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Editorial on the Research Topic
 Sexuality education that prioritizes sexual well-being: initiatives and impact




Across the globe, young people are growing up in profoundly contradictory contexts, immersed in an increasingly sexualized media landscape while often receiving sexuality education that is abstinence-focused, heteronormative, and grounded in fear. In such a climate, evidence-based, sex-positive, and pleasure-inclusive sexuality education is not just a luxury—it is a human right. It is also a public health and equity imperative. For too long, sexuality education has been evaluated by what it can prevent: unwanted pregnancy, infection, harassment, violence. This Research Topic asks a different question: what can good sexuality education enable—for young people, educators, families, and communities?

This Research Topic, Sexuality education that prioritizes sexual well-being: initiatives and impact, brings together interdisciplinary contributions from around the world that seek to move sexuality education beyond disease, danger, and discipline—and toward pleasure, justice, and self-determination. Collectively, these articles showcase innovative programs, pedagogical frameworks, and empirical evaluations that argue for sexuality education that is rooted in human rights, affirms young people's autonomy, and treats sexual wellbeing as both a part of health development and a social good.


From risk avoidance to pleasure and agency

A key theme across this Research Topic is the imperative to move from risk-avoidance paradigms to frameworks that center pleasure, agency, and respect. While harm reduction remains essential, an exclusive focus on danger obscures the positive dimensions of sexuality. Balliet and Ford's pornography-literacy curriculum integrates media literacy with consent and safer-sex skills, while O'Kane et al.'s MisconSEXions campaign and Power et al.'s work on digital sexual literacy show how online spaces can be harnessed to build confidence and critical awareness rather than fear. Kang et al. and Pantaleo et al. demonstrate that youth-led and co-designed programs generate expansive, strength-based, and impactful content. Finally, studies on teacher attitudes (Adekola) and inclusive education (Touloupis and Pnevmatikos) underscore the need to move beyond moralistic or fear-driven framings. Together, these contributions affirm that sexuality education should not only prevent harm but also empower young people to experience sexuality as a source of joy, connection, and self-determination.



Youth-led and participatory models

The most powerful innovations in sexuality education emerge when young people are empowered to co-design or deliver the learning that directly shapes their lives. When youth help design the lessons meant for them, education becomes anchored in their realities, their voices, and their vision for the future. Several contributions in this Research Topic illustrate this shift: Pantaleo et al., including their consortium of student co-researchers, outlined a protocol for the authentic co-design of a healthy relationships intervention suitable for senior secondary school students (aged 15–18); Kang et al. evaluate Consent Labs, a youth-led consent and healthy relationships education initiative delivered by peers in secondary and tertiary settings in Australia that significantly improved knowledge and confidence; and Balén et al. show how participatory evaluation strategies can make research itself more inclusive of LGBTQIA+ youth, using the U.S.-based SafeSpace curriculum as a case study. Together, these studies demonstrate that centering youth voices not only strengthens the relevance and impact of educational content but also fosters a deeper sense of ownership and agency.



Workforce capacity

For sexuality education to be effective and transformative, the workforce that delivers it must be well-prepared, well-supported and valued. Several papers in this Research Topic spotlight the pivotal but often precarious role of educators. Macleod and du Plessis frame South African Life Orientation teachers as frontline sexual, reproductive, and mental health workers, especially in traumatized school environments. Teachers report encountering sexual abuse, HIV, neglect, and suicidal behavior among students, but lack training in trauma-sensitive pedagogy and referral practices. Adekola highlights how educator attitudes, beliefs, age differences, health status and personal discomfort can directly undermine classroom implementation. Touloupis and Pnevmatikos extend this focus to primary education, showing how educators' and parents' own prejudices can shape whether inclusive curricula are embraced or resisted. Collectively, these studies remind us that teacher preparation, professional development, and wellbeing are central to delivering sexuality education that truly advances sexual wellbeing.



Systems, community, and services

Sexuality education is also widely shaped and constrained by the broader systems of community, culture and health services in which it operates. Kwok and Kwok examine sexual health access among young female migrant workers in Hong Kong, mapping various individual, interpersonal, community, and sociopolitical factors that create both risks and opportunities for sexual wellbeing. Roux et al. demonstrate how a whole-school, health-promoting approach can normalize menstrual literacy and challenge stigma, while Tibebu et al. extend this systems perspective into health services, finding that satisfaction with comprehensive abortion care in Ethiopia remains suboptimal; underscoring the vital links between education, rights, and the quality of sexual and reproductive health care. These contributions show that advancing sexual wellbeing requires not only innovative curricula and well-prepared teachers, but also supportive institutions, equitable policies, and accessible, respectful health systems.



Digital sexual literacies

Equally transformative are the contributions that reimagine sexuality education for the digital age. Young people are already learning about sex and relationships online, often through exploratory “rabbit holes” of peer-shared content that foster critical reflection as much as they transmit information, as Power et al. demonstrate. O'Kane et al. illustrate how social media can be harnessed to effectively debunk pervasive myths, though engagement and adoption require careful strategy. Balliet and Ford's take this work further with their pornography-literacy curriculum, Navigating Realities, which integrates media literacy, consent, relationships, and safer-sex skills into a rights-based, sex-positive framework. Together, these papers make clear that digital spaces are not simply a challenge to sexuality education—they are a central site for cultivating the literacies young people need to navigate an increasingly sexualized media landscape with agency, critical awareness, and confidence. As governments make policies to restrict young people's access to digital spaces, efforts are needed to ensure we can reach young people where they are with evidence-based and engaging sexuality information.



Implications for policy and practice

The contributions in this Research Topic highlight clear priorities for advancing sexuality education policy and practice. Together, they point to a whole-of-society approach that empowers youth, equips educators, embraces digital realities, embeds inclusion, and connects classrooms to care systems. Important action points include:

	• Frame sexuality education as a rights-based, equity-driven commitment. Embed in national curricula and policies that affirm all young people, including LGBTQIA+ youth, youth with disability, and other marginalized groups.
	• Invest in workforce capacity. Provide educators with ongoing professional development in trauma-sensitive, pleasure-affirming, rights-based pedagogy, and ensure systemic support for their wellbeing.
	• Center youth perspectives in program development. Co-design curricula and evaluations with young people to ensure programs reflect their lived realities.
	• Leverage digital platforms responsibly. Use social media and online spaces as vital tools for literacy-building, myth-busting, and engagement.
	• Advance inclusion and challenge stigma. Design programs and evaluations that explicitly affirm and support marginalized communities.
	• Strengthen health system linkages. Connect sexuality education to accessible, respectful sexual and reproductive health services, embedding it within broader sexual and reproductive rights agendas.



Conclusion

This collection of 12 articles presents a compelling vision: sexuality education rooted in wellbeing, rights, inclusion, and meaningful participation. Together, they map out scalable practices, expose persistent barriers, and celebrate youth-led innovation. Spanning contexts from primary classrooms to digital platforms, and from community programs to clinical services, these studies demonstrate both the urgency and the feasibility of reimagining sexuality education globally. They do not merely anticipate future directions for the field—they are actively charting them.
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Introduction: Poor ovulatory menstrual (OM) health experiences and low levels of OM health literacy compromise the future adult health and wellbeing of female adolescents.
Methods: This qualitative study sought reflections from secondary school staff on an intervention adopting the Health Promoting School (HPS) approach which aimed to enhance wellbeing through improving OM health literacy.
Results: Twenty female school staff from ten schools participated: three deans, 11 Health and Science teachers and six healthcare professionals. Five interviews and three focus groups were conducted, and 12 anonymously notated booklets of the program were returned. Reflective thematic analysis identified six themes: a need for OM health literacy; curricular challenges; teaching perspectives; school socio-emotional environment; community engagement; and resourcing needs.
Discussion: Alignment with a HPS-framework may resolve some barriers to future program implementation, such as curricular restrictions, interprofessional co-ordination and community engagement. Additional barriers, relating to menstrual disdain, knowledge gaps and an absence of professional development, may be addressed with training to ensure that OM health education is framed positively and addresses student wellbeing.

KEYWORDS
 ovulation, menstruation, wellbeing, health literacy, adolescence, Health Promoting School, mental health, strengths-based teaching


1. Introduction

The public health significance of childhood and adolescence is immense because these years of biological, psychological and social transition are foundational to future adult health (Langford et al., 2015). For female adolescents specifically, the ovulatory menstrual (OM) cycle is imperative to growth (Brown et al., 2022) and has been recognized as a vital sign of good health (American College of Obstetricians and Gynecologists, 2015).

However, there are OM health difficulties. Biologically, prevalence amongst 15–19-year-old Australian adolescents for premenstrual symptoms, period pain, mood disturbances and atypical bleeds have been identified as 96%, 93%, 73% and 41%, respectively, (Parker et al., 2010). Psychologically, studies have found poor OM health was associated with mental health difficulties (Bisaga et al., 2002; van Iersel et al., 2016; Yu et al., 2017), including poor self-esteem (Drosdzol-Cop et al., 2017), body dissatisfaction (Ambresin et al., 2012), eating disorders (Ålgars et al., 2014; Drosdzol-Cop et al., 2017), and self-harm (Liu et al., 2018).

Acquiring OM health literacy is valuable. It can be defined as firstly: the discipline of applying OM cycle knowledge and skills to maintain personal health by reference to ovulation which drives menstruation and with due cognizance of life stage and/or stressors; and secondly: confident engagement and active co-operation with healthcare providers to restore good OM health as needed (Roux et al., 2023a, 2023b). OM health literacy is useful over the lifespan since OM cycles usually last for about 40 years (Vigil, 2019). As the OM cycle is a biopsychosocial phenomenon (Chrisler and Gorman, 2016), OM health literacy offers confidence to address menstrual shame and stigma (Johnston-Robledo and Chrisler, 2013). This may bode well for the liminal and healthy experiences of menarche, fertility, breastfeeding (Johnston-Robledo et al., 2007) and menopause.

However, studies have noted low levels of OM health literacy. For example, a narrative review of 61 studies highlights poor menstrual health literacy amongst adolescents in low-, middle-, and high-income countries (Holmes et al., 2021). A Turkish study concluded that 922 10–17-year-old girls had unsatisfactory knowledge of acceptable cycle parameters (Isguven et al., 2015). Similarly, of 442 15–18-year-old British girls, 27% were unsure about period duration and 30% about regularity (Randhawa et al., 2021). Finally, a qualitative study of 28 14–18-year-old Australian girls found a poor understanding of ovulation (Roux et al., 2023a, 2023b). Given the OM cycle’s longevity and health impact, a review of OM health education has been recommended (Isguven et al., 2015; Armour et al., 2021; Holmes et al., 2021; Randhawa et al., 2021).

Schools are an appealing setting for OM health education and promotion for several reasons. Firstly, students spend much of their child and adolescent years at school (Burrows and Johnson, 2005; Li et al., 2020). In addition, health and education are intrinsically linked (Langford et al., 2017) and the organisational potential of schools lends itself to a comprehensive, sustained, efficient and cost-effective realisation of various public health initiatives (Langford et al., 2015; Li et al., 2020). Finally, schools can be agents of change (Turunen et al., 2017), by helping students develop skills to live well (Wyn, 2007), promoting wellbeing (Powell et al., 2018; Raniti et al., 2022), and influencing perceptions of menstruation (Burrows and Johnson, 2005). Furthermore, it is in schools’ interests to address the absenteeism and compromised academic performance which are associated with poor OM health (Armour et al., 2019).

For Australian schools, health literacy underpins the Australian Curriculum for Health and Physical Education [HPE; Australian Curriculum Assessment and Reporting Authority (ACARA), 2023]. It uses the Health Outcome Model which sequentially organizes health literacy acquisition beginning with basic fundamentals (functional health literacy), proceeding to application and communication skills (interactive health literacy) and culminating in capabilities to discern broader health-related matters impacting self and others’ wellbeing (Nutbeam, 2000). These progressive levels of health literacy offer increasing autonomy and personal empowerment (Peralta et al., 2021). It has been argued that the Model is suited to adolescents because its accumulative progress from functional to critical health literacy aligns with the trajectory of their cognitive and social development (Sansom-Daly et al., 2016).

Over three decades ago, the concept of a “health-promoting school” (HPS) was advocated by the World Health Organization’s (WHO) Ottawa Charter for Health Promotion (World Health Organization, 1986). Briefly, the WHO’s HPS-framework is a holistic whole-school approach to promoting both health and educational outcomes and recognizing their intrinsic relationship (Langford et al., 2015). A HPS can be considered as a school which consistently strives to be a healthy setting for learning, teaching and working (World Health Organization and the United Nations Educational, Scientific and Cultural Organization, 2021). The WHO defines eight aspirational standards for HPS which are intended to function as a system. These are as follows:

	- Standard 1: government policies and resources;
	- Standard 2: school policies and resources;
	- Standard 3. school governance and leadership;
	- Standard 4: school and community partnerships;
	- Standard 5: school curriculum;
	- Standard 6: school social–emotional environment;
	- Standard 7: school physical environment; and
	- Standard 8: school health services.

The HPS-framework therefore captures the details of school systems and functions within a broader context. Ideally, health literacy is embedded throughout the HPS-framework (World Health Organization and the United Nations Educational, Scientific and Cultural Organization, 2021).

A range of interventions adopting the HPS-framework have been implemented. Langford’s global review of cluster-randomised controlled trials of 67 interventions documented two sexual health and two wellbeing interventions (Langford et al., 2015). A subsequent reflection noted that evidence was lacking for outcomes of mental or sexual health particularly among older adolescents and engagement with families and communities was weak (Langford et al., 2017). The absence of families is particularly regrettable given their influence on health-related knowledge, attitudes and behaviours (Peralta and Rowling, 2018).

Specifically for OM health education, a systematic literature review found the dominant approach of 16 interventions was deficit-oriented (Roux et al., 2021). Deficit models begin with identifying a problem (Gharabaghi and Anderson-Nathe, 2017), then emphasize difficulties and devise programs using problem-focused language (Joseph, 2008). By focusing on problems (such as period pain, mood disturbances or atypical bleeds), deficit-oriented programs may risk perpetuating the stigma of menstruation as a negative function (Roux et al., 2021). Furthermore, such programs lack the ability to promote and build on positive qualities (Noble and McGrath, 2008).

This study forms part of a broader formative research project to develop and trial an OM health literacy intervention program which is centered on the Whole Person; positively frames the OM cycle as an intrinsic sign of good health; maps health literacy outcomes to the HPE curriculum; and engages parents and external healthcare professionals (Roux et al., 2019). To the best of our knowledge, this program is the first to address OM health literacy within a HPS-framework. This article reports on the study’s aim to face validate this proposed intervention program by collecting qualitative data from a variety of secondary school staff.

Throughout this manuscript, terms such as females/males, girls/boys, and women/men are used in relation to sex (i.e., biological characteristics or reproductive organs), which may differ from gender identity.



2. Materials and methods


2.1. My Vital Cycles® program

Diverse methodological approaches were used to inform different stages of the OM health literacy program development (Roux et al., 2019), as is considered best practice (Duggleby and Williams, 2016). Firstly, a systematic literature review of school-based menstrual health education interventions informed the elements of program (Roux et al., 2021). A Delphi panel of 35 health and education professionals then provided the program’s content validation (Roux et al., 2022), which was simultanesouly mapped to the Western Australian HPE curricula for Years 8 to 10 (School Curriculum and Standards Authority, 2017). Face validation of the program was then conducted with 28 girls aged 14–18 years from 11 schools and five mothers (Roux et al., 2023a,b), who voted for the name “My Vital Cycles” (MVC).

The strengths-based approach of MVC begins with its emphasis of the Whole Person, whereby the physical, social, emotional, intellectual and spiritual or meaning-making aspects are addressed in equal measure. For example, the program is punctuated with guided conversations on rites of passage, future fertility and using the OM cycle for different aspects of life such as individualizing athletic training regimes (Oleka, 2019). The program’s holistic orientation then seeks to build competency (Noble and McGrath, 2008) in curricular-mapped OM health literacy skills.

Table 1 provides an outline of MVC lessons and delivery location. Nine lessons are offered, of which six are taught within the HPE curriculum, one is a school event involving parents, and two lessons are completed at home. OM health literacy is assessed using a validated questionnaire (Roux et al., 2023a,b).



TABLE 1 Outline of My Vital Cycles®: an ovulatory menstrual health literacy program.
[image: Table showing lessons with content, health literacy domains, and locations. For nine lessons, content includes genealogy and communication. Domains include functional, interactive, and critical. Locations vary from home discussions to in-class activities.]



2.2. Design

The qualitative study design employed written reflections, interviews and focus group discussions (FGDs) with school staff, including HPE and Science teachers, counsellors (such as psychologists and chaplains) and nurses. The study was conducted in 2020 and was guided by COREQ (Tong et al., 2007). Ethics approvals were provided by Curtin Human Research Ethics Committee (HRE2018-0101) and Catholic Education Western Australia (RP2018/44).



2.3. Participants

The school principals of 39 Independent and Catholic schools in the Perth Western Australia metropolitan area were approached for permission to invite their teachers and healthcare professionals to participate in the study. Ten school principals consented for their school to be involved. Individual participants who expressed interest were given an Information Statement which described the study’s aims, participation requirements and data management. Interested participants signed their own Consent Form.



2.4. Data collection

Prior to interviews and FGDs, a MVC booklet containing all lessons and assessments was given to each participant. Participants were given three weeks to write their anonymous reflections directly onto the booklet and to return it to the research team.

The school health literacy literature (Peralta and Rowling, 2018) informed the development of a semi-structured discussion guide (see Table 2). The discussion initially focused on the school’s current provision of menstrual health education and care. Participants’ opinions about the MVC program were then discussed. Open questions and prompts were used to guide participant-led discussions (Gill et al., 2008; Galletta and Cross, 2013).



TABLE 2 Discussion questions and prompts.
[image: Text outlining questions on menstrual health education and a proposed program. Part 1 addresses current menstrual health education with prompts about how it is managed and taught in schools. Part 2 introduces the “My Vital Cycles” program, asking for thoughts on its implementation, integration into the curriculum, and community connection.]

Interviews of ≈45 min and FGDs of ≈50 min were conducted face-to-face at each school. They were facilitated by author FR, audio-recorded and transcribed verbatim. Notations in the booklets were copied verbatim in table form against each lesson, and indicated school staff role and school type. Codes de-identified participants and are based on staff role, data collection points and school type (co-educational or girls-only).



2.5. Data analysis

Reflective thematic analysis provided flexibility for inductively-developed analysis, which enabled descriptive and interpretative accounts of the data (Braun and Clarke, 2022). A six-phase protocol was followed to analyze the transcripts thematically (Braun and Clarke, 2006). Data familiarisation occurred by rereading transcripts with the recordings to ensure accuracy. The cleaned transcripts were then imported into QSR International NVivo® Release 1.4(4), and coded line-by-line. Data units (words, expressions or sentences) were categorized into common codes which represented participants’ experiences and reflections (Willis et al., 2016). Constant comparison analysis strategies were used to analyze the transcripts which involved continually comparing and sorting the codes as more data were collected (Fram, 2013; Braun and Clarke, 2021). FR and JH undertook this initial analysis by reviewing each code. Hard-copy printouts of preliminary codes were shared with the research team, who questioned interpretations and conclusions. Coding was revised and connections amongst code categories were explored to find relationships that generate themes and subthemes (Corbin and Strauss, 2008). Data dependability was maintained by reference to the cleaned transcripts. Bias was minimised by constant comparative data analysis (Bryman, 2016) and the continuous evaluation of FR’s and JH’s roles within the study (Biggerstaff and Thompson, 2008).




3. Results

The 10 participating schools comprised five co-educational and five girls-only schools within the Independent and Catholic sectors. All were located in Perth metropolitan, Western Australia. Their Indices of Community Socio-Educational Advantage (ICSEA) ranged from 906 to 1,193 [Australian Curriculum Assessment and Reporting Authority (ACARA), 2013]. The ICSEA is a value which reflects the levels of socio-educational advantage a given school’s student population enjoys relative to other schools. The benchmark average is 1,000, with values above or below indicating students’ level of socio-educational advantage. This value is influenced by students’ family background (such as parental occupation and education) and school-level factors (such as geographic location and proportion of Indigenous students). It does not measure academic performance or school wealth [Australian Curriculum Assessment and Reporting Authority (ACARA), 2013].

There were 20 female participants of whom 14 were educators (specifically, three Deans, eight HPE teachers and three Science teachers) and six were healthcare professionals (specifically, two counsellors and four nurses). Five interviews and three FGDs with 15 participants were conducted. Twelve anonymously notated booklets returned, giving a return rate of 60%. No participants took up the offer to review their transcript. Table 3 summarizes the composition of participating school staff and lists the deidentification codes in the footnote to reflect individual school staff’s profession; the data collection point; and the school type.



TABLE 3 Composition of school staff.
[image: Table displaying data on school types, staff roles, and data collection points. Schools A to J are categorized as either girls-only or co-ed. Staff roles include Dean, Teacher Health, Teacher Science, Counsellor, and Nurse. Data collection is via interview and focus group, with a notation column summarizing entries. Total counts are provided for each category, with five entries for girls-only and co-ed, and various counts for staff roles and data collection methods.]

Six themes were identified: a need for OM health literacy; curricular challenges; teaching perspectives; holistic school environment; community engagement; and resourcing needs. These and 18 subthemes are presented with illustrative quotes in Table 4.



TABLE 4 Illustrative quotes linking the WHO’s Health Promoting School Standards to My Vital Cycles®.
[image: A table presents themes and subthemes related to health literacy needs, curricular challenges, teaching perspectives, school social-emotional environment, community engagement, and resourcing needs. Each subtheme is supported by illustrative quotes discussing topics like menstrual problems, shame, curricular alignment and omissions, teaching strategies, involvement of male teachers, and community and parental engagement. The quotes are attributed to various sources such as teachers, counselors, and nurses, highlighting perspectives on the need for comprehensive health education and systemic support in schools.]


3.1. Theme 1: a need for OM health literacy

The theme of a need for OM health literacy included the subthemes of poor knowledge (1.1), menstrual problems (1.2), shame (1.3), and holistic approach (1.4).

There was unanimous agreement that girls lacked functional OM health literacy which includes basic anatomy and cycle processes (subtheme 1.1), as relayed by one nurse:

 We've had situations where we've even said, “this could be ovulation pain” and they look at you like they have never heard of ovulation before. If we ask, “do you know where your ovaries are; do you know how this works?”, it’s like we’re speaking a foreign language to them. Yeah. And we think, “oh my gosh, how could they not be learning this?” (Nurse-FGD3-GirlsOnly).



Teachers observed that girls’ menstrual problems (subtheme 1.2) impacted their schooling negatively, as one explained:


They're vomiting they're in so much pain and they're unable to focus. So it affects their attendance (TchrHealth-IV2-Coed).
 

One nurse reflected how having OM health literacy would enable girls to manage dysmenorrhea better:


And I guess if you know your cycle very well and you can chart it, then you know you're probably going to get your period tomorrow. And then you can start on your Ponstan®, Midol™, whatever, the day before or two days before. But [sighs], no. So we've got one next door at the moment. Well, she's taken Panadol® this morning, but of course that's worn off. And it’s gotten so bad now that she just wants to lay in bed, vomiting and curled up, doubled over in pain. And then that takes her out of class for probably the rest of the afternoon. (Nurse-FGD3-GirlsOnly).
 

Relatedly, girls’ shame was raised (subtheme 1.3) as follows,


You have to keep it secret, or you only talk with your best friends in a hushed little circle. So I think there's a fear of saying something's wrong (TchrHealth-IV2-Coed).
 

A typical reaction to how MVC managed shame was expressed as follows,


I really like the way that it's giving the girls just that openness to talk (TchrHealth-IV4-GirlsOnly).
 

The holistic approach of MVC was valued (subtheme 1.4), as notated,


I like the idea of the ‘whole’ person paradigm (TchrHealth-N10-GirlsOnly).
 

Others volunteered,


What I liked about it is its life skills (TchrHealth-IV4-GirlsOnly).
 

Another reflected on menarche’s liminality:


I actually think it's lovely to go back to where the first period was something significant and something to be, I don't know, celebrated isn't the right word, but certainly acknowledged that something has happened. (TchrHealth-FGD1-Coed)
 

Participants agreed that girls’ management of menstrual problems is hampered by their poor OM health literacy and shame. A holistic approach was considered a positive way to address this.



3.2. Theme 2: curricular challenges

The theme of curricular challenges included the subthemes of current omissions (2.1), alignment (2.2), restricted time (2.3), and alternative curricula (2.4).

Teachers agreed that both within HPE and Science (subtheme 2.1),


There’s definitely ways to teach the menstrual cycle better (TchrHealth-FGD2-GirlsOnly).
 

As one teacher emphasized:


I do think that we do need to start teaching the girls not just puberty in Year 7 and leave it at that, because that doesn't cover everything. And there are a lot of misconceptions. How else do they get their health information? And part of the Health curriculum is looking at developing health literacy. And this is a big part for women's health literacy: to know how to speak about their periods and how to seek help when they need it. And what they're reading online: is that true or is that not true? How do they work that out? What's really important is if they have a good foundation. Then they can discern that. (TchrScience-IV1-Coed)
 

It was confirmed that teachers do not want to reinvent wheels (TchrScience-IV1-Coed). The fact that MVC covers so many areas of our curriculum (TchrHealth-IV4-GirlsOnly) was attractive (subtheme 2.2).

However, time restrictions prevented it being accommodated in the HPE curriculum (subtheme 2.3), because:


… of the bigger picture of everything that we've got to cover: sex, drugs, alcohol, fitness, yeah, it's really squished (TchrHealth-FGD2-GirlsOnly).

Quite simply, we cannot take anything else on, until it’s mandatory (TchrHealth-IV2-Coed).
 

Alternative ways to accommodate the program were suggested (subtheme 2.4). For example, within a wellbeing curriculum, or any of the following alternatives:


a separate series after schools as a community event (Dean-FGD1-Coed); co-curricular slash events (Nurse-FGD2-GirlsOnly); and as part of our girls’ camp (TchrHealth-IV3-Coed).
 

One HPE teacher also suggested that the program could also be split across different years within the same curriculum as follows:


There's a couple of things that we could even slide into our Year 8 program so that when they get to Year 9, it's not all new to them. Yeah, in Lesson 3 there's two options of activities. I thought, well, option one would fit nicely at Year 8, and then option two we'd do in the Year 9s. So they see both. Yeah, I like it. (TchrHealth-IV4-GirlsOnly)
 

Another alternative was dividing the program across the HPE and Science curricula, as one teacher explained,


So it's not like you have to teach it through Health, but you can … The Year 8 Science curriculum is when they do reproduction. The main focus is on body systems and how they work together. So that could definitely be moved later to when they're more mature and that wouldn't have a big impact. And then the Health curriculum is quite flexible. So that, I guess wouldn't really need to be changed too much. I think you could kind of pull it together. (TchrScience-IV1-Coed)
 

Although the value of teaching OM health literacy and MVC’s alignment with the HPE curriculum were recognised, restricted time was the reason for not accommodating it. Alternative ways of delivering the program included alternative curricula, or across multiple years of the HPE curriculum, or across both the HPE and Science curricula.



3.3. Theme 3: teaching perspectives

The theme of teaching perspectives included the subthemes of comprehensiveness (3.1), male teachers (3.2), and managing boys (3.3).

Participants understood that the program’s in-depth OM cycle science facilitated the instructions on charting (subtheme 3.1). One HPE teacher reflected that the discipline of charting:


… would give them [girls] so much insight into their own cycles (TchrHealth-FGD1-Coed).
 

Furthermore, a school nurse explained that this form of personalized learning is better remembered since:


… you never forget because it’s going on in you (Nurse-FGD2-GirlsOnly).
 

However, reservations were expressed regarding lessons being delivered by male teachers (subtheme 3.2), for example:


I just don't know how the girls would respond to a male staff member trying to teach them about something they know zero about. (TchrHealth-FGD2-GirlsOnly)
 

One school healthcare professional countered this as follows,


Yeah, I think if the guys were invested in this, it would be a lot different for the girls. Definitely, because it's like receiving information from a doctor. They wouldn't blink an eye. I mean, a lot of them would probably prefer seeing a female doctor. But it depends on how it's approached, yeah, and their demeanour. (Nurse-FGD2-GirlsOnly)
 

With regard to teaching boys and girls together (subtheme 3.3), it was generally accepted that:


… girls would feel uncomfortable with the boys around (TchrHealth-IV2-Coed).
 

Equally however, it was also agreed that it would:


… be great for boys to have a part of these lessons (Counsellor-N12-GirlsOnly).
 

As one teacher explained,


A couple of months ago, one of the Year 11 boys came to me and he said, “I've got a lot of questions about ovulation”, and I just loved that. Yes, I understand that girls would like to talk by themselves, and boys might not behave in an understanding way. But this is important because if boys don't understand ovulation, then it puts a lot of the contraception stuff onto the girls, which isn't fair. They need to understand what's happening for the girls if they're going to enter into a relationship with them. (TchrHealth-FGD2-Coed)
 

MVC was considered a comprehensive education of OM health, and was important for boys’ learning too. However, circumspection may be required for its delivery by male teachers.



3.4. Theme 4: school socio-emotional environment

The theme of the school socio-emotional environment included the subthemes of health services (4.1), “it takes a village” (4.2), and menstrual disdain (4.3).

There were differences between the healthcare facilities in schools (subtheme 4.1): ranging from a Wellness Centre with nurses (Counsellor-IV5-GirlsOnly), to a first aid room (Dean-FGD1-Coed). In schools with healthcare professionals, nurses were keen to be included in teaching, as follows:


We haven't historically been included [in the HPE curriculum]. We are always open to be included and have offered our support and services before. (Nurse-FGD3-GirlsOnly)
 

This contrasted with the account of another school, which suggested that their experience could be used similarly for delivering MVC (subtheme 4.2), as follows:


We traditionally have always been involved in teaching … We used to run the FRIENDS program with Year 7s. And we found that model works really well because we knew the whole cohort had those basic lessons. And then if they come and see us individually, we're like, “okay, do you remember what we did in the FRIENDS program?”, and then we build on from there. And it is so useful to have that model where everyone's got a basic knowledge, and then whoever needs something more, you're there to help them with that next step. And I can see this [MVC] working in a very similar way. (Counsellor-IV5-GirlsOnly)
 

Participants pointed out the value of distilling the efforts of all school staff into the program, for example:


If we worked the program together, it’s lots of different disciplines on board. Just many heads is better than one; yeah, helps with compliance, longevity, information, all that type of thing. (Nurse-FGD3-GirlsOnly)
 

Some participants expressed negative attitudes towards the cycle (subtheme 4.3). Statements included dismissal of the cycle’s intrinsic value and resentment as the following quotes illustrate:


… really, when you look at it, there’s not a lot to be positive about (TchrHealth-FGD1-Coed)

I hate it, and it’s unfair (Dean-FGD1-Coed).
 

One notation conveyed disgust,


OMG. Just looking at this makes my stomach churn – just YUCK! (TchrHealth-N4-Coed).
 

Schools offered health service facilities of varying types. One notable example was the involvement of healthcare professionals in teaching. However, in terms of a healthy social–emotional environment for OM cycle education and care, it was apparent that stigma persisted as menstrual disdain.



3.5. Theme 5: community engagement

The theme of community engagement included two subthemes of parents on board (5.1) and external engagement (5.2).

There was explicit support for including parents in the program (subtheme 5.1), specifically because:


Mum wants to be on board (TchrHealth-IV2-Coed).
 

As one teacher explained:


I think it is good thing to have that parent event because this is sensitive. It's personal. Yeah, it’s sensitive; especially if you have conservative parents. (TchrHealth-IV4-GirlsOnly)
 

However, some participants offered a realistic perspective by observing,


… where we get parent support, that’s a bonus (TchrScience-IV1-Coed).
 

In another school with a similar experience, one HPE teacher added the following:


… there are some parents that don’t engage, or very minimal engagement (TchrHealth-FGD1-Coed).
 

With regard to community engagement with external healthcare professionals (subtheme 5.2), a number of participants perceived possible barriers for getting guests in (Counsellor-N12-GirlsOnly). One teacher explained the possible reasons:


I think getting the health professionals to come in might be a little bit challenging, especially for rural or remote schools like us. Yeah. We do have a GP [General Practitioner] down the road, which is handy. But availability? Yeah, that would require planning and coordinating. (TchrScience-IV1-Coed)
 

Overall, the participants maintained that including parents was important, albeit challenging. However, barriers to engaging external healthcare professionals were their availability and teachers’ efforts to organize their visits.



3.6. Theme 6: resourcing needs

The final theme of resourcing needs included two subthemes of training (6.1) and support (6.2).

Most participants admitted that MVC presented them with new knowledge, including one Science teacher who notated,


I am picking up so much enlightening info that I will use in my Human Biol lessons (TchrScience-N9-GirlsOnly).
 

Consequently, it was recognised that training is needed (subtheme 6.1), as noted by a HPE teacher:


There would have to be substantial pre-training for those teachers over and above what they are expected to know, but also in terms of the actual delivery practice. (TchrHealth-N1-Coed)
 

In addition, support was recommended (subtheme 6.2) given the following reason:


… the cycle is arguably the most complex system for ADULTS to get their heads around – let alone girls (TchrHealth-N4-Coed).
 

As one HPE teacher further explained,


I think it's an area that even for some female teachers, they don't want to touch on … whereas, if this was a learning package that schools could buy, I think teachers would feel more comfortable that they've got backup. (TchrHealth-IV4-GirlsOnly)
 

Given the complexity of OM cycle science in addition to its stigma, participants recognised the need for training and ongoing support for MVC to be delivered in schools.




4. Discussion


4.1. Current state of menstrual health education

The results have revealed two important findings. Firstly, school staff understand girls’ OM health difficulties and the impact on their schooling. This has been similarly reported elsewhere. For example, in the United Kingdom (UK), 88% of teachers surveyed (n = 789) perceived that girls’ cycles affected school attendance, personal performance, confidence, mood and attitude (Brown et al., 2022). Equally in the United States of America (USA), 81% of teachers (n = 209) believed that menstrual embarrassment and poor OM health impacts learning because of difficulty with focusing, absences, and anxiety (Huseth-Zosel and Secor-Turner, 2022).

