H

University of
HUDDERSFIELD

University of Huddersfield Repository

Hughes, Elizabeth

The sexual health and relationship needs of people with severe mental illness.
Original Citation

Hughes, Elizabeth (2016) The sexual health and relationship needs of people with severe mental
illness. Journal of Psychiatric and Mental Health Nursing, 23 (5). pp. 338-343. ISSN 1351-0126

This version is available at http://eprints.hud.ac.uk/id/eprint/29028/

The University Repository is a digital collection of the research output of the
University, available on Open Access. Copyright and Moral Rights for the items
on this site are retained by the individual author and/or other copyright owners.
Users may access full items free of charge; copies of full text items generally
can be reproduced, displayed or performed and given to third parties in any
format or medium for personal research or study, educational or not-for-profit
purposes without prior permission or charge, provided:

* The authors, title and full bibliographic details is credited in any copy;
* A hyperlink and/or URL is included for the original metadata page; and
* The content is not changed in any way.

For more information, including our policy and submission procedure, please
contact the Repository Team at: E.mailbox@hud.ac.uk.

http://eprints.hud.ac.uk/



The sexual health and relationship needs of people with severe mental

illness.

This paper will explore the sexual health and relationship needs of people
with severe mental illness (SMI), as well as develop an argument that
positive intimate relationships are a fundamental human right for all,

including those with mental health issues.

“Sexual health” as defined by the World Health Organisation (WHO) (2006) is
a global term which is not just about being free from sexually transmitted
infections, but also about the right to a safe and satisfying relationship, and
being able to express ones sexuality. More specifically, it is a right to choose
to be sexually active (or not) or to choose to have sexually intimate
relationships along with access to information and care in relation to sexual
health (WHO, 2006). It is also a human rights issue, not just a health issue
where people with serious mental illness (SMI) have just as much right to
have an intimate relationship (of their choosing) as anyone else. (Berer,
2004; Perlin, 2008; Dixon-Mueller et al., 2009; McCann & Shareck, 2014;

McCann & Sharek 2015).

Sexual health is a global health priority for all. The latest WHO figures of the
global prevalence and incidence of chlamydia, gonorrhea, trichomoniasis,
and syphilis in adult women and men report nearly one million new
infections each day (Newman et al,, 2015). These infections can cause
infertility and other health consequences (Gottlieb et al., 2014). Strains of

infections are emerging that are resistant to antibiotics (Ndowa et al., 2012).
1



There is also a global human immunodeficiency virus (HIV) epidemic, the
WHO estimate that there were approximately thirty seven million people
living with HIV at the end of 2014, with roughly two million new infections
diagnosed worldwide in 2014 (WHO, 2015). Certain groups have been
identified as particularly vulnerable to contracting sexually transmitted
infections and blood borne viruses (BBVs) such as men who have sex with
men, people who inject drugs, sex workers and people from high prevalence
geographical areas such as sub-Saharan Africa (Department of Health, 2013).
There is another vulnerable group who should be considered as a high risk
group: people with SMI (Lagios, 2007). However the sexual health and
relationship needs of this group seems to have been missed off the health

agenda (Hughes et al., 2015).

We therefore argue that promotion of sexual health falls into the remit of
holistic mental health care, and we further argue that mental health nurses

have a clear role to play in this.

Historically, people with mental illness would be incarcerated for life in
asylums, a practice that continued into the 20t century. Their human rights
and citizenship marginalized, and with respect to their sexuality, the general
consensus was one that considered them to be asexual (Dobal & Torkelson,
2004). As such, there was no consideration towards the development of
sexual health or reproductive health policy (Dobal & Torkelson, 2004).
Despite being segregated by gender, people would manage to form
relationships in spite of the regime. The closure of the asylums and the

