiencesin adolescence areimportant for the discovery of one'sown sexuality
and formation of ones sexual identity. Even children asyoung as9to 11 try to find out
how it feels to be close to somebody of the opposite sex by slow dancing “ at school
discos or home parties. |n adolescent surveys, pupils of the 7th grade (between 13 and
14 years old) report quite frequent experiences of kissing and fondling. Real dating
relationships become more common after age 13. Girls are more activein dating than
are boys, and this difference can be seen even several years|ater.

According to the School Health Survey in 1996-97, about 60% of 8th grade boys and
girlshave experienced their first kiss, and about half of them have experienced fondling
with clothes on (Table 1). Experiences of intimate fondling (under clothes or naked)
sharply increase between 15 and 16, among boys and girls (Kosunen et al. 1998).

By the end of thelast year of comprehensive school (mean age 15.8) about one quarter
of adolescentshave experienced sexual intercourse (Table 1). Girlsareabit moreactive
than boys, if total number of coital experiences or the frequency of sexual intercourse
during the past month are used as criteriafor sexual activity. Thisis mainly dueto the
differencein biological sexual maturation, which startstwo yearslater in boysthanin
girls. Onthe other hand, compared to girls of the same age, experienced boysreported
having had more sexual partners. In the second year of high school (mean age 17.8)
girls are still more active than boys in terms of the frequency of sexual intercourse
during the past month. Forty percent of sexually experienced girls and 23% of boys,
respectively, reported having intercourse during the last month. Therewasno longer a
differencein the number of sexual partnersat thisage.

Finnish adolescent surveys between 1986 and 1997 have provided very similar results

on the proportion of adolescents having experienced sexual intercourse. Contrary to
popular belief, the age at which sexual experimentation begins has not decreased during
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thelast few years. From the viewpoint of promoting sexual health, thisisan important
finding. Although sex education has been provided in Finland since the 1970s and
contraceptive methods are quite easy to obtain for adolescents, this has not led to a
younger age of initial sexual intercourse.

Table 1. Proportions (%) of adolescents reporting sexual experiences by
gender and grade at school according to the School Health Study 1996 and
1997 (Source: Kosunen et al. 1998).

Gender Girls Boys

grade 8"grade |9" grade | USS* |[8" grade |9" grade | USS*
N 17 627 16 765 10 649 17 814 16 841 7 321
Going steady 16 25 39 12 16 22
Kissing 64 7 89 58 69 81
Fondling with clothes 50 67 84 48 62 76
on

Fondling naked/under 30 49 73 27 43 61
clothes

Sexual intercourse 15 29 53 14 24 42
Sexual intercourse 8 18 36 8 13 21
during the last month

Sexual intercourse at 5 14 36 4 8 19
least ten times

*upper secondary school (high school)

Contraception

General points of adolescent contraceptive methods

Contraceptive methods suitable for adolescent use are few compared to those of the
adult population. A condom is the most important method that teenagers use. Itisa
coitus-dependent method and suitable particularly if sexua intercourse occursinfrequently
and irregularly, as often happensin the case of adolescents. The strong point for using
condomsisthat, if used properly, they protect relatively well against both pregnancy
and sexually transmitted diseases. The weak point is that condom use requires great
care and proper useto bereliable. Thisisimportant for young and inexperienced users
to understand. A shift to oral contraceptive use often happensin a steady relationship
where coital events occur morefrequently. At the beginning of anew relationship, oral
contraceptives should be used together with condoms, as methods of double contraception
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(Table 2). Hormonal emergency contraception isnot applicablefor regular use because
of itslow contraceptive efficacy, but it isareserve method for afailure or omission of
regular contraception.

Table 2. General outlines for choosing contraceptive method for adolescents
for prevention of unplanned pregnancies and sexually transmitted diseases
according to type /length of couple relationship and coital activity

Type of relationship | Length of relationship | Coital frequency Contraceptive method
Occasional - Less than 2 per month | Condoms (+ emergency
contraception®)
Occasional - At least 2 per month Oral contraceptives
+ condoms
Steady Less than 6 months | Weekly Oral contraceptives
+ condoms
Steady At least 6 months Weekly Oral contraceptives

*advice on emergency contraception for all condom users in case of failures

Condoms

Information and education of condom use targeting adolescents was substantially
increased in the latter half of the 1980s because of athreat of an HIV epidemic. A
survey of adolescent sexua behaviour in 1992 (the KI1SS Study) showed that teenagers
opinions of condoms were more positive compared to earlier studies, and proportions
of adolescents using or having ever used condomsincreased (K osunen 1993).