Secondly, participants confirmed that although puberty is taught, OM health literacy currently is not taught in their schools. Studies elsewhere have similarly suggested that health education needs to extend beyond puberty lessons (Koff and Rierdan, 1995; Li et al., 2020) to cover ovulation (Roux et al., 2021), OM health dysfunction and seeking medical care (Li et al., 2020).



4.2. Addressing barriers to implementation

Although MVC received remarkable support in principle, barriers to its implementation were highlighted, specifically menstrual disdain; school staff’s knowledge gaps; absence of professional development; curricular restrictions; interprofessional co-ordination; and community engagement.


4.2.1. Menstrual disdain

Similar to a UK survey of teachers (n = 789), some participants framed their personal menstrual experiences variously with resentment or disgust, which may have influenced their delivery of care or education (Brown et al., 2022). This UK study further reported that less than 50 per cent of educators were comfortable teaching the cycle irrespective of their years of teaching experience (Brown et al., 2022). MVC intentionally adopts a strengths-based approach (Wilding and Griffey, 2015). Its lessons comprehensively present all of the OM cycle as an intrinsic sign of good health whilst pragmatically addressing common OM dysfunctions. Using the HPS-framework, its positive message can be taught through the HPE and Science curricula, and embedded in complementary healthcare practices, parent workshops and instructions for guest speakers. Since information alone is insufficient to address reviled or stigmatised subjects (Bulanda et al., 2014), these multiple support layers of the HPS-framework offer the possibility of collectively redressing menstrual disdain, including its shame and stigma (Johnston-Robledo and Chrisler, 2013).



4.2.2. School staffs’ knowledge gaps

Whilst a strengths-based approach may neutralize menstrual stigma, knowledge gaps are possibly another reason for educators’ discomfort in teaching the cycle (Brown et al., 2022). This study has shown that a correct understanding of the OM cycle is not guaranteed simply by membership of the population which commonly experiences it. The fertility literature confirms this, where only 12.7% of women (n = 282) motivated to get pregnant struggled to identify their most fertile time (Hampton et al., 2013). It has been suggested that current menstrual education is overly focused on science rather than symptom management or lived experience (Brown et al., 2022). In contrast, this study highlighted the need for better-quality science teaching. Participants recognized the innate complexity of the OM cycle, including their own lack of OM health literacy. It is only when this has been comprehensively addressed can school staff be reasonably expected to guide discussions on symptom management and lived experience.



4.2.3. Absence of professional development

Similar to this study, an absence of professional development was reported by a UK study in which 80% of teachers (n = 789) maintained that training would improve menstrual education (Brown et al., 2022). Equally, a USA study emphasised educating teachers on how to positively address menstrual experiences to foster a more supportive learning environment (Huseth-Zosel and Secor-Turner, 2022). In Australia, even teachers with experience in sexual health education described the need for regular training to enhance knowledge, update skills and master innovative teaching strategies (Burns and Hendriks, 2018). Furthermore, comprehensively designed training programs would appropriately equip male teachers with the knowledge, skills and confidence to deliver menstrual education positively. The HPS-framework explicitly draws attention to the need for school policies and resources which include the development of school staff (HPS Standard 2).



4.2.4. Curricular restrictions

The challenge of limited curricular time highlighted in this study is similar to the findings of a UK study (Brown et al., 2022). The biopsychosocial nature of the OM cycle itself might hold the key to effectively addressing this challenge. Based on participants’ reflections, MVC lessons could be shared between biology in Science, and psychosocial wellbeing in the HPE curricula. The lessons could also be spread across years, and in extracurricular activities such as camps. Firstly, this may help students become convergent thinkers because they would process, merge and interchange their thought-processes across subjects (Peralta et al., 2017). Secondly, achieving a balance of comprehensively teaching a mixed gender class whilst providing opportunity for conversation and openness in a single gender class (Brown et al., 2022) becomes more realistic. Furthermore, tying functional (knowledge-based) OM health literacy to academic outcomes may hone the attention of otherwise disruptive male students. These novel approaches are best facilitated through the HPS-framework because Standards 3 and 5 capture the cross-discipline collaboration that would be needed amongst HPE and Science teachers.



4.2.5. Interprofessional co-ordination

Standards 3, 5 and 8 of the HPS-framework facilitate interprofessional co-ordination because a school’s healthcare team would work alongside the teachers in curriculum planning and assessment in delivering uniform and timely health interventions. This process also recognizes that a school’s healthcare team may wish to be involved in health education (Burns and Hendriks, 2018), which was endorsed by this study’s healthcare participants. School nurses particularly are uniquely placed as possible mentors because they are trained in therapeutic communication and health promotion (Moore et al., 2022). Although Australian school counsellors are less frequently involved in sexual health education (Mitchell et al., 2014), the holistic approach of MVC necessitates their inclusion.



4.2.6. Community engagement

Standards 3, 4 and 5 of the HPS-framework facilitate the development of a support network into the broader community. Not only do students value lessons from external health professionals (Isguven et al., 2015; Pound et al., 2016; Ezer et al., 2019; Li et al., 2020), such arrangements could offer continuity of care for sufferers of menstrual dysfunction. They can also build capacity within a school. For example, New Zealand schools are mandated to consult biannually with their community for health education, which includes collaboration within and across schools and with external services. It has been noted that this collaboration has shaped sexual health education delivery and professional development of teachers (Dixon et al., 2022). The HPS-framework drives active collaboration rather than “one-off” presentations by external providers as a substitute for teachers’ lack skills or confidence (Goldman, 2011; McCluskey et al., 2019). Addressing these becomes a priority because teachers’ knowledge of their students and the learning environment positions them well for providing sexual health education (Goldman, 2008).

Standards 3, 4, 5, and 8 of the HPS-framework explicitly recognize the importance and role of parents in caring for the health of students, their children. Particularly in OM health education, the literature recognizes the importance of the mother-daughter relationship (Koff and Rierdan, 1995; Isguven et al., 2015; Afsari et al., 2017; Li et al., 2020). Participants fully supported the three MVC lessons which involved parents. However, possible barriers to their involvement included parents’ lack of time and / or interest, as well as the additional efforts for school staff to arrange events.




4.3. Strengths and limitations

To our knowledge, this is the first research in which menstrual health education is aligned with the HPS-framework. Furthermore, it includes measurable academic outcomes and intentional parent engagement, both of which have been lacking in previous studies (Langford et al., 2015; Thomas and Aggleton, 2016). Although the proposed program addressed most of the eight aspirational standards for HPS (World Health Organization and the United Nations Educational, Scientific and Cultural Organization, 2021), it did not address Standard 1 for government policies and resources, and Standard 7 for the school physical environment.

This study collected data through annotated booklets, interviews and FGDs. Multiple methods of data collection for the same phenomenon are considered to add validity (Cohen et al., 2017). However, the non-return of some booklets may have reduced the full richness of data possible. Reasons for non-return were not collected for this study.

Selection bias may be present as school staff who were interested in OM health more likely participated. Although invited to participate, there were also no male participants.

A strength of this study is the range of schools both below and above the average ICSEA value of 1,000, indicating that schools from across different socio-educational advantage or disadvantage were included in this study. However, the data was collected from Independent and Catholic school staff in metropolitan Western Australia and cannot be generalizable to public schools or other schools in regional, rural or remote areas.



4.4. Future research

A pilot study of MVC would likely indicate refinement possibilities. Additional studies include examination of current school resources in teaching cycle science; measuring the OM health literacy of school staff; and understanding the perspectives and experiences of male teachers. Finally, development and trial of school staff’s resourcing, training and support are recommended (Thomas and Aggleton, 2016; Peralta et al., 2022).



4.5. Conclusion

The HPS-framework layers multiple sources of positive support from a school’s governors, teachers, healthcare team, external speakers from the broader healthcare community and parent-body. However, there are barriers to implementing a comprehensive menstrual education program such as MVC. School-based barriers include curriculum restrictions; interprofessional co-ordination; and community engagement. Staff-based barriers to implementation include menstrual disdain, knowledge gaps and an absence of professional development. These barriers to implementing MVC could be resolved by adopting the HPS-framework because it facilities resourcing and developing school staff; cross-discipline collaboration, interprofessional co-ordination; development of a network into the broader community; and engagement with parents. When applying the HPS-framework, flexibility is recommended to shift from a “one size fits all” implementation approach to tailoring programs within different contexts whilst retaining its essential message and content (Darlington, 2016). Future research is required to resolve addressing barriers satisfactorily.
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Introduction: Female migrant workers form a substantial portion of the global migrant workforce and research indicates they are vulnerable to sexual exploitation and barriers to sexual and reproductive healthcare. This article investigates the perceptions, barriers and opportunities to sexual health and sexuality education experienced by young female migrants in Hong Kong.
Methods: The study adopted a rights-based perspective, employing qualitative methods for data collection, including focus group discussions and semi-structured interviews with 22 female migrants working as domestic workers.
Results: Results indicate that young migrants’ perceptions of sexual health behaviors and access to sexuality education are shaped by various interconnected factors at four distinct levels: individual, interpersonal, social and community, and sociocultural and sociopolitical.
Discussions: The present study adds to the existing literature by shedding light on certain perspectives that have not been given due emphasis in comparable studies. First, it highlights the importance of migrant community as barrier as well as opportunity in promoting positive health-seeking behaviors in a culturally acceptable manner. Second, it underscores the interplay between structural forces and individual and group-level vulnerability, emphasizing the need to address structural factors to eliminate young migrants’ internalized vulnerability. Third, it draws attention to the positive dimensions of sexual experiences as a motivator for proactive health-seeking and the intricate relationship between cultural practices and positive sexuality. This article recommends a proactive approach of migrant communities to address sexual healthcare issues while public healthcare institutions should proactively provide accessible sexual healthcare information and services.
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1 Introduction

Sexual health is essential for lifelong wellbeing and includes respectful, positive and protected sexual experiences. The World Health Organization [WHO] (n.d.a) and scholars such as Sen (2014), Miller et al. (2015), and Gruskin et al. (2019) prioritize a human rights perspective, including rights to access to information and education, to maintain sexual health, to protect bodily autonomy and be free from sexual violence. Sexual and reproductive health is incorporated in the United Nations Agenda for Sustainable Development Goals (World Health Organization [WHO], n.d.b). Comprehensive sexuality education aims to provide non-judgmental information on a range of topics including gender norms and sexual expression to all young people following human rights principles (Berglas et al., 2014; UNESCO, 2018, 2021). However, traditional sexuality education based on Western theoretical constructs may not be effective for culturally diverse populations (Schmidt et al., 2012; Roodsaz, 2018). Culturally sensitive sexuality education has been recommended to acknowledge socio-cultural differences in sexual health perceptions and values, and to deliver messages in a culturally appropriate manner (Svensson et al., 2017; Szlachta and Champion, 2020; Kwok and Kwok, 2022).

Female migrant workers comprise a significant segment of the global migrant workforce. Specific challenges they encounter include vulnerability to sexual exploitation and barriers to sexual and reproductive healthcare (Keygnaert et al., 2014; Meldrum et al., 2016; Mengesha et al., 2017; Masuda et al., 2020). These stem from individual, group, and institutional factors, such as low awareness of sexual health, traditional beliefs about contraception, unfriendly staff attitudes as well as policy of migration regime that prioritizes cheap labor over protecting the labor and sexual rights (Webber et al., 2012; Ford and Holumyong, 2016; Boonchutima et al., 2017; Phanwichatkul et al., 2018; Masuda et al., 2020). Nevertheless, existing studies, particularly those in Asian context, have focused on a limited range of issues, such as HIV/AIDS, contraception, and unwanted pregnancies, overlooking important aspects of female migrant workers’ sexual health and sexuality education needs, such as emotional, mental, and social wellbeing related to sexuality and the positive and pleasurable dimensions of sexual experiences (Freeman et al., 2021). Although some studies address institutional and sociocultural factors, community-level factors have been largely neglected (Truong et al., 2014). Further exploration is needed to understand how migrant communities and organizations facilitate or hinder access to sexual health and sexuality education.

Hong Kong has around 350,000 migrant domestic workers, mostly Filipina and Indonesian women of childbearing age (Census and Statistics Department, 2022). Despite entitlement to a minimum wage, rest days, privacy, basic healthcare and pregnancy protection, these benefits are not always provided, rendering them vulnerable to exploitation (Amnesty International, 2013; Ullah, 2015; Paul and Neo, 2018). The power dynamics of their employment situation, negative stereotypes and racist depictions further exacerbate the vulnerability of female migrant domestic workers (Ladegaard, 2013; Olivotti, 2016). In view of these vulnerabilities and health and rights challenges, current research has investigated the mental health, COVID-related health, and the labor rights of migrant domestic workers in Hong Kong (e.g., Varia, 2011; Chung and Mak, 2020; Liem et al., 2021). However, sexual health remains under-researched, with only two studies on pregnancy rights (Paul and Neo, 2018; Constable, 2020).

This article examines the experiences of sexual health and sexuality education of young female migrants who worked as domestic workers in Hong Kong and identifies their barriers and opportunities. It employs a rights-based perspective to comprehend sexual health and sexuality education, and utilizes the concepts of structural vulnerability (Quesada et al., 2011; Truong et al., 2014) and the sexual health model (Tolman, 1999; Tolman et al., 2003) for analysis. Both frameworks offer appropriate lenses for this study, illuminating the gaps in previous research and outlining the implications for sexual health and sexuality education for this specific population.



2 Literature review


2.1 Rights-based sexual health

International scholarship has increasingly acknowledged sexual health as a fundamental human right. A rights-based approach has been employed (Sen, 2014; Miller et al., 2015; Gruskin et al., 2019) to better comprehend the availability of sexual healthcare. The World Health Organization has defined sexual health as “a state of physical, emotional, mental, and social wellbeing in relation to sexuality” (World Health Organization [WHO], n.d.a). This definition goes beyond the mere absence of dysfunction and disease and encompasses an attitude of respect and positivity toward sexuality and sexual relationships. It also includes the possibility of having consensual, non-exploitative and pleasurable sexual experiences that are protected against unintended pregnancy and sexually transmitted diseases (STDs). Various international agreements, including the World Conference on Human Rights of 1993, have outlined women’s rights to bodily autonomy and integrity concerning sexuality and reproduction, emphasizing that sexual violence violates human rights (Lottes, 2013). Scholars have therefore promoted a positive triangle of sexual health, sexual rights and sexual pleasure in law and advocacy (Gruskin et al., 2019). Significantly, sexual and reproductive health was included in the United Nations Agenda for Sustainable Development Goals in 2015, aimed at reducing health inequalities and achieving health equity (World Health Organization [WHO], n.d.b).



2.2 Comprehensive sexuality education in multicultural contexts

The comprehensive sexuality education model follows human rights principles and aims to provide accurate, non-judgmental information to all young people, regardless of their gender, sexual orientation, race, ethnicity, or gender expression (Berglas et al., 2014; UNESCO, 2018, 2021). This approach covers a broad range of topics, including gender norms, sexual expression, violence, and individual rights and responsibilities in relationships. Traditional sexuality education in Euro-American societies has been based on Western theoretical constructs and a worldview characterized by individualization and autonomy. However, this may not be effective for culturally diverse populations (Schmidt et al., 2012; Roodsaz, 2018). Scholars recommend culturally sensitive sexuality education that acknowledges the impact of cultural differences on health and sexual behavior (Svensson et al., 2017; Szlachta and Champion, 2020; Kwok and Kwok, 2022). Sexuality educators in multicultural contexts should be knowledgeable, comfortable discussing sensitive sexual issues, and aware of socio-cultural variations in sexual health perceptions (Szlachta and Champion, 2020). Sensitively addressing language and socio-cultural differences as well as conflicting sexual norms while emphasizing non-Western values like collectivism can promote a sense of unity and improve message adoption among culturally diverse learners (Svensson et al., 2017; Kwok and Kwok, 2022).



2.3 Female migrants’ sexual health and sexuality education

Despite its importance, female migrants in different parts of the world such as Europe (Keygnaert et al., 2014), Africa (Ivanova et al., 2018), and Australia (Meldrum et al., 2016; Mengesha et al., 2017) face inadequate sexual healthcare and sexuality education. Research in Asian context has concentrated on female migrant workers’ health risks and needs related to STDs (e.g., HIV/AIDs), contraception, unwanted pregnancies and need for safe abortion (Wong et al., 2012; Ayuttacorn et al., 2019; Masuda et al., 2020). For example, in Cambodia, female migrant workers expressed reluctance about modern contraception, leading to a higher risk of unintended pregnancy (Masuda et al., 2020).

The literature identifies individual, group, and institutional factors of sexual health access and sexuality education. At the individual and group levels, there are limited awareness of sexual and reproductive health, risky behaviors resulting from newfound freedom in a new environment, and traditional beliefs about contraception leading to infertility (Ford and Holumyong, 2016; Masuda et al., 2020). Additionally, due to cultural norms, some migrants fear sharing sexual health needs with family and community may lead to marital conflict, rejection, and loss of support (Ayuttacorn et al., 2019). At the macro level, institutional and policy constraints include high costs, inconvenient locations, long waiting times, unfriendly staff attitudes, and limited clinic hours (Webber et al., 2012; Boonchutima et al., 2017). Female migrant workers’ sexual healthcare and education are often not prioritized by their employers, industries, and national reproductive programs (Webber et al., 2010; Phanwichatkul et al., 2018). These could be attributed to receiving countries’ concerns about potential public health risks posed by migrant workers, prioritizing the supply of cheap labor over protecting these workers’ labor and sexual rights (Truong et al., 2014; Piper et al., 2017).

The above review highlights that existing studies on female migrant workers’ sexual healthcare and sexuality education in Asian context focus overwhelmingly on a limited range of issues, such as HIV/AIDS, contraception and unwanted pregnancies, possibly due to the public health discourse of the receiving country prioritizing the absence of dysfunction and disease (Freeman et al., 2021). This focus has resulted in the neglect of critical aspects of young female migrants’ sexual health needs and education, such as sexual expression, pleasurable aspects of sexual experiences, emotional and social wellbeing regarding sexuality, violence and gender norms. Although several studies have examined institutional, policy, and sociocultural factors (e.g., Webber et al., 2012; Phanwichatkul et al., 2018; Masuda et al., 2020), community-level contexts have received less attention (Truong et al., 2014). There has been little exploration of how migrant communities and organizations facilitate or impede access to sexual healthcare and sexuality education.



2.4 Migrant domestic workers’ structural vulnerability in Hong Kong

Scholars have advanced the concept of structural vulnerability to explain health inequality and ill health (Quesada et al., 2011). The concept pertains to the position of individuals within the social hierarchy, which imposes limitations on or enhances their capacity to contest and negotiate power dynamics that impact their health. It goes beyond the binary distinction between structure and agency and addresses the interplay between the objective (structural forces) and the subjective (individual perceptions and will). According to Truong et al. (2014), migrant domestic workers’ vulnerability can be understood as resulting from multiple institutional discriminations (migrant status, ethnicity, gender, age, etc.), intersecting with the labor migration and healthcare systems.

Hong Kong has recruited migrant domestic workers since the 1970s. Currently, there are approximately 350,000 in the territory, most of whom are women of childbearing age, with almost equal proportions from the Philippines and Indonesia and smaller numbers from Thailand, India, Nepal, and Bangladesh (Census and Statistics Department, 2022). Migrant domestic workers in Hong Kong are subject to a 2-year employment contract regulating their wages, rest days, mandating their residence with their employer and prohibiting them from engaging in any paid work other than domestic work. Despite being entitled to a minimum wage, rest days, privacy, basic healthcare, and pregnancy protection, research shows that migrant domestic workers cannot always access these benefits, leaving them susceptible to exploitation and abuse (Amnesty International, 2013; Ullah, 2015; Paul and Neo, 2018). For example, they are entitled to public medical services; however, their access may be curtailed if their employer restricts their mobility beyond Sundays, when many public services are closed. The power dynamics of the domestic work setting, where the legal status and employment of migrant workers are contingent on their employer, create an asymmetrical power relationship exacerbating domestic workers’ existing vulnerability. Additionally, female migrant domestic workers are often subject to negative stereotypes and racist depictions in popular discourses, portraying them as culturally inferior and morally suspicious “racialized others” (Ladegaard, 2013; Olivotti, 2016). As such, the convergence of government regulations, the nature of migrant domestic workers’ work, migrant status, gender and ethnicity positions them at the bottom of the social hierarchy, resulting in structural vulnerability that shapes their healthcare, health-seeking behaviors as well as access to health education. One impact is a fear of asserting their pregnancy protection rights (Paul and Neo, 2018). Given their structural vulnerability, a substantial body of research has investigated their various health and rights challenges such as mental health, COVID-related health, and labor rights (e.g., Varia, 2011; Chung and Mak, 2020; Liem et al., 2021). However, except two studies on pregnancy rights (Paul and Neo, 2018; Constable, 2020), relevant research on sexual health and sexuality education among this population remains scant.




3 Materials and methods

This study utilized a qualitative descriptive approach (Braun and Clarke, 2006; Nicholas et al., 2013) to investigate the experiences of young female migrant workers in Hong Kong regarding their sexual healthcare and sexuality education. This approach allows for “identifying observations and constructs emerging from narrative-based data” without adopting a specific theoretical lens (Nicholas et al., 2013, p. 867). Besides, this study combined focus group and individual interviews for data triangulation to enhance data richness (Carter et al., 2014).


3.1 Data collection and participants

Before collecting data, ethical approval from the Education University of Hong Kong (Ref. 2019-2020-0245) was obtained. The research participants were informed about the study’s purpose, data usage, their right to decline answering questions or withdraw from the interview, and the confidentiality of the study. Consent was obtained from all participants before interview and discussion took place. Purposive sampling was used to recruit participants through informal and formal connections, such as support groups and NGOs providing HIV tests and services for pregnant migrant workers. Inclusion criteria for participation were: (1) being a female migrant domestic worker in Hong Kong, and (2) having experiences of utilizing/needing sexual healthcare and relevant information in Hong Kong. Twenty-two young women participated in this study, ranging in age from 22 to 36 with an average age of 28.2. All were born outside Hong Kong with an average residence duration of 3.1 years in Hong Kong. They participated in two Zoom focus groups, one with Indonesian (n = 6) and one with Filipina participants (n = 6), and subsequent semi-structured individual interviews with six Indonesians and four Filipinas. Saturation of data was checked by employing the code meaning strategy (Hennink and Kaiser, 2022).

The focus groups facilitated an initial understanding of our target participants’ perceptions of the topic. Relatively non-sensitive issues were raised and discussed that included sexuality education in home country, information about sexual health and reactions in the migrant communities in Hong Kong, and protection against sexual harassment in their work place. Based on the focus group discussions, a semi-structured interview guide was then prepared and inductively refined on the basis of emerging themes throughout the interview process. It included questions about participants’ sexual health selfcare, knowledge and awareness, information and healthcare access, contraception, negotiation in intimate relationships, HIV testing, resources and constraints in the work environment, risk of sexual harassment, and community resources and constraints. The semi-structured individual interviews explored individual experiences in depth. They were held in mutually agreed venues, either at NGOs or other locations chosen by the participants. Two were conducted through Zoom. Most interviews were conducted in English or Cantonese, while the Indonesian focus group discussions were conducted in Bahasa Indonesia with the assistance of a community interpreter. Additionally, two NGO workers with experience in providing sexual and reproductive health services for female domestic workers were interviewed.

The researchers employed various techniques such as bracketing and presuppositions before, during, and after data collection to minimize subjectivity. The researchers disclosed their own backgrounds, remained receptive to understanding participants’ perceptions, and shared relevant personal experiences to mitigate power imbalances between the researchers and study participants and between the cultural majority and minority groups. The interviews were conducted collaboratively using open-ended questions, such as “please share your experiences of learning sexual and reproductive healthcare information in Hong Kong.” The researchers used semi-structured questions to alleviate unease when any participant exhibited discomfort with open-ended questions. Individual interviews were audio recorded and transcribed, and researchers’ field notes were used to record focus group discussions. All names used in this article are pseudonyms to protect participants’ confidentiality.



3.2 Data analysis

The data were analyzed following Braun and Clarke’s (2006) five-step qualitative thematic analysis approach. Firstly, the research team acquainted itself with the data by repeatedly reading the interview transcripts and field notes. Second, the team generated initial codes such as body knowledge, trust in monogamy and partners, exploration in sexuality, and sexual harassment. Third, through discussion, the team organized the codes, leading to the emergence of themes with relevant data extracts such as “personal beliefs,” “accommodating intimate partners,” “community silence,” and “lack of institutional support.” Fourth, the coded themes were revisited and assessed for coherence. Finally, the emergent themes were refined and overarching themes identified. The finalized codes were agreed upon by the research team.

During this final phase, the sexual health model (Tolman, 1999; Tolman et al., 2003) was employed to identify and analyze the factors influencing the sexual healthcare and information access of migrant workers at the individual, interpersonal, social and community relationship and sociocultural and sociopolitical levels. The sexual health model integrates feminist, relational, and ecological theories and places individuals in social contexts and considers institutional, cultural, and policy factors that impact individuals. This model is distinctive because it goes beyond material resources such as contraception and includes information on sexual expression and alternative discourses such as female sexuality besides sexual intercourse. This model addresses patriarchal ideologies that limit female sexuality and pleasurable relationships, while also questioning power and privilege. The framework includes four interplaying contexts, (1) individual women’s practices, knowledge, attitudes, and values toward sexual health, (2) the interpersonal context of romantic relationships, including expression of sexual desire and making active choices, (3) social relationships affecting sexual health, including support in working through confusions, and (4) sociocultural and sociopolitical contexts, including access to and freedom to use sexual and reproductive healthcare. The sexual health model is relevant to this study, with two main observations justifying its use. First, young migrant domestic workers’ engagement with sexual and healthcare and sexuality education is affected by various factors, and there are dynamic interrelationships between the migrants and their social environments, including their interpersonal contexts and migrant worker communities. The sexual health framework can comprehensively acknowledge the many factors involved and propose targeted enhancement strategies. Second, despite facing structural vulnerability and patriarchal norms, some young migrant workers did engage in sexual expression and sexual healthcare behaviors that are different from the conventional feminine ones. Application of the sexual health model can elucidate the influence of patriarchal power on women’s sexuality while also revealing opposing forces.

This process enabled the researchers to identify unique stories and arguments of this study (see Table 1). Some participants and community interpreters were provided with the preliminary findings and analysis to ensure the study’s trustworthiness.


TABLE 1    Themes and overarching themes of data.

[image: Table listing barriers across categories: "Individual" includes inadequate knowledge and personal beliefs; "Interpersonal" covers accommodating partners, breaking conventions, avoiding reporting health issues, and vulnerability to harassment; "Social and community" notes community silence and pressure; "Sociocultural and sociopolitical" mentions lack of institutional support and discouraging attitudes.]




4 Results

Results are categorized into four levels: individual, interpersonal, social and community, and sociocultural and sociopolitical.


4.1 Individual level


4.1.1 Inadequate knowledge

Participants revealed inadequate biological understanding, including menstruation and pregnancy, one possible reason hindering their ability to take adequate care of themselves, especially among Indonesian participants. For example, Gina had never touched a condom in her life. Her response to being asked if she knew how a baby is produced, was:







	

	
it comes naturally …It’s like a secret. We didn’t talk about it openly. We just learn by situation …In Indonesia, they tell children that when you have blood in your vagina, it means you have grown up, be more careful, don’t let any men touch you as it may get you pregnant … there is no education as to why you become pregnant, how you can prevent pregnancy with your husband.






Other participants from Indonesia shared similar stories about their experiences. One even recalled how she was taken aback when having her first period because her parents did not prepare her for it. Instead, they only taught her how to be a good wife to her future husband.



4.1.2 Personal beliefs

Beliefs about menstruation, condom use, HIV testing and women’s role in sex inhibited participants from safeguarding themselves. For instance, Gina demonstrated her firmly held perception that protection was unnecessary for someone in a trustworthy monogamous relationship: “For me, those who are honest with their husbands wouldn’t need it [condom and HIV test].” Participants shared that in Java, it is believed that sex is primarily for men while women would become stronger after giving birth. Therefore, it is a tradition not to use condoms in order to increase the likelihood of giving birth.

Some participants actualized their beliefs in practice at the expense of personal hygiene:







	

	
When we [in Indonesia] are menstruating, we do not shower, [even] if we shower, we do not wash our hair. … I shower but do not wash hair …[because] it is very uncomfortable here in Hong Kong, especially in summer, after working in the kitchen … [we believe otherwise] this will harm your body (Teresa, Indonesian).






There appears to be a potential linkage between inadequate knowledge and deeply ingrained beliefs, such as a trustworthy relationship does not need protection and sex is men’s domain, which participants’ cultural upbringing could shape. The latter served as justifications that limited participants to seek more explanation through education and access to information and maintain their reproductive health through necessary hygiene practices.




4.2 Interpersonal level


4.2.1 Accommodating intimate partners

Intimate relationships and interactions with partners generated concerns about sexual health. For instance, participants often accommodated or acquiesced to their male partner’s wishes not to use a condom even though they knew condom use offered protection from STDs. This may be linked to the perception that sexuality is primarily a male domain. Isa (Filipina), referred to not using a condom:







	

	
He [my boyfriend] is not using it … he does not like to use … I know the good thing [about using condom] is that you’re protected from disease, I never think of this [STD can happen to me].






Some participants struggled to comply with their boyfriend’s wishes before ultimately giving in. Maria (Filipina) recalled: “I was not sure, I struggled, because it was in my time, growing up in the Philippines, not common to use condom … but my British boyfriend insisted on using a condom…”



4.2.2 Breaking with social conventions

Working far from home, some participants experienced their husband’s infidelity, prompting them to change their attitudes and behavior. Erina (Filipina) recounted that condom use and HIV checks are uncommon for migrant workers; however, she broke with the social convention: “… my husband cheated on me, so I did the [HIV] test to make sure I was fine, even if my people judge me negatively.”

Working outside their home country provided the opportunity and freedom to explore female sexuality and pay attention to safe sex practices, which would have otherwise been impossible. Srina (Indonesian) described her experience:







	

	
Before I came to Hong Kong I usually had a boyfriend. When I came to Hong Kong, I started having sex with women … I first met someone at the training center in Surabaya, she was a tomboy, felt comfortable with her. It was my first time feeling connected and attracted. but my family is conservative, [I could] never imagine this before … we discussed protection, we try to find solutions [on internet] to have safe sex…. With women I am happier in sex.








4.2.3 Avoiding reporting health issues

Requirements to live in their employer’s household strongly impacted young migrant workers’ sexual healthcare and information access. Our participants often avoided reporting health issues to their employers and seeking help from them because they worried they would be blamed for not avoiding the problem. Eighteen participants had never undergone a general gynecological check-up or pap smear test. If they felt ill during their period, they carried on working as normal. Their usual “cure” was to take painkillers. Even though entitled to basic medical care, many were ill-informed of their rights and scared to ask for time off for a medical appointment:







	

	
They [employers] blame you before giving you help. That’s why I cure myself, not let them blame you … when I was stressed at work, my period was late, and when it came, it was so heavy, so full, that I really felt sick … never thought of going to see a doctor (Davina, Filipina).








4.2.4 Vulnerability to sexual harassment

Migrant workers were vulnerable to sexual harassment in their employer’s household. They felt they could not challenge or clarify ambivalent situations but had to tolerate them to keep their jobs. Several mentioned being groped by male employers or the employer’s relatives. Female employers were usually unaware of these instances and participants were afraid to tell them: “I did not tell her because I am afraid she would not believe me,” said Lila (Filipina). Gina described an ambivalent situation that embarrassed her: “the son of the family always walks around in the apartment in his underwear. He is over 20. … I feel strange and uncomfortable. But what shall I say?”




4.3 Social and community level


4.3.1 Community’s relative silence

Participants observed that their communities considered discussions of sex and intimate relationships taboo, resulting in a culture of silence. Therefore, little useful information or assistance could be sought. For example, Davina reported her experience in the church:







	

	
I mostly spend Sundays in church. For them, if you try to open that [sex] issue, it’s too malicious, too vulgar … my churchmates are afraid. When we started to talk about sex, they tried to change the topic … I tried to ask them about their boyfriends, their lives, if they kiss … They did not want to answer me.






Srina joined a local NGO as a community ambassador to promote sexual health and rights knowledge to fellow Indonesian migrant workers. She revealed that she encountered great difficulty in spreading the message. Some fellow migrant workers rejected her by saying “we don’t want to know about this.” Although numerous migrant associations deal with various concerns of domestic workers, sexual healthcare issues are not well-addressed. Less effort had been put into awareness-raising and information dissemination. Srina noticed: “they [migrant associations] care about our work problems, contract problems … but no one [in the migrant associations] tells us what to do when we are pregnant, where to ask for help for body check-up….”

Despite this, one Indonesian participant recollected a past instance in which a religious organization had hosted an educational session on sexual health that attracted a notable level of attendance. However, such occurrences were not commonplace.



4.3.2 Community pressure

Respondents reported feeling pressure from their community. Many were afraid that their identity would be exposed if they openly went for HIV testing. The relative silence and pressure surrounding sexual topics might result from cultural assumptions, such as the belief that women who go for HIV testing are “promiscuous” or engage in multiple casual sexual relationships, implying that only such women are at risk of contracting HIV. Hana (Indonesian) echoed Gina’s belief but applied it to the community level:







	

	
Most people in the Indonesian community in Hong Kong do not care about HIV. I asked many friends to come for testing, but they refused; public education [in our community] is not enough …People think that once you are married, this HIV thing is not an issue anymore.









4.4 Sociocultural and sociopolitical level


4.4.1 Lack of institutional support and accepting services

One frequently mentioned barrier to sexual healthcare was the unfriendly attitude of some healthcare and service institutions. For example, Hong Kong Family Planning Association (FPAHK), a government-funded organization promoting sexual health and rights and providing services such as pregnancy check-ups and birth control services, failed to offer the same services and relevant education to migrant domestic workers. Inconvenient service hours and information about services overlooked the potential for negative labeling, as recounted by Jasmin (Filipina):







	

	
I remember I read their promotion materials, but they are closed on Sunday … Later, on Sunday, they organized a van, it was mobile service, they made everything in a van, but no one dares to go, people do not want to be seen going to the van.






While promotion materials were printed in various languages including Bahasa Indonesian apart from English and Chinese, the FPAHK website provided only English and Chinese information.