advent of “care in the community” has offered people with SMI more
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personal freedoms in their adult relationships, however, it has also exposed
them to some risks in those relationships too. These include drugs and
alcohol (Ford et al. (2003)), exposure to sexual exploitation (Elliot et al.,
2004), as well as abusive intimate partners (King et al., 2008). In this
transition from institutional care to integration into the community, it is
questionable how much mental health services have focused on life skills in
order to live well in communities, as opposed to the prevailing focus on
psychiatric symptom relief (McCann, 2010a). There is an attitude of low
expectation on recovery outcomes both from people who live with mental
illness themselves as well as those who provide the service. We see this
reflected in low rates of employment of people with serious mental illness as
well (Mueser et al.,, 2001; Henderson et al., 2005). The recovery movement
(Boardman & Friedli, 2012) promotes the concept of developing a meaning
and purpose in life within the challenges of managing a chronic mental health
condition. However, a criticism of the recovery movement is that it has failed
to emphasise sexual expression and sexual relationships. Mental health
Policy in the UK, Ireland and Australia also fail to acknowledge the
importance of sexuality, sexual relationships and sexual health. In the
absence of adequate support the sexual health and relationship needs of
people with SMI have been overlooked and ignored (Deegan, 2001). For
mental health nurses to provide recovery orientated care, in the context of
human sexuality they need to support people with SMI with their sexual
health and relationship needs (Dein & Williams, 2008; Eklund & Ostman,
2010), and the importance of this area of care should be incorporated into

mental health policy.



Whilst this topic area has largely been ignored, there are some studies which

highlight some of the key concerns regarding sexual health in this population:

Whilst pregnancy rates are low; the rate of un-intended pregnancy is
higher than in the general population (Miller & Finnerty, 1996).
People with SMI are more likely to experience inter partner violence
(IPV) (20% of women with SMI reported I[PV compared to 5.3%
without and 6.9% of men with SMI reported IPV compared to 3.1%
without) (Khalifeh et al., 2015).

People with SMI are also more likely to experience exploitative or
coercive sex (Coverdale et al., 1997; Coverdale et al.,, 2000; Koen et al.,
2007; Miller & Finnerty, 1996) (see risk behaviour section below).
The prevalence of HIV, hepatitis b and hepatitis c are elevated in this
population- this is an objective risk marker for sexual risk taking (as

well as intravenous drug use) (Hughes et al., 2015).

In sum, it seems that people with SMI are facing real difficulties in

relationships including domestic violence, lack of access (or use) of

contraceptives, and risk of BBVs; of which HIV and hepatitis B are sexually

transmitted. Itis important to raise awareness not only of the increased

prevalence of violence and infection in this group, it is also important for

mental health nurses (and the other health and social care professionals) to

understand the circumstances and risk factors related to these unwanted

consequences and be able to screen, educate and intervene if risk behaviours

are identified.



Risk Behaviour

All sexual activity carries some element of risk of infection, unintended
pregnancy and other health risks (Brown et al., 2011a, 2011b; Grassi et al,,
1999). However, we know that some sexual behaviours carry higher risks
than others. For example, anal sex (condomless) is more likely to lead to anal
and rectal tears and bleeding. This means that the HIV virus (and other
infections) can more easily enter the blood stream from body fluids of the
other person (such as semen and vaginal fluid). In addition to sexual
transmission, some BBVs such as hepatitis C are transmitted by sharing
injecting equipment and can also be transmitted via sharing of household
equipment such as toothbrushes and razors if the virus is in dried blood
(Sawayama et al., 2000). This has specific implications for educating people
about avoiding sharing razors and toothbrushes (in hospital wards or shared

accommodation for example).

Whilst there are many studies that have identified rates and types of risk
behaviours engaged in by adults with SMI, only 6 studies have provided
comparative data with the general population. A number of sexual
behaviours that are considered ‘high risk’ in terms of contracting a BBV or
other STIs were consistently reported in six case-control studies (Brown et
al.,, 2010, 2011a, 2011b; Coverdale et al., 1997; Coverdale et al., 2000; Grassi

et al., 1999; Koen et al., 2007; Miller & Finnerty, 1996).