The main contraceptive method used at the first sexual intercourse is a condom; the
second most common option isthat no method isused. The figures of the KISS Study
describing the first sexual intercourse indicate that use of condoms between 1986 and
1988 increased: in that period, the proportion of non-use of contraception decreased
from 40% to 27% among girls and form 30% to 20% among boys.

The prevalence of contraceptive use hasa so been studied by asking which contraceptive
method adolescents used at their most recent intercourse. The results of the WHO
cross-national survey (Health-Behaviour in School Aged Children) suggest that practices
of condom useimproved again during the early 1990s. The proportion of girlswho had
not used a contraceptive at their most recent intercourse decreased from 25% to 15 %
between 1990 and 1994, and the respective figuresfor boyswere 25% and 11%. When
comparing distributions of contraceptive methods, the proportion of condoms had
increased by ten percent (P6tsdnen 1998).
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Oral contraceptives and double contraception

In Finland, oral contraceptiveswere recommended for thefirst time for adolescents at
the end of 1970s. According to the Adolescent Health and Lifestyle Survey in 1981,
about onefifth of 18 year-old girlsused oral contraceptives. Among younger girls, the
use was infrequent. During the 1980s, the proportion of users also increased among
younger age groups. Among 16 year-olds, it almost tripled, and one to two percent of
14 year-olds were users (Figure). During the 1990s, the use of oral contraceptives
remained steady. Neither the risein prices nor the pill scare in 1995 had an effect on
their popularity. According to the Adolescent Health and Lifestyle, in 1997 41% of 18
year-olds, 17% of 16 year-oldsand 2% of 14-year-oldsused oral contraceptives (Kosunen
et al. 1999).

Many efforts have been made to promote the use of double contraception during the
eraof HIV. Therecommendation has been that it should alwaysbe used at the beginning
of new relationships for 3 to 6 months. The proportion of such users has been small,
and use of double contraception has not increased during the 1990s. According to a
recent study, five to seven percent of sexually experienced comprehensive and high
school students had used doubl e contraception at their last intercourse. Thefiguresare
somewhat lower than at the beginning of the decade. One reason often given isthat the
combination of pills and condoms is far too expensive a method for adolescents at
current unsubsidised prices of contraceptives.

Figure 1. Proportions of oral contracpetive users (%) among girls aged 14, 16
and 18 years from 1981 to 1997.
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The four-tablet package of hormonal emergency contraception was introduced to the
Finnish markets in 1987. Its sales have risen annually, so that in 1998 about 44,000
packages were sold. According to a study in 1994, the users are mainly unmarried
women under age 25 (Kosunen et al. 1997). Older women knew less about thismethod
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than conventional methods. According to the School Health Survey in 1996, almost all
girls in the 8" and 9" grade (mean age 14.8 and 15.8 years) knew about hormonal
emergency contraception. In the 8" grade, the proportion of girls who had ever-used
emergency contraception was 2%, in the 9" grade the figurewas 6%, and in high schooal,, it
was 15%. Two thirds of those users had used the method only once, while the proportion
of multiple usersvaried between 4 and 6 percent inall groups (Kosunen et al. 1999b).

Teenage Pregnancies and Abortions

Teenage pregnancy and abortion rates have decreased by morethan half sincethe mid-
1970s. Because teenage pregnancies are usually unplanned, the trend of pregnancies
reflects changes in sexual activity or contraceptive use or both of them. Based on
research data it is obvious that changes of adolescent sexual activity do not explain
trendsin teenage pregnancies and abortionsin Finland.

Around half of pregnanciesof girlslessthan 20 yearsof agewill endininduced abortion.
Theyounger the girls concerned, the higher the proportion. Asin western countriesin
general, thetrends of pregnancy and abortion rates highly correlate. The only exception
in the Nordic countriesis | celand, where the prevalence of teenage pregnanciesisthe
highest of these countries. However, most pregnancies are carried to term there, and
the abortion rate has been lower than in other Nordic countriesuntil quite recent years.
However, the situation is changing and the number of teenage abortionsis now sharply
increasinginlceland (Gissler 1999).