Siti (Indonesian) recalled her experience of seeking help and consultation regarding sexual harassment:







	

	
Last year my cousin’s new employer touched her, and made [a sexual] quest again and again … she was frustrated and depressed. I asked my Chinese friend to help, and she called everywhere … no service [organization] could help, because they all work from Monday to Saturday. No one works on Sunday … She left the job.






Sandra (Chinese), working for the sole NGO in Hong Kong offering services to pregnant migrant women and promoting their sexual healthcare, highlighted another instance of institutional neglect. Her NGO received no regular public funding: “we have only short-term and project-based funds. But we are helping the women and their babies, this cannot be project-based.”



4.4.2 Discouraging societal attitudes

Prevailing societal attitudes in Hong Kong discourage migrant workers from seeking sexual health information and assistance and suggest that migrant workers are responsible for working diligently and staying fit for work, instead of enjoying their rights to sexual and reproductive healthcare. As Davina commented, employers usually expect them to be accountable for staying healthy: “They [employers] blame you before giving you help, that’s why I cure myself, not let them blame you.”

According to Sandra, a significant number of Hong Kong people, particularly employers, believe migrant domestic workers are not entitled to pregnancy-related healthcare. This led to the perception that terminating the employment of a pregnant migrant worker was legally acceptable:







	

	
In Hong Kong, the law [Employment Ordinance] provides maternity protection and healthcare to all women, migrant domestic workers, too… but some employers still ask their pregnant workers to abort, or they dismiss them.










5 Discussion and implications


5.1 Community matters: a site where barriers and opportunities coexist

Migrant community matters in promoting sexual health and providing sexuality education for migrant workers because it represents a site where not only barriers are present, but also opportunities. Despite being cognizant of the potential pitfalls of communities, their role remains crucial due to the efficacy of culturally appropriate and reliable community-based educational initiatives (Gosselin et al., 2019; Hawkey et al., 2022). However, this study reveals that the relative silence within migrant domestic worker communities in Hong Kong impedes the promotion of sexual health and sexuality education. This may be due to the passive stance of migrant organizations toward community education on this topic, leading to pressure on individual migrant workers, as shown in the study. Hong Kong is home to numerous organizations catering to migrant domestic workers, but their exact number is difficult to ascertain. As this study’s participants highlight, little community public education addresses sexual health issues. Many organizations are preoccupied with labor issues and a few faith-based associations actively assist abuse victims. As a result, sexual health concerns and sexuality education are easily overshadowed (Truong et al., 2014).

Apart from barriers, opportunities also exist, as suggested by our findings, such as the well-attended information session hosted by an Indonesian religious organization. Communities provide not only valuable networks and resources, but also cultural familiarity and a relatively trustworthy environment in which young migrants workers feel more comfortable sharing and receiving information (Svensson et al., 2017; Szlachta and Champion, 2020; Kwok and Kwok, 2022).

Therefore, this study recommends a more proactive approach from migrant domestic worker communities, community leaders, volunteers, bicultural workers, and religious organizations to address the issue. They are in a favorable position to raise awareness, promote positive health-seeking behavior, dispel myths, and clarify beliefs (such as the misconception that getting an HIV test implies a lack of sexual fidelity) in a culturally sensitive manner. For instance, when introducing sexual rights and pleasure, migrant community educators can better address some cultural values relevant to the particular community, such as collectivism. Besides, mainstream sexual healthcare institutions should collaborate with domestic worker community organizations and charities to augment community education on this issue. Public funding should be offered to encourage such educational activities.



5.2 Structural vulnerability: mutual influence of multiple barriers

The use of the concept of structural vulnerability offers insights for this study. First, it helps explain how multiple structural forces, such as legal conditions, socioeconomic status, gender, ethnicity, and cultural norms, intersect to create a type of structural violence that disadvantages young migrant workers, denying them access to sexual health and sexuality education. This phenomenon is observable in various contexts of participants’ lives, such as limited knowledge and deep-seated beliefs about female sexuality influenced by cultural norms imbued with patriarchal values (e.g., sex is men’s domain) in broader sociocultural contexts (Medina, 2008; Riyani and Parker, 2018). These factors generally reduce their negotiating ability in intimate relationships to safeguard their sexual health and motivation to seek for relevant information at the interpersonal level. Second, the concept of structural vulnerability highlights the perspective of young female migrant workers who mostly do not perceive themselves as having the right or ability to assert their sexual health and sexuality education. Although participants were not explicitly informed about their entitlement or denial of sexual healthcare and sexuality education, institutional neglect, discrimination by employers, and discouraging attitudes of the general public created a barrier to contesting discrimination and exclusion. Consequently, they passively accepted and internalized their vulnerability, disengaging from their sexual healthcare and help seeking. This led to refraining from pregnancy protection (Paul and Neo, 2018) and underreporting of harassment and abuse due to fears of losing their job and residency in Hong Kong (Equal Opportunity Commission, 2014; Ullah, 2015).

As such, it can be posited that the barriers encountered across diverse contexts demonstrate a mutual influence or reinforcement. This has implication for sexual health and sexuality education in practice. In addition to public education to raise awareness of rights among employers and migrant workers, institutional neglect and discouraging societal attitudes should be tackled to alleviate internalized vulnerability. Without addressing internalized vulnerability, migrant workers may be disinclined to assert their rights and seize opportunities proactively. We therefore recommend public healthcare institutions in receiving countries provide accessible services and information to migrant workers, including alternative modes of service delivery, flexible service hours and information in readily understandable language for migrant workers. Sending countries should provide pre-migration training to clarify migrant workers’ sexual health rights. These institutional and sociocultural measures should gradually enhance individual, interpersonal and community-level capabilities to protect and negotiate for sexual health rights.



5.3 Agency for positive sexuality and health-seeking

While the findings of this study suggest that patriarchal norms impact the sexual perceptions and behaviors of young female migrant workers, some participants demonstrated agency in challenging conventional sexual practices. For instance, some participants who had experienced infidelity were more willing to engage in protective measures, such as undergoing HIV testing. Being far from home, these migrants were relatively free to explore alternative sexuality, such as same-sex desire offering a sense of attachment and sexual pleasure, in turn motivating them to safer sexual health practice. Notably, the opportunity for exercising agency and positive sexuality occurred within the context of migration. Although existing literature suggests the linkage between migration and sexual freedom (e.g., Hoy, 2007), determining whether this migration context fosters such agency is challenging because of the lack of adequate data. Nevertheless, these results suggest that sexuality is not solely a site of control and oppression, but also a realm of pleasure and emancipation. Furthermore, it is important to note that traditional cultural norms and practices pertaining to sexual matters are not fixed, but rather dynamic and susceptible to environmental factors, such as the experience of migration. This highlights the intricate interplay between cultural beliefs and practices and positive sexuality.

Thus, the study reiterates the importance of understanding sexual health and sexuality education beyond the absence of dysfunction and disease, as emotions and pleasure are significant components of female sexuality that can motivate women to pursue sexual health and are integral to their sexual rights (World Health Organization [WHO], n.d.a). However, the literature on sexual healthcare interventions and promotion seldom mentions these positive aspects, possibly due to their sensitive nature, particularly in certain cultural contexts such as Asia (Woo et al., 2011; Riyani and Parker, 2018). This prompts us to re-emphasize the need for culturally sensitive approaches to address sexual health and rights in a trustworthy environment (Svensson et al., 2017; Szlachta and Champion, 2020; Kwok and Kwok, 2022).




6 Conclusion

This paper contributes to research on sexual health and sexuality education of young migrant workers. First, the application of the concept of structural vulnerability highlights the interplay between structural forces and individual and group-level vulnerability, which illustrates how barriers encountered across various contexts exhibit a reciprocal influence or reinforcing effect. This approach has practical implications for addressing the issue, suggesting that public education efforts alone may be insufficient to overcome internalized challenges experienced by migrant workers. Efforts to address structural factors, such as institutional neglect and negative societal attitudes, are also necessary. Second, this study emphasizes the significance of migrant worker community as barrier and opportunity in raising awareness, addressing sexual health challenges, promoting positive health-seeking behavior, and dispelling myths. Collaboration between mainstream healthcare institutions and community organizations is necessary, with public funding to support educational activities. Third, the study draws particular attention to the positive dimensions of sexual experiences, such as pleasure, intimacy, and emotional bondage, as a motivator for proactive health-seeking. Additionally, it underscores the intricate relationship between cultural beliefs and practices and positive sexuality. Implication is that there is a need for cultural sensitivity and a trustworthy environment such as the migrant community to effectively improve the sexual health awareness and outcomes of migrant workers in the Asian context. These perspectives are valuable in advancing our understanding of sexual health and sexuality education of female migrant workers, as they have not been previously emphasized in similar studies.

The study has limitations. First, participants were recruited through purposive sampling, so might have been more willing to discuss and contemplate their experiences than others. Nevertheless, cultural constraints may have increased participants’ reluctance to share their experiences thoroughly. Therefore, caution should be exercised in generalizing the findings to other contexts. Second, the study did not distinguish between Indonesians and Filipinas; their diverse cultural backgrounds, religious beliefs, and linguistic abilities may have varying effects on their sexual healthcare and sexuality education experiences. Thus, future research could be improved by examining the differences among specific groups of migrant workers. Third, due to time constraint, this study was not able to include a broader group of stakeholders including healthcare workers. This may affect the depth of our understanding of the problem.
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Introduction: Research on school-based sexuality education in South Africa, taught within Life Orientation (LO), has mainly focused on learners’ responses, how teachers approach the subject, and the curriculum content. Critiques have included heteronormative biases, an emphasis on danger, disease and damage, a reinforcement of gendered binaries, and the lack of pleasure or well-being discourses. In contrast, our research focused on the unexpected moments teachers experience, i.e., the ethical, emotional or psychological challenges they encounter in their interactions with learners.
Methods: We interviewed 49 teachers across a range of schools in three provinces. Data were analyzed using narrative thematic analysis.
Results: Teachers’ narratives referred to an alarming array of traumas and psychosocial problems experienced by learners, including sexual abuse, substance abuse, neglect, HIV diagnosis, unsafe abortion, witnessing murders, and attempted suicide. Teaching particular topics, they indicated, triggered learner distress, although, sometimes, distress was triggered by innocuous topics. Teachers felt insufficiently skilled to teach certain topics sensitively to promote the well-being of learners who experienced current or past trauma. They also felt ill-equipped to deal with learners reporting trauma or psychosocial problems to them. Strategies narrated included allowing learners to skip relevant classes, building trust, understanding learners’ needs, being a learner’s advocate, and drawing on learners’ grounded expertise. Teachers spoke of experiencing burnout and secondary trauma themselves.
Discussion: We argue that LO teachers are, in effect, sexual, reproductive and mental health frontline workers. They need in-depth training in learner-centered and dialogical approaches to build trust within the classroom sensitively and in basic screening, containment, referral and lay counselling skills to assist distressed learners outside the class. A wellbeing approach to sexuality education requires providing LO teachers with ongoing support and consultation with peers and mental health professionals to avoid burnout and promote well-being.
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Introduction

Research conducted on school-based comprehensive sexuality education (CSE) in South Africa tends to focus on the content of the curriculum (e.g., Macleod, 2009; Macleod et al., 2015), learners’ responses to the lessons (Ngabaza et al., 2016; Adekola and Mavhandu-Mudzusi, 2023) and how teachers approach the teaching of sexuality education (e.g., Francis and Depalma, 2015; Saville Young et al., 2019), including for learners with disabilities (e.g., Hanass-Hancock et al., 2018). In line with international trends (Fine, 1988; Fine and McClelland, 2006), researchers have called for a balanced focus on pleasure (Bhana and Anderson, 2013) and learner-centered approaches (Jearey-Graham and Macleod, 2017; Ngabaza and Shefer, 2019).

In South Africa, comprehensive sexuality education forms part of the learning area, Life Orientation (LO). Research focusing specifically on LO teachers shows that they find it challenging to create an open dialogue regarding sexuality (Francis, 2010; Shefer and Macleod, 2015). Many experience discomfort tackling topics such as LGBTI issues (Francis and Reygan, 2016; Francis, 2019) and equal gendered norms (Ngabaza et al., 2016; Saville Young et al., 2019).

Little attention has been paid, however, to the multiple roles LO teachers may be called upon to perform, including confidante, counselor, and social worker (Helleve et al., 2011). These teachers may need to engage in care work with learners concerning various issues relating to sexuality, including HIV, pregnancy, and sexual violence. While this kind of care work does not fall within the ambit of the curriculum, it is nevertheless important in light of the multiple sexual and reproductive challenges facing learners (Wood and Rolleri, 2014). Such labor assists in cushioning learners from potential trauma (Shefer et al., 2013).

In this study, we aimed to address the following questions: In relation to what sexual and reproductive issues do LO teachers encounter ethical, emotional or psychological challenges (both within and outside of the classroom)? How do LO teachers currently address such challenges? While our initial intention was to highlight sexual and reproductive issues, the interviews surfaced a far broader spectrum of problems, as shown below.



Background


Comprehensive sexuality education in South Africa

Sexuality Education was introduced in South Africa as part of the new LO curriculum in the late 1990s. Its initial focus was predominantly on HIV prevention, and it generally took an abstinence+ approach – abstinence as the most desirable outcome, with faithfulness and condom use tacked on should abstinence fail (Francis and DePalma, 2014). Recently, however, there has been a move towards a rights-based comprehensive sexuality education (CSE) approach, encouraged by the government’s signing on to various international and regional commitments, treaties, legislation, and policy (Ngabaza, 2021). Scripted lesson plans were introduced for CSE in 2020. While some matters are not addressed (for example, learners’ rights under South African legislation to request an abortion in the first trimester of pregnancy), they are a substantial improvement on what was available before (Ngabaza, 2021).

Researchers note the potential of LO to transfer vital social skills to young people, especially in a country wracked by a range of social problems (Shefer and Macleod, 2015) – see discussion below. CSE is viewed as a potential modifier of oppressive norms and attitudes (Francis, 2010; Bhana et al., 2019). However, while this potential is understood, it is widely argued that LO is not fulfilling this mandate for various reasons. The most significant factors focused on are the failings of LO teachers (Ahmed et al., 2009; Helleve et al., 2009; Francis and DePalma, 2014) and the lack of training they have to teach the subject (Pillay, 2012; Bhana, 2016; Jimmyns and Meyer-Weitz, 2020). While it is possible to receive LO-specific teacher training at the university level, it is only provided by some South African universities. Even these tend to neglect the subject in favor of others (Ngabaza, 2021).



Social indicators and trauma in South Africa

Life Orientation teaching occurs in a context where “life” is precarious and vulnerable. According to the World Population Review, South Africa has the third-highest murder rate in the world, at 76.86 per 100,000 people in the population.1 Crimes are frequently violent, with high rates of assaults, rape, and homicides. Several factors have been implicated, including “high levels of poverty, inequality, unemployment, and social exclusion, and the normalization of violence” (see footnote 2).

Violence against women, in particular, has been in the spotlight in recent years. According to the Demographic and Health Survey conducted in 2016 (National Department of Health, Statistics South Africa, South African Medical Council, and ICF, 2019), one in four (26%) ever-partnered (cisgender) women age 18 or older have experienced physical, sexual, or emotional violence committed by a partner in their lifetime. As noted by Sibanda-Moyo et al. (2017), violence against women “feeds on and induces multiple vulnerabilities” (p. 5).

Researchers, policymakers and funders recognize the traumatizing effects of these high levels of crime and violence, along with other social problems, such as high rates of HIV, child-headed households, drug and alcohol misuse, socio-economic inequalities, and high unemployment. For example, Wyatt et al. (2017) report on the Phodiso Programme, an international collaboration between universities in South Africa and the University of California, Los Angeles, with the aim of “focusing on minimizing the negative health and mental health effects of trauma exposure, particularly depression and posttraumatic stress disorder (PTSD)” (p. 249). In sum, South Africa is a traumatized society in relation to the legacy of apartheid and current levels of violence, crime, inequalities, unemployment, and other social factors.




Outline of the research study

The study’s overarching aim is to contribute towards improving pre-service and in-service training and support for LO teachers, specifically in teaching CSE and in responding to learners’ psychosocial problems. To do so, the following research questions were posed: (1) In relation to what psychosocial issues do teachers encounter ethical, emotional or psychological challenges? (2) How do teachers currently address such challenges within (a) the teaching of LO-based sexuality education and (b) outside the classroom?

The study took a narrative approach. In this approach, the researchers analyze “particular instances, sequences of action [and] the way participants negotiate language” (Riessman, 2011, p. 311). Allowing teachers to tell stories of their challenges and how they have responded to, coped, and dealt with them elicited rich, grounded data.

We conducted 49 in-depth narrative interviews with LO teachers working in 40 schools across three South African provinces: Eastern Cape, Northern Cape and Gauteng. This number, considered sufficient for in-depth qualitative interviews, was determined by available funding. Schools were sampled to ensure diversity between quintiles. The DBE considers a community’s income, literacy and unemployment levels when allocating quintile categories (1–5) to schools. Quintiles 1–3 schools are non-fee paying, while quintiles 4 and 5 are fee-paying.

Only public secondary schools were sampled. There was also an attempt to balance rural and urban schools, at least in the Northern and Eastern Cape provinces (Gauteng is largely urban). However, rural schools tended to be less responsive during our recruitment attempts than urban schools (possibly because of connectivity problems), and there were limited schools to recruit in these areas. Ten schools were sampled in Johannesburg, Pretoria and Ekurhuleni Metropolitan Municipalities in Gauteng. Ten schools were sampled from the Frances Baard District Municipality in the Northern Cape. Twenty schools were sampled in the Eastern Cape: ten from the Amathole District and ten from the Sarah Baartman District. The final sample resulted in more no-fee than fee-paying schools (27 versus 13). This weighting aligns with the fact that about two-thirds of learners attend no-fee schools (Businesstech, 2021). Where schools had more than one LO teacher, all were interviewed where possible. Table 1 outlines the study sample, and Table 2 outlines the sample demographics (four participants did not share their demographic details in Gauteng). Experience in teaching LO varied amongst participants from 4 months to 30 years. On average, however, the participants have a good foundation of experience they could draw on in discussing CSE and LO’s challenges and possibilities.



TABLE 1 Outline of the study sample.
[image: Table showing the number of interviews conducted in different provinces: Gauteng, Northern Cape, and Eastern Cape (Amathole and Sarah Baartman). Details include the location of schools (urban or rural), quintile rankings, and whether schools are fee-paying. Total interviews are 49, with a note on interviewing more than one teacher in some schools.]



TABLE 2 Teacher demographics.
[image: Table showing demographic data of teaching participants across various regions. Columns are: Gauteng, Northern Cape, Eastern Cape – Amathole, Eastern Cape – Sarah Baartman, and Complete sample. It includes years of experience, age range and average, self-identified gender, and training status. Each region lists specific statistics with total and average values for the complete sample at the last column.]

Of the 45 teachers for whom we collected demographic data, 20 indicated they had not received any training in LO. Some indicated they were tasked with teaching LO because of their lower workload or because their second subject was not taught at the school. The training received by those who indicated they had been trained included workshops conducted by the Department of Basic Education (DBE), having done Psychology or Sociology as part of a degree, an Advanced Certificate in Education, or a Post-Graduate Certificate in Education. Informal training included sessions with social workers or psychologists, and self-teaching, particularly through digital media like YouTube.

Teachers were given the option of being interviewed in their preferred language. The questions posed in the interview invited teachers to relate stories about incidences in which ethical, emotional or psychological challenges arose and how they dealt with each of these challenges. The interviews were conducted by four female fieldworkers trained by the authors. Each fieldworker resides in the province in which they collected data. This was partially because of funding, but also to draw on their local knowledge of schooling conditions.

The interviews were recorded and transcribed, and, where necessary, translated. The majority of interviews were conducted in English, with some in isiXhosa. The data in English were transcribed verbatim, while the data in isiXhosa were transcribed and then translated. Each of these transcripts was checked by an independent bilingual person for accuracy after transcription and translation were completed. Importantly, isiXhosa does not discriminate between male and female pronouns (e.g., “she” or “he” is represented by “u”). We use “they” in these instances.

The interviews were analyzed using narrative thematic analysis (Riessman, 2008). While narrative analyses tend to focus on how a narrative is told, to whom, or for what purposes, narrative thematic analysis is concerned only with what is said. Narrative thematic analysis differs from other thematic analyses in how it codes data. Narrative thematic coding keeps stories intact by using narrative block coding. These narrative blocks encompass a narrative unit defined as a bounded segment about a single incident (Riessman, 2008). Once coding is completed, narrative themes are developed. The two authors were involved in this process. The thematic approach to narrative analysis is popular, especially where experiences in applied settings are valued.

A full ethics protocol served at the Rhodes University Research Ethics Committee – Human Participants. Standard principles of informed consent, anonymity, and data security were applied. A key ethics concern was providing support for teachers if they disclosed sensitive information (e.g., disclosure of sexual violence) of a current learner or if they became distressed in the interview. As this research was conducted under the guidance of the Department of Basic Education, necessary arrangements for follow-up were made regarding, firstly, personal counseling in the case of distress and, secondly, internal mechanisms needed to deal with the disclosure of sensitive information. However, no teacher needed or requested immediate counseling for distress during the study. Neither did they speak to current cases that needed resolution. They did, however, express the need for ongoing support. This is spoken about in the conclusion. Teachers chose or were provided with pseudonyms.



Findings

The findings from this study are presented under three broad thematic areas: narratives of the challenges faced, narratives of strategies used to overcome the challenges, and narratives of personal pain. In the first, the challenges, the following narrative themes emerged: learners present with many psychosocial problems; the content of lessons triggers learners; and we (teachers) struggle to deal with triggering topics or triggered learners. In the second thematic area, strategies used, the following narratives emerged: “She (learner) trusted me (teacher)”: building trust; “I must attend to them”: understanding the learners and responding to their needs; “She (learner) helped me (teacher) with the lesson”: drawing on learners’ expertise, and being the child’s advocate. The third theme consists of one narrative - “It is getting too much”: carrying learners’ pain.


Narratives of the challenges faced


Learners present with many psychosocial problems

In speaking to the question of the challenges they encountered, teachers mentioned many psychosocial problems learners face. These were raised in the context of both in-class and out-of-class interactions, as illustrated below.


Now you know sometimes, when you give these lessons, some learners have experienced these things. Maybe you touch on the point of unplanned pregnancy. Maybe some of the learners already have kids. Now when you give this lesson, it seems like you are addressing them specifically. So, you must be very sensitive now again. You cannot go deeper into this topic because, somehow, you feel like you are being inconsiderate if you do that. Inconsiderate of that learner’s feelings, you understand? You must pull back a bit. But when you do that, you are disadvantaging others (Kay).
Then the child fell pregnant, and when they asked who the father was, they told them that the priest was the father. So, I asked the mother why they did not report it … the parent told me there was an agreement between the priest’s family and their family. They told me that the priest’s family agreed to support the child (Themba).



Kay starts her narrative by indicating that the content of CSE mirrors the problems learners face, then uses unplanned pregnancies as an example. She recognizes the stigmatizing effects of the standard LO narrative – “do not become pregnant while at school” – may have on a pregnant or parenting learner. She describes trying to deal with the dilemma sensitively by separating general discussion from the person of the pregnant learner. Themba relates an out-of-class interaction in which she uncovered transactional sex sanctioned by the family. Transactional sex is not uncommon in South Africa and is recognized as a critical survival strategy for some (Potgieter et al., 2012; Shefer et al., 2012).

Interweaved into the narratives told by teachers were a myriad of psychosocial problems, including sexual abuse, incest, rape, transactional sex, coercive sex, alcohol and drug abuse in the home, neglect and abandonment, broken family relationships, learners taking on caregiving for sick family members, domestic violence, child-headed households, unfiltered pornography, pedophilia, child hunger, misuse of grant funds, murder accusations, bereavement, including deaths in the family, witnessing a murder, drug and alcohol use in the school, menstrual shaming, vandalism, violence, bullying, learner-to-teacher sexual harassment, learners with special needs, including those with fetal alcohol spectrum disorders, depression, anxiety, attempted suicide, unsafe termination of pregnancy, learners receiving HIV-positive diagnoses; learners living with HIV, claims of teachers using witchcraft, and death threats against learners As with many social issues, the cases spoken to were often complicated. For example, in one case, a learner was going hungry because their mother was an alcoholic. In another, the teacher suspected incest when the learner attempted suicide.



Learners are triggered by the contents of lessons

Given the wide range of psychosocial problems facing learners, it is unsurprising that a significant narrative theme raised by teachers was teaching topics that triggered emotional responses from learners.


For example, there’s a child even now here at school who burst into tears in class when we were discussing a poem about rape, only to discover that they2 were raped. It was also not a recent rape case; it happened some time ago. They could not cope in class (Bulumko).

It was a girl learner, and we were talking about rape. When we were talking about rape, I noticed that this girl was emotional – they were crying – and I finished my lesson, and after the lesson, I called the learner, and we talked about it. And then they told me their story that they were raped. And no one knows about it, even their parents (Anele).
 

Rape is, of course, never an easy topic of discussion. These teachers speak, however, to how the discussion produced more than usual emotional responses from a particular learner. In each of the extracts above, the teacher narrates how discussing rape led to a learner revealing that they had been raped. In Bulumko’s story, the effects of the rape are long-term, while in Anele’s rendition, the teacher is the first person to whom the learner has confided about the rape.

While discussing rape directly as a topic may be expected to lead to emotional responses from learners who have been raped, seemingly innocuous topics may also lead to an emotional response.


I told them to visualize and close their eyes while they were sitting, and after 5 min, I took them to that place that is near the river, sitting on the tree and reading their favorite book in peace. I noticed that in the middle of that there is a pupil who stood up and left the class. After that, she told me that she was raped, and she was raped next to a tree. She said the exercise took her back to that night (Thobile).
 

Here, the visualization activity proposed by Thobile is framed in positive terms – peace, favorite book. However, this triggered a memory for a learner about the rape she had experienced.

As noted above, crying or leaving a classroom are key indicators of distress. Teachers said, however, that they need to be alert about more subtle cues regarding learners being triggered by the content of lessons.


Sometimes I would notice a change in behavior. For instance, a learner who’s normally bubbly and active but suddenly, when I deal with this topic of cyberbullying, they become sort of reserved. And from time to time, I’d expect them to say something because they are not usually quiet throughout the lesson, but suddenly (they become quiet) (Nomlanga).

Some kids actually cage. Do you know when we are saying you are a cage? And it is not easy because I do not know how to speak to this child. … I do not know. This one has a lot of anger, this one is a happy child, but after 2 min, this child is changing again (Amahle).
 

Here teachers discuss a key indicator that a topic is causing a learner distress – a change in usual behavior. In contrast to the previous extracts, Amahle speaks about the difficulty of engaging with learners triggered by a topic, using the metaphor of a cage.



We struggle to deal with triggering topics or triggered learners

Teachers bemoaned their lack of ability to, firstly, teach topics in a way that does not lead to emotional distress and, secondly, deal with the emotional distress their learners exhibit when triggered by particular topics.

Many teachers expressed concern that they are not skilled enough to teach certain topics such that a learner with past traumatic experiences would benefit instead of being triggered.


So when I’m not connecting with each and everyone, I feel like there’s someone or there’s a learner that I’m busy crushing. … because you, you, you in a class of, of 40 people, you cannot really connect. Someone you’ll think they are quiet because they are quiet, kanti (whereas) you are maybe opening the old wounds (Thabiso).

We have different learners of different ages, so I was told that most of the learners are victims of rape [inaudible] the father is not’ [inaudible]. … So, the learners will ask questions, and I will look at that learner, but she or he does not know that I know [about the previous trauma]. So, for me, it would be difficult to go in-depth because I must think of touching the sensitive parts of the feelings of that specific learner (Monica).
 

These teachers relay their fears of creating distress in their classes. Thabiso uses a heart-rending description: “a learner that I’m busy crushing.” She ascribes her inability to connect with all the learners to the class size. Monica, similarly, speaks of the difficulty of discussing topics in-depth, citing knowledge of learners with past traumas and not wanting to touch “the sensitive part of the feeling of that specific learner.”

Where learners do confide in the teacher about past trauma (as illustrated in the section above), teachers may not be equipped to contain the learner and put relevant action in place.


And it is not easy because I do not know how to speak to this child. I’ve never been trained, you know? I know how to transfer the knowledge to you, but now, how do I get you to a comfortable space, you know? That’s what most teachers struggle with – getting a learner to be in a comfortable space … and you are thinking, I do not want to say the wrong thing, and then this child is going to be triggered, and then they cry, and then I do not know what to do. So, it is not easy, but I try my best, and I really do my best (Amahle).
 

Amahle speaks poignantly about her desire to assist a learner who has confided in her. However, her ability to “get [them] to a comfortable space” is limited by her anxiety about saying the wrong thing (thereby making the situation worse) and her lack of training in how to go about engaging the learner in these circumstances.




Narratives of strategies used

Despite teachers indicating that they struggled to teach particular topics or approach distressed learners sensitively, many spoke of helpful ways of dealing with these issues. Teachers were at pains to indicate that sexuality education is not similar to other subjects and that specific pedagogical spaces must be fostered for CSE to succeed. The narratives that emerged under this theme included: she trusted me, understanding the learners and responding to their needs, drawing on learner experience and expertise, and advocating for the learner. Another strategy spoken to was allowing learners to choose. We outline why the latter strategy may not be constructive.


She trusted me

Several teachers spoke about the importance of trust.


They trusted me, and I had to follow those steps to sort of try and sort it out… So, learners need teachers who are open when it comes to LO so that learners can also open up. I was here only two terms when I had that conversation with them on sexuality. Then they were like, “Okay, I think we can trust this teacher. We can ask questions.” … They are confident to come up to the teacher (Akhona).

Most of the kids that are sexually active will come to me because they feel mostly comfortable with me as an LO teacher (Nomthandazo).
 

These teachers talk about the importance of trust in terms of learners opening up about issues and asking questions. Akhona intimates that there is a cross-over between sensitivity in teaching about sexualities in the classroom and learners feeling comfortable about approaching them outside the class.

Establishing trust is a process referred to by Lindiwe below.


So that girl came to the office and told me that she came to me because she spoke to her friends but thought it would be better if she spoke to me because maybe I would be able to help her. I asked her what her problem was and she told me she’s HIV positive. I asked her where she got the disease from, and she said the person she was in a relationship with. She was expecting me to be shocked by what she was telling me, so when she saw that I was not screaming, but I was calm…. Every time we bump into each other, she says, “Here’s the teacher that helped me,” and I’d say “I told you it would just be us two (who knew)” (Lindiwe).
 

Lindiwe alludes to the learner expecting “screaming” from the teacher when she disclosed her HIV status. The teacher’s calm and nonjudgmental attitude enabled the learner to divulge her fears (which was the start of a conversation towards acceptance and positive living – not shown in the extract). Apart from being nonjudgmental, Lindiwe emphasized confidentiality, which, according to her, led to a positive outcome.

Trust in LO teachers could have broader effects than just containing and assisting the learner, as related below.


We were doing a topic on relationships… and so this learner came up to me, confessing and affirming what I was saying about broken relationships. They told me that their teachers did not understand them. … I told them, “You’ve got to share. You must not bottle up.” So, they shared that they had a psychological problem, which is depression and anxiety disorder … initially, I had to get permission from the learner that they would like me to share with the principal and the school managers so that this filters down to all teachers so that through them, maybe we could learn a new way of looking and understanding the corners that learners find themselves in (Nomlanga).
 

Nomlanga relates how, with permission, she used this learner’s experiences with mental health struggles to conscientize the other teachers about this particular learner and other learners and the “corners [they] find themselves in.” It is important to note Nomlanga’s respect for learners’ privacy (asking for permission), which is paramount to fostering trusting relationships.



“I must attend to them”: understanding the learners and responding to their needs

According to various teachers, trust, such as spoken to above, comes from understanding and responding to learners’ needs.


I leave the child to cry and give them a tissue, and I check up on them to see if they are ready to talk. When they are ready to talk, I let them know that if they are not comfortable talking, they do not have to. However, in cases where they do decide to talk, some allow me to call their parents, and they talk in their presence. Some do not want their parents around, so I’d ask if I should refer them or call a social worker. The child will agree, and I’d have to arrange an appointment with the social worker, but others would not want to and would want it kept between me and them. But I will reassure them that anytime they have a problem, they can come to me. Even the teachers know that if anything happens that needs my assistance, they can pull me out of a class (Anathi).
 

Anathi speaks of listening and responding to what the learner needs in a crisis. She listens carefully to the learner’s expressed needs and actions, whatever the learner is ready for, including using her (the teacher) as a confidante.

Other than attending to learners’ personal needs, teachers also spoke to understanding the different social positions that learners occupy and needing to adjust teaching to suit these.


When discussing crime or poverty, you need to use real-life examples. When you are using these examples, you need to be sensitive because these kids come from different backgrounds and they come from different communities. You might have a learner coming to class where you do not know that child’s situation. And if you make an example of, say, how it is wrong to use or sell drugs, you are not being sensitive because you may get that there’s a learner that comes from a home that sells drugs to make money so that they can attend school (Amahle).
 

Amahle argues that the simple story of “drugs are wrong” fails to accommodate households whose only means of income to support school-going children is the drug trade. This understanding serves to nuance a simplistic narrative of “do not do drugs”; instead, the multiple socio-economic pressures put on families, particularly in the inequitable economic distribution that characterizes South African society, is understood and dealt with sensitively.

Teachers spoke to a number of strategies that they used in order to understand and respond to learners’ diverse needs. An important one was the keen observation of behavior.


So what happened is that there is a child without parents, who are living with relatives, right? We noticed this child’s performance went down so we called her aside to check and to try to find out what is going on. We discovered that this child is being taken advantage of by the male relatives she lives with. … Even her aunt who is supposed to be the guardian is mis-using her grant money. So then we contacted the social worker (Fezile).

A few years ago, there was a boy in my class whom I assumed was gay, and he was terribly bullied because of that. … I noticed his body language and a few other kids’ body language in class. I addressed it, and I referred to our human rights as individuals and the right to safety and to not be abused and to be understood and heard and also, which is also included in the LO syllabus, is teaching children tolerance (Adam).
 

Fezile talks about noticing a difference in a learner’s scholastic performance. Importantly, she knows the learner well – usually she (the learner) achieves at a particular level. This allows her to approach the learner, which leads to the discovery of abuse. Adam talks about his observations regarding the bullying of a learner who identifies as gay. These observations include paying attention to comments made and learners’ body language. Having made these observations, he respond by asserting the rights of gay learners.