1. Substance use- Substance use is common in the general population as
well as in people with SMI. Of specific interest is intoxication with drugs or

alcohol when sex occurs. It can significantly impair a person’s capacity to
5



consider or use condoms (Weinhardt et al., 2001). However it seems that in
the general population (as well as SMI) that substance intoxication at the
time of sexual activity is fairly common (Brown et al. (2010, 2011a, 2011b).

Grassi et al. (1999) Coverdale et al. (2000) Koen et al. (2007)).

An additional factor to consider is sexual partners who are substance users
‘sex with a partner who uses drugs’ (Brown et al,, 2010, 2011a, 2011b;
Coverdale et al,, 1997; Coverdale et al., 2000; Grassi et al., 1999; Koen et al.,
2007). Brown et al. (2010, 2011a, 2011b) found that twice as many (44.8%)
people with SMI, compared with a non-SMI group had had sex with someone
who had taken drugs or alcohol prior to sex (p< 0.05). Grassi et al. (1999)
also reported higher rates of sex with a partner who uses drugs in an SMI
population (16.7%) compared to a non-SMI group (4.5%) (p=0.016). Similar
trends were also reported in other studies, however, their results were not
statistically significant (Coverdale et al.,, 1997; Coverdale et al., 2000; Koen et
al,, 2007). This indicates the importance of not just asking about the
individual’s risk behaviours but also about the behaviours of the people that

they have sex with (long term partners as well as more casual encounters).

2. Exploitative or coercive sex- Coverdale et al. (1997) reported that people
with SMI were significantly more likely to report being pressured into sex
compared with non-SMI group (34.3% v 7.7% p=0.001). Coverdale et al.
(2000) found that 11% of people with SMI reported that they had been
pressured into having unwanted sexual intercourse compared to 1% of the
control group (p=0.016). Other studies that compared SMI and non-SMI

groups found non-significant results although, continued trends where
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people with SMI reported being pressured into unwanted sex more often

than the control groups (Koen et al., 2007; Miller & Finnerty, 1996).

3. Sex trading- This involves sexual acts being exchanged for a commodity
(often drugs, a place to stay, a meal etc.). This has been found to be more
common in people with SMI (Brown et al 2010, 2011a, 2011b; Coverdale et
al,, 1997; Coverdale et al., 2000; Grassi et al., 1999). Koen et al., 2007

reported higher rates in SMI but this didn’t reach statistical significance.

4. Multiple sexual partners (reported within a 12 month period) -
Hyper-sexuality phases of illness may increase the risk of having multiple
sexual partners (Meade et al., 2008). Coverdale et al. (1997) found a
statistically significant difference between cases and controls for this risk
behaviour, 36.4% of cases compared to 11.5% of the controls (p= 0.006).
Grassi et al. (1999) also found a statistically significant difference; 53.1% of
adults with SMI compared to 30% of the control group reported having
multiple sexual partners (p< 0.01). Two other studies (Brown et al., 2010,
2011a, 2011b; Coverdale et al. 2000) also found that people with SMI were
more likely to report multiple sexual partners in a twelve month period than

healthy controls. However, the results were not statistically significant.

This evidence suggests that people with SMI are more likely to engage in
‘high risk’ sexual behaviours and as such, are more at risk of contracting a
BBV or other STI. The elevated prevalence rates of HIV and other STIs
provide objective evidence that there is a real need to address sexual health

in mental health. The following sections will address the perceptions of
7



sexuality and expression in people with SMI and then we will consider the
role of mental health nurses in promoting positive sexual relationships and

lifestyles.