Sexually Transmitted Diseases

When HIV became public knowledgein themid-1980s, versatile campaignswere started
in Finland to increase condom use and prevent an epidemic of HIV (Tikkanen and
Koskela 1992). One form of public campaign targeted to adol escents was a personal
|etter mailed to the home address of all young people between 15 and 24 years of agein
1987. TheMinistry of Socia Affairsand Health sent theletter and it included information
on preventing HIV and other sexually transmitted diseases. The campaign has continued
sothat every year all adolescentswho will be sixteen yearsold receive thisinformation
package. Besidesapamphlet, the material includesacondom and aletter to the parents.
Since the very first years, the content of the package has increased so that currently,
different topicsof sexual health information are covered morethoroughly.

At the beginning of the 1980s, gonorrheawas still aquite common disease. A decreasing
trend started in the early years of the decade, and this trend accelerated at the end of
thedecade, perhapsonly asaresult of increasing condom use. Theincidenceof gonorrhea
was 13 cases per 10,000 girls aged 15 to 19 years; the new figurewas 2 per 10, 000in
1994. From 1995 101998, the total number of cases has been around twenty cases
among adolescent boysand girls combined.
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Statistics on chlamydia infections have been recorded since 1988. The incidence of
chlamydiadecreased simultaneously with the decreasing trend of gonorrhea: between
the years 1988 and 1994, chlamydia infections decreased 41% in girls aged 15 to 19
(Kosunen 1996). After that, the method of compiling statistics changed twice, so that
the numbers of the recent years are probably not comparable with those of earlier
years. However, the statistics of 1997 and 1998 suggest that chlamydiainfections are
increasing inyoung age groups. Twenty-three percent of all reported venereal chlamydia
infectionsin 1998 were found in adol escents aged between 15 and 19 years. Altogether,
theproportion of young peopl€e' s(aged 15to 24) infectionswastwo thirdsof al chlamydia
infectionsin 1998 (source: www.ktl.fi/ttr). So far, HIV transmissions have not spread
among theteenage populationin Finland. Thetotal number of HIV transmissionsfound
in adolescents aged 15to 19 iseleven, but thefigureis 137 in 20-24 year-olds by June
2000 (Nationa Public Health Institute, unpublished information). Now, HIV isspreading
as an epidemic among users of intravenous drugs in the capital area. Therefore, more
effective preventive measures must betaken in the very near future.

Psychosocial Sexual Health

The concept of sexual health was created to emphasi se, among other goals, that good
sexual health alsoincludes psychosocia well-being. Thismeansthat anindividual per-
sonisfreeto discover hig/her sexuality in that way whichis best for him/her, without
any pressure, fear or anxiety, and with respect for other people.

Weknow very little about the status of psychosocial sexual health among adolescents.
What are those teenagerswho arejust starting their active sexual life thinking? Sexual
maturation of an adolescent includes powerful and rapid changes, both physically and
psychologically. Events of maturation raise many questionsin ateenager, evenfeelings
of fear and anxiety. Ideally, adolescents should be surrounded by safe adults, adults
adolescents feel comfortable with and with whom they can discuss their problems
freely and openly. Relevant knowledge will lessen misunderstandings and unnecessary
fears. For example, masturbation is still associated with hiding and feelings of shame,
evenwith severefeelingsof guilt. Therefore, itisimportant that adolescents get relevant
information through school sex education lessons, which include information about a
variety of topics including masturbation and its role in a young persons sexual
development.

The KISS study in 1992 showed that during the HIV campaigns in the late 1980s
adolescents' knowledge about sexuality improved, but, on the other hand, their sexual
fearsincreased. Thesekinds of studieshave not been carried out in the latter half of the
1990s. Studies among young clients of family planning clinics show, however, that
adolescents need discussion, and they would like to talk about sexuality and couple
relationshipsduring their visit totheclinic.
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Gender socialisationisadevelopmental processthat beginsin early childhood. In spite
of thetrend of increasing equality between genders, old sex-rel ated attitudes <till influence
the sexuality of young people. Sexual activity is “macho” for boys, but for girls
expressionsof sexuality can still mean stigmatisation and loss of reputation.