Teachers spoke about reflections, including self-reflections, as an important mechanism to foster understanding of learners’ needs.


I’d give them time alone to reflect. And they can write to me and say, “Miss, this is what I wrote.” And most teachers are usually lazy to do this, but I read those reflections because it’s a way to get to know your learners. Once you read it, you know what is happening. This learner goes through this, which is why she behaves this way in class. Then you understand who this person is, you know (Amahle).

You walk into a classroom, and your opinion as a teacher cannot be the thing that guides it all. Do you understand? We’re dealing with diversity. And I mean, if I come from a Christian background, it does not mean there’s someone who does not, who’s an atheist, they have not grown up within a church. I cannot force my ideas and ideologies on that child. It does not matter what it is. I might think that I am right. I’m living a good life. It does not mean that they are not living a good life (Linda).
 

Amahle uses learner reflections to understand them better. She suggests that this helps her to understand why learners do certain things and who they are. This suggests the development of empathy, which is a good starting point from which to engage learners. Linda, on the other hand, argues for self-reflection about not forcing “my ideas and ideologies on that child.” She justifies this through referring to diversity and advocates for tolerance of different views in the classroom.



“She helped me with the lesson”: drawing on learners’ expertise

A strategy referred to by teachers in dealing sensitively with particular topics was to draw on learners’ expertise in the area.


Once I had to teach about different kinds of STDs, including HIV, knowing that a learner had disclosed to me that she was HIV positive. So that challenged me because I had to talk about HIV in the class, and some of the learners knew that this learner was HIV positive. … Fortunately, the learner was confident because she had contracted the virus from her mother at birth. She did not engage in sexual intercourse to contract it. I do not want to lie. It was difficult at first, but the learner participated in the lesson. I felt at ease because the learner knew exactly what happened to her, and she did not see anything wrong with being HIV-positive … Basically, she helped me with the lesson. Instead of being ashamed of her status, she participated in the lesson and tried to assist me while I was teaching by telling us more about HIV and how to prevent oneself from contracting the virus. She really helped me in that regard. Even though I was the teacher, I learnt a lot from her (Kay).

Cause I remember when I talk about different cultures and the removal of skin, the other boys just chip in there and explain thoroughly what is happening when we talk about the healthy part of the sexual uhm spectrum. That you need to undergo the circumcision. There was a Xhosa boy, they went, who took us through how it is done. It’s not about only about the removal of the skin. It’s something more important (Tebza).
 

HIV/AIDS can be a sensitive topic with potentially stigmatizing effects should a learner be HIV-positive. Kay speaks about grappling with this, but because of the confidence of the affected learner, the class could benefit from their expertise in this regard. Tebza similarly spoke of using the cultural knowledge of a learner to speak how ulwaluko, the traditional circumcision ritual, is practiced and the meaning thereof. Later in the discussion (not featured in the extract), Tebza spoke to the usefulness of these discussions to promote cultural understanding across the diverse range of populations in South Africa.



Being the child’s advocate

Some teachers spoke about being advocates for the children, as seen below.


I asked her (the girl who reported being raped) what we should do and if the police officer took her to the hospital. She said the police van was called and they told them to find a car to take her. I said, “Okay, this case needs to be escalated.” I asked her for the contact details for the police station. I called them and asked for the person who attended to her and told them I was her teacher, and I would be following the steps that they should have followed. … I then called her mother and informed her that the police officer was on their way to fetch her. … I threatened the police officer that if they did not take this case seriously, the school would sue them. I had not even told the principal at this point. … The mother informed me later that everything went well. She was even seen by a social worker or psychologist (Anathi).

We felt that it needed urgent attention because of the report from his granny that the child isolates himself and does not socialize with others. The child’s performance was poor at school, and he had anger. So, we felt this is urgent because it has affected his academic performance. So, we could not sit back and wait for someone. We did not know when we would get them. And then we had to go back home to suggest to the granny that she asks a neighbor who could accompany this boy to casualty in the hospital. It started being clear from the granny that, no, there was ‘this’ and ‘that’ issue, so I availed myself to stand in for the family, and I would stand in for the school, and I went with the child to the hospital. That’s where the child got assistance. I had to tell them that he was not physically sick, but we felt he needed to talk with a psychologist (Bulelani).
 

Anathi speaks to a situation where they had to advocate on a learner’s behalf to ensure they received the needed follow-up after a learner reported being raped. In this instance, they perform duties outside their strict job description. In desperation, she threatens the police department with legal action. Bulelani goes to extraordinary lengths to ensure the learner gets the needed assistance. Failing immediate assistance from the social workers, family or neighbors, the teacher accompanies the child to the hospital. In both cases, the teachers felt that police, social services and the family had let the learner down, which required their stepping in as advocates for the learner.

However, teachers’ attempts to advocate for the child have limits. Tswere refers below to the difficulties of interacting with the criminal justice system.


But now, what do I do as a teacher because things like that, where do they fit us? The only best place I can tell the learner to go is to the police. Now, with police officers, they want evidence. Where is the evidence? Evidence is just word of mouth. So, everything ends there. What happens to the learner? What happens to her? You see, eventually, because physically, she’s already hurt. Emotionally, you cannot get help (Tswere).
 

Tswere taps into the difficulties of getting a rape case prosecuted or sentenced. The conviction rates of rape are low precisely because medical evidence is often unavailable. As indicated by Smythe (2015, p. 4), “Rape attrition studies have shown that a minority of rape victims lay a complaint with the police and only a very small percentage of those cases results in conviction.”



Giving learners the option of non-attendance

Some teachers spoke about dealing with potential triggering by allowing learners to choose whether they attend particular classes.


So, when we reach those topics, then they are given an option of either being in class or not being in class or part of that. So, before we start a section, we always have to say, “We’re gonna start a section that has a sensitive topic, umm sensitive content,” so, and then I’d say what the content is, and then I tell them, “If you need to see me so that you can be in a different venue, please come and see me. This is for the purpose of education – it’s not for the purpose of excluding anyone. So, if you need to make sure that you are not in the lesson, please come, and then I’ll organize a venue for you.” (Sonja).
 

While the strategy of identifying who may be affected through prior knowledge or an open question in the class and giving them the option of non-attendance is laudable, it is not entirely unproblematic. Teachers are likely unaware of everybody in the school affected by sexual violence (as attested to in previous extracts). Additionally, asking learners to extricate themselves from a class addressing sexual violence makes them reveal an association with sexual violence, which could be stigmatizing.




“It’s getting too much”: carrying learners’ pain

At the beginning of these findings, we outlined a long list of emotional, social and interpersonal traumas and issues with which learners cope. As people living in a traumatized society, LO teachers, likewise, may live with or face several problems. It is not surprising, then, that teachers are emotionally affected by their work.


I will not lie. It did affect me… I feel drained after every case. As a result, when I handle cases, I leave the student in my office and go cry in the bathroom under the guise of going to relieve myself. I always feel like the traumatic things that these kids experience are happening directly to me, and even I cannot handle it. … so it’s times like those that I feel it’s getting too much (Anathi).

Every time you hear something about a learner, it cuts deep. I think when you deal with people, it stays in you because I felt like she did not deserve that (Thobile).

Fatigue was the thing because I’d carry ten kids’ baggage with me. Then by the end of the term, I’m so exhausted because I wonder about those ten kids with their different issues, and I am just burnt out (Adam).

I stay stressed about these cases until the stress fades away, even though I know that stress never just goes away. So, whenever something happens, it triggers the stress that already exists within me (Bulumko).
 

The language teachers use in these extracts indicate caregiver burnout and secondary trauma. The teachers speak about being “affected” or “drained” by learners’ trauma, “exhausted” and “stressed” in having to deal with the problems, and “crying” to cope. The resonance of the learners’ trauma with the teachers’ own lives is referred to by Anathi (“traumatic things these kids experience are happening directly to me”), Thobile (“it stays in you”) and Bulumko (“triggers the stress that already exists within me”). As a result, they feel less able to perform their work – “it’s getting too much.”

Various teachers spoke about having strategies to deal with the emotional toll of dealing with students’ “baggage.”


If I am being honest with you, I get emotionally invested very quickly … And a lot of the time, you kind of need to switch yourself off from certain things. But it is very difficult, especially when it is something sensitive (Bulumko).

So, I decided I did not want to get in too deep because it’s their family things (Bongiwe).

These things affect us as teachers as well. I simply suppress it. I try not to think about it even though when I see them at school, I do feel their pain. But I try hard to forget about it. I just suppress it. It does remain in my thoughts, so I talk to my mother about it at home and tell them what is happening. Other than that, there is nothing else I do. I do not talk to a psychologist or a counselor or anything like that (Hlumisa).
 

Bulumko and Bongiwe talk about creating boundaries in their work. Bulumko “switches” off, while Bongiwe decides not to interfere in family affairs. These strategies can be seen as self-preserving, but may come at a cost to learners who are in need of help. Hlumisa talks through her problems with her mother but also speaks of difficulties in “suppressing” the issues. Forgetting is hard for her, and without access to mental health care (psychologist or counselor), the issues “remain in my thoughts.”

Indeed, the problem with carrying the burden of care work is that, without support, it also affects the person’s personal life.


If I am hurt, I have to console myself as there is nobody – no psychologist or counseling or therapy – from any side to come and sort it out. So, those are the support mechanisms that we need, yes (Themba).

We need psychosocial support ourselves. The previous LO teacher left. She actually retired early because of that. She had too many learners who had been raped (Amahle).
 

Here teachers refer to the consequences of not receiving psychosocial services – having to “console [one]self” and experienced teachers leaving the service owing to burnout. Amahle refers directly to the need LO teachers have for psychosocial support themselves.




Discussion

The LO teachers’ narratives in this study mirror the country’s depressing research regarding violence and many psychosocial problems. These include poverty and inequality (South Africa is the most unequal country globally; World Bank, 2022), crime, drug and alcohol disorders, high levels of violence, especially gender-based violence (GBV), and high levels of HIV/Aids. Integral to these social issues are gender inequality, oppressive gender norms, heteronormativity, and hypermasculinity, much of which are rooted in South Africa’s violent history of colonialism and apartheid (Bhana et al., 2019). Within this context, teachers in our sample recognize the precariousness and vulnerability of many learners. The data point to an astonishingly long list of psychosocial problems learners experience.

Our findings show that teachers are sensitive to the possibility that LO lessons will be distressing for learners, particularly when they touch on topics that resonate with traumas or psychosocial problems the learners have experienced. They (teachers) talk of being alert to changes in learners’ behavior as an indicator of their being distressed by the lesson content. Despite this knowledge, or perhaps because of it, teachers feel ill-equipped to teach sensitive topics in ways that benefit those who have been traumatized or live in difficult circumstances and those who have or do not. Additionally, teachers feel they lack the expertise to deal with learners who report traumatic or distressful circumstances outside the classroom.

Nevertheless, teachers narrated a number of strategies to deal with, firstly, the possibility of triggering learners in the classroom and, secondly, learners who report particular traumatic events or psychosocial problems to them. Some strategies, like building trust and understanding and responding to learners’ needs, cut across their engagements with learners in the classroom and individually outside the class. Others are specific to either in or out of the classroom. Drawing on learners’ expertise and providing learners with the option of not attending particular classes were strategies used to diminish classroom distress. Being the learner’s advocate speaks specifically to teachers walking with learners through various processes when they (learners) report problems.

Given the range of psychosocial issues they deal with, teachers spoke poignantly about burnout and secondary trauma. This resulted in their disassociating themselves from their work and, often, learners in need. They indicated that there was little support for them, and, indeed, just under half of the teachers interviewed (for whom we had demographic data) had received no training in teaching LO, including the sensitive topics handled in CSE.

The limitations of this study include that not all provinces are represented in the data. Although the ratio of fee-paying and no fee-paying schools sampled in our study reflect the national picture, we were unable to replicate this in terms of rural versus urban schools. This paper reflects the voices of LO teachers and not those of learners or school authorities, who may view the situation differently.



Conclusion

Our findings point, we argue, to the need to recognize LO teachers as sexual, reproductive and mental health frontline workers. They identify, contain, and refer learners who experience trauma (such as rape) or psychosocial problems (such as coerced transactional sex or unplanned pregnancies); they support learners with problems within the school setting; they advocate for learners outside the school system, especially where other systems of social care and justice fail them; and they provide psycho-education. Indeed, some researchers (Weston et al., 2018) have argued that frontline worker status applies to all teachers: “They are there, ‘in loco parentis,’ one-third of the day, two-thirds of the year, charged with the safekeeping and education of our young” (p. 105).

The South African Department of Basic Education (2014) Policy on Screening, Identification, Assessment and Support (SIAS) does, to some extent, recognize the frontline worker role played by LO teachers. According to the policy, LO teachers should form part of the school-based support team that identifies learning and psychosocial difficulties among learners and the appropriate path for intervention. However, research conducted in KwaZulu/Natal (a province of South Africa) indicated that very few teachers reported being trained to use SIAS tools (Bukola et al., 2020). Indeed, appropriate training and support for LO teachers seem sorely lacking, as indicated by just under half of our sample having received no training.

Training for LO teachers should include not only input on the content of what is to be taught but also learner-centered, dialogical pedagogy (see, for example, Jearey-Graham and Macleod, 2017), basic mental health screening skills, deep listening skills, emotional containment and lay counseling skills, and referral skills. Ongoing support and consultation with peers and other mental health professionals will go a long way in preventing the burnout and secondary trauma reported by our participants. A well-being approach to sexuality education necessitates providing teachers tasked with teaching sexuality education in traumatized societies such as South Africa with such ongoing support.
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Footnotes

1   
https://worldpopulationreview.com/country-rankings/crime-rate-by-country

2   In isiXhosa, the language in which this interview was conducted, no distinction is made linguistically between genders. For ease of reading we use “them/they” as the pronoun here.
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Introduction: Adolescent sexual health interventions are increasingly incorporating content that is inclusive of LGBTQIA+ youth (lesbian, gay, bisexual, transgender, queer/questioning, intersex, asexual, and other marginalized sexualities and genders). Evaluations of such programs must also be inclusive to enhance the validity of evaluation results and avoid further marginalization. We present strategies for increasing LGBTQIA+-inclusivity based on our evaluation of SafeSpace, a sexual health curriculum.



Methods: To design an LGBTQIA+-inclusive program evaluation, we leveraged LGBTQIA+ research staff’s insights, pursued a parental consent waiver, developed an inclusive recruitment plan, and crafted demographic and sexual behavior survey measures with input from youth and equity experts. We conducted a pilot study with 42 youth ages 14–17 to assess the feasibility and efficacy of our strategies.



Results: We obtained a parental consent waiver and recruited a majority LGBTQIA+ pilot study sample (62%). Using themes from cognitive interviews with youth and experts regarding inclusive framing and use of plain language, we refined demographic measures and expanded sexual behavior measures.



Conclusion: Findings suggest that the strategies used to enhance LGBTQIA+-inclusivity in our evaluation of SafeSpace were effective in respectfully and more accurately capturing a fuller range of experiences and identities of LGBTQIA+ and cis-straight youth. The strategies and survey measures developed for this study can be applied to increase LGBTQIA+-inclusivity in other adolescent sexual health program evaluations.
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1 Introduction

Comprehensive, evidence-based sexuality education1 has been shown to improve sexual and reproductive health (SRH) knowledge, behaviors, and outcomes for youth (1–4). However, there is growing recognition that sexuality education must be inclusive of youth who are lesbian, gay, bisexual, transgender, queer/questioning, intersex, asexual, and other marginalized sexualities and genders (LGBTQIA+2) (5), community-centered (6), and tailored to meet youth’s needs. An increasing percentage of U.S. youth identify as LGBTQIA+, representing one in four high school students in 2021 (7). And yet, the 2019 National School Climate Survey reports that only 8.2 percent of students had ever received LGBTQ +-inclusive sex education in school (8). Often, school-based sexual health curricula focus predominantly on the needs of heterosexual cisgender youth without discussion of sexual orientation and gender identity development. The curricula often exclude LGBTQIA+-inclusive examples of healthy relationships and consent. Additionally, programs typically emphasize penile-vaginal (PV) sex (9) and its associated pregnancy risk, while excluding protective practices related to other types of sexual activity particularly relevant to LGBTQIA+ youth.

There are significant consequences of inadequate sexuality education for LGBTQIA+ youth. Heteronormative and cisnormative sex education programs can alienate LGBTQIA+ youth and contribute to feelings of sexual shame and other negative mental health outcomes (10–13). Receiving sex education that is not inclusive is correlated with increased likelihood of experiencing sexual violence and engaging in sexual behaviors that increase risk for unintended pregnancy and sexually transmitted infections (STIs) (10, 12, 14). In fact, LGBTQIA+ young people assigned female at birth (AFAB) are more likely to experience unintended pregnancy than their heterosexual cisgender peers (15–18). Although less studied, evidence also suggests that trans masculine young people are at least as likely to become pregnant as cisgender young people (19). In addition to a lack of inclusive sex education, these disproportionate outcomes may be associated with experiences of stigma and discrimination (20, 21), lack of support (22), limited connectedness with family and school (23–25), and trauma from sexual assault (26).

Adapting existing interventions and developing new interventions can help address gaps in sexuality education for LGBTQIA+ youth. New digital interventions, including web- and text-based programs, have shown promise in improving identity self-acceptance, sexual health knowledge, communication skills, and contraceptive use during PV sex among LGBTQIA+ youth (27, 28). Studies describing these programs and their impacts provide valuable information to inform additional curricula that serve LGBTQIA+ youth.

Despite a growing number of programs designed to meet the sexual health needs of LGBTQIA+ youth, there is limited literature documenting how to tailor such evaluations. Standard evaluation practices may limit the ability to document impacts for LGBTQIA+ youth and even contribute to the marginalization of this population. To address this issue, we describe an LGBTQIA+-inclusive approach to evaluating SafeSpace, a mobile app-based sexuality education curriculum that was intentionally designed to resonate with LGBTQIA+ youth. We highlight specific strategies for centering the needs and experiences of LGBTQIA+ youth in all aspects of the program evaluation—from navigating Institutional Review Board (IRB) and funder requirements to recruitment and enrollment to assessing outcomes. These strategies can be broadly applied to tailor evaluations and strengthen the evidence base for programs that support the sexual health and well-being of LGBTQIA+ youth.

SafeSpace is a self-paced, mobile app-based 10-week program for youth 14 to 18 years old, assigned female or intersex at birth.3 The intervention was adapted from Real Talk, a mobile app publicly available in the Apple App Store that uses storytelling and technology to improve youth mental, emotional, and behavioral health (29). The SafeSpace program centers youths’ desire for stories from different youth perspectives and provides a sense of privacy (30). SafeSpace takes an LGBTQIA+-inclusive approach to all topics covered, including healthy relationships; identity and development; pregnancy and STI/HIV prevention; safety, communication and decision making; and accessing healthcare.

We are evaluating SafeSpace using a randomized control trial (RCT) design, which will allow us to measure attitudes, intentions, self-efficacy, and behaviors of participants who have access to SafeSpace compared to participants in the control condition, who have access to a general health app that does not include SRH information. Because 45 percent of youth who use Real Talk identify as LGBTQIA+, we are tailoring our recruitment efforts to ensure that at least half the sample identifies as LGBTQIA+ .4 We are also prioritizing youth of color and youth living in rural areas in the southeastern United States (31, 32).



2 Methods


2.1 Pilot implementation

From December 2022 to January 2023, we used paid social media ads to recruit 42 pilot study participants. Potential participants were invited to download SafeSpace from the Apple App Store and complete an eligibility screener within the app. Using an RCT design, eligible youth then completed a consent/assent form and baseline survey and were randomized to receive the intervention (SafeSpace SRH) or control (SafeSpace general health) app. Participants were randomized based on sexual orientation (LGBTQIA+, cisgender-straight), race and ethnicity (Hispanic regardless of race; non-Hispanic Black; and all other non-Hispanic non-Black races, such as White, Asian, Native Hawaiian or Pacific Islander, Indigenous American)5, and age (14–16, 17–18 years). We used Stata Version 16.1 to produce overall baseline prevalence estimates of demographic characteristics and sexual behaviors and test for differences in the distributions of sexual health behaviors by LGBTQIA+ status using chi-square tests. We focus on measures of sexual behavior particularly relevant to LGBTQIA+-inclusivity, but also include several other measures, like unprotected sex, to provide additional context.



2.2 Strategies to achieve LGBTQIA+-inclusivity

To ensure LGBTQIA+-inclusivity in the evaluation of SafeSpace, we used the following strategies: (1) staffing the project team with LGBTQIA+ researchers; (2) securing an IRB waiver of parental consent; (3) utilizing an LGBTQIA+focused recruitment approach and (4) developing and refining survey measures to reflect the experiences of LGBTQIA+ youth. To achieve the latter, we gathered feedback from equity experts, conducted cognitive interviews with LGBTQIA+ youth, and secured permission from the funder to omit required measures deemed non-inclusive. Together these strategies embed LGBTQIA+ equity at each stage of the evaluation, increasing the likelihood that LGBTQIA+ youth participants feel included, respected, and represented in this evaluation and enhancing our ability to document program impacts for this population.


2.2.1 Staffing the project with LGBTQIA+ researchers

As a first step towards ensuring that LGBTQIA+ equity was central to the evaluation, we staffed the project with researchers who were members of the LGBTQIA+ community. By intentionally including LGBTQIA+ staff members, we ensured that our team had a critical eye towards LGBTQIA+ youth’s needs and perceptions and were able to identify what was needed to meet those needs throughout the evaluation. Additionally, these staff brought their knowledge as members of the LGBTQIA+ community, as well as credentials related to SRH, LGBTQIA+ psychology, gender and sexuality studies, and LGBTQIA+ health. While the impact of their insights on this project is immeasurable, these staff identified the necessity of each of the following steps taken to increase inclusivity.



2.2.2 Securing IRB approval for consent procedures

Recognizing that requiring parental consent for study participation has unique implications for LGBTQIA+ youth, we requested and received a waiver of parental consent from the Child Trends IRB. We explained that requiring parental consent could result in unwanted disclosure about sexual and gender identity that could contribute to emotional distress for LGBTQIA+ youth. Further, sampling bias would increase if we only included youth with parental support, i.e., those with parental consent.



2.2.3 Utilizing a LGBTQIA+ focused recruitment approach

To recruit LGBTQIA+ youth in our pilot study, we utilized two major social media platforms, TikTok and Instagram, to run paid advertisements (ads). Before launching the pilot, we conducted tests on four platforms—Facebook, Snapchat, TikTok, and Instagram. These tests aimed to identify the most effective targeting parameters, platforms, assets, keywords, and ad formats (such as Reels/Videos, Stories, and Feed) for reaching and engaging LGBTQIA+ youth and youth of color.



2.2.4 Developing and refining LGBTQIA+-inclusive survey measures

To develop LGBTQIA+-inclusive survey measures, we incorporated feedback from the evaluation team, Child Trends LGBTQIA+ equity experts, and LGBTQIA+ youth. We used an iterative process to build consensus among these parties. The evaluation team led the initial measure development and refinement, specifically sexual orientation, gender identity, sexual behavior, and sexual agency measures. Relying heavily on insights from LGBTQIA+ staff, we first identified which questions needed revision or expansion. From there, we integrated findings of published research from The Trevor Project and other equity-focused institutions, including Child Trends’ resources on equity-centered survey design (33–38). We then proposed new measures and shared them with the LGBTQIA+ equity experts.




2.3 Equity experts

Two Child Trends LGBTQIA+ equity experts reviewed the new survey measures for inclusion, clarity, and respectfulness. The experts provided their feedback and suggested edits to the measures in written format or through video calls. The evaluation team applied the agreed upon edits to the survey and began cognitively testing the revised measures with LGBTQIA+ youth.



2.4 Cognitive interviews

We conducted cognitive interviews with seven LGBTQIA+ youth ages 14–18 who were recruited through social media advertisements testing (described above). Interviews were conducted via phone and lasted about 1 h. We presented interviewees with the newly developed questions, and they were encouraged to read the questions to themselves, describe their reactions, and discuss what they might consider when answering each question. Through this process, youth provided feedback and offered suggestions for clarity, comfort, and inclusiveness. In the few cases that feedback from youth contradicted feedback from the equity reviewers we prioritized feedback from youth after consulting with the evaluation team’s LGBTQIA+ staff.



2.5 Sex performance measure

This evaluation is federally funded by the Family and Youth Services Bureau’s Personal Responsibility Education Program—Innovative Strategies (PREIS), and as a PREIS grantee, we are required to collect specific demographic measures for performance measure reporting. We requested a waiver of the required measure for biological sex, which only has “Male” and “Female” response options. Child Trends IRB would not approve the survey instrument without including ‘Intersex’ as a response option, which was a compelling justification for our waiver.




3 Results


3.1 Consent procedures

The specific language used to obtain a parental consent waiver for minor participants is provided in Supplementary Material B. We described how requiring parental consent could result in unwanted disclosure of young people’s sexual or gender identity to parents, potentially resulting in emotional distress and undermine the scientific validity of the evaluation by contributing to selection bias. We also emphasized that (1) participating in SafeSpace involved no more than minimal risk to participants; (2) waiving parental consent did not adversely affect participants’ rights and welfare; (3) youth were required to assent/consent to each of the study requirements before they were enrolled in the study; and (4) youth were given the opportunity to skip intervention content and had access to resources pertaining to each of the curriculum topics after engaging with the material. Through this request, the evaluation team successfully obtained a parental consent waiver for participants ages 14–17. With this consent waiver, we helped to protect LGBTQIA+ participants by preventing potential identity disclosures.



3.2 Recruitment

Pre-pilot testing of ads informed the minimalistic design used for the pilot study recruitment campaign and helped us tailor ads to resonate with the differing experiences, identities, and interests of LGBTQIA+ youth by using LGBTQIA+ pride symbols, color palettes, and themes (see Supplementary Material A).

Pilot study ads performed well, particularly on Instagram. In total, we reached 469,878 youth6, resulting in 1,933 link clicks and 801,468 impressions. In total, 42 participants were enrolled in the pilot study, with more than half (61.9%) identifying as LGBTQIA+ .



3.3 LGBTQIA+-inclusive measures

The final measures fall within two domains: demographic characteristics (sexual orientation, gender identity, and sex assigned at birth) and sexual behaviors (sexual touching, rubbing genitals, oral sex, PV sex, anal sex, and sexting). In total, we included three demographic characteristic measures assessing sexual orientation, gender identity, and sex assigned at birth and 13 measures addressing lifetime and recent (past three months) sexual behaviors (Table 1). For each type of measure, we present themes from the internal equity reviews and cognitive interviews as well as baseline prevalence estimates from the pilot study (Table 2).


TABLE 1 Newly developed LGBTQIA+-inclusive measures.

[image: A table presenting pilot study questions on demographic characteristics and sexual behaviors. It includes questions about sex assigned at birth, gender identity, and sexual orientation with response options like male, female, nonbinary, gay, and asexual. Additionally, it addresses sexual behaviors over the past three months, such as touching, oral sex, and sending sexual photos, with yes or no response options. Footnotes clarify that questions pertain only to voluntary experiences and specific time frames are noted.]


TABLE 2 Feedback for LGBTQIA+-inclusive measures.

[image: A table compares original questions with feedback for surveys on demographic characteristics and sexual behavior. Topics include gender identity, sexual orientation, and sexual activities. Feedback suggests clarifying terms, adding response options, and using anatomical language. Some feedback includes adding definitions and considering non-consensual experiences in the survey wording.]


3.3.1 Demographic characteristic measures


3.3.1.1 Themes from internal equity reviews

Our equity reviewers provided feedback that incorporated best practices from the literature and examples from well-respected organizations in the field (Table 2). Themes included (1) shifting away from binary measures of sex, gender identity, and sexual orientation and (2) enhancing youth comprehension. Regarding gender, an equity reviewer stated, “there is some evidence that trans folks will choose their sex here accidentally, and I think your sample is old enough to understand girl/woman and boy/man, so I would drop the female and male.” To improve our sexual orientation question, reviewers advised we use question wording from the Trevor Project’s definition of sexual orientation (38).

They also suggested that the parenthetical “not gay” addition to the “straight” response option “may be a holdover from previous times and less necessary now” and that “it also feels like it forces a binary.” Lastly, the reviewers recommended adding write-in options to allow participants to describe their identities in their own words as well as a response option of “I don’t know what this question means.”.



3.3.1.2 Themes from cognitive interviews

Young people participating in the cognitive interviews had positive feedback to share about the demographic measures (Table 2). They indicated that the measures were easy to understand, comprehensive, and inclusive. Although one participant suggested the term “sexual identity” might be more accurate than the term “sexual orientation,” all other participants preferred “sexual orientation” so we retained that language.



3.3.1.3 Pilot study baseline results

Participant demographics are shown in Table 3. Similar proportions of participants identified as bisexual, pansexual, or queer (40.5%) and straight (38.1%). About one in ten (11.9%) indicated that they were questioning their sexual identity, and 4.8 percent identified as lesbian or gay, and asexual each. Most participants identified as a girl or woman (85.7%), followed by non-binary, gender nonconforming, or something else (11.9%). One (2.4%) reported questioning their gender identity.


TABLE 3 Pilot study demographics (N = 42).

[image: A table displays demographic information categorized by sexual orientation, gender identity, race/ethnicity, and age. It shows: 61.9% identify as LGBTQIA+, 38.1% as cis-straight; 40.5% are bisexual, pansexual, or queer; 85.7% identify as a girl or woman; race is split between Non-Hispanic Black and Non-Hispanic Non-Black at 38.1% each, with 23.8% Hispanic; 42.9% are aged 14-16, and 57.1% are 17-18.]




3.3.2 Sexual behavior measures


3.3.2.1 Themes from internal equity reviews

For the sexual behavior measures, equity reviews provided feedback related to enhancing (1) youth comprehension, (2) consistency, and (3) gender inclusiveness (Table 2). For example, regarding PV sex, equity reviewers noted, “from a say-what-you-mean perspective, penile-vaginal sex is probably what you are talking about. I have seen the term penis/vagina sex used, which might be easier for youth since the adjectives penile and vaginal may be less familiar than the nouns.” Similarly, in response to a measure about vulva-to-vulva sex, the equity reviewers were “not sure everyone knows the term vulva and apart from this you seem to be using vagina instead, which is probably more commonly understood.” Furthermore, to be more inclusive, they suggested referring this activity as “genital-to-genital sex” when defining non-penetrative types of sex. Additionally, the reviewers noted that specifying that anal sex excludes sex toy use could underestimate the prevalence of this activity given that butt plugs are sometimes used to prepare for anal sex. Reviewers suggested instead that we remove the parenthetical phrase “not a sex toy” from the definition of penetration in anal sex.



3.3.2.2 Themes from cognitive interviews

Themes from the cognitive interviews addressed (1) the comprehensibility and accuracy of the language, and (2) the inclusivity of our language and definitions (Table 2). Some comments helped us to add clarity to our definitions of in-person sexual activity. For example, one participant noted that the phrase “experienced oral sex” could be interpreted as only receiving oral sex and that we should revise it to explicitly measure both receiving and giving oral sex. Other comments affirmed that the measures would be well-understood by young people. For example, regarding our use of both medical and colloquial terminology for genitalia, a participant noted “for some 14-year-olds, [medical terminology] might be confusing to some, particularly anus” but “you put butthole in parentheses, so you’re giving them another word of what it is.”

Young people’s feedback also enhanced the inclusivity of our measures. In particular, one participant highlighted that “for AFAB [assigned female at birth] people who may identify [not as a girl or woman], the word vagina might make them uncomfortable or be triggering. Vulva might be a softer way to phrase it. Vagina [is] also used more as slang [for entire genital area].” This individual suggested using a phrase such as “areas of sexual pleasure,” yet we proposed “private parts” as an alternative to other participants who responded positively to this phrase. Another participant also suggested we alter our language to include asexual youth, noting we should change “wording to [account for] sexual experiences you are willing to do or are comfortable with but not necessarily for pleasure.” Finally, interviewees appreciated the language reminding respondents to report only on wanted sexual experiences, noting that this reminder was “very affirming.”



3.3.2.3 Pilot study baseline results

Overall, 42.9 percent of all participants had engaged in any type of in-person sexual activity in the past three months; participants primarily engaged in sexual touching (40.5%) and oral sex (35.7%); only 4.8 percent engaged in anal sex. Forty-six percent of LGBTQIA+ participants had engaged in any type of in-person sexual activity in the past three months, compared to 37.5 percent of cis-straight participants. Seven percent of LGBTQIA+ participants had anal sex in the past three months whereas no cis-straight participants reported this behavior. Similarly, about one-fifth (19.2%) of LGBTQIA+ participants reported having sex using sex toys whereas no cis-straight participants reported this behavior. None of these differences by LGBTQIA+ status were statistically significant.

Most pilot participants had ever been asked to send a sext (90.4%) and had received a sext (85.4%); more than half had sent a sext themselves (61%) (Table 4). A higher proportion of LGBTQIA+ participants had been asked to sext, received a sext, and sent a sext compared to cis-straight participants yet the differences were not statistically significant.


TABLE 4 Baseline sexual behaviors by LGBTQIA+ Status (N = 42).

[image: A table displaying sexual behavior, sexting behavior, and contraceptive use data over the past three months. It is divided into categories: Full sample, LGBTQIA+, and Cis-straight, with columns for counts, percentages, and p-values. Data includes activities like sexual touching, oral sex, and sex with toys, as well as sexting behaviors and contraceptive use. Percentages vary across groups, with p-values indicating statistical relevance.]

We also collected reports of PV sex without contraception and condomless PV or anal sex in the last three months. Less than a quarter of all participants had PV sex without contraception (21.4%) or had engaged in condomless PV or anal sex (23.8%) in the past three months. The differences between cis-straight and LGBTQIA+ participants’ engagement in PV sex without contraception in the past three months was not statistically significant, nor were the differences between participants in rates of condomless PV or anal sex by sexual orientation and gender identity.






4 Discussion

The recent development of innovative LGBTQIA+-inclusive sex education programs helps to fill sexuality education gaps for LGBTQIA+ youth. However, evaluations of these programs must accurately capture the experiences of these populations to ensure LGBTQIA+-inclusive programming is evidence-based and can be widely scaled up. This study shows how we incorporated an integrated approach to develop and pilot test a rigorous LGBTQIA+-inclusive evaluation of the SafeSpace adolescent sexual health program.