Perceptions of Sexuality and Expression in people with SMI

There are two stereotypes ‘over-sexed’ and ‘under-sexed’ that exist when we
consider adult mental health and sex. The experience of ‘over-sexed’ has been
acknowledged by Judd et al. (2009) for both men and women as a
characteristic from psychotic disorders and bipolar disorder. In contrast,
‘Under-sexed’ is frequently seen for people experiencing depression, and as
discussed by Krebs (2007) is poorly recognised and treated by health
professionals. As with any stereotype, the truth lies somewhere in the middle
and consistent with other stereotypes, should not be considered as universal
truths. Sexual desire and expression can be seen as symptoms of mental
illness and dismissed as such. This is especially true for people who express
a desire to transition to another gender (transgender), and in order to do this
have to undergo psychiatric assessment to “prove” that this is not simply the
manifestation of a mental illness (Drescher, Cohen-Kettenis and Winter,

2012).

The role of Mental Health Nurses in Promoting Sexual Health

Despite the emerging evidence of sexual health and relationship needs, the
area of sexual health in mental health nursing has received limited attention.
McCann (2010a) undertook a study, which explicitly sought services user’s
views and opinions regarding intimate relationships in a mental health

service in North London, UK. The majority of respondents (90%) felt that
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they had needs in relation to sexual expression and 83% were interested in
having intimate relationships (McCann 2010a). Although 43% of staff were
unable to say whether their clients had intimacy needs, the clients
themselves were fully able to articulate their hopes and expectations on the
topic (McCann 2010Db). In terms of psychosocial aspects of recovery, holistic
assessments of need should include intimate relationships and address the
person’s desires and wishes around forming and maintaining meaningful

relationships (Government of Scotland, 2006).

In another UK study, Hughes and Gray (2009) undertook a survey of mental
health staff about their knowledge and practice in relation to HIV and
schizophrenia in a large mental health care provider in South London. The
response rate was 44% (n=283) and half the respondents were registered
nurses. The majority (80%) agreed that it was part of their role to discuss
sexual health and that only 14% agreed that they felt uncomfortable
discussing sexual health issues. Yet despite this, only 30% reported that they
routinely discussed sexual health. The vast majority of respondents (81%)
said that they did not assess for sexual side-effects of medication. There was
arange of responses to clinical scenarios that suggested a lack of consistency
of approach in the workforce. Around 2/3 of the respondents felt they
needed access to more training and information on sexual health and topics
suggested included challenging attitudes to sexual health, communication
skills to help feel more comfortable in talking about this topic, as well as
more information on infections such as hepatitis B and C, and ethical issues

and dilemmas.



Quinn and colleagues have examined this issue in Australia and found that
(like McCann and Hughes and Gray studies in the UK) nurses in mental health
settings tend to avoid starting a dialogue about sexual health and rarely
addressed it in their role (Quinn, et al., 2011) even though these mental
health nurses were aware of the sexual health problems experienced by

people with a SMI (Quinn, et al., 2011).

However, in a further study Quinn was able to demonstrate that a specific
training session on sexual health, could have an impact on nurse’s behavior.
They found that after training nurses increased their dialogue around sexual
health describing the change process with a 5-As framework (Quinn, et al.,
2013). The 5-As framework acknowledges the difficulties and avoidance for
nurses in including sexual health in care. The change process relying on
education, awareness building and permission to engage with people
regarding sexual health issues. The practice evolves, acknowledging the
importance of sexual health for people with SMI, becoming part of the nurses’
routine repertoire (Quinn, et al., 2013). Whilst promising, its design, as well
as being delivered in one service in Australia, limit the implications of this

study. However this is an area that needs to be explored in further studies.