Invery recent discussions, some public health nursesworking in family planning clinics
have expressed concern about sexual pressure onyoung girls. In particular, aquestion
has been raised about the possibility of the misuse of emergency contraception for
pressing girlsto engagein sexual intercourse. Research data on thistopic isnon-existent
for the 1990s. The KISS Study in the late 1980s showed that between five percent and
ten percent of girlshad reluctantly agreed to their first sexual intercourse after persuasion
(Kontulaand Meriléinen 1988).

Increasing commercial sex and itsvisible rolein all types of mass media can also be
regarded as athreat to adolescent sexual well-being. This probably shapes teenagers
understanding of sexuality and may cause unnecessary pressuresfor both genders. As
an aternativeto commercial information, adol escents need additional sources of relevant
information about dating, human rel ationships, and sexuality.

Weknow very little about growth and devel opment of those adol escents whose sexual
orientation is different from the majority. Homosexuality and bisexuality are seldom
addressed in sex education lessons at school. Although attitudes towards homosexuality
have changed and become more open and accepting in Finnish society, the dominance
of a heterosexual perspective is obvious in the society and among different service
providers.

Adolescents’ Sexual Rights in Finland in the 1990s

Finland and other Nordic countries areamong theleading countriesin both therealisation
and promotion of adolescents' sexual rights. It isnot purely by chancethat the trends of
different indicators of adolescent sexual health (e.g., induced abortions, HIV
transmissions) arefavourable here. However, during the 1990s, some changes occurred
which may have adeteriorating effect on the realisation of adolescents' sexual rights.

In 1994, curricula of comprehensive schools were changed so that the municipalities
had more power to decide about what was taught in their schools. Sex education, which
used to be an obligatory subject at school, was no longer included in the required
curriculum of aschool. Consequently, comprehensive sex education and sufficient level
of sexual knowledge are not provided in every school any more, thus compromising the
foundation for the successful promotion of sexual health later inlife.

School and student health care funding was substantially reduced during the early 1990s
in many municipalities because of the economic depression (L atikkaet. al 1995). These

277



reductionsare very significant because the Finnish organisation of primary health care
does not provide any other services targeted for young people in particular. Although
the economic depression isnow over and there are many signs of improved health and
well-being among adol escents, noimprovement inthe provision of servicesisscheduled.

The changes in services and education provided by the health and education systems
are important from the viewpoint of sexual health; promotion of adolescent sexual
health requires services tailored for adolescents' needs with easy accessibility and
availability. Thosewho counsal adolescents must have specific requirements: they must
have abroad understanding of bio-psycho-socia devel opment and good communication
skills. At its best, school health care has provided thiskind of service. Developing, not
cutting off these services would be the easiest and most economical way of meeting
adolescents' increasing needsfor health services.

Occasionally, there have been discussions about limiting adolescents’ access to
contraceptive services, for example, by setting an agelimit. However, thisisvery difficult,
not only because of individual rate of growth and maturation, but also dueto thelarge
variation of normal development. Putting strict age limits for access to contraception
would & so be against international recommendations and agreements concerning sexual
and reproductiverights. Commitments and legid ation related to such rightsinclude the
International Convention for Children’s Rightsand the Act on the Status and Rights of
Patients, which both give the right of self-determination to achild if he/she is mature
enough to understand them.

If an exceptionally young teenager comesto ask for oral contraceptives, she should not
be given them automatically. Rather the girls' life conditions should be examined more
thoroughly than usual. Need of contraception at an early age (in Finland this usualy
means younger than 14 years) is often associated with awiderange of socia problems.
When achild or young adolescent comesfor avisit to afamily planning clinic, she may
need assistance with other problems. If accessto contraceptive serviceswerelimited by
enforcing astrict agelimit, it would bethe end of oneway to identify and help children
and adolescentswith serious problems

Several indicators during the last two or three years suggest that the favourable
development of adolescent sexual health haslevelled off. Trends of induced abortions
haveturned upwards since 1994. L aboratory reportsindicate that chlamydiainfections
have statistically increased. Increased use of intravenous drugs, in particul ar, hasaready
created asmall epidemic of HIV inthe capital area, which can easily spread through the
rest of Finland. Society must react soon to the worsening conditions by increasing
information and education directed to individuals and communities, as well as by
developing sexual health servicesthat more adequately reflect their current needs.
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