Our pilot study demonstrates the feasibility and effectiveness of using social media ads with tailored graphic designs to recruit a sample of youth participants with diverse sexual orientations, racial identities, and gender identities into a mobile app-based intervention. Notably, almost two-thirds of pilot sample participants were LGBTQIA+ and three-quarters were Black and/or Latinx. Because the types of platforms youth use are constantly changing (39, 40), social media recruitment must be tailored to meet the needs of youth. For example, previous studies recruited large samples through Facebook (41–44) and Instagram (33), while this study also used TikTok, which was launched in 2016 (45).

This study also highlights the feasibility of obtaining a parental consent waiver—an important study enrollment practice for evaluation of sex education programs. Parental consent requirements for minors to participate in research can disproportionately exclude LGBTQIA+ youth who have not disclosed their identity to their parents or who are living with chosen family (46). Given that parental consent requirements could lead to selection bias in which LGBTQIA+ youth with parental support are overly represented, we intentionally sought and received exemption from a parental consent requirement by clearly documenting the potential harms to participants and threats to validity.

By incorporating insights from LGBTQIA+ youth, LGBTQIA+ staff, and equity experts, we created survey measures that expand beyond a heteronormative, cisnormative, and risk-oriented prioritization of PV sex (38, 47, 48). These measures better reflect, respect, and affirm the experiences of LGBTQIA+ program participants who may otherwise feel alienated by questions not inclusive of their sexual experiences (49). However, our pilot study baseline findings indicate that these measures better capture the variety of sexual experiences of all youth. Both LGBTQIA+ and non-LGBTQIA+ youth reported engaging in non-PV types of in-person sexual activity, including sexting, sexual touching, genital rubbing, anal sex, and oral sex. As such, we normalize and validate all adolescents’ sexual desires and behaviors. Moving away from measuring only PV sex shifts the adolescent sexual health field from a sex-negative framework focusing on sex that carries a reproductive risk and towards a sex-positive framework that affirms sex for the purpose of pleasure, connection, and wellbeing. which can be developmentally appropriate for adolescents (50). This shift toward sex-positivity allows researchers to document aspects of both LGBTQIA+ adolescents’ and cis-straight adolescents’ sexual wellbeing, not only their sexual health (51).

By including a broader set of measures of sexual behavior, we captured a substantially higher rate of sexually activity from 26 percent who engaged in recent PV sex, to 42 percent who engaged in any type of in-person sexual activity in the past three months. Estimating higher rates of in-person sexual activity also has implications for evaluations’ ability to measure the impact of programming on STI prevention, consent, and other sexual health outcomes. The high rates of PV sex without contraception and condomless PV or anal sex at baseline—21 percent and 24 percent, respectively—reflect substantial exposure to unintended pregnancy and STIs for both LGBTQIA+ and cis-straight participants. Strikingly, almost all youth (both LGBTQIA+ and cis-straight) who reported PV or anal sex at baseline indicated at least one incident of recent sex without contraception or condoms, which points to the need for comprehensive and inclusive sexual health programming.

One notable finding from the pilot was the high percentage of youth engaging in sexting, with 61 percent reporting they ever sent a sexual photo of themselves to another person and 85 percent reporting receipt of sexual photos. These pilot results are much higher than a recent meta-analysis finding that almost 20 percent of youth report sending sexts and more than one-third report receiving sexts (52). The difference in rates may be due to the timeframe (we measured ever vs. recent sexting and measured “sexual photos” instead of “nude photos”).

There are several limitations to this study. First, this is a pilot study so the sample size is small; as such significance testing may be unreliable. Additionally, while we took care to describe how SafeSpace participants would take the evaluation surveys, our cognitive interviewees were presented with the survey items in a word document on a call with study team members, while the participants filled the survey out online independently. This different format may have impacted how they interpreted the questions and responses. Finally, we oversampled LGBTQIA+ youth to understand their unique perspectives and experiences. As such the results are not generalizable. Instead, we hope to demonstrate the feasibility of conducting an LGBTQIA+-inclusive evaluation.



5 Conclusion

Our findings indicate that leveraging the lived experiences of LGBTQIA+ staff and incorporating input from equity reviewers and LGBTQIA+ youth is a feasible and effective approach to designing and implementing LGBTQIA+-inclusive evaluations of sexual health programming. Our study highlights the types of strategies that can successfully be used to conduct LGBTQIA+-inclusive evaluations to better support the sexual health of both LGBTQIA+ and cis-straight youth. Future sexual health program evaluations should incorporate such strategies to inclusively, respectfully, and more accurately capture the experiences and identities of LGBTQIA+ youth. In doing so, program evaluations can document the impact of and need for sexuality education that is inclusive, affirming, and that promotes sexual wellbeing for all.
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1We use the definition of sexuality education that Breuner et al use, which includes content on sexual health topics such as sexually transmitted infections, contraception, sexual activity, and reproductive rights; sexual and romantic relationships; anatomy and reproduction; and personal identity topics such as sexual orientation and gender identity (1).

2LGBTQIA+ is an acronym for lesbian, gay, bisexual, transgender, queer/questioning, intersex, asexual, and other marginalized sexualities and genders. We use the full acronym to reflect the diversity in this population. However, when referring to other programs we follow the acronym used by that organization.

3We chose to include AFAB and intersex participants for several reasons. First, we are interested in understanding contraceptive use as a key outcome, as well as clinic access, which tend to be more relevant to AFAB youth. Additionally, we wanted reliable data on contraceptive use, and male reporting of partner’s contraceptive use is less accurate than method users themselves. Further, as SafeSpace was developed from Real Talk, we aimed for our study population to reflect its users. Over 60% of Real Talk users identify as girl/woman or non-binary/gender non-conforming. Additionally, while there is large variability within the intersex population, we included intersex people in the evaluation to (1) include as many people as possible who may use contraception and be able to get pregnant in our sample without being overly intrusive with questions about their specific condition, and (2) we wanted to include as many LGBTQIA+ people as possible. As such, intersex people are eligible to participate even though some of them are not able to become pregnant.

4MyHealthEd, Inc. Real Talk Mobile App Analytics Data. 2019. [Unpublished data].

5This SafeSpace program evaluation has an intentional focus on Hispanic and non-Hispanic Black youth, so all other youth are grouped together. We used these categories in our recruitment approach, requiring at least 50 percent of our sample to be Hispanic or non-Hispanic Black youth. We accepted all non-Hispanic, non-Black youth who met the inclusion criteria to make up the rest of the sample.

6Reach is a measure used in the social media marketing industry to represent the number of accounts (people) that saw an advertisement at least once.
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Introduction: Consent Labs is an Australian, youth-led, not-for-profit organization delivering comprehensive consent education. Workshops are co-designed by young people and delivered by near-to-peer facilitators in secondary and tertiary institutions. The aims of this paper are (1) to describe the development, design and delivery of Consent Labs and (2) to conduct a retrospective analysis of evaluation data collected by Consent Labs.
Methods: E-survey data were collected by workshop facilitators between March 2021 and April 2023. This paper presents a retrospective analysis of these de-identified data. Survey items included age, identity, pre- and post- sexual consent knowledge, attitudes towards the content and delivery and questions inviting free-text responses. Quantitative data were analyzed using descriptive statistics: frequencies, self-reported change in knowledge using paired t-tests, and differences between groups using chi-square tests. Free-text responses were analyzed using content analysis.
Results: We describe the conceptualization of Consent Labs, present information about topics covered and report on process evaluation data analysis. Six thousand and twenty-six students returned complete evaluation surveys; 76.3% were school students and 23.7% were university students. The majority (67.3%) identified as female, 24.2% as male, 1.7% as non-binary, 1.2% as other gender identity. Self-reported change in knowledge before and after workshops was significant (pre-workshop knowledge mean score 3.77; post-workshop knowledge mean score 4.58; p < 0.0001). Change in knowledge remained significant when analyzed by institution, school type gender and sexual identity. ‘Consent Foundations’ was the most frequently selected (41.0%) topic as being most valuable. Respondents selected ‘Recognizing Coercion’ and ‘Gaslighting and Other Consent Challenges’ most frequently for future workshops (both 48.3%). Analysis of free text responses provided additional feedback.
Discussion: Consent Labs has been gaining recognition nationally since it was first implemented; this is the first analysis of process evaluation data. Limitations of the study include the low response rate, self-reported change in knowledge and the cross-sectional nature of the evaluation. Preliminary findings are encouraging and provide a sound platform for quality improvement and further evaluation. A recent government grant to partner with education academics will ensure that the Consent Labs program and continuing growth will be informed by more rigorous evaluation and evidence.
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 adolescents; youth; youth-led; consent education; sexuality education


1 Introduction


1.1 Comprehensive sexuality education

Comprehensive sexuality education (CSE)1 is defined by the United Nations Educational, Scientific and Cultural Organization (UNESCO) as a curriculum-based process of teaching and learning about the cognitive, emotional, physical and social aspects of sexuality. It aims to equip children and young people with knowledge, skills, attitudes and values that will empower them to: realize their health, well-being and dignity; develop respectful social and sexual relationships; consider how their choices affect their own well-being and that of others; and, understand and ensure the protection of their rights throughout their lives (UNESCO, 2018, p. 16). Globally, it was the International Conference on Population Development (ICPD) in 1994 which ignited a call to action for the world’s adolescents and their sexual and reproductive health and rights, which included their right to CSE (Vanwesenbeeck, 2020). To mark the 25th anniversary of the ICPD, a global review of achievements, progress and opportunities for further strengthening of adolescent sexual and reproductive health and rights highlighted that it is possible to ‘navigate [the] sensitivities to CSE’ and called for further support, capacity building and training for those delivering CSE (Plesons et al., 2019).

In addition to CSE being a fundamental right of all adolescents, there is overwhelming international evidence that curriculum-based CSE delivered in schools leads to positive health and wellbeing outcomes for young people. Earlier studies which evaluated CSE programs focused on health outcomes of unintended pregnancy and sexually transmitted infections (STIs) as well as their behavioral determinants, such as abstinence/ delaying intercourse, contraception and condom use and number of sexual partners (Kantor et al., 2021). A recent international systematic review expands the scope and definitions of the outcomes that CSE seeks to change (ibid). Additional outcomes reported in this review include more positive attitudes to healthy relationships, reductions in dating and intimate partner violence and greater recognition of gender equity and rights (Goldfarb and Lieberman, 2021).

UNESCO is the key global body which provides evidence, technical guidance and monitoring for CSE. In a 2019 Policy Paper, UNESCO presented a series of strategies for ‘breaking the deadlock in CSE delivery’ (UNESCO, 2019). Among these were recommendations to ensure that CSE curricula are relevant and evidence-based, to develop monitoring and evaluation mechanisms and to work with other sectors (especially health) and community organizations and groups, including parent groups (ibid). UNESCO (2022) published a technical brief on the evidence gaps and research needs in CSE, which included school-level studies on the best delivery methods. Among the delivery methods needing further research was the use of peer-to-peer approaches.

In Australia, momentum for curriculum-based sexuality education grew alongside global movements in the 1970s. This has been attributed to the sexual revolution of the 1960s and the advent of the first effective hormone contraceptive (‘the Pill’) and coincided with a global increase in teenage pregnancy in western countries (Mitchell et al., 2011). Further impetus arrived during the 1990s in response to the global HIV pandemic, whereby investment in research by the Commonwealth (national) government led to the establishment of national policy on guidelines for school-based education about HIV/AIDS, blood borne viruses and sexually transmitted infections (Weaver et al., 2005).

In the past two decades, global societal shifts in understanding and responding to the issue of sexual consent, sexual violence and harassment have led to a renewed focus on the role of CSE in violence prevention. The UNESCO technical guidance on CSE includes violence prevention, safety and consent as one of its eight key concepts in CSE (UNESCO, 2018). There are examples of violence prevention educational programs which have been piloted or implemented in UK, Europe and United States schools, with a general view that rigorous evaluation is lacking (Fox et al., 2014). In Australia, the Commonwealth government established an independent organization, Our Watch, in 2013, as part of a national plan to end violence against women and children. This included piloting and evaluating violence prevention education in schools, for example, in Victoria (Ollis, 2014); in Western Australia, the state government funds professional development programs on respectful relationships for teachers (Curtin University, 2023). Our Watch has published evidence-based resources for education providers (Our Watch, 2021), including a ‘Respectful Relationships Education’ toolkit (Our Watch, 2022).

Accompanying this growing awareness of gender-based violence and harassment and the need for sexual violence prevention, attention has turned in recent years to the tertiary education sector. For example, the Centers for Disease Control and Prevention in the United States published guidance for prevention of sexual violence on campus for college and university campuses in 2016 (Dills et al., 2016). A recent systematic review of published research on consent education, specifically, in education settings identified that most (15/18) took place in university or college settings, and most took place in the United States, which was attributed in part to the legislative requirement for US colleges to have sexual assault prevention programs (Burton et al., 2021). Evaluations of these consent education programs mostly measured change in knowledge, attitudes and confidence, rather than behavior (ibid).



1.2 The Australian context

In Australia, school education and delivery of curricula are the responsibility of state and territory governments. There is, however, a national curriculum covering all learning areas and subjects, developed to ensure a degree of equity and consistency across the country. Further, the national curriculum serves as a guide for states and territories to develop their own curriculum framework or syllabus (Mitchell et al., 2011). While sexuality education has always been part of a mandatory Health syllabus (‘Health and Physical Education’ being a key learning area in national and state/territory curricula), the coverage of relevant topics, delivery, teacher training and professional development and policy support vary considerably (Hendriks et al., 2023).

Five-yearly surveys have taken place, since 1992, among a national sample Australian secondary students to gain a snapshot of STI and HIV knowledge, current sexual practices including condom and contraception use, unwanted sex and experiences of school-based sexuality education. More recent iterations of the survey include questions about digital sexual practices such as sexting. The most recent (2021) survey included 6,841 respondents and found that 93.0% reported receiving some relationships and sexuality education at school and 95.6% reporting that they thought this was an important part of the school curriculum. Just over half the sample reported that respectful relationships and consent were well covered in their school sexuality education classes, while overall, less than 25% felt that their education was very or extremely relevant. In the same survey, just under 40% of respondents who had experienced any sex reported that they had ever had unwanted sex. This was significantly higher for young women than young men, and highest among trans and non-binary young people and also substantially higher than in previous surveys, where the prevalence varied from around 25 to 29% (Power et al., 2022). In the tertiary education sector in Australia, Universities Australia, the peak body for Australian universities, released a Good Practice Guide for preventing sexual harm in the university sector (Universities Australia, 2023). This followed a national survey among university students, conducted by the Australian Human Rights Commission (AHRC) in 2015–2016 which reported that 51% of all university students were sexually harassed on at least one occasion and 6.9% of students were sexually assaulted, with a ‘significant proportion’ of these occurring on university campuses (AHRC, 2017). A more recent national survey among a national survey of 43,819 university students in Australia, 16.1% had experienced sexual harassment and 4.5% had experienced sexual assault, since starting university (Heywood et al., 2022). These statistics are echoed in studies in the United Kingdom and United States (Hill and Crofts, 2021).

To our knowledge, there have been no published papers or studies on consent education programs which have been entirely youth-led. The systematic reviews by Burton et al. (2021) and Goldfarb and Lieberman (2021) describe over 50 programs, none of which appear to be entirely youth-led and most of which are adult-led.

The aims of this paper are therefore (1) to describe the development, design and delivery of Consent Labs, a 100% youth-led consent and sexuality education program in Australia and (2) to evaluate the program based on student feedback of over 6,000 students who completed e-surveys between 2021 and 2023. This evaluation will provide a baseline for further improvements of the workshops and for designing a rigorous evaluation in the future.




2 The Consent Labs education program

It is within the Australian landscape described above, that two young women (AW and JY) in Sydney, Australia initiated the development of an education program called Consent Labs in 2016. Their experiences of early undergraduate life brought to light an inadequacy in the school-based consent education they had received. AW and JY who were aged 19 years at the time, initially undertook extensive review of CSE frameworks, best practice principles and evidence. They familiarized themselves with the national curriculum and New South Wales (NSW) school syllabus relevant to CSE and consent education and identified and met with content, pedagogy and policy experts. Figure 1 outlines the Consent Labs program design mapped to one Australian and two international best practice frameworks.

[image: Two tables outline frameworks included in the Consent Labs program:  1. The "Our Watch Core Elements of Effective Respectful Relationships Education in Schools" focuses on addressing gender-based violence, using a whole school approach, evaluation, teacher support, and a long-term vision.  2. The "International Planned Parenthood Federation Framework for Comprehensive Sexuality Education" includes gender, rights, violence, diversity, and relationships, excluding sexual and reproductive health.  Another table lists UNESCO guidelines for delivering effective CSE programs, covering preparatory and content phases, emphasizing expert involvement, SRH needs, clear goals, addressing consent, and life skills.]

FIGURE 1
 Consent Labs program design mapped to best practice framework.


AW and JY consulted closely with industry experts from a range of disciplines such as Health, Law and Education and initially developed four content areas, including Consent Foundations, Consent with Alcohol and Other Drugs, Recognizing Sexual Harassment and Assault and Responding to Sexual Harassment and Assault. The program is designed to be a sequential curriculum from Year 7 to 12, aligned with the formal school education curriculum, and extends into tertiary institutions. The first workshops were held in 2019 in tertiary institutions, and then subsequently delivered into secondary schools from 2021. They also deliver workshops for parents and careers, developed in 2021, and for educators, developed across 2021–2022. These additional programs were developed due to demand from schools to further engage with the topic, and to address best practice principles recommending a whole-of-school approach.

Consent Labs programs are delivered by trained volunteers who are all young people (under 30 years) and use a range of engaging educational methods such as scenario-based learning. Consent Labs educators initially consult with the school or tertiary institution to gain insight into existing consent and sexuality education teaching and to tailor their workshops to the student and institution needs. Figure 2 illustrates the process followed when Consent Labs receives requests from schools or tertiary institutions through to post-workshop feedback and debriefing. Schools and universities are charged a fee for the program. Consent Labs is promoted via a range of strategies, predominantly through word-of-mouth and through proactively building relationships with individual institutions.

[image: Flowchart detailing the process involving Consent Labs and a client. The steps include client contact, understanding local context, team assignment, preparation, delivery, data collection, data review, and a debrief session with the client.]

FIGURE 2
 Process followed by Consent Labs from initial contact with education provides through post-workshop feedback.


As of early 2024, Consent Labs has become an increasingly sought-after educational resource. It remains a youth-led, not-for-profit organization and registered charity that delivers comprehensive consent education programs to young people in high schools and tertiary institutions. The Consent Labs team has grown to 35 staff and the program has educated over 60,000 people across Australia. In July 2023, Consent Labs won a $1.1 million grant from the NSW Department of Communities and Justice to develop educational resources to address harmful gender and sexuality norms in schools at scale, in partnership with education academics at the University of Sydney (2023).


2.1 Consent Labs curriculum and framework

The UNESCO International technical guidance on sexuality education provides a framework for international best practice programs. This recommends that comprehensive sexuality education should be covered in an age-appropriate manner over several years using a spiral-curriculum approach to maximize learning (UNESCO, 2018). Accordingly, the Consent Labs program is deliberately designed and delivered as a spiral curriculum, spanning from Year 7 to Year 12 and beyond. It is also aligned with NSW Education Standards Authority (NESA) Primary and Secondary syllabus for Personal Development, Health and Physical Education (NESA, 2023) and is quality assured by the NSW Department of Education. Further, learners should “play an active role in organizing, piloting, implementing and improving the content of sexuality education” (UNESCO, 2018). Consent Labs actively seeks input and focus grouping from their audience to ensure they deliver education that is relevant and engaging to young people.



2.2 Consent Labs core program – content and delivery

The delivery of the content by near-to-peer facilitators is designed to be as engaging and student-led as possible. Two facilitators work with a group of students and deliver the program utilizing a range of strategies such as scenario-based learning, group work and discussion, and question and answer sessions. Facilitation skills are emphasized as much as curriculum content. That is, ensuring that facilitators know how to create rapport and buy-in from students within the first 5 min of being in the room (this is critical for true learning to be able to take place), understand how to manage the delivery of content within the time affords to ensure maximum competency, understand how to read the subtext within a room and respond accordingly, and most importantly how to deliver the program in a safe manner.

All students received ‘core’ modules, these are: Consent Foundations + Recognizing Sexual Harassment and Assault + Responding to Sexual Harassment and Assault. The topics covered are briefly described below. The remaining modules are optional and based on conversations with the school or tertiary institution regarding what is most important for their student cohorts.

Consent Foundations:

	• What does everyday consent look like? How can we use skills that we have already been taught and apply them when exploring respectful relationships?
	• Boundary setting in everyday scenarios, and in our relationships.
	• Practising consent language.

Recognizing Sexual Harassment and Assault

• How can young people call out sexual harassment and contribute to societal change?

• How can young people develop the confidence to be able to identify when sexual harassment or assault has occurred?

	• How can young people be an active bystander?

Responding to Sexual Harassment and Assault

	• What can young people do should they find themselves or a friend in a situation where sexual harassment or assault has occurred? We cover responding to immediate danger and support available for both physical and mental health.
	• What are the options for reporting sexual harassment and assault?
	• How can young people be a supportive friend to someone who has experienced sexual harassment or assault?




3 Evaluation of Consent Labs - methods


3.1 Design

Retrospective quantitative and qualitative analyses of process evaluation e-survey data which were collected following student participation in Consent Labs workshops between March 2021 and April 2023.



3.2 Participants

Australian secondary and tertiary students.



3.3 Data Collection

E-surveys were developed using Google Forms. To optimize response rates, the e-survey items were kept brief and simple to answer. Survey items included age in years, identity (gender, sexual) using a drop down menu of fixed-choice responses which allowed for more than one selection, knowledge about sexual consent before and after the Consent Labs workshop measured using a 5-point Likert scale, content perceived as most valuable (using a drop down menu of fixed-choice responses which allowed for more than one selection), whether respondents learned relevant, practical skills (Yes/No) and whether the workshop was engaging (5-point Likert scale). Questions about cultural identity (including Aboriginal and / or Torres Strait Islander identity) were only included in some latter surveys, so these data were not analyzed. Questions inviting free-text responses included ways to improve the workshop and suggestions for future topics. Box 1 shows the wording of the e-survey items.


BOX 1 E-Survey items.

What is your age?

Response options for school students: 12, 13, 14, 15, 16, 17, 18

Response options for university students: (a) Under 18, 18 – 20, 21-24, 25 – 30, 30+ OR (b) First year, second year, third year, fourth year, fifth year, other

How do you identify? (Tick all that apply)

Response options: Female, Male, Non-binary, Other gender, Straight/heterosexual, LGBTIQAP+, Prefer not to specify

Before this presentation, how much knowledge did you have about issues of consent?

Response options: 1 – 5 Likert scale (None – a lot)

After this presentation, how much knowledge do you have about issues of sexual consent?

Response options: 1 – 5 Likert scale (None – a lot)

Which modules did you find most valuable? (Tick all that apply)

Response options: Consent Foundations (Basics of Consent), Consent in the World of Technology, Healthy Relationships, Sex Education, Consent with Alcohol & Othe r Drugs, Recognising Sexual Harassment and Assault, Responding to Sexual harassment and Assault, Positive Masculinity

Do you feel like you learnt something practical you can incorporate into your day-to-day life (e.g. with friends, at home, at school, at parties)?

Response options: Yes, No

Please expand on what takeaways you found to be most valuable.

Response options: free text

Was the presentation engaging?

Response options: 1 to 5 Likert Scale (No - Yes)

Would you like to see us back for future workshops exploring more about sex and consent?

Response options: Yes, No

Which topics would you like to learn more about?

Response options: free text

Any ideas on how we can improve?

Response options: free text

Do you have any other comments?

Response options: free text
 



3.4 Data analysis

Quantitative data were analyzed in SPSS Version 28. Descriptive statistics included frequencies, individual students’ self-reported change in knowledge before and after the workshops using paired t-tests, and differences between groups (by demographic characteristics) using chi-square tests. We considered p-values of <0.05 to indicate statistical significance.

Free-text responses were analyzed using content analysis. An inductive approach was taken to coding the data, meaning that text was read without using any pre-determined categories or conceptual frameworks. Free-text responses were generally very brief and therefore the data did not lend itself to deep or iterative analysis (Leung and Chung, 2019). Nevertheless, codes were able to be organized into broader categories, reinforcing or providing additional understanding of the quantitative data.

Ethics approval was granted by the University of Sydney Human Research Ethics Committee [Project number 2023/604]. The Committee granted a waiver of consent for this study due to the anonymous nature of the data. A special condition of this approval was that no verbatim quotes from free text survey answers be used in dissemination of the findings, to mitigate any risk that individuals might be identifiable.




4 Evaluation findings

Between March 2021 and April 2023, 35,000 students from thirty-nine schools across New South Wales (NSW), Australian Capital Territory (ACT), Victoria, Queensland, Northern Territory and South Australia and fourteen universities/ university residential colleges across NSW, ACT, Victoria and Tasmania, participated in the Consent Labs program. Participating schools included single-sex and co-educational settings and were from Government, Independent and Catholic school sectors. Six thousand and twenty-six students (response rate ~17.3%) returned complete evaluation surveys. Of these, 1,761 surveys were completed between March and December 2021, 3,058 in 2022 and 1,234 from January to April 2023.


4.1 Institution and school type

Of the 6,026 survey respondents, 4,597 (76.3%) were school students and 1,429 (23.7%) were university students. Most (80.7%) were from NSW.

The highest proportion of respondents by School Type were students from Independent Girls’ schools, See Table 1.



TABLE 1 Number of respondents by school type.
[image: Table displaying the distribution of school types by number and percentage. Government coeducational: 1,440 (31.3%), Government girls: 333 (7.2%), Government boys: 336 (7.3%), Independent coeducational: 359 (7.8%), Independent girls: 1,936 (42.1%), Catholic coeducational: 65 (1.4%), Independent combined event: 128 (2.8%). Total: 4,597 (100%).]



4.2 Age

Among school students, median age was 16.0 years (IQR = 2 years). Among university students, age was asked either according to an age group, or, in some surveys, students were asked to nominate the year of study rather than age. Among the former age category type, there were 1,333 respondents and 50 (3.8%) were aged under 18 years, 915 (68.6%) were aged 18–20 years, 262 (19.7%) were aged 20–24 years, 76 (5.7%) were aged 25–30 years and 30 (2.3%) were over 30 years. Among the latter age category type (n = 96), 59 (61.5%) were in first year, 27 (28.1%) were in second year, three (3.3%) were in third year, one (1.0%) was in fourth year, two (2.1%) were in fifth year and four (4.2%) nominated ‘other’. See Table 2.



TABLE 2 Age of survey respondents.
[image: Table showing age and study year distribution of students. School students: 12-18 years, with highest at 16 years (31.2%). University students: largest group 18-20 years (68.6%). University study: first year most common (61.5%). Totals: 4,597 school students, 1,283 university age records, 96 university study records.]



4.3 Gender identity

The majority of respondents (67.3%) identified as female, 24.2% as male, 1.7% as non-binary, 1.2% as other gender identity. A further 1.3% selected ‘prefer not to say’; 1.7% were excluded as they selected all options and were considered ‘rogue’ responses, while 2.5% did not select any gender identity response.

Within every school type there was a small proportion of respondents (ranging from 1.4–7.1%) who were not cis-gender, in that they identified as either non-binary, gender diverse, or they attended a girls school and identified as male or attended a boys school and identified as female. Among university student respondents, 2.0% identified as non-binary or other gender/gender diverse.



4.4 Sexual identity

With regard to sexual identity, 59.7% did not select a response, 20.9% selected straight/ heterosexual, 14.6% selected LGBTIQA+, 3.1% selected prefer not to say and 1.8% were excluded as their responses were deemed ‘rogue’ (i.e., they selected all options). The proportions of school and university students who selected ‘LGBTIQA+’ were similar (15.1% cf. 13.9%). As with gender identity, respondents who identified as LGBTIQA+ were represented across all school types, the proportion ranging from 6.8 to 23.7%.



4.5 Self-reported change in knowledge

Change in knowledge before and after the Consent Labs workshops was significant (pre-workshop knowledge mean score 3.77; post-workshop knowledge mean score 4.58; paired samples test change in mean 0.814; one-sided p < 0.0001). Change in knowledge remained significant when analyzed by institution (school, university), school type, gender (female, male, non-binary, other gender identity) and sexual identity (straight/heterosexual; LGBTIQA+).



4.6 Workshop engagement and practicality

In response to the question ‘Was the presentation engaging?,’ 2,333 students (38.7%) checked ‘extremely’ and 2,273 (37.7%) checked ‘a lot’. 1,055 (17.5%) checked ‘moderately’, 246 (4.1%) ‘a little’ and 119 (2.0%) ‘not at all’.

The overwhelming majority (5,522/6026; 91.6%) indicated that they learnt something practical that they could incorporate into their day-to-day life. University students were more likely than School students to report that they learned something practical (97.2% cf. 89.9%; p < 0.001).



4.7 Most valuable workshop topics

Of the topics selected as most valuable following workshops, Consent Foundations was the most frequently selected, see Table 3. Most respondents selected one or two topics as being most valuable (46.8% selected one, 25.9% selected two). Topic selection by gender was analyzed by excluding the 5.5% of responses ‘prefer not to say’, rogue responses and where no gender identity response was selected. Respondents identifying as male were more likely to select Consent Foundations as the most valuable topic compared to females (males 44.5%, females 39.7%; p = 0.001) but not compared to non-binary or other gender diverse students.



TABLE 3 Frequencies of topics in workshops selected as most valuable (N = 6,026).
[image: Table displaying topics related to consent, number of respondents (N), and percentage (%). Consent foundations: 2,469 respondents, 41%. Recognizing sexual harassment and assault: 2,004 respondents, 33.3%. Responding to sexual harassment and assault: 1,733 respondents, 28.8%. Consent with alcohol and other drugs: 1,180 respondents, 19.6%. Consent and technology: 914 respondents, 15.2%.]

Respondents were given a list of up to nine other topics and asked to select which they would like to know more about in future workshops. Almost one-quarter (23.1%) selected two topics and 22.1% selected one topic. Table 4 displays the frequency of topics selected.



TABLE 4 Frequencies of preferred topics for future workshops (N = 6,026).
[image: Table listing topics related to consent education, with corresponding counts (N) and percentages. Topics include recognizing coercion, gaslighting, inclusive sex education, LGBT+ education, consent with drugs, consent technology, responding to sexual harassment, positive masculinity, and pornography. Counts range from 221 to 2,913, with percentages from 3.7 to 48.3.]



4.8 Free text responses

There were 360 free text responses when asked which aspects of the workshops they found most valuable or offered ‘key takeaways’. A breadth of topics was described, the following are responses which have been grouped together based on content.

	• A deeper understanding of consent and its continuum, including legal definitions, what enthusiastic consent is, social media and consent and the role of power in consent dynamics.
	• The importance of understanding and gaining clarity around personal boundaries, how to enact / communicate them and how they change
	• Alcohol and its impact on capacity to consent and/ or set personal boundaries
	• Understanding sexual harassment, recognizing sexual assault and knowing what to do including as a bystander
	• Healthy and unhealthy relationships including gaslighting and love bombing
	• Tips for dealing with an immediate threat or situation

Two thousand, two hundred and forty-eight respondents provided free text responses to the question ‘Any ideas on how we can improve?’ One-third (n = 756, 33.6%) responded that nothing needed to be improved, responses ranged from ‘no’ ‘nothing’ to indicating that the entire workshop was excellent or perfect. Among respondents with suggestions, most were about delivery methods, such as use of more videos, interactive activities, role plays, group discussion, music, games and icebreakers; some respondents suggested the workshops needed to be longer while others felt they should be shorter, others had suggestions for the spacing of interactive activities. Where there were suggestions for different or additional content, these included focusing more on issues for boys/men and being more inclusive or having more LGBTIQA+ content. There were also suggestions for more tips, practical strategies for dealing with sexual assault or discussing specific scenarios. Several respondents requested more time for answering questions, with some critical of there being an anonymous ‘question box’ but presenters not answering them (perhaps due to time constraints). Several respondents (from girls’ schools) recommended that workshops be delivered in boys’ schools. Some respondents commented that this content needed to be taught earlier, i.e., to younger students. A few commented that some of the content was not relevant because the respondent was not yet interested or involved in sexual relationships.

One thousand four hundred respondents provided Comments and Suggestions at the end of the survey. Around 820 respondents provided brief answers, such as ‘no further comments’, with many adding descriptors such as that the workshop was great, good, amazing, brilliant, engaging or simply wrote ‘thank you’. Remaining comments were also overwhelmingly positive, including high praise for the presenters and their energy/enthusiasm and the ability of presenters to tackle sensitive topics, being inclusive and for creating a safe and non-judgmental learning environment.




5 Discussion

Consent Labs is a curriculum-based, evidence-informed, youth-led and near-to-peer education program that has been gaining recognition since it was first implemented in 2019. The program was conceived of, developed, designed, delivered and thus far, evaluated, by young people and adheres closely to national and international best practice frameworks. The approach taken in designing the program, by the founders of Consent Labs, has been to consult with and tailor workshops to their clients’ needs. Consent Labs delivers a spiral curriculum in alignment with best practice by tailoring workshops to the age, stage and existing teaching occurring within schools. In schools, the program does not operate as a ‘one-off’ external provider ‘instead of’ but rather, as a complement and enhancement to the existing curriculum. External providers of curriculum, particularly in relation to sensitive topics or those requiring specific expertise, is both valuable for students as well as in supporting confidence and skills of teachers (Fox et al., 2014). Consent Labs has also commenced workshops for teachers following consultation with educators, supporting the evidence of need for professional development for teachers (Ollis, 2014). At universities, Consent Labs tailors workshops according to specific needs of the institution. In some cases (either in schools or universities) Consent Labs returns on two or more occasions to build upon previous education, again in accordance with specific needs. In light of new policy for mandatory consent education across Australia (Henebery, 2022), Consent Labs is a valuable resource.