Conclusion

Sexual health needs are significant in people with SMI], yet have not been
addressed in assessment and care planning in mental health. There is an
important role for mental health nurses in promoting safe and accepting
environments for people with SMI, ensuring that they have access to

information and adequate sexual health assessment to promote optimal
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sexual health. Research has indicated areas where need is greatest. The next
step is to develop assessment tools and interventions that will meet this need
in order to promote sexual health in the widest sense and to empower people
with SMI to have safe, satisfying and supportive intimate relationships. The
locus of care is firmly established in the community and in order for people
to thrive and live independent lives, then the area of sexuality and sexual
expression should be recognized, emerge from the shadows and be firmly
placed on the activities of living agenda. Whilst evidence suggests that mental
health nurses tend to avoid talking about sexual health and relationship
issues with service users, they are aware of their sexual health needs. Nurses
are well placed to not only discuss sexual matters, but to enable people to
develop the necessary life skills to promote sexual expression and to impact
positively upon a person’s recovery experience. Further research is needed
to develop pragmatic interventions to be delivered in mental health services,
as well as supporting staff to feel more comfortable in talking about sex and

relationships.

11



References
Berer, M. (2004). Sexuality, Rights and Social Justice. Reproductive Health

Matters, 12(23), pp.6-11. DOI: 10.1016,/S0968-8080(04)23130-5

Boardman, J. and Friedli, L. (2012). Recovery, Public Mental Health and

Wellbeing, London: Centre for Mental Health and NHS Confederation.

Brown, A., Lubman, D. and Paxton, S. (2010). Sexual risk behaviour in young
people with first episode psychosis. Early Intervention in Psychiatry, 4(3),

pp.234-242.D0I: 10.1111/j.1751-7893.2010.00172.

Brown, A., Lubman, D. and Paxton, S. (2011a). Psychosocial Risk Factors for
Inconsistent Condom Use in Young People with First Episode Psychosis.
Community Ment Health ], 47(6), pp.679-687. DOI: 10.1007/s10597-011-

9370-4.

Brown, A., Lubman, D. and Paxton, S. (2011b). Reducing sexually-transmitted
infection risk in young people with first-episode psychosis. International
Journal of Mental Health Nursing, 20(1), pp.12-20. DOI: 10.1111/j.1447-

0349.2010.00700.

Coverdale, ., Turbott, S. and Roberts, H. (1997). Family planning needs and

STD risk behaviours of female psychiatric out- patients. The British Journal of

Psychiatry, 171(1), pp.69-72. DOI: 10.1192/bjp.171.1.69.

12



Coverdale, J. and Turbott, S. (2000). Risk Behaviors for Sexually Transmitted
Infections Among Men With Mental Disorders. Psychiatric Services, 51(2),

pp-234-238.DOI: 10.1176/appi.ps.51.2.234.

Deegan, P. (2001). Human sexuality and mental illness: Consumer viewpoints
and recovery principles. Sexuality and Serious Mental Illness. P. F. Buckley.

Amsterdam, Harwood academic publishers.

Dein, K. & Williams, P. S. (2008). Relationships between residents in secure
psychiatric units: Are safety and sensitivity really incompatible? Psychiatric

Bulletin, 32, pp.284-287.

Department of Health (2013). A Framework for Sexual Health Improvement in

England. London.

Dixon-Mueller, R., Germain, A., Fredrick, B. and Bourne, K. (2009). Towards a
sexual ethics of rights and responsibilities. Reproductive Health Matters,

17(33), pp.111-119. DOI: 10.1016/S0968-8080(09)33435-7.

Dobal, M. and Torkelson, D. (2004). Making decisions about sexual rights in
psychiatric facilities. Archives of Psychiatric Nursing, 18(2), pp.68-74. DOI:

10.1053/j.apnu.2004.01.005.

Drescher, ]., Cohen-Kettenis, P. and Winter, S. (2012). Minding the body:
Situating gender identity diagnoses in the ICD-11. International Review of

Psychiatry, 24(6), pp.568-577. DOI: 10.3109/09540261.2012.741575.
13



Elliott, D. M., D. S. Mok, et al. (2004). Adult Sexual Assault: Prevalence,
Symptomatology, and Sex Differences in the General Population. Journal of

Traumatic Stress, 17(3), pp-203-211.