There are some topics within CSE which are currently not explicitly covered by the Consent Labs program, these being contraception, pregnancy and sexually transmitted infections. Consent Labs made this decision intentionally because these topics are more commonly taught by teachers (Mitchell et al., 2011). In addition, they believed that consent and respectful relationships were more critical issues that were not being adequately taught in schools. They have piloted a ‘sexual health’ module within one university in Sydney and will look to expand their curriculum over the next 2 years. Consent Labs will also introduce pleasure as an explicit topic in the second half of 2024. Their workshops are designed to be inclusive in content and delivery (for example, use of gender-neutral language across all workshops) and they are currently developing specific workshops on gender and sexuality for delivery in late 2024.

The evaluation component of this paper analyzed process evaluation data from over 6,000 students from a range of participating schools and universities in several Australian states and territories. To our knowledge, this is the first published Australian study evaluating a youth-led consent education program. This retrospective analysis of process evaluation data describes the reach of the Consent Labs program to date, including most jurisdictions in Australia and most School Types. There has also been a steady increase each year in the number of workshops being delivered, reflected in the number of completed surveys.

Encouraging findings include the significant increase in self-reported pre- and post- workshop knowledge about consent, the very high proportion of respondents who learned something practical about consent that they could apply in their lives and the engaging nature of the workshops. Additional feedback provided in free text responses also highlighted content, delivery methods and the presenters themselves as engaging and enjoyable.

Published evaluations of sexuality education curricula or programs in Australia are scarce. In 2015 in Queensland, Australia, a peer-to-peer education model, R4Respect, aimed at preventing domestic violence, was initiated by a non-government community services agency, Youth and Family Service (YFS). The service historically has provided case management, accommodation services, community development and links to education and employment for young people (YFS, 2024). R4Respect trains youth ambassadors to deliver education sessions in local high schools. Evaluations of the program, conducted in partnership with a university in Queensland, have found overwhelming support for the peer-to-peer model and improved knowledge and understanding of harmful attitudes and behaviours. The evaluation also included perspectives of educators, who also expressed reservations that the program is not embedded in curriculum (Struthers et al., 2019). A community-consortium-led sexual health education program known as PASH (Positive Adolescent Sexual Health) has been running in Northern New South Wales since 2014 and delivers workshops and interactive activities to secondary school students aged 15 years and over. A qualitative study among PASH stakeholders (teachers, parents, staff, presenters, organizers and peer educators) found that program strengths include a safe and open learning environment, empowerment of young people and involvement of the support system and broader community (Crocker et al., 2019). A multiple, embedded case study evaluation is currently underway in Western Australia (Burns et al., 2019) and will collect, among other data, student perspectives on Relationships and Sexuality Education (RSE) via surveys and focus groups. Given the paucity of published, rigorous evaluation in the Australian education context, it is important that programs such as Consent Labs seek funding and partnerships to conduct research and maintain relevance, quality and evidence of impact. The recent grant funding received by Consent Labs to partner with researchers to conduct more rigorous evaluation University of Sydney (2023) is thus an excellent development.

The majority of survey respondents did not answer the question about sexual identity. We propose two possible explanations (1) this could reflect that many young people are on a journey towards understanding their sexuality, alternatively they might not feel a need to define it (2) this question was optional to avoid students feeling forced to be labelled or ‘pigeon-holed’ and so the survey could be submitted without a response to this question. Further, recent research among adolescents suggests that there is an increasing acceptance and use among adolescents of non-traditional as well as intersecting identity labels and it is possible that the response options offered did not resonate with some respondents (Hammack et al., 2022).

It is interesting to note that the workshop ‘Consent Foundations’ was most frequently selected as the most valuable. We postulate that, while respectful communication has been historically taught in schools, there has been little to no teaching of “sexual consent.” The Consent Foundations workshop deliberately focuses on this, and so it is often seen as most valuable, as young people have never been taught it before, and it has gained recognition as an important topic in society recently. The majority of university students in the evaluation study were young, within the first or second year of their tertiary studies. We are therefore not surprised that these topics were rated highly by both school and tertiary institution students. We point out that there are no substantial differences in the overall content or ‘topic headlines’ in workshops between secondary and tertiary students. Goals always include engagement with activities and scenario-based learning. Facilitators will take cues from the audience to use examples and tailor content to make it the most age appropriate and relevant.

Of potential/ future workshop topics suggested, respondents selected Recognizing Coercion (48%), Gaslighting and Other Consent Challenges (48%) and Sex Education that is inclusive and pleasure positive (40%). We believe that the issues of coercion and gaslighting focus on the nuances around respectful communication and consent. In traditional teaching of ‘sex education’ and even respectful relationships, young people clearly feel there is not enough emphasis on being taught how to recognize these complex power dynamics. With regard to the third most frequently selected future topic of interest, inclusive and pleasure positive sexuality education has been one of the frequently repeated topics suggested by Australian secondary students. In the 7th National Survey of Secondary Students and Sexual Health, conducted throughout 2021, over 60% of respondents felt that respectful relationships and consent were well covered in RSE but commented on the need for more information about sex, pleasure and sexuality and gender diversity (Power et al., 2022).

Finally, the workshops from which our evaluation data are derived all took place after February 2021. This was a significant month in Australia, with three young women coming to national and international prominence: Grace Tame, named Australian of the Year on 25 January 2021 for her advocacy for survivors of sexual assault; Brittany Higgins, a young Liberal party staff member who alleged she was sexually assaulted at Australia’s Parliament House (Maiden, 2021) and Chanel Contos, who successfully petitioned for mandatory consent education in schools following several thousand testimonies from young women alleging they were sexually assaulted as teenagers by male peers (Chrysanthos, 2021). Thus, it might be anticipated that secondary students in Australia became more aware of, or were provided with, more formal consent education over the past two to 3 years. Consent Labs, while focused on consent, offers a range of workshops including healthy relationships and sex education that is ‘sex-positive’ and LGBTQIA+-inclusive. It seems likely that this positioning of consent education within a more holistic approach to relationships and sexuality education contributed to the high proportion of Consent Labs participants who found the content relevant, inclusive and practical.

Limitations of this study include the low response rate and underrepresentation of male and gender-diverse students among respondents, as well as the cross-sectional nature of the evaluation and reliance on self-reported change in knowledge. In addition, not all topics were offered across all workshops, so the most frequently selected topics only provide an indication of areas the students found most valuable. The survey items were developed by the Consent Labs team for immediate feedback and were not intended to have specific statistical or metric properties. Our analysis therefore can only be descriptive. Despite these limitations, these data are encouraging and provide a sound platform for further evaluation which should employ a longitudinal design, measure change in knowledge, attitudes and behavior and incorporate quantitative and qualitative program evaluation methods.

Additional future considerations for Consent Labs, and CSE more broadly, include considerations of cultural contexts. The UNESCO guidance makes clear that CSE programs are most effective when they are tailored to the cultural context in which they are delivered. This is particularly important in the case of Aboriginal and Torres Strait Islander young people who are typically sexually active from a younger age (Wand et al., 2018) and face a range of barriers accessing sexual health services (Wand et al., 2018; Bell et al., 2020). A qualitative study seeking perspectives of Aboriginal and Torres Strait Islander young people about sex education found that participants preferred school sex education programs delivered by external specialists and wanted positive approaches to sex education, including how to gain consent before sex (Graham et al., 2023). In the Australian context, there is a need for further focus and investment into comprehensive sexuality programs that tailor to specific at-risk groups such as Aboriginal and Torres Straight Islander, LGBTQIA+ and Culturally and Linguistically Diverse young people.

Consent Labs is a youth-led organization which centers the youth voice and works with content and education experts to design and deliver its programs for students, teachers and parents/careers. The organization seeks feedback from participants after each workshop as a mechanism for quality improvement and to ensure relevance to its varied audiences. The evidence presented in this paper while limited, is promising with regard to its acceptability and educational value. By expanding into more formal evaluation of its work, Consent Labs will also contribute to evidence for impact of consent and relationships education in the Australian education context.
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Footnotes

1   ‘Comprehensive sex education’ (CSE) is defined as a ‘curriculum-based process of teaching and learning about the cognitive, emotional, physical and social aspects of sexuality’ and is evidence-based, age and developmentally appropriate, incremental, curriculum-based and comprehensive (i.e., includes all aspects of sexuality, not just biology). (UNESCO, 2018). We are aware that there are several different terms used to describe CSE, for example ‘Relationships and Sexuality Education’, ‘Sexual Health and Relationships Education’ ‘Holistic Sexuality Education’ or simply ‘Sex Education’.
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There is a critical gap in sex education such that many people lack access to evidence-based and accessible information about sexuality, putting them at risk for endorsing myths about sex and in turn having poorer sexual wellbeing. To address this gap, we developed a novel social media knowledge translation initiative—MisconSEXions—to debunk common myths about sexuality. The goal of this study was twofold. First, to examine whether exposure to MisconSEXions is effective for reducing sexuality myth endorsement. Second, to evaluate the acceptability (participants’ satisfaction with the content), appropriateness (the perceived fit of the content with participants), adoption (participants’ intention to engage with the initiative), and penetration (participants’ perception of the content’s impact on their lives) of MisconSEXions among study participants. We also examined possible group differences in our observed effects by assigned sex, gender modality, and sexual orientation. A large and diverse sample (N = 2,356) of adults completed an online survey and reported on their demographics, sexuality myth endorsement before and after exposure to MisconSEXions content, and the acceptability, appropriateness, adoption, and penetration of the MisconSEXions content. We found that participants’ sexuality myth endorsement was significantly lower following exposure to MisconSEXions content, and this effect held across assigned sex, gender modality, and sexual orientation groups. Regardless of participants’ assigned sex, gender modality, or sexual orientation, MisconSEXions content was reported to be both acceptable and appropriate to people’s lives. Participants reported relatively low levels of adoption, such that they reported reluctance to engage with the content on social media. Additionally, participants reported mixed feelings regarding the impact of the content on their lives (i.e., penetration). Overall, the findings have implications for how sexuality social media knowledge translation initiatives can fill important gaps in providing inclusive and accessible sex education.
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1 Introduction

People often lack access to sex education or receive misinformation about sexuality. This is problematic because receiving limited or inaccurate information about sex is linked with endorsing myths about sexuality (Erbil, 2019) and in turn with poorer sexual outcomes (Baker and De Silva, 1988; Nobre and Pinto-Gouveia, 2006; Peixoto and Nobre, 2014; Erbil, 2019; Bakay et al., 2021). Thus, developing and testing novel methods to disseminate accurate information about sexuality is critical. Social media is a unique method of reaching wide and diverse audiences (Chan et al., 2020; Lu et al., 2021), and may have utility as a sex education tool. However, limited research has examined whether social media can be used to increase general sexual knowledge, rather than address specific sexual difficulties (Rosen and Brotto, 2021). Thus, the goal of the present study was to develop and test a sexuality social media knowledge translation initiative—MisconSEXions—that busts myths about sexuality using empirical evidence. Specifically, we examined whether exposure to MisconSEXions was associated with reductions in sexuality myth endorsement. We also explored whether MisconSEXions was acceptable and appropriate to participants, whether they reported that they would engage with the content on Instagram (adoption), and whether they perceived that this content impacted their lives (penetration).


1.1 Sex education and sexuality myth endorsement

People often receive limited or inaccurate education about sexuality, which in part stems from sex education curricula being non-comprehensive and unstandardized (Youth Co, 2018; SIECCAN, 2019; Action Canada, 2020; Narushima et al., 2020; Pampati et al., 2021; Wood et al., 2021). Approximately 50% of North American adolescents report receiving sex education that meets minimum international standards [i.e., only teaching about birth control methods and preventing sexually transmitted infections (STIs); Action Canada, 2020; Guttmacher Institute, 2022]. Outside of school settings, many people seek out information about sexuality from family, peers, or media (Evcili and Golbasi, 2017; Yeo and Chu, 2017), but these sources may be biased or provide inaccurate information (Ward, 2003; Coyne et al., 2019; Sartin-Tarm et al., 2021; Papp et al., 2022; Ward et al., 2022a,b). Receiving accurate information about sexuality in educational settings has a range of benefits for health (e.g., lower STI rates), social (e.g., greater empathy), and sexual (e.g., greater sexual communication) outcomes (Lo Presto et al., 1985; Constantine et al., 2015; Haberland and Rogow, 2015; Goldfarb and Lieberman, 2021; Ross et al., 2021; Ünal Toprak and Turan, 2021; Akalin, 2022; Ma et al., 2022; Hu et al., 2023). Moreover, the benefits of sex education on these outcomes persist over time (Morales et al., 2020), demonstrating the critical importance of addressing gaps in the accessibility of information about sexuality.

In addition to the general lack of access to comprehensive sex education, there are specific disparities in who receives relevant sex education based on their identities, including assigned sex, gender modality1 [i.e., whether individuals’ current gender identity aligns with the gender/sex they were assigned at birth (cisgender) or does not align (transgender and gender-diverse)], and sexual orientation. Sex education curricula are often gender/sex-segregated (Charmaraman et al., 2012; Hobaica and Kwon, 2017; Hobaica et al., 2019), or primarily focus on people with majoritized identities (i.e., those with greater structural/institutional power: assigned male at birth, cisgender, heterosexual; van Anders et al., 2022) versus minoritized identities (i.e., those with less structural/institutional power: assigned female at birth, transgender and gender-diverse, LGBQ+; Steinke et al., 2017; Rabbitte, 2020; Garg and Volerman, 2021; Pampati et al., 2021; Delmonaco and Haimson, 2022; Jia et al., 2022; Epps et al., 2023). For people with minoritized identities, failing to receive relevant sex education is associated with negative health (e.g., greater symptoms of depression), social (e.g., greater peer victimization), and sexual (e.g., greater sexual abuse victimization) outcomes (Gowen and Winges-Yanez, 2014; Bodnar and Tornello, 2019; Charley et al., 2023). Conversely, comprehensive sex education benefits LGBTQ+ youth’s mental health and is associated with less peer victimization (Blake et al., 2001; Greytak et al., 2013; Constantine et al., 2015; Proulx et al., 2019; Goldfarb and Lieberman, 2021). For people assigned female at birth, comprehensive sex education is linked with greater self-efficacy for experiencing sexual pleasure (Warshowsky et al., 2020). As such, receiving comprehensive sex education is beneficial for minoritized groups’ overall wellbeing. However, it is not yet well understood whether receiving comprehensive information about sexuality has differing degrees of benefit for minoritized and majoritized groups.

Having accurate sexual knowledge, which is facilitated through sex education, is important because greater endorsement of sexual myths is associated with poorer sexual wellbeing (e.g., higher sexual distress, lower sexual satisfaction, and lower sexual function; Baker and De Silva, 1988; Nobre and Pinto-Gouveia, 2006; Peixoto and Nobre, 2014; Erbil, 2019; Bakay et al., 2021). Despite being more likely to receive sex education relevant to their identities in school, majoritized groups (i.e., cisgender and heterosexual people, people assigned male at birth) are at greater risk of endorsing sexual myths than minoritized groups (Mosher, 1979; Eisenberg et al., 2004; Kukulu et al., 2009; Ziherl and Masten, 2010; Peixoto and Nobre, 2014; Evcili and Golbasi, 2017; Ekrem et al., 2022). This may be because majoritized groups are less likely than minoritized groups to seek out additional information about sexuality beyond what they learned in school to fill gaps in their sexual knowledge (Charest et al., 2016; Steinke et al., 2017).

The Information Motivation Behavioral Skills (IMB) Model provides theoretical context as to why exposure to accurate sexual information may contribute to changes in sexuality myth endorsement and in turn have downstream benefits for sexual wellbeing. The IMB Model posits that if people are exposed to accurate information and are motivated to utilize the information, they can enact the skills needed for behavioral change (Fisher and Fisher, 1992). Applied to sexuality, if people receive accurate comprehensive education about sexuality and are motivated to engage with the content, they may be better equipped to revise their inaccurate beliefs and change their approach to sex as well. For example, if people receive accurate education about masturbation, people who were reluctant to masturbate may use this new information to change their sexual behaviors to include masturbation. This addition to their sexual repertoire could have benefits for their sexual wellbeing such as greater sexual satisfaction or lower sexual distress (Carvalheira and Leal, 2013; Coleman and Bockting, 2013).



1.2 Social media for sexuality knowledge translation

There is a “valley of death” or profound gap in translating scientific findings into practice (Canadian Institutes of Health Research, 2011), such that new findings take approximately 17 years to be implemented into practice (Green, 2008), including sex education curricula. Knowledge translation is the practice of moving research findings into practice—whether through implementing scientific findings into policy, or individuals implementing findings into their lives (Jacobson et al., 2003; Estabrooks et al., 2006; Graham et al., 2006, 2007; Proctor et al., 2011; Straus et al., 2011; Grimshaw et al., 2012). One way to address the knowledge-to-practice gap in sex education is through developing innovative and accessible knowledge translation methods to disseminate sexuality science. Social media is one such avenue for knowledge translation of updated, inclusive, and evidence-based sex education to large and diverse audiences (Hamm et al., 2013; Perrin, 2015; Chan et al., 2020; Lu et al., 2021). Furthermore, given that misinformation often proliferates on social media, combatting inaccurate sexual information with evidence-based findings is important for promoting sexual knowledge.

Initial evidence suggests that sexuality knowledge translation initiatives can change individuals’ beliefs and attitudes about sexuality, and in turn, their sexual behaviors. Exposure to sexual health information via social media knowledge translation initiatives is associated with increases in knowledge about STIs and contraception (Guse et al., 2012; Wadham et al., 2019), and in turn with behavioral outcomes, like increased frequency of STI testing, condom use, and contraception use (Bull et al., 2012; Gabarron and Wynn, 2016; Stevens et al., 2017). Social media knowledge translation initiatives are also efficacious for improving knowledge about specific sexual problems or gender diversity, including bolstering new and expectant parents’ confidence in discussing sexual concerns (Rosen et al., 2021), improving knowledge about gender/sex (Beischel et al., 2021), and increasing knowledge about specific sexual difficulties (Jackowich et al., 2022). To date, knowledge translation research has primarily focused on sexual health or specific sexual difficulties, as opposed to general sexual knowledge. Thus, a key gap in the literature is evaluating whether sexuality social media knowledge translation initiatives improve knowledge about a broad range of sexuality domains.

In addition to evaluating impacts on sexual knowledge, evaluating how successfully sexuality social media knowledge translation initiatives are implemented sheds light on individuals’ experiences with the initiatives. In their taxonomy of implementation outcomes, Proctor et al. (2011) describe several implementation targets, including acceptability (i.e., how satisfactory the initiative is to individuals), appropriateness (i.e., the perceived fit of the initiative with individuals), adoption (i.e., individuals’ intention to engage with the initiative), and penetration (i.e., individuals’ perception of the initiative’s impact on them). Initial evidence suggests that sexuality social media knowledge translation initiatives garner positive impressions on implementation outcomes (Brotto et al., 2021; Rosen et al., 2021; Jackowich et al., 2022; Lavery et al., 2023). Importantly though, individuals express reluctance to adopt sexuality social media initiatives (e.g., publicly engage or be affiliated with them; Jackowich et al., 2022). Thus, while sexuality social media knowledge translation initiatives may be well received by users, the public nature of social media may result in less adoption.

There are group-level differences in social media usage for sex education and receptivity to social media platforms in general that may similarly impact receptivity to sexuality-related social media knowledge translation initiatives. LGBTQ+ people seek out information about sexuality on social media more frequently than cisgender and heterosexual individuals do (Ceglarek and Ward, 2016; Charest et al., 2016; Herrmann et al., 2023). Additionally, with respect to general social media use, people assigned female at birth use Instagram more frequently and with more active engagement (e.g., “liking,” commenting on, and sharing posts) than people assigned male at birth (Gil de Zúñiga et al., 2017; Vaid and Harari, 2021; Laor, 2022; Legkauskas and Kudlaitė, 2022). Therefore, minoritized groups may respond more positively to sexuality knowledge translation initiatives delivered via Instagram than majoritized groups given their use of social media for sex education or greater overall receptivity to Instagram.



1.3 Present study

The present study aimed to evaluate whether exposure to MisconSEXions content would reduce individuals’ sexuality myth endorsement. We hypothesized that majoritized groups (by assigned sex, gender modality, and sexual orientation) would have greater reductions in their sexuality myth endorsement after exposure to MisconSEXions content than minoritized groups. We also aimed to evaluate the implementation of MisconSEXions content, including potential group differences in these outcomes. In general, we hypothesized that MisconSEXions content would have relatively high scores for acceptability and appropriateness, with lower scores for adoption and penetration. Based on the findings that people assigned male at birth, cisgender people, and heterosexual people are less likely to use Instagram or access education about sexuality on social media (Ceglarek and Ward, 2016; Charest et al., 2016; Gil de Zúñiga et al., 2017; Vaid and Harari, 2021; Laor, 2022; Legkauskas and Kudlaitė, 2022; Herrmann et al., 2023), we hypothesized that cisgender heterosexual men (i.e., majoritized groups) relative to other groups would report lower scores for implementation outcomes.




2 Materials and methods


2.1 Participants

Participants included undergraduate students at the University of British Columbia recruited through the undergraduate psychology subject pool and community members recruited through social media advertisements (e.g., Reddit). Recruitment through social media involved posting advertisements in groups or subreddits after contacting moderators of groups relevant to the survey topic (i.e., r/sex) and obtaining permission to post. Undergraduate students were compensated with 0.5 course credits per each half hour of participation in the study, while community participants were not compensated for their participation. All procedures were approved by the Behavioural Research Ethics Board at the University of British Columbia.

To be eligible for the study, participants had to be over 18 years of age, fluent in English, and have access to a device that could connect to the Internet. Recruitment of community members was open to individuals living in any country. A total of 1,334 undergraduate participants and 2,585 community members signed up for and consented to participate in the study. Of those who consented, participants were removed prior to analysis for the following reasons: did not start the survey (n = 54 and n = 368, undergraduate and community members respectively), did not view any MisconSEXions content (n = 15 and n = 37), did not complete any of the core measures (e.g., sexuality myth endorsement pre- and post-MisconSEXions or implementation outcomes; n = 15 and n = 724), failed two or more of three attention checks (n = 13 and n = 265), or indicated that we should not use their data in analyses based on a question at the end of the survey (n = 60 and n = 12). Removal of these participants left a sample of 1,177 undergraduate students and 1,179 community members for a total sample of 2,356 participants.



2.2 Materials


2.2.1 MisconSEXions

The research team developed an Instagram-based knowledge translation initiative in 2021 designed to bust myths about sexuality using empirical information. Each post on MisconSEXions was written by the research team and reviewed by the study’s Principal Investigator. The posts were written in lay language and aimed to be inclusive with respect to gender/sex and sexual orientation. Each post addressed a specific myth from a broad range of topics about sexuality. Within each post, the first slide was titled “Myth,” and described the myth being debunked within the post. Subsequent slides were titled “Fact,” and included empirical evidence to debunk the myth. Information for the “Fact” slides relied on findings from recent (2016-present), well-powered studies (e.g., meta-analyses and population studies), and studies sampling people with diverse gender identities and sexual orientations. Citations to studies supporting the information on “Fact” slides were included in post captions. The posts included colorful and inclusive visual graphics corresponding to the topic of the myth (e.g., an illustration of a banana for a post about erections). Posts were posted on the MisconSEXions Instagram account (@misconsexions), and relevant hashtags were used to help individuals looking for sex education content find the posts. Posts were made at a rate of approximately five posts per month. By November 2023, the MisconSEXions Instagram account had amassed over 1,000 followers. An example of a MisconSEXions post is accessible on the Open Science Framework (OSF), along with all other measures, materials, and data.2




2.3 Measures


2.3.1 Demographics

Participants reported on their demographic characteristics, including age, assigned sex, gender modality (i.e., whether participants were cisgender or transgender/gender-diverse), sexual orientation, race/ethnicity/nationality, and whether they received sex education in school.


2.3.1.1 Gender modality

Participants were grouped into either a majoritized, cisgender group or a minoritized, transgender and gender-diverse group. The transgender and gender-diverse group included participants who identified as transgender and those who reported gender-diverse identities (e.g., non-binary).



2.3.1.2 Sexual orientation

Participants were grouped into either a majoritized sexual orientation group or a minoritized sexual orientation group. Participants in the majoritized group were those who selected the heterosexual response option, and participants in the minoritized group were those who selected any other sexual orientation (e.g., lesbian, gay, bisexual, queer; LGBQ+).




2.3.2 Sexual myths

Participants were presented with 10 statements that were myths about sexuality (e.g., “people can masturbate too much”). Myths were introduced to participants as statements about sexuality commonly endorsed by people in society. The 10 sexual myths were selected because they were the most highly endorsed in a previous study. Participants were asked to rate their degree of agreement with the 10 statements on a 5-point Likert scale from 1 (strongly disagree) to 5 (strongly agree), or 0 (I don’t know). Two average myth endorsement scores were calculated for each participant by averaging endorsement ratings for each of the 10 myths before (pre) and after (post) exposure to MisconSEXions. Higher scores represent greater average myth endorsement (possible range = 1.00–5.00). Responses of 0 (I don’t know) to individual myths were excluded from the calculation of pre-MisconSEXions and post-MisconSEXions myth endorsement scores as they represent a lack of knowledge rather than a degree of myth endorsement. Average pre- or post-MisconSEXions myth endorsement scores were not created for participants missing over 20% of data for individual myths (n = 11).



2.3.3 Implementation outcomes

Participants completed a researcher-derived measure of implementation outcomes based on the Proctor et al. (2011) taxonomy and measures of implementation outcomes used in studies evaluating sexuality knowledge translation initiatives (Rosen et al., 2021; Jackowich et al., 2022). Participants rated the acceptability, appropriateness, adoption, and penetration of MisconSEXions content. Higher scores represent more positive impressions of MisconSEXions content (possible range = 1.00–5.00).


2.3.3.1 Acceptability

Participants reported on how acceptable they found MisconSEXions content to be using five face-valid items (e.g., “How understandable was the content?”). Participants responded to items on a 5-point Likert scale with scale anchors of 1 (not at all/not at all good), 3 (somewhat/somewhat good), and 5 (very much/very good), depending on the question.



2.3.3.2 Appropriateness

The perceived appropriateness of MisconSEXions content was measured using three face-valid items. Two items asked how appropriate the content was for participants’ own lives (e.g., “How relevant was the content to your life?”), and one item asked participants their perspective on the appropriateness of the mode of delivery used for sharing MisconSEXions content (i.e., “How suitable do you think Instagram is for sharing this content about sex and sexuality?”). Participants responded to items using a 5-point Likert scale with scale anchors of 1 (not at all/not at all suitable), 3 (somewhat/somewhat suitable), and 5 (very much/very suitable), depending on the question.



2.3.3.3 Adoption

Participants reported on the extent to which they would engage with MisconSEXions on Instagram using four face-valid items (e.g., “How likely would you be to follow MisconSEXions on Instagram?”). Participants responded to items using a 5-point Likert scale with scale anchors of 1 (not at all likely), 3 (somewhat likely), and 5 (very likely).



2.3.3.4 Penetration

Participants’ perceptions of how much MisconSEXions content impacted them were measured using five face-valid items (e.g., “How much did the content change your attitudes about the topics that were discussed?”). Participants responded to items on a 5-point Likert scale with scale anchors of 1 (not at all/not at all interested), 3 (somewhat/somewhat interested), and 5 (very much/yes, a lot/very interested), depending on the question.





2.4 Procedure

Undergraduate participants received a secure link to an online consent form after signing up to participate in the study through the undergraduate psychology subject pool. Participants in the community sample accessed the online consent form via a secure link in the advertisement posted on social media (e.g., on Reddit). After consenting via an online consent form, participants were directed to complete an online survey hosted on the Qualtrics platform. Participants then reported on their demographic information, and their agreement with the 10 statements (myths) about sexuality (pre-MisconSEXions exposure). Next, participants were exposed to a list of 40 MisconSEXions posts organized by topic (i.e., desire, arousal, masturbation, sexual activity, orgasm, genitals, and sexual response cycles) and were instructed to view the posts. Participants were able to click on as few or as many posts as they wished to and read the post content. When participants clicked on a post, a hyperlink opened a new tab in their browser with a PDF file containing the post for participants to view. The survey page with the 40 posts remained locked for 3 min to prevent participants from immediately skipping through the MisconSEXions content, and participants could only proceed in the survey after the 3 min passed. Following exposure to MisconSEXions content, participants completed measures reporting on implementation outcomes. Lastly, participants reported on their agreement with the same 10 myths about sexuality that they reported on prior to viewing MisconSEXions content (post-MisconSEXions exposure). Following their completion of the survey, participants were directed to an online debriefing form, and those in the undergraduate sample received course credit as compensation.



2.5 Data analysis

We used SPSS version 28.0 to conduct all analyses. Participants who did not have both a pre- and post-MisconSEXions average myth endorsement score (n = 247; including the 11 who were missing over 20% of individual myth data and thus did not have average myth endorsement scores and 236 who skipped the sexual myths measure entirely) were excluded from the analysis testing whether exposure to MisconSEXions content reduced myth endorsement, but were included in the implementation outcomes analyses because they did report viewing the MisconSEXions content. A 2 (Time: pre-MisconSEXions, post-MisconSEXions) × 2 (Assigned sex: male, female) × 2 (Gender modality: cisgender, transgender and gender-diverse) × 2 (Sexual orientation: heterosexual, LGBQ+) mixed-model Analysis of Variance (ANOVA) was used to test the hypothesis that there would be a change in average myth endorsement after exposure to MisconSEXions content and that the degree of change would differ as a function of group (assigned sex, gender modality, and sexual orientation).

For the MisconSEXions implementation outcomes, a 2 (Assigned sex: male, female) × 2 (Gender modality: cisgender, transgender and gender-diverse) × 2 (Sexual orientation: heterosexual, LGBQ+) factorial ANOVA was used for each implementation outcome item to test the hypothesis that majoritized vs. minoritized groups would differ in their scores on implementation outcomes. Separate ANOVAs were conducted for individual implementation outcome items because items were moderately positively correlated with one another, suggesting that they captured related but distinct experiences of MisconSEXions content.




3 Results


3.1 Participant characteristics

Our sample was diverse with respect to gender modality, sexual orientation, and race/ethnicity/nationality. See Table 1 for information about participant demographics. In the sample, 76.4% of participants reported being Instagram users (i.e., downloaded the Instagram app). Of the participants who reported being Instagram users, in a typical week, 21.6% reported using Instagram between one to five times per week, 12.9% reported using it once per day, and 41.5% reported using it more than once per day. The remaining 24.0% reported no Instagram use during a typical week despite having downloaded the app.


TABLE 1 Participant demographics.

[image: Demographic characteristics table comparing undergraduate and community samples. Includes data on age, assigned sex, gender modality, sexual orientation, race/ethnicity/nationality, and received sex education. Undergraduates: average age 20.80, 81.6% female, 96.2% cisgender, 69.9% heterosexual. Community: average age 29.29, 55.6% female, 82.1% cisgender, 44.4% heterosexual. Ethnicity varies, with largest groups being East Asian in undergraduates and North American in the community. Most received sex education: 75% undergraduates, 72.2% community. Additional notes detail specific identities not included in main categories.]



3.2 Myth endorsement

The four-way interaction between time, assigned sex, gender modality, and sexual orientation was not significant, F(1, 2,101) = 0.86, p = 0.35, partial η2 = 0.000. The three-way interactions between time, assigned sex, and gender modality, F(1, 2,101) = 0.51, p = 0.47, partial η2 = 0.000, time, assigned sex, and sexual orientation, F(1, 2,101) = 1.46, p = 0.23, partial η2 = 0.001, and time, gender modality, and sexual orientation, F(1, 2,101) = 0.23, p = 0.63, partial η2 = 0.000 were not significant. The two-way interactions between time and assigned sex, F(1, 2,101) = 0.46, p = 0.50, partial η2 = 0.000, time and gender modality, F(1, 2,101) = 0.58, p = 0.44, partial η2 = 0.000, and time and sexual orientation, F(1, 2,101) = 0.21, p = 0.65, partial η2 = 0.000 were not significant.

There was a significant main effect of time, F(1, 2,101) = 107.59, p < 0.001, partial η2 = 0.049, such that participants’ average myth endorsement scores were lower post-MisconSEXions exposure (M = 2.62; SD = 0.58), compared to their average myth endorsement scores pre-MisconSEXions exposure (M = 3.26; SD = 0.48). This suggests that, on average, participants had significantly lower sexuality myth endorsement following exposure to MisconSEXions content.



3.3 Implementation outcomes

There were no significant three-way interactions (all Fs ≤ 2.04, ps ≥ 0.15) or two-way interactions (all Fs ≤ 2.46, ps ≥ 0.12) for any of the factorial ANOVAs for individual implementation outcome items. Of note, degrees of freedom vary throughout the implementation outcome results due to participant attrition through the implementation outcome section of the survey or participants skipping certain implementation outcome items.


3.3.1 Acceptability

Five items were used to assess overall acceptability of MisconSEXions content. With regard to how much participants liked MisconSEXions posts, there were no significant main effects of assigned sex, F(1, 2,348) = 0.23, p = 0.63, partial η2 = 0.000, gender modality, F(1, 2,348) = 0.26, p = 0.61, partial η2 = 0.000, or sexual orientation, F(1, 2,348) = 0.06, p = 0.80, partial η2 = 0.000. Overall, participants reported liking MisconSEXions posts quite a bit (M = 3.93; SD = 0.91).

In terms of how participants rated the quality of information presented on MisconSEXions, there were no significant main effects of assigned sex, F(1, 2,347) = 0.03, p = 0.86, partial η2 = 0.000, gender modality, F(1, 2,347) = 0.95, p = 0.33, partial η2 = 0.000, or sexual orientation, F(1, 2,347) = 3.33, p = 0.07, partial η2 = 0.001. On average, participants rated the quality of information on MisconSEXions as quite good (M = 4.17; SD = 0.87).

With respect to how understandable MisconSEXions content was, there were no significant main effects of assigned sex, F(1, 2,346) = 0.02, p = 0.89, partial η2 = 0.000, gender modality, F(1, 2,346) = 0.08, p = 0.78, partial η2 = 0.000, or sexual orientation, F(1, 2,346) = 0.001, p = 0.97, partial η2 = 0.000. On average, participants reported that they understood MisconSEXions content very much (M = 4.66; SD = 0.61).

In terms of how visually appealing MisconSEXions content was, there were no significant main effects of assigned sex, F(1, 2,347) = 3.56, p = 0.06, partial η2 = 0.002, gender modality, F(1, 2,347) = 0.12, p = 0.73, partial η2 = 0.000, or sexual orientation, F(1, 2,347) = 0.40, p = 0.52, partial η2 = 0.000. Participants thought MisconSEXions content was quite visually appealing (M = 3.96; SD = 0.99).