Eklund, M. & Ostman, M. (2010). Belonging and doing: Important factors for
satisfaction with sexual relations as perceived by people with persistent

mental illness, International Journal of Social Psychiatry, 56, pp.336-347.

Ford, E., M. Rosenberg, et al. (2003). Managing sexual behavior on adult acute

care inpatient psychiatric units. Psychiatric Services, 54(3), pp.346-350.

Gottlieb, S. L., Low, N., Newman, L. M., Bolanc, G., Kamb, M. and Nathalie
Broutet, N (2014). Toward global prevention of sexually transmitted

infections (STIs): The need for STI vaccines, Vaccine, 32, pp.1527-1535.

Government of Scotland (2006). Rights, Relationships and Recovery: The
Report of the National Review of Mental Health Nursing in Scotland. Scottish

Executive, Edinburgh.

Grassi, L., Peron, L., Ferri, S. and Pavanati, M. (1999). Human
immunodeficiency virus-related risk behavior among Italian psychiatric
inpatients. Comprehensive Psychiatry, 40(2), pp.126-130. DOI:

10.1016/50010-440X(99)90116-5.

Henderson, M., Glozier, N. and Holland, E. K. (2005). Long term sickness and

absence. British Medical Journal, 330, pp.802-803.
14


http://dx.doi.org/10.1016/S0010-440X(99)90116-5
http://dx.doi.org/10.1016/S0010-440X(99)90116-5

Hughes, E., Bassi, S., Gilbody, S., Bland, M. and Martin, F. (2015). Prevalence of
HIV, hepatitis B, and hepatitis C in people with severe mental illness: a
systematic review and meta-analysis. The Lancet Psychiatry. DOI:

0.1016/S2215-0366(15)00357-0.

Hughes, E. and Gray, R. (2009). HIV prevention for people with serious
mental illness: a survey of mental health workers’ attitudes, knowledge and
practice. Journal of Clinical Nursing, 18(4), pp.591-600. DOI: 10.1111/j.1365-

2702.2007.02227.

Judd, F., Armstrong, S. and Kulkarni, ]. (2009). Gender-sensitive mental health
care. Australasian Psychiatry, 17(2), pp.105-111. DOI:

10.1080/10398560802596108.

Khalifeh, H., Oram, S., Trevillion, K., Johnson, S. and Howard, L. (2015). Recent
intimate partner violence among people with chronic mental illness: findings

from a national cross-sectional survey. The British Journal of Psychiatry,

207(3), pp.207-212. DOI: 10.1192/bjp.bp.114.144899.

King, C., ]. Feldman, et al. (2008). Sexual risk behaviors and sexually
transmitted infection prevalence in an outpatient psychiatry clinic. Sexually

Transmitted Diseases, 35(10), pp.877-882.

Koen, L., Vuuren, S., Niehaus, D. and Emsley, R. (2007). HIV/AIDS risks
behaviour in South African Schizophrenia patients. West African Journal of

Medicine, 26(1). DOI: 10.4314/wajm.v26i1.28293.
15


http://dx.doi.org/10.1016/S2215-0366(15)00357-0
http://dx.doi.org/10.1016/S2215-0366(15)00357-0

Krebs, L. (2007). Sexual Assessment: Research and Clinical. Nursing Clinics of

North America, 42(4), pp.515-529. DOI: 10.1016/j.cnur.2007.07.004.

Lagios, K. and Deane, F. P. (2007). Severe mental illness is a new risk marker
for blood-borne viruses and sexually transmitted infections. Australian and

New Zealand Journal of Public Health, 31(6), pp.562-566.

McCann, E. (2010a). The sexual and relationship needs of people who
experience psychosis: quantitative findings of a UK study. Journal of
Psychiatric and Mental Health Nursing, 17(4), pp-295-303.

DOI: 10.1111/j.1365-2850.2009.01522.

McCann, E. (2010b). Investigating mental health service user views regarding
sexual and relationship issues. Journal of Psychiatric and Mental Health

Nursing, 17(3), pp.251-259. DOI: 10.1111/j.1365-2850.2009.01509.

McCann, E. and Sharek, D. (2014). Challenges to and opportunities for
improving mental health services for lesbian, gay, bisexual, and transgender

people in Ireland: A narrative account. International Journal of Mental Health

Nursing, 23(6), pp-525-533. DOI: 10.1111/inm.12081.

McCann, E. & Sharek, D. (2015). Mental health needs of people who identify

as transgender: A review of the literature. Archives of Psychiatric Nursing

(accepted).

16


http://dx.doi.org/10.1016/j.cnur.2007.07.004

Meade, C. S., Graff, F. S., Griffin, M. L. and Weiss, R. D. (2008). HIV risk
behaviour among patients with co-occurring bipolar and substance use
disorders: Associations with mania and drug abuse. Drug Alcohol Depend,

92(1-3), pp.296-300. DOI: 10.1016/j.drugalcdep.2007.07.013

Miller, L. and Finnerty, M. (1996). Sexuality, pregnancy, and childrearing
among women with schizophrenia- spectrum disorders. Psychiatric Services,

47(5), pp.502-506. DOI: 10.1176/ps.47.5.502.

Mueser, K. T., Salyers, M. P. and Mueser, P. R. (2001). A prospective analysis

of work in Schizophrenia. Schizophrenia Bulletin, 27, pp.281-296

Ndowa, F., Lusti-Narasimhan, M. and Unemo, M. (2012). The serious threat of
multidrug-resistant and untreatable gonorrhoea: the pressing need for global
action to control the spread of antimicrobial resistance, and mitigate the
impact on sexual and reproductive health. Sexually Transmitted Infections,

88(5), pp.317-318. doi:10.1136/sextrans-2012-050674.

Newman, L., Rowley, J., Vander Hoorn, S., Wijesooriya, N., Unemo, M., Low, N.,
Stevens, G., Gottlieb, S., Kiarie, ]. and Temmerman, M. (2015). Global
Estimates of the Prevalence and Incidence of Four Curable Sexually
Transmitted Infections in 2012 Based on Systematic Review and Global

Reporting. PLOS ONE, 10(12), p.e0143304.

DOI:10.1371/journal.pone.0143304

17


http://dx.doi.org/10.1016%2Fj.drugalcdep.2007.07.013
http://sti.bmj.com/search?author1=Francis+Ndowa&sortspec=date&submit=Submit
http://sti.bmj.com/search?author1=Magnus+Unemo&sortspec=date&submit=Submit

Perlin, M. L. (2008). Everybody is making love/or expecting rain: considering
the sexual autonomy rights of persons instiutionalised because of mental
disability in forensic hospitals in Asia. Washington Law Review, 83(4), pp.

481-512.

Quinn, C., Happell, B. and Browne, G. (2011). Talking or avoiding? Mental
Health nurses' views about discussing sexual health with consumers.
International Journal of Mental Health Nursing, 20(1), pp.21-28.

DOI: 10.1111/j.1447-0349.2010.00705.

Quinn, C., Happell, B. and Welch, A. (2013). The 5-As Framework for
Including Sexual Concerns in Mental Health Nursing Practice. Issues in Mental

Health Nursing, 34(1), pp.17-24. DOI: 10.3109/01612840.2012.711433.

Sawayama, Y., Hayashi, ]., Kakuda, K., Furusyo, N., Ariyama, I., Kawakami,
Y., Kinukawa, N. and Kashiwagi, S. (2000). Hepatitis C Virus Infection in
Institutionalized Psychiatric Patients. Digestive Diseases and Science, 45(2),

pp-351-356.

World Health Organization, (2015). HIV/AIDS. [online] Available at:

http://www.who.int/mediacentre/factsheets/fs360/en/ [Accessed 21 Dec.

2015].

18