Lastly, with regard to how inclusive participants found MisconSEXions content to be (i.e., with respect to gender/sex, age, bodies, sexual orientation, etc.), there were no significant main effects of assigned sex, F(1, 2,344) = 1.97, p = 0.16, partial η2 = 0.001, or sexual orientation, F(1, 2,344) = 1.26, p = 0.26, partial η2 = 0.001. There was a significant main effect of gender modality, F(1, 2,344) = 6.21, p = 0.01, partial η2 = 0.003. Both gender modality groups perceived that MisconSEXions content was quite inclusive; however, cisgender participants perceived that MisconSEXions content was slightly more inclusive (M = 4.36; SD = 0.83) than transgender and gender-diverse participants did (M = 4.18; SD = 0.95).



3.3.2 Appropriateness

Appropriateness of MisconSEXions content was assessed with three items. In terms of how relevant participants found MisconSEXions content to be to their lives, there were no significant main effects of assigned sex, F(1, 2,344) = 2.38, p = 0.12, partial η2 = 0.001, or sexual orientation, F(1, 2,344) = 0.006, p = 0.94, partial η2 = 0.000. There was a significant main effect of gender modality, F(1, 2,344) = 4.43, p = 0.04, partial η2 = 0.002. Both gender modality groups found MisconSEXions content to be somewhat relevant to their lives; however, cisgender participants perceived that MisconSEXions content was slightly more relevant (M = 3.49; SD = 1.09) than transgender and gender-diverse participants did (M = 3.13; SD = 1.09).

With respect to how helpful participants found MisconSEXions content to be for them personally, there were no significant main effects of assigned sex, F(1, 2,346) = 0.36, p = 0.55, partial η2 = 0.000, or sexual orientation, F(1, 2,346) = 0.24, p = 0.63, partial η2 = 0.000. There was a significant main effect of gender modality, F(1, 2,346) = 9.23, p = 0.002, partial η2 = 0.004. While both gender modality groups found MisconSEXions content to be somewhat helpful, cisgender participants found MisconSEXions content to be slightly more helpful (M = 3.40; SD = 1.13) than transgender and gender-diverse participants did (M = 2.95; SD = 1.14).

Lastly, for how suitable participants thought Instagram was for sharing content about sex and sexuality, there were no significant main effects of gender modality, F(1, 2,330) = 0.02, p = 0.90, partial η2 = 0.000, or sexual orientation, F(1, 2,330) = 0.86, p = 0.35, partial η2 = 0.000. There was a significant main effect of assigned sex, F(1, 2,330) = 4.02, p = 0.04, partial η2 = 0.002. While both assigned sex groups thought that Instagram was quite suitable for sharing content about sex and sexuality, people assigned female at birth perceived Instagram to be slightly more suitable (M = 3.93; SD = 1.09) than people assigned male at birth did (M = 3.57; SD = 1.17).



3.3.3 Adoption

Four items were used to assess participants’ overall willingness to adopt MisconSEXions. In terms of how likely participants reported they would be to “like” a MisconSEXions post on Instagram, there were no significant main effects of gender modality, F(1, 2,274) = 0.65, p = 0.42, partial η2 = 0.000, or sexual orientation, F(1, 2,274) = 2.06, p = 0.15, partial η2 = 0.001. There was a significant main effect of assigned sex, F(1, 2,274) = 7.25, p = 0.007, partial η2 = 0.003, such that people assigned female at birth reported being somewhat likely to “like” a MisconSEXions post on Instagram (M = 2.99; SD = 1.40) compared to people assigned male at birth who reported being a little bit likely to “like” a post (M = 2.44; SD = 1.43).

With regard to participants’ reported likelihood of following MisconSEXions on Instagram, there were no significant main effects of gender modality, F(1, 2,274) = 1.03, p = 0.31, partial η2 = 0.000, or sexual orientation, F(1, 2,274) = 1.07, p = 0.30, partial η2 = 0.000. There was a significant main effect of assigned sex, F(1, 2,274) = 3.90, p = 0.048, partial η2 = 0.002, such that people assigned female at birth reported being somewhat likely to follow MisconSEXions on Instagram (M = 2.75; SD = 1.40) compared to people assigned male at birth who reported being a little bit likely to follow MisconSEXions (M = 2.27; SD = 1.40).

In terms of participants’ reported willingness to share a MisconSEXions post with other people, there were no significant main effects of assigned sex, F(1, 2,277) = 0.21, p = 0.64, partial η2 = 0.000, gender modality, F(1, 2,277) = 0.75, p = 0.39, partial η2 = 0.000, or sexual orientation, F(1, 2,277) = 1.05, p = 0.30, partial η2 = 0.000. On average, the sample reported being a little bit likely to share a MisconSEXions post with other people (M = 2.49; SD = 1.30).

Regarding participants’ reported likelihood of sharing information that they learned from MisconSEXions posts with other people, there were no significant main effects of assigned sex, F(1, 2,278) = 0.13, p = 0.72, partial η2 = 0.000, gender modality, F(1, 2,278) = 0.02, p = 0.90, partial η2 = 0.000, or sexual orientation, F(1, 2,278) = 0.60, p = 0.44, partial η2 = 0.000. On average, participants reported that they were somewhat likely to share the information they learned from MisconSEXions posts with other people (M = 3.38; SD = 1.25).



3.3.4 Penetration

To assess the overall penetration of MisconSEXions content, five items were used. With respect to whether participants perceived that they learned new information from the MisconSEXions content, there were no significant main effects of assigned sex, F(1, 2,204) = 0.42, p = 0.52, partial η2 = 0.000, gender modality, F(1, 2,204) = 0.002, p = 0.96, partial η2 = 0.000, or sexual orientation, F(1, 2,204) = 1.75, p = 0.19, partial η2 = 0.001. On average, participants perceived that they learned quite a bit of new information from the content (M = 3.71; SD = 1.04).

In terms of whether participants were surprised by any of the information in MisconSEXions content, there were no significant main effects of assigned sex, F(1, 2,203) = 0.007, p = 0.94, partial η2 = 0.000, gender modality, F(1, 2,203) = 0.16, p = 0.68, partial η2 = 0.000, or sexual orientation, F(1, 2,203) = 2.22, p = 0.14, partial η2 = 0.001. On average, participants reported that they were somewhat surprised by information in MisconSEXions content (M = 3.03; SD = 1.19).

Regarding how much participants felt exposure to MisconSEXions content changed their attitudes about the topics that were discussed in posts, there were no significant main effects of assigned sex, F(1, 2,203) = 0.15, p = 0.70, partial η2 = 0.000, gender modality, F(1, 2,203) = 1.44, p = 0.23, partial η2 = 0.001, or sexual orientation, F(1, 2,203) = 0.83, p = 0.36, partial η2 = 0.000. On average, participants reported that MisconSEXions content somewhat changed their attitudes about topics discussed in the posts (M = 2.67; SD = 1.15).

With respect to how much participants felt MisconSEXions content changed their attitudes about sex and sexuality, there were no significant main effects of assigned sex, F(1, 2,203) = 0.04, p = 0.84, partial η2 = 0.000, gender modality, F(1, 2,203) = 1.08, p = 0.30, partial η2 = 0.000, or sexual orientation, F(1, 2,203) = 3.20, p = 0.07, partial η2 = 0.001. On average, participants reported that MisconSEXions content changed their attitudes about sex and sexuality a little bit (M = 2.39; SD = 1.14).

Lastly, with regard to whether participants reported being interested in learning more about sex and sexuality after viewing MisconSEXions content, there were no significant main effects of assigned sex, F(1, 2,203) = 0.40, p = 0.52, partial η2 = 0.000, or sexual orientation, F(1, 2,203) = 2.69, p = 0.10, partial η2 = 0.001. There was a significant main effect of gender modality, F(1, 2,203) = 5.51, p = 0.02, partial η2 = 0.002, such that cisgender people reported being quite interested in learning more about sex and sexuality after viewing MisconSEXions content (M = 3.60; SD = 1.11) compared to transgender and gender-diverse people who reported being somewhat interested (M = 3.36; SD = 1.18).




3.4 Participant engagement with MisconSEXions content

Most participants (74.2%) reported viewing between 1 and 10 MisconSEXions posts, with the remaining minority of participants viewing between 11 and 40 posts (23.6%) or no posts (2.2%; these participants were excluded from the MisconSEXions evaluation analyses). Of participants who viewed at least one MisconSEXions post, on average, participants spent 5.47 min (SD = 7.42) looking at MisconSEXions content. With respect to the characteristics of participants who viewed no MisconSEXions posts (n = 52), 59.6% reported being assigned female at birth and 40.4% reported being assigned male, 84.6% reported being cisgender and 15.4% reported being transgender and gender-diverse, and 59.6% reported a heterosexual sexual orientation and 40.4% reported a LGBQ+ sexual orientation. Of these participants who viewed no posts, 48.1% reported doing so because they did not have time, 26.9% because they reported already having a solid knowledge of sexuality, 23.1% because the content did not look relevant to them, and 19.2% because the content did not look interesting to them (percentages add up to over 100% because participants could select more than one response option). Participants also reported on how suitable they thought platforms other than Instagram would be for sharing MisconSEXions content (possible range = 1.00–5.00). On average, participants reported that Facebook was somewhat suitable (M = 3.10, SD = 1.23), whereas YouTube (M = 3.61, SD = 1.24), TikTok (M = 3.70, SD = 1.28), Twitter (M = 3.53, SD = 1.23), and a dedicated website (M = 4.40, SD = 0.96) were all quite suitable.




4 Discussion

In the present study, we evaluated a social media knowledge translation initiative—MisconSEXions. We found that brief exposure to MisconSEXions content resulted in a small but significant reduction in sexuality myth endorsement in a diverse sample of adults. Contrary to our hypotheses, there were no group differences in this effect by assigned sex, gender modality, or sexual orientation. With respect to implementation outcomes, participants reported that MisconSEXions content was acceptable and generally appropriate to their lives. They did, however, report some reluctance to adopt MisconSEXions (i.e., engage with it on Instagram). Additionally, average scores for penetration (i.e., the perceived impact of MisconSEXions content on participants) ranged from “a little bit” to “quite a bit,” suggesting participants perceived that MisconSEXions content had a variable influence on different aspects of their sexual knowledge and attitudes. Contrary to our hypotheses, for most implementation outcomes the groups did not differ significantly, and when they did the effect sizes were negligible to very small.


4.1 Impact of MisconSEXions content on reducing sexuality myth endorsement

Brief exposure to MisconSEXions content during our study led to a small reduction in participants’ sexuality myth endorsement. Consistent with predictions from the IMB Model (Fisher and Fisher, 1992), when participants engaged with accurate sexual education through MisconSEXions content, we saw shifts in their knowledge and beliefs about sexuality. Indeed, participants on average spent over 5 min looking at content and most participants viewed between 1 and 10 posts, suggesting they were motivated to engage with the content. Additionally, in the present study, participants could view any MisconSEXions posts that they wanted to—meaning participants did not necessarily view posts corresponding to the myths that they endorsed pre-MisconSEXions exposure. Our findings highlight that participants did not need to view content busting the specific myths they reported their endorsement of to experience reductions in their overall sexuality myth endorsement. As such, receiving any accurate sexual information appears to have benefits for sexuality myth endorsement that generalize across topics, regardless of the specific topics discussed in content that individuals view.

Contrary to our hypotheses, we did not find group differences in the degree of change in participants’ myth endorsement after exposure to MisconSEXions content, suggesting that brief exposure to it was similarly effective across groups. Despite some groups—people assigned male at birth, heterosexual people, cisgender people—being more likely to endorse sexual myths (Mosher, 1979; Eisenberg et al., 2004; Kukulu et al., 2009; Ziherl and Masten, 2010; Peixoto and Nobre, 2014; Evcili and Golbasi, 2017; Ekrem et al., 2022), our findings suggest that MisconSEXions content was similarly effective at reducing myth endorsement, regardless of initial levels of myth endorsement.



4.2 Implementation of MisconSEXions content

In general, participants found MisconSEXions content to be acceptable. Indeed, one of the major strengths of MisconSEXions content was that participants found it to be “quite” likeable, visually-appealing, of good quality, and “very much” understandable. While the effect of gender modality on inclusivity of the content was significant, the effect size was very small, and the means revealed that both gender modality groups reported that MisconSEXions content was “quite” inclusive. The high acceptability scores in our sample highlight the success of intentionally designing inclusive sexuality social media knowledge translation initiatives to be satisfying regardless of individuals’ identities with respect to the graphics and language. Given that many individuals report dissatisfaction with the non-comprehensive sex education they received in school (Allen, 2005; Rutledge et al., 2011; Cense et al., 2020), our findings suggest that social media knowledge translation initiatives can be an appealing alternative avenue for comprehensive sex education that is inclusive and satisfactory to diverse groups of people.

While participants generally found Instagram to be an appropriate platform for hosting MisconSEXions content, our findings suggest that content could potentially be made more appropriate. Despite finding that the content was “quite” inclusive, participants reported that the content was only “somewhat” personally relevant and helpful. This suggests that MisconSEXions content could be improved with regard to appropriateness by tailoring the content even more. In our efforts to be broadly inclusive, MisconSEXions posts generally focused on busting myths applicable to most people, rather than myths endorsed by specific groups. However, people perceive sex education to be more relevant when it discusses topics pertaining to their identities (Gowen and Winges-Yanez, 2014; Hobaica et al., 2019; Tordoff et al., 2021; Epps et al., 2023). Indeed, sexuality social media knowledge translation initiatives focused on specific problems and populations have produced higher ratings of appropriateness (Rosen et al., 2021; Jackowich et al., 2022). As such, a downside of our goal to make MisconSEXions content broadly inclusive is that not all content will feel personally relevant to everyone; at the same time, no one group will be excluded from content. Indeed, one of the strengths of MisconSEXions content was that it appealed to a diverse audience and thus filled critical gaps in the accessibility of sex education for all groups.

Similar to other studies evaluating sexuality social media knowledge translation initiatives (Jackowich et al., 2022), our sample reported relatively low levels of adoption. Despite finding Instagram to be “quite” suitable for hosting MisconSEXions content, participants assigned male at birth and female at birth reported being only “a little bit” or “somewhat” likely respectively to follow the MisconSEXions account or “like” its posts on Instagram. Individuals report being wary of publicly affiliating themselves with sex education accounts that contain explicit sexual language or imagery (e.g., drawings of sex toys and genitals) due to social taboo (Ramallo et al., 2015; Jackowich et al., 2022). While participants of all groups reported being only “a little bit” likely to share a MisconSEXions post with other people, they did report being “somewhat” likely to share information they learned from MisconSEXions with others. This could suggest that participants’ reluctance to engage with MisconSEXions on Instagram centers around how explicitly and publicly the sexual information is presented, as opposed to the sexual information itself. Indeed, individuals report preferring sex education that can be accessed anonymously and privately (Selkie et al., 2011). Thus, the public nature of social media could be one potential barrier to the adoption of sexuality social media knowledge translation initiatives. However, it is possible that participants need not publicly engage with content (e.g., “liking” and sharing posts) to benefit from the knowledge. Indeed, in the present study, simply viewing posts for approximately 5 min was sufficient for reducing participants’ sexuality myth endorsement. Future research can explore whether other metrics of adoption—like the amount of time individuals spend viewing posts on Instagram—are potentially more relevant to the extent that individuals benefit from sexuality social media knowledge translation initiatives than public engagement with initiatives.

Our findings with respect to penetration and the small but positive effect of MisconSEXions content on participants’ myth endorsement shed light on the potential importance of repeated or prolonged exposure to sexuality social media knowledge translation for enduring sexual attitude change. Participants perceived that exposure to MisconSEXions content “somewhat” changed their attitudes about topics discussed in the posts and only changed their attitudes about sexuality in general “a little bit.” Potentially, for individuals to perceive that their overall sexual attitudes changed, they may require longer and repeated exposure to MisconSEXions content, as opposed to a brief, single exposure (approximately 5 min on average) in our study. Indeed, research on general attitude change suggests that shifts in attitudes occur gradually over time through repeated exposure to new information (Olson and Zanna, 1993; Ranganath and Nosek, 2008; Bohner and Dickel, 2011; Benton et al., 2022). Given that participants expressed interest in learning more about sexuality after viewing MisconSEXions content, they may be motivated to repeatedly view the same or new content. This highlights a potential strength of delivering MisconSEXions content via Instagram; repeated exposure to MisconSEXions content on Instagram may facilitate larger and enduring change in individuals’ overall sexual attitudes.



4.3 Strengths, limitations, and future directions

Our study boasts a large and inclusive sample with respect to gender modality, sexual orientation, and race/ethnicity/nationality. Indeed, nearly 50% of the sample reported a minoritized sexual orientation and over 10% of the sample reported being transgender or gender-diverse. This diversity allowed us to examine group differences in individuals’ experience of MisconSEXions content, providing important insight into ways that groups do or do not differ with respect to the impact and their perceptions of the social media knowledge translation initiative. The diversity of the sample in terms of gender modality and sexual orientation is particularly important given that most sex education curricula and sex research studies predominantly focus on majoritized identities (Steinke et al., 2017; Rabbitte, 2020; Garg and Volerman, 2021; Pampati et al., 2021; Delmonaco and Haimson, 2022; Jia et al., 2022; Epps et al., 2023).

The design of our study is limited in terms of external validity because we required participants to view MisconSEXions content within a survey platform rather than directly on Instagram. Therefore, while the present study represents an important first step in providing evidence about the impact of MisconSEXions content and participants’ perceptions of their hypothetical engagement with MisconSEXions content on Instagram, we were unable to examine knowledge change and implementation outcomes when MisconSEXions is used on Instagram itself. This is an important limitation given that individuals’ intentions to act often fail to translate into actual behaviors (Sheeran and Webb, 2016), which is relevant for the adoption outcomes. Indeed, with respect to adoption in the present study, despite reporting low hypothetical intentions to engage with MisconSEXions, participants spent over 5 min viewing MisconSEXions content on average. Future research should assess the effectiveness and implementation outcomes of sexuality social media knowledge translation initiatives in more ecologically valid ways, including behavioral measures of implementation (e.g., actual “liking” and sharing of posts). This will provide an understanding of how individuals engage with initiatives outside of the context of a survey and whether ongoing exposure to MisconSEXions content on Instagram produces even greater reductions in sexuality myth endorsement.




5 Conclusion

The results of the present study provide preliminary evidence that a sexuality social media knowledge translation initiative—MisconSEXions—reduces individuals’ general sexuality myth endorsement regardless of their assigned sex, gender modality, or sexual orientation. Our findings expand upon recent studies demonstrating that social media knowledge translation initiatives are acceptable and bolster sexual knowledge about specific sexual problems or health (Bull et al., 2012; Guse et al., 2012; Gabarron and Wynn, 2016; Stevens et al., 2017; Wadham et al., 2019; Beischel et al., 2021; Rosen et al., 2021; Jackowich et al., 2022) by demonstrating that MisconSEXions is an acceptable initiative that reduces general sexuality myth endorsement. The results for the implementation outcomes highlight that intentional efforts to develop inclusive sex education can result in initiatives that appeal broadly across assigned sex, gender modality, and sexual orientation groups. Overall, social media knowledge translation initiatives may be one novel way to fill important gaps in sex education curricula. Future research should further examine the implementation of sexuality knowledge translation initiatives when accessed on social media rather than within a survey platform. Researchers can use our findings to inform the development of sexuality social media knowledge translation initiatives that are impactful, inclusive, and appealing to diverse groups.
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Footnotes

1      Gender identity refers to an individual’s internal sense of their gender, while gender modality refers to the congruence or incongruence between an individual’s current gender identity and the gender/sex they were assigned at birth. An individual’s gender identity may include identities like woman, man, non-binary, etc., whereas their gender modality may be cisgender or transgender and gender-diverse. We use the term gender modality throughout this paper to capture the unique experiences transgender and gender-diverse people have relative to cisgender people in regard to sexual knowledge, given that transgender and gender-diverse individuals are more likely to experience barriers to accessing information about sexuality relevant to their identities and bodies than cisgender individuals.

2      https://osf.io/pj75v/
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Background: Although numerous studies have demonstrated the effectiveness of well-implemented school-based sexuality education in promoting young people’s sexual and reproductive health outcomes, the prevalence of teenage pregnancy among school-going adolescents in rural schools located in the King Cetshwayo District of South Africa suggests it fell short of its objectives of reducing learners’ vulnerability, enhancing decision-making abilities, and raising self-efficacy in these schools. This study focused on learners’ experiences with their schools’ sexuality education programs.



Methods: This was a qualitative, interpretative phenomenological study. Data was collected from 84 participants across nine schools in the study setting using focus group interviews. An Interpretative Phenomenological Analysis framework was followed to analyze the data.
Results: The results of the study showed that educator-centered impediments to effective school-based sexuality education included attitudes, beliefs, age differences, health status, prior experiences, and personal discomfort. The results further indicated that these obstacles have a detrimental effect on the pedagogical effectiveness of sexuality education teachers in implementing the curriculum in the study setting and, consequently, on the sexual well-being of the learners.
Conclusion: Based on the study’s findings, pre-service sexuality education pedagogy training is recommended for student teachers, as well as ongoing in-service training and re-training interventions and support for sexuality education teachers, to address the identified barriers and improve their pedagogical efficacy.

Keywords
sexuality education, pedagogy, educators, learners, sexual and reproductive health, South Africa


1 Introduction

For school-based sexuality education to be effective, its curriculum needs to be mediated by competent, confident, and comfortable educators (Iyer et al., 2014:118; Adekola and Mavhandu-Mudzusi, 2021:4). Various studies have highlighted how the learning process during sexuality education classes was negatively affected because of the educators’ lack of competencies and comfort when teaching certain aspects of the sexuality education curriculum (Bonjour and van der Vlugt, 2018:16; Adekola and Mavhandu-Mudzusi, 2022:9). Mavhandu et al. (2022:308) reported that such discomfort led some educators to use lessons allocated for sexuality education for other subjects. In the same vein, Francis and DePalma (2015:7-8) noted that sexuality educators’ struggles may go beyond personal factors, as some were trying to avert societal backlash from parents of learners if they taught aspects of the curriculum such as sexual pleasure, sexual diversity, and contraception that the community actors deemed immoral and unacceptable. Perhaps the most critical factor hindering educators from effective implementation of sexuality education curriculum in the classrooms was a lack of training (Glover and Macleod, 2016:4; Kagola and Notshulwana, 2022:94). Because a well-trained educator would be empowered to handle potential interfering contextual influences from various stakeholders.

Furthermore, various studies have found that sexuality education teachers sometimes regard themselves as moral authorities, thereby delivering morally authoritative messages to students and promoting abstinence, heteronormativity, and gender binarism (Allen et al., 2012: 32-33; Glover and Macleod, 2016: 2-4; Adekola and Mavhandu-Mudzusi, 2021:3-4). Sarma et al. (2013:4-5) and Mavhandu et al. (2022:310) argue that well trained teachers feel empowered and comfortable facilitating the learning process during sexuality education lessons. Their findings were supported by the Wood and Rolleri (2014:526) report, which noted that training does not only enhance educators’ commitment but also improves their attitudes and pedagogical skills. While sexuality education is a mandatory aspect of the Life Orientation (LO) curriculum at basic education level in South Africa, the escalating negative sexual and reproductive health outcomes, such as teen-age pregnancy and increased sexually transmitted infections among school-going adolescents in the research setting, suggest that the sexuality education curriculum might not be well implemented. This prompted the researcher to explore the experiences of learners in these rurally located schools with the sexuality education program in their schools.



2 Methodology


2.1 Design

The interpretative phenomenological design was used in this study to investigate school-aged adolescents’ lived experiences with sexuality education programs offered in their schools. According to Polit and Beck (2017:667), this design provides researchers with the participants’ experiences and an authentic portrayal of how and what they see, hear, believe, feel, remember, decide, and evaluate. The researcher conducted focus group interviews in which the learners’ self-described experiences and views on their school-based sexuality education programs were recorded. In addition, the researcher asked the study participants open-ended questions and followed up with clarifying questions to better understand their experiences.



2.2 Setting

Data for this study was collected in high schools located in the rural areas of the King Cetshwayo district in the KwaZulu-Natal province. LO, which consists of a sexuality education curriculum, is mandatory for the learners in all the study’s participating nine public schools. The grade 10 and 11 sexuality education curriculum in LO (Department of Basic Education, 2021) covers a range of topics, including self-esteem, gender, sexual orientations, relationships, sexual interest, consent, gender-based violence, and decision making.



2.3 Sampling

Eighty-four high school students who met the inclusion criteria, such as being aged between 14 and 19, enrolled in grades 10 and 11, living in the research setting, being able to speak either or both English and IsiZulu fluently, being willing to be audio recorded, and having signed an informed assent in addition to parental consent to participate in the study, were purposively sampled for the study.



2.4 Data collection

Data collection took place from March to July 2020, employing focus group interviews as the primary method. Each session, lasting 2 h, was guided by a questionnaire developed by the researcher, which had been refined based on insights gained from a pilot study. Adhering to Kvale (1996) interview guidelines as cited in Adekola and Mavhandu-Mudzusi (2022:3), a central question such as “Please share your experiences as a student in this school, particularly regarding the sexuality education program,” was posed consistently across all interviews. Additional prompts and probing questions were utilized to extract comprehensive insights from participants regarding their shared experiences.

Throughout the focus group interview sessions, strict adherence to the COVID-19 safety protocols established by the Department of Basic Education (DBE) was maintained. Given that participants were wearing face masks, a high-quality audio recorder was employed to ensure clear recording of the discussions. Field notes were concurrently taken to document the researcher’s reflections on the data collection process, observations made, and any nonverbal cues displayed by the participants. Both data collection and analysis occurred iteratively until data saturation was achieved. Data saturation is reached when newly collected data from participants merely repeats what has already been obtained from previous participants (Saunders et al., 2017:1895). This means that no new themes, ideas, or categories can be extracted from newly acquired information. Additionally, Ndou-Mammbona et al. (2022:118) supports this perspective, suggesting that data saturation occurs when the information gathered from participants fails to provide any new insights relevant to the study’s objectives.



2.5 Data analysis

The researcher transcribed the audio-recorded data from each focus group interview into written text using Microsoft Word within a 48-h timeframe. Subsequently, nine transcripts derived from these focus group interviews were subjected to analysis employing the Interpretative Phenomenological Analysis (IPA) framework in accordance with the methodology outlined by Noon (2018:77-78). To enhance the rigor of the analysis, the researcher enlisted the services of an expert independent coder, who conducted a separate analysis of all the transcripts. Following this, the researcher engaged in a thorough comparison of the emerging themes from his own analysis with those identified by the independent coder. This engagement resulted in the creation of a final summary table that includes a central theme accompanied by several sub-themes and validating quotations extracted from the transcripts of the focus group interviews.



2.6 Trustworthiness

To ensure trustworthiness, the study was guided by Lincoln and Guba (1993) four criteria as described by Polit and Beck (2017:787), namely: credibility, confirmability, dependability, and transferability. To make this study credible, the researcher conducted member checking on an ongoing basis by allowing participants to listen to the recorded audio to verify their perspectives and experiences were accurately recorded. Similarly, to ensure the findings truly represented their perspectives, some participants were provided with transcripts to verify the accuracy of the data and to confirm that their views were adequately captured and reflected. To enhance dependability and confirmability of the study, the researcher utilized field notes documenting the locations, dates and times spent in the study setting. In addition, the researcher engaged colleagues to transcribe verbatim and independently the audio recorded data; an independent, expert coder was also used to analyze the data to obtain independent thematic categories. To ensure confirmability, the researcher compared these independently determined themes with his emergent themes and further provided an audit trail of all the activities that took place during the research. To ensure transferability, rich details and thick descriptions of participants’ demographic data and research context were provided by the researcher. Furthermore, in-depth descriptions of the research process, sample, study setting, and researcher’s assumptions including a robust and detailed description of the researcher’s experiences during the focus group interviews were provided as further enhancement of transferability.



2.7 Ethical consideration

The researcher obtained ethical approval from both the University of South Africa and the local Department of Basic Education before commencing the research. The purpose, nature, and potential advantages of the study were thoroughly explained to the participating learners. It was emphasized that their participation in the research was entirely voluntary, and they had the right to decline or withdraw from the study at any point without facing any negative consequences.

Before the data collection process began, all participants provided completed and signed informed assent forms and obtained parental or guardian consent letters as a prerequisite for participating in the study. To safeguard their identities, the researcher utilized pseudonyms when referring to the participants in transcripts and data reporting. Focus group interviews were conducted in suitable, comfortable, and confidential settings to ensure privacy.

The researcher followed the approach outlined by Sim and Waterfield (2019:3016-3017) to address the challenge of maintaining anonymity during focus group interviews. Participants were made aware of the public nature of these interviews and the associated challenges in preserving anonymity within a group setting. The importance of participants’ full cooperation in meeting ethical requirements regarding anonymity was stressed, and they were given the option to withdraw from the interviews if they had concerns about anonymity. The researcher also adhered to all necessary COVID-19 pandemic safety protocols during the interviews, including maintaining a 2-meter distance between participants, providing hand sanitizers, mandating facemask usage, and selecting venues with proper ventilation. To safeguard the confidentiality of the audio-recorded and transcribed data collected, the researcher stored it securely in an electronic folder to prevent unauthorized access.




3 Results

The study findings described the demographic details of the participants. Furthermore, it revealed educator-centered barriers to effective sexuality education in the research setting.


3.1 Participants demographic details

The study involved the participation of 35 male learners and 49 female learners, resulting in a total sample size of 84 participants. Approximately sixty percent of the participants, accounting for 49 learners, reported being sexually active, with a significant portion of this sexually active group (29 learners) indicating that they had engaged in sexual activities with multiple partners in the past 3 years. Among these sexually active participants, the majority (41 learners) reported consistent condom usage, while the remaining sexually active participants (8 learners) admitted to occasional condom use. Furthermore, a small percentage of the female learners (4 learners) disclosed a history of pregnancy. Lastly, at the time of data collection, only twenty-five percent of the participants (21 learners) reported no exposure to alcohol.



3.2 Educator centered barriers

The findings that emerged from data analysis showed that the age, attitudes, personal discomfort, culture and religion, previous experience, and health status of sexuality education teachers might constitute barriers to effective implementation of sexuality education programs in the study context.


3.2.1 Culture and religion

Some participants reported that their teachers are influenced by their religions and cultures in the teaching of the sexuality education curriculum.







	

	
“My LO teacher attends the same church with me, so she is not comfortable with words like sex or condoms in the class. It is like she is scared to discuss this with us because in our church they do not discuss these things with children”. – (Nkosi, male, 16 years old)












	

	
“Our parents don’t discuss sex with us, the same with our teachers. Our culture does not allow it. They think it is not right. The teachers teach us to abstain from having sex until we will finish school.”. – (Sfanele, female, 16 years old)








3.2.2 Age

Some participants perceived that their teachers were not comfortable discussing certain topics with learners due to the disparity in ages.







	

	
“I think that our teachers sometimes do not feel comfortable discussing the topics with us due to generation gap and I am also not comfortable because my teacher is older than me. I cannot speak about my sexuality with her.” – (Luyanda, male 17 years old)








3.2.3 Health status and previous experience

Some participants felt that educators who are living with HIV and female teachers who were pregnant as teenagers struggle to facilitate sexuality education lessons effectively because of their previous experiences.







	

	
“It’s like some teachers are not comfortable because they made mistakes when they were young and are not free with us when talking about sex education because some learners in the school know their stories. They had babies when they were in school or got infected with HIV, so they are not comfortable teaching us about sex”. – (Ntuli, male, 18 years old)








3.2.4 Personal discomfort

Educators’ demeanor in the class during sexuality education could be a barrier to achieving the desired outcomes of the lessons. Participants explained their perceptions of educators’ body language and reactions in the class when engaging learners on specific topics.







	

	
“My previous LO teachers always ditched the sexual questions and would always ask us to focus on our books until the right time. He wasn’t comfortable talking about it. For my current LO teacher, it is 50/50 on this one, she looks comfortable in some topics than others. Mostly, she tells us what to do and what not to do but won’t discuss sexual questions with us too.”. – (Zama, female, 16 years old)






While there could be various reasons for educators’ discomfort in the class, such as lack of preparation, competency issues, and personal antecedents, the study found that such discomfort could be a barrier to sexuality education curriculum delivery. Some participants noted their teachers were not at ease during lessons.







	

	
“They get annoyed easily if you ask questions about having sex, they give you judgmental looks, and it feels awkward because teachers are not in the mood to answer questions about abortion, sex, and condoms. Some of us keep quiet because we don’t want to get into trouble.” – (Neliswa, female, 18 years old)








3.2.5 Attitudes toward sexual education

The attitudes of educators teaching sexuality education are critical to its effective implementation. The results indicate that some teachers in their schools are judgmental or display lack of faith in the appropriateness of sexuality education programme.







	

	
“They [teachers] felt sometimes that some topics and diagrams in our textbooks were not good for us. We skip such pages, and they just give us notes to write. They think it will expose us to practice sex.” – (Sithabile, female, 17 years old)






Other participants elaborated further how the judgmental attitude of educators and fellow learners breed a lack of trust during sexuality education lessons.







	

	
“I am not comfortable because you get judged by the teachers sometimes. Some don’t believe in what they are teaching us, and they don’t want to go deep in some areas. It is difficult to say what is on your mind or what you are going through in the class discussion.”. – (Snegugu, female, 17 years old)










4 Discussion

The study’s results align with Beyers (2011:192), who noted that educators sometimes grapple with culturally sensitive topics in the sexuality education curriculum due to conflicts arising from their cultural or religious backgrounds. The influence of educators’ cultural values on sexuality education, as shared by the participants in this study, is consistent with a Zambian study, which demonstrated that sexuality education teachers tend to approach the subject from prevailing cultural perspectives within their communities (Zulu et al., 2019:6). The authors further maintain that teachers hesitated to teach certain aspects of sexuality to learners because they deemed them too young for such topics. This reluctance is further supported by Francis (2013:72), which indicates that South African sexuality education teachers encounter difficulties in providing information based on young people’s needs because they perceive it to conflict with their own views on age-appropriate information. Contrary to teachers’ concerns that sexuality education curriculum content “will expose us [learners] to practice sex”, research suggests the opposite. Studies have shown that when learners are well-informed and encouraged to think critically about sexuality, they are more likely to delay their sexual debut and practice safer sex (Maina et al., 2020; Munyai et al., 2022). In other words, sexuality education empowers learners to make informed decisions about their sexual health, leading to healthier and safer outcomes.

The findings of this study were in accordance with a report by Francis and DePalma (2015:35), which revealed that sexuality education teachers frequently draw upon their personal life experiences when delivering the sexuality education curriculum. This finding aligns with the perspectives shared by the participants in this study. Similarly, the participants’ views resonate with the outcomes of a recent South African study conducted by Moyo and Perumal (2019:2,6), which indicated that educators living with HIV may grapple with feelings of shame and guilt, thereby affecting their ability to fulfill their professional duties effectively. This concurrence is also evident in an earlier study conducted in Tanzania by Mkumbo (2012:157), which demonstrated that many sexuality education teachers, both in rural and urban areas, do not feel at ease when facilitating various sexuality education topics. Mkumbo argued that educators’ comfort levels in addressing these topics in the classroom context play a critical role in the effectiveness of sexuality education programs. Furthermore, according to Francis and DePalma (2015:31-32), educators’ confidence in effectively delivering sexuality education lessons depends, in part, on their personal comfort with the subject matter. They asserted that comfortable educators are essential for conveying the key messages of sexuality education to learners during lessons. Consequently, if educators do not feel comfortable, their behaviors and conduct during sexuality education sessions could pose as barriers to the effectiveness of the program. Francis (2013:70) also noted that many sexuality education teachers experience discomfort when teaching specific aspects of the curriculum, such as contraception and safe sex.

A study conducted by Smith and Harrison (2013:9) in Kwazulu-Natal, a similar context, revealed that teachers of sexuality education often display judgmental attitudes toward learners. This finding is consistent with the experiences of participants in this study, who reported feeling judged by teachers, as expressed by one participant: “…because you get judged by the teachers sometimes.” The author of this study argued that such attitudes, where educators assume moral authority over learners’ sexuality, could hinder the effectiveness of sexuality education curriculum delivery. This consistency suggests that judgmental attitudes from teachers are a pervasive issue in sexuality education, highlighting the need for a more supportive and non-judgmental approach. Furthermore, the data analysis revealed that some participants lacked confidence in their sexuality education teachers due to perceived judgmental attitudes toward certain topics. These participants recounted encountering these judgmental attitudes from their LO teachers, even in lower grades and primary schools. This viewpoint was substantiated by Bonjour and van der Vlugt (2018:19), who reported that a significant number of school-going adolescents rated their sexuality education teachers poorly in terms of how they facilitated discussions on sexuality education topics. Glover and Macleod (2016:2) similarly argued that the morally authoritative attitudes displayed by sexuality education teachers could act as a barrier to the effectiveness of sexuality education programs.

In line with Msutwana (2021:340) findings, data analysis revealed that the teaching of the sexuality education curriculum could be affected by educators’ cultural antecedents. Specifically, issues like sexual identities, gender diversity, abstinence, and contraception can clash with their cultural upbringing and religious beliefs (Murunga et al., 2019:8; Adekola and Mothoagae, 2023). A South African study by Francis (2013:69) argues that sexuality education teachers inject their own values into lessons, undermining the core messages of sexuality education. This perspective aligns with Glover and Macleod (2016:4), who highlight the challenges and discomfort faced by sexuality education teachers when they are required to address topics that contradict their cultural and religious values. Additionally, educators often feel an obligation to uphold specific cultural values accepted by their communities, which can hinder the delivery of the sexuality education curriculum (Allen et al., 2012:41; Francis, 2013:74-75). These educator-centered barriers reflect broader systemic and structural concerns. The intersection of cultural and religious beliefs with educational practices can perpetuate inequities in sexuality education, particularly for LGBTQ+ students and those exploring non-heterosexual identities. This not only limits learners’ access to comprehensive information but also reinforces harmful stereotypes and stigma. The lack of inclusive and equitable sexuality education can have far-reaching consequences, impacting learners’ reproductive health literacy, self-esteem, and overall well-being. As outlined in the Ottawa Charter for Health Promotion, individuals have the right to access the information and resources necessary to make informed decisions about their sexual health (WHO, 1986). When educators shy away from discussing topics like consent, contraception, and diverse sexual orientations, they deprive learners of the knowledge and skills needed to navigate relationships safely and responsibly.

The discomfort and judgmental attitudes exhibited by some educators, as highlighted in this study and others (Smith and Harrison, 2013:9; Bonjour and van der Vlugt, 2018:19), further exacerbate these issues. Learners who feel judged or unsupported by their teachers are less likely to seek guidance or ask questions, leading to misinformation and potentially harmful consequences. To address these systemic challenges, it is crucial to provide educators with comprehensive training and support that equips them to navigate culturally sensitive topics with sensitivity and inclusivity. This includes fostering an understanding of the diverse needs of learners and creating a safe space for open dialogue. By addressing these educator-related impediments, we can move toward a more equitable and inclusive approach to sexuality education that empowers all learners to make informed decisions about their sexual health and well-being.



5 Limitation of the study

A non-random sampling approach was employed to select participants. This method has the potential drawback of excluding other learners who could hold different experiences and viewpoints. The study exclusively focused on gathering insights from learners, thereby omitting the perspectives and experiences of parents and educators. Although this study can be reproduced in other settings, its results cannot be generalized since it was a qualitative study. It is worth noting that the heightened anxiety among participants during the COVID-19 pandemic (since a portion of the data collection occurred during this period) may have influenced how participants shared their experiences. It is important to consider these limitations when interpreting the findings of this study.



6 Recommendations

To address educator-centered impediments to the sexuality education program in the study setting, a collaborative multi-stakeholder approach is recommended. This approach should engage key stakeholders, including the school governing board, the Department of Basic Education, community representatives, and parents. By working together, they can implement targeted interventions that empower sexuality education teachers through ongoing training and capacity building, making them well-grounded in the sexuality education curricula and enhancing their pedagogical efficacy. There should be active engagement and continuous dialogue with community actors, especially parents, to support educators who teach sexuality education and to dispel misconceptions regarding sexuality education, thus making them active contributors toward realizing adolescents’ sexual wellness in the research setting. Future research should delve into understanding the specific needs and desires of young people regarding sexuality and reproductive health education, ensuring that curricula and learning materials are relevant and meet them where they are in terms of maturity, thought processes, and actions. Additionally, investigating teachers’ beliefs about the ramifications of not adhering to the Department of Basic Education’s designed curriculum and learning outcomes would provide valuable insights into the potential consequences for learners’ ability to navigate their own and others’ sexual and reproductive health.



7 Conclusion

The findings of this study revealed educator-related impediments to sexuality education programs. These impediments, if not addressed, could negatively impact school-going adolescents’ sexual and reproductive health outcomes in the research setting. These impediments can be addressed through continuous pedagogical training of teachers and engagement with community stakeholders. Such training interventions are likely to enhance the effective implementation of the sexuality education program in the schools located in the research setting, while stakeholder engagement will promote the acceptance of the program and its effective implementation.
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Introduction: The objective of this demand driven research is to co-design an intervention for upper-secondary students that addresses issues of consent and healthy relationships. In this paper, we (university researchers, student co-researchers, school staff), present the engagement framework that has been critical to the project's development and planned implementation.



Methods: An iterative co-design approach grounded in a participatory research approach is currently being adopted. Student co-researchers from three independent secondary schools on Whadjuk Nyungar Country in Boorloo/Perth, Western Australia, have been engaged as co-researchers in the design of the intervention. Supplementary quantitative and qualitative data from students enrolled at each school site is also being collated to further inform the intervention design. Student co-researchers will provide insights on the overarching design of the intervention including: the scope of key concepts they want to learn, interpretation of supplementary data, and the development of contextually relevant educative content.



Results: Retrospective and prospective components of the engagement framework are described and supported with applied examples where applicable. Preliminary results demonstrate the imperative of adopting iterative co-design, and the efficacy of our authentic engagement framework. A draft intervention has been formalized and will soon undergo piloting. The co-design process has already resulted in an intervention that differs from the initial program first conceptualized by university researchers.



Conclusion: Imperative to our engagement framework is centering students as experts of their lived experience. It is anticipated that this engagement framework will provide insights around the feasibility, value, and necessity for authentic engagement of upper-secondary school students in the design of their consent and healthy relationship education.
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co-design, participatory action research, consent, healthy relationships, secondary education





Introduction

There is growing acceptance and acknowledgement that adolescents and young people have the ability to shape policy, programs and systems that impact their development and health (1, 2), and that different degrees of participatory engagement may be possible (3). Furthermore, the United Nations states that a child can freely give their views on issues that directly affect them (4). An integrative review of international programs that consulted with youth demonstrated positive outcomes for participants, social service organizations and communities (5). Similarly, a systematic review of youth consultation in the United States reported increased levels of agency and leadership, and improvements to various social, emotional and interpersonal outcomes when young people have been genuinely consulted (6).

In the context of sexual and reproductive health, there is acknowledgement that youth voice is not routinely considered. Villa-Torres and Svanemyr (7) have systemically critiqued that youth participation in the sexual and reproductive health sector is lacking, advocating strongly for the rights of young people to be involved in program and policy development. Furthermore, in the context of sexuality education, the views and considerations of young people are often not routinely heard, and they are afforded little to no input into the development of relevant materials (8, 9). This occurs despite international technical guidance that clearly advocates for a learner-centered approach and youth input when designing and implementing school-based sexuality education programs (10).

The need for contextually relevant comprehensive sexuality education (CSE) within the Australian school system has never been more important. Results from the 7th National Survey of Secondary Students and Sexual Health acknowledge this necessity. Despite an expressed desire for CSE to be engaging and relevant, the 6,841students in this survey felt current school-based programs were largely irrelevant to their needs (11). Furthermore, Australian secondary school students have also called for affirming and age-appropriate CSE content (12).

Against this backdrop of student perception, primary prevention activities seeking to address sexual violence against women and children have become an area of recent focus in Australia (13). This is due to greater awareness surrounding the level of unwanted sex and sexual violence experienced by young people whilst at secondary school (11), university (14), and in the workplace (15). Similarly, the recent Australian Child Maltreatment Study reported high rates of harmful sexual behavior expressed by young people, including increased levels of peer-on-peer offences (16). In most instances, males are the perpetrators of this violence and females the victim/survivors, but all gender dynamics are possible. Whilst various action plans and interventions are currently underway, a national stocktake and gap analysis of respectful relationships education programs in Australia clearly identified a lack of youth voice in the development of recent programs (17).

To compound these issues, throughout most states and territories of Australia, there is presently no requirement for students to receive health education or any content related to consent, healthy relationships or sexual health during the last two years of secondary school (i.e., grades 11 and 12; student typically aged 16–18 years) (18). This results in wide variability in the way these issues may be addressed within classrooms across the country (17) at a time when many young people are expressing an interest in or engaging in various intimate and sexual encounters (11).

Whilst co-research approaches such as Participatory Action Research (19) and Youth Participatory Action Research [YPAR (20)]; may be valued by researchers, a recent scoping review identified that few Australian studies use co-research approaches in the context of adolescent sexual and reproductive health (21). As such, this paper outlines the participatory engagement framework that we (university researchers, student co-researchers, school staff), are using as part of a recently funded health promotion intervention located on Whadjuk Nyungar Country in Boorloo/Perth, Western Australia. The intention of this collaboration is to co-design an intervention for upper-secondary students that addresses issues of healthy relationships and consent in a contextually relevant manner. The planned approach is outlined, alongside recent amendments that have been incorporated due to the reflexive and iterative nature of this research method.



Materials and methods


Methodology

As a research team we approached this co-design initiative with a social constructivist lens, utilizing PAR. A social constructivist approach understands knowledge as socially-tethered and derived from the interactions of people, across and within groups, within a broader context (22, 23). PAR is an investigative approach which values the lived-experience of co-researchers, and which seeks to develop understanding through the integration of shared perspectives from multiple groups who are perceived to hold relevant academic, and/or lived-experience knowledge (21). While a range of philosophical theories can be applied to participatory approaches, Anyon et al. (6) indicate that it is well aligned with social constructivism in that both value the interactions between people who carry socially-derived and contextually-relevant experiences.

The key contributing factors to successful implementation of a consent and healthy relationships intervention for upper-secondary students are identified as: (a) current guidance provided by relevant local and national school curriculum and other guiding frameworks (e.g., Western Australian Curriculum, Australian Student Wellbeing Framework, Western Australian Equal Opportunity Act 1984), (b) national and international evidence related to best-practice approaches of relevance to the intervention, (c) participants’ and co-researchers’ perspectives of what makes such an intervention fit-for-purpose, and (d) the socially-derived needs of students who participate in the intervention. As such, each of the identified partners in this participatory process (university researchers, student co-researchers, school staff) are considered to hold knowledge and insight that is vital to the successful development and implementation of this intervention, and purposeful collaboration will be critical.



Project inception and recruitment of school sites

The project stemmed from discussions among the research team and secondary school staff following participation in the March4Justice held in 2020. The March reflected a grassroots call for equality and justice, and an end to gender-based violence in Australia. The resulting grant proposal was demand driven, as a particular secondary school initially approached Curtin University staff seeking support to develop contextually relevant and appropriate sexuality education, primarily for their upper-secondary school students. Once funding was secured, two additional schools were purposively approached to participate as pilot sites. These schools were already professionally connected to some of the university researchers. This has resulted in the recruitment of three schools reflecting both single sex and mixed-sex student populations. All schools belong to the Association of Independent Schools Western Australia.



Recruitment of school staff and student co-researchers

For each school site, a staff member was identified to act as a liaison between their respective school and Curtin University. These staff do not actively participate in data collection activities but are a valued source of information regarding the policy and procedures of their respective schools. They also provide expert knowledge of their school's students, identify potential student co-researchers, and provide ongoing support to these students throughout the research period.

Each school site under direction of the school staff member, issued a wide recruitment call to all students who would be enrolled in Year 11 (aged approximately 16–17 years) during 2023, seeking their interest to be student co-researchers. The intention was for three to five student co-researchers from each school to be identified. Qualitative research guidelines support homogenous groups of approximately 6–12 informants (24).



Data collection


Initial scoping and informal meetings with student co-researchers

Students who expressed an interest to be student co-researchers were invited to individual informal meetings that included the school liaison and two of the university researchers. This informal meeting served multiple purposes. Initially, it enabled the beginnings of rapport building between parties and to try and break down any power dynamics. Secondly, it enabled the university researchers to establish why the potential student co-researchers were motivated to participate and if there were any particular outcomes that they wanted from experience.

Given a participatory approach aims to challenge traditional research power dynamics (25), this process of reflection requires acknowledgement that whilst we require something from the student co-researchers (i.e., assistance to co-design a contextually relevant intervention) we must simultaneously consider how we can give back to the co-researchers. These informal meetings enabled reciprocity through the determination of potential skills as well as areas of specific interest and experiential development. For example, there is an opportunity for co-researchers to gain insight and experience in participating in co-research, intervention development, and knowledge dissemination activities.

Finally, this informal meeting process also provides the student with an “out”. It is key that participation by co-researchers is completely voluntary (25). Research teams need to account for the possibility that students may be pressured into participating by external parties, therefore, an informal meeting enables researchers to clearly describe the scope of work and expectations, and to unpack student motivations for participation. The students interviewed across the three participating schools expressed genuine interest and drive to participate, however, if this was not the case, we were able to exclude the student(s), at their request, whilst acknowledging the student has actively inquired about participating, giving them a socially safe option to withdraw.



Student co-researcher consultations and intervention development

The process of engagement with the student co-researchers is iterative, and the collaborative development of the intervention involves multiple workshops. The initial workshop at each school site was to welcome and introduce all parties, and to set the scene. Effort was made to provide a casual environment with a flat organizational structure, where all participants could make an equal contribution. Workshops were conducted separately at each school to ensure an environment conducive to open communication. The process of PAR was briefly summarized, and there was acknowledgement that whilst effort would be made to genuinely and authentically engage with student co-researchers throughout all the ongoing phases of the research process, there was the potential that particular suggestions or requests could not be accommodated for various reasons. For example, the university researchers, school staff or schools may need to consider financial, time or resource constraints. Further, it was emphasized that while students’ expertise would inform the intervention, the research team were responsible for creating materials and resources, to reduce the burden on student co-researchers.

A variety of potential interventions and activities were proposed, to serve as a foundational start to the planning process and these were discussed during early workshops. Subsequent workshops involved presenting the co-researchers with draft versions of the lessons and asking for feedback regarding overall structure and specific activities within each lesson. Some feedback arose through predetermined questions that arose during the writing of the lessons. For example, what sorts of case studies or vignettes should be discussed or role-played. Other feedback was extemporaneous and came about through group discussion amongst the co-researchers about the lessons and activities proposed.

Formal notes were taken by members of the research team who were in attendance and any notations that students made were also collected with permission. Parallel to the workshops, student co-researchers reflected upon the supplementary quantitative and data that had been provided by their peers (see below) to help frame their recommendations. At each school site, up to two 60–90 min workshops were planned, dependent on the availability of the student co-researchers and school staff. Any information received in one workshop was fed forward to the next school and workshop session, so all co-researchers were aware of what other schools and co-researchers were reporting.

Prospectively, there is the intention to bring all the student co-researchers together for one final workshop that will present the intervention in its entirety prior to it being piloted by each of the schools. Due to the staggered nature of the school recruitment this event had to be offered towards the end of the planning phase. In this final workshop, the student co-researchers will be asked about their preferred definition of a “successful” outcome of the pilot program by agreeing to a list of formative pre-post mixed methods evaluation tools that address the key aspects of this “success”. They will also provide feedback on the appropriate length of the measures in addition to the phrasing of the evaluation questions.

The research team expects logistical challenges in this endeavor to bring all students together, given the constraints and independent nature of the school's structure and schedules, and the realities of working in an authentic cross-institutional participatory space. School constraints are a known challenge when conducting participatory research with adolescents [see (26)]. Whilst acknowledging this potential challenge, it is a critical component of our co-research process to reflect and integrate multiple voices across the varied independent schools’ contexts. Scheduling meetings with co-researchers in the later parts of high-school education across multiple schools is likely to be the most pressing challenge.



Supplementary quantitative and qualitative data from student peers

Concurrent to engaging with student co-researchers at each school site, all students in grades 10–12 (students typically aged 15–18 years) were provided with the opportunity to answer a brief online survey. This instrument was designed initially by the university researchers, with input from the student co-researchers from the first recruited school. The survey was hosted on the Qualtrics platform, and the estimated completion time was 10–15 min. In total, the survey asked 15 closed and open-ended questions that sought to explore (I) current learning experiences related to consent and healthy relationships, (II) utility of current learning, (III) preferred sources of information, and (IV) preferences for future learning (e.g., content, mode of delivery, facilitator preferences).

At the end of the survey, respondents could also elect to participate in an additional online interview with two members of the research team so they could elaborate on these same issues. These interviews were conducted online via Microsoft Teams, lasted up to 45 min, and were transcribed via the transcription platform Otter. The student co-researchers were given access to all qualitative and quantitative data so that they could integrate these findings into any recommendations that they made.



Evaluation of the intervention

All parties will also be involved in the development of the evaluation framework. A variety of potential items and relevant validated measures will be chosen to establish baseline levels and to measure the impact of the intervention. Process and short-term impact data will be collated. Observational notes will also be taken during the pilot phase. Student co-researchers will be consulted to determine what they consider to be a sign of intervention “success.” It is hypothesized that there will be significant changes in the outcomes prior to and after completing the workshop. Subgroup analyses may be performed for students of different gender, ethnicity, school type, should there be sufficient responses.



Interviews with student co-researchers

Prospectively, the final phase of data collection will be interviews with the co-researchers to explore their experiences in engaging in this co-research process. The main questions within the semi-structured interviews will focus on (I) positive aspects of the process, (II) negative aspects of the process, (III) suggestions to improve the process, and (IV) their suggestions for how to engage future student co-researchers from other secondary schools, including students who may express different cultural characteristics to themselves.

The interviews will either be conducted face to face or online via Microsoft Teams. Interviews will be transcribed via Otter at which time the transcripts will be reviewed for accuracy to ensure the full interview is captured. The transcripts will be analyzed using Reflective Thematic Analysis (22) employing both manual and NVivo inductive coding. Member checking will be adopted to develop confidence in the findings and to ensure co-researcher feedback is interpreted accurately (27).




Ethical considerations

Ethics approval for this project was granted by the Curtin Human Research Ethics Committee (HRE2022-0382). The ethics approval is subject to ongoing amendments, as new initiatives are delivered or as the protocol is amended by the student co-researchers. For example, given the iterative nature of the research, more feedback was warranted from co-researchers, so the research team sought ethical amendments to enable additional co-researcher workshops. Furthermore, once the intervention is finalized, an amendment will be submitted to cover the piloting phase and associated evaluation activities.

At present, all prospective schools and student co-researchers have been provided with a Participant Information Sheet that clearly outlines the project, what level of involvement is required from them, what data will be collected and how this information will be stored. Written consent was obtained from schools, student co-researchers, and a parent/guardian. Any student in grades 10–12 who participated in either the online survey or interview was also provided with a Participant Information Sheet and provided written consent. Their parent/guardian was only required to provide consent for students participating in an interview.



Current status

At the time of publication, 13 co-researchers (16–18 years, 5 female, 8 male) have been recruited, across the three participating schools. Furthermore, lesson plans have been drafted and all co-researchers have provided extensive feedback regarding various proposed activities. We have also ascertained the range of skills, opportunities and activities that co-researchers would like to achieve through participating in co-design initiative. For example, co-researchers have expressed interest in publishing academic work and contributing to the co-design of the website.

Throughout the process thus far we have encountered challenges. Given the complexity of the phases and mixed responsibilities of various co-researchers across multiple institutions, HREC amendments represented a significate burden for university researchers. However, given the established need of this research, the complexity and related workload burden was justified within the research team. Furthermore, given the complexity of each of the school's individual term schedules and taking into account the individual schedules of each of the co-researchers it has been challenging to finding a suitable and continuing time to meet with co-researchers. These challenges are frequently reported for co-design research processes with adolescents [see (28)] and have been addressed by sharing responsibilities across the research team and conducting small group meetings at individual schools.

Student co-researchers have had significant input into the lesson development, supplemented by the additional quantitative and qualitative data that has been collected from their peers. Whilst the intervention is still to be piloted, the current draft lesson plan differs from the initial program that was first conceptualized by the university researchers. For example, there is a strong emphasis on providing learners with knowledge and skills that will enable them to identify and foster healthy relationships and optimize sexual wellbeing, as opposed to focusing primarily on the prevention of sexual violence. The student co-researchers have expressed strong opinions regarding preferred facilitators and provided contemporary vignettes that can be used as case study examples. They have also requested that the program helps them to develop healthy and respectful friendships, alongside romantic or sexual relationships. The importance of role playing and practicing awkward or uncomfortable conversations is a significant area of focus. Further refinements are expected during the piloting phase, but the formative process has already highlighted the positive benefits of a co-design process.




Discussion

Employing a PAR approach within the sexuality education space is a novel approach, even more so when considering the limited use of co-design approaches undertaken related to sexual and reproductive health for adolescents and young people within Australia [see (21)]. Furthermore, these populations often have little to no influence in the messaging and education that surround CSE and adult voices dominate (8, 9).

Current CSE is felt to be outdated, negatively framed, and does not address the expressed needs of young people (11, 12). The proposed framework of engagement with co-researchers will allow for the creation and development of a positively framed CSE program, that is both contextually relevant and considered from the perspective of the adolescent end user. Furthermore, we feel as a team of adult researchers, that engagement with adolescents will provide further insight into the abilities of young people (29) to provide meaningful input in a CSE space, in which youth voice is lacking.

The research team is not naïve to the challenges related to undertaking participatory research involving adolescents and young people, such as ethical and logistical considerations. As such, practical solutions applied to mitigate the challenges will be documented and shared in subsequent publications. Although ethically when engaging with adolescents, working with parents is beneficial, there is potential that this impedes active involvement by the adolescents (25, 28) with the required ethical process inadvertently inhibiting youth agency (30). There can be tension between young people's interest and perceived benefits of participating in the research and that of the parent/guardian, whereby the parent/guardians can withhold consent (31, 32). Given the ongoing nature of the project, this may be the case, given we are designing a CSE program specifically for adolescents and young people and parents/guardians may have differing perspectives on what is considered appropriate for young people in the CSE space [see (33)]. However, recent national data from Australia does indicate that parents/guardians are highly supportive of CSE provision in schools (34).

This may also be a consideration when approaching schools. It may be the case there are restrictions in what schools will and will not allow participation, in as it has been acknowledged school administrations can act as gatekeepers to participation (35). This is despite the fact that an enabling school environment is known to be a key driver in the success of CSE programs (36).

Furthermore, although the value of youth voice has long been acknowledged in the field of PAR and YPAR as a key research practice when seeking to address youth-related topics [see (2, 6, 21)], the realities of undertaking this work is acknowledged. Although we have strived to create an authentic participatory co-design framework at the highest possible level, we have encountered challenges in the process to engaging in the highest level of participatory action. Like, Hart (37), the research team strive to ensure that the ability of young people to contribute is recognized and valued, while their time burden is minimized.

To conceptualise the current level of co-researcher participation at the time this paper is written, our engagement framework oscillates between rung five, Consulted and Informed and rung six, Adult Initiated, Shared Decisions with Children of Hart's (3) model of youth participation. Rung five, Consulted and Informed, posits that young people participate in the form of consultants, in a program designed and primarily run by adults, however young people participate in a way that ensures great integrity and their contributions are taken seriously. Consulted and Informed is still acknowledged as a level of participation, rather than non-participation (3). Rung six, Adult Initiated, Shared Decisions with Children posits even though the project is initiated by adults, the decision-making responsibilities are shared with young people (3). There have been moments where student co-researchers were consulted, and their feedback has led to changes in the approach taken.

For example, the student co-researchers have clearly articulated preferred characteristics of prospective facilitators. The feedback received from student co-researchers reframed the delivery plans, to ensure that facilitators during the pilot phase will be independent from the school, knowledgeable about the content area, and relatively young in age. Student co-researchers have also provided specific direction regarding the delivery mode, lesson structure and case study vignettes. Whilst university researchers are actively striving to engage in true and authentic co-design and redistribution of power, the reality is that this is not always possible. However, as noted by Hart (37), the participation of young people should consider what is appropriate at the time, and full participation is not necessarily required.

Thus far, the intentional inclusion of student co-researchers early during intervention conceptualization and the iterative nature of the framework has allowed potential challenges to be recognized and considered across all phases of the project. However, the importance of maintaining flexibility and adaptability within the participatory process is also acknowledged (38). In contrast to contemporary discourse that CSE can be negatively framed, the current engagement framework has led to the drafting of an intervention that seeks to optimize interpersonal skills and sexual wellbeing, and it will now transition to the piloting phase. All members of the research team (university researchers, student co-researchers, school staff) consider the flexibility and adaptability of this framework to be a methodological design strength.
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Background: Abortion complications are the leading causes of maternal death in low and middle-income countries, including Ethiopia. Providing quality and comprehensive abortion care services is crucial for improving the health of women and increased their satisfaction. Evaluating a client's satisfaction with abortion care is clinically relevant since women's satisfaction with health services is one of the key indicators of high-quality healthcare services. Therefore, this study aimed to assess women's satisfaction with comprehensive abortion care services and associated factors.



Methods: An institution-based cross-sectional study was implemented among 333 women in Central Gondar Zone public primary hospitals from October 1, 2022, to April 30, 2023. Eligible participants were selected using a systematic random sampling technique. The data was collected using an interviewer-administered semi-structured, and pretested questionnaire. STATA version 17 and SPSS version 25 software were used for data entry and analysis respectively. Bivariable and multivariable logistic regression models were used to identify factors associated with clients’ satisfaction with comprehensive abortion care services. A P-value of ≤0.05 with a 95% confidence interval was the cutoff point for determining statistical significance.



Results: This study revealed that the level of client satisfaction with comprehensive abortion care services was 60.4% (95% CI: 55.0%, 66.0%). The use of abortion medication (AOR = 4.41, 95% CI: 2.59, 7.48), women's age 20–24 years (AOR = 2.94, 95% CI: 1.02, 8.48), and being a student (AOR = 2.88, 95% CI: 1.10, 7.51) were significantly associated with women's satisfaction with comprehensive abortion care services.



Conclusions: Women's satisfaction with comprehensive abortion care services was relatively low, and it was strongly correlated with the method of abortion, age, and occupation. To improve women's satisfaction requires a comprehensive understanding of women's values and perspectives, providing sexual and reproductive health education, and quality abortion care services are recommended.
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Introduction

Abortion is defined by the World Health Organization (WHO) as pregnancy termination prior to fetal viability; however, several nations use different gestational age and/or fetal weight to determine the viability of the fetus (1). Depending on the cause, an abortion can be spontaneous or induced, and the procedure can be carried out using medication or through surgical intervention (2, 3). To further differentiate between abortions, the words “therapeutic abortion” and “voluntary abortion” are employed; therapeutic abortion refers to an abortion performed to save the life of the pregnant woman in cases where continuing the pregnancy poses a serious risk to the mother's life, while voluntary abortion is chosen for personal or social reasons (4).

Ethiopia's 2005 Penal Code and the Ministry of Health's guidance on safe abortion services allow abortions under specific circumstances, such as if the pregnancy is a result of rape or incest; if the continuation of pregnancy endangers the life of the woman, if the fetus has a serious and incurable deformity; or if the pregnant woman is physically and mentally unfit to raise the child due to a physical or mental disability or her minority. Despite this, unsafe abortions remain prevalent in Ethiopia, contributing significantly to maternal morbidity and mortality (5, 6).

Abortion care is a crucial aspect of reproductive health services, and ensuring high-quality and accessible abortion care services is essential for promoting women's health, rights, and satisfaction (7). The WHO has made it very clear in recent years that access to high-quality healthcare, including services related to abortion, is a prerequisite for protecting the right to health as a fundamental human right (8).

Worldwide, nearly 22 million unsafe abortions are carried out annually, and the majority of them occur in low- and middle-income countries (9). Approximately 13% of maternal deaths in developing nations are attributable to unsafe abortion practices (10, 11). In Ethiopia, complications from abortions are the leading cause of maternal morbidity and mortality; about 31% of all maternal mortalities are due to unsafe abortions (12).

Strict national laws, a lack of readily available safe abortion services, and inadequate care following an abortion have caused many women to die too young (13). Maternal death and morbidity associated with abortion are clearly avoidable via comprehensive sexual education, easily accessible family planning services, and safe and legal-induced abortion (14).

Comprehensive abortion care (CAC) is a successful and holistic approach for preventing unintended pregnancy and repeated abortion, managing abortion complications, and eventually increasing client satisfaction (15).

Effective and quality services are essential for improving women's health outcomes and, at the same time, satisfying the healthcare needs and rights of women who have experienced abortion complications (16).

Client service-related satisfaction levels are important for evaluating the quality of healthcare offered by the institution, identifying what factors affect clinical performance and patient retention, and ascertaining whether the services offered meet the needs of the clients, such as having a choice of services, positive interactions with providers, receiving accurate and complete information, and receiving high-quality care (17).

Client satisfaction with abortion services is a relevant and widely used indication of the quality of healthcare provided; it influences women's desire to seek abortion treatment and return for post abortion care and eventually significantly impacts health outcomes (15, 18). Satisfied clients are more likely to adhere to treatment plans, participate actively in their care, continue utilizing services, and recommend others to services. Conversely, low-quality care services may lead women to seek care from unqualified providers or to self-induce abortions, which increases the risk of morbidity and death from abortion (19).

Access to quality abortion care services remains a challenge in low-income nations (17). Continuous service improvement initiatives are necessary to maintain service quality and meet women's healthcare needs. Ethiopia has made progress in providing more access to reproductive healthcare services, including abortion, but there are still gaps in policy objectives and actual implementation, especially in poor and rural areas. Comprehending women's contentment with abortion care services is crucial not only for assessing the quality of services but also shaping policy and practice to better meet women's needs. Therefore, it is reasonable to evaluate client satisfaction with CAC services to identify areas that need attention to improve service quality and obtain better results.

Women's satisfaction with abortion services is influenced by various factors such as the condition of medical facilities and equipment (cleanliness and safety protocols), the skill level and expertise of the healthcare providers; counseling and information provision (clear and comprehensive information about the procedure, risks, and options before the procedure and obtaining informed consent); personal factors (women's prior experiences with healthcare services, level of education and awareness about abortion and reproductive health); cultural and societal factors (cultural sensitivity and personal beliefs towards abortion, support from family and community members); emotional and psychological support, legal environment (restrictions or protections regarding abortion services); timeliness (length of time women have to wait for appointments and procedures) and privacy and confidentiality during the care process (availability of private spaces for consultations and procedures) (7, 13, 15, 16, 20–26).

Previous studies in Ethiopia have primarily focused on the magnitude of abortion services, but little attention has been given to evaluating women's satisfaction with CAC. Therefore this study aims to assess satisfaction levels and to identify associated factors, and to provide actionable insights for healthcare providers and policymakers.



Materials and methods


Study design, setting and period

An institution-based cross-sectional study was carried out in the Central Gondar zone, Amhara Regional State, Ethiopia, from October 1, 2022 to April 30, 2023. The Central Gondar zone is located 748 km from Addis Ababa, Ethiopia, and 182 km from Bahir Dar, the capital town of the Amhara Regional State. It covers thirteen woreda with an estimated total population of 2,896,928. In this zone, there were 14 districts, 9 hospitals and 75 health centers.



Study populations

All women who utilized abortion care in public primary hospitals in the central Gondar Zone during the study period.



Sample size and sampling procedures

Using a single population proportion formula and the following presumptions; prevalence (P) of client satisfaction with abortion care services: 26.9% (27), with a 95% confidence interval (CI) and 5% margin of error; the sample size was calculated as follows:

n=Zα/2)2p(1−p)d2=(1.96)20.27(1−0.27)(0.05)2=303; by considering a 10% nonresponse rate, a final sample size of 333 was obtained.

where n is the required sample size, z is the standard normal distribution curve at 95% confidence level α = level of significance, p is the proportion of client satisfaction with abortion care services, and d is the margin of error.

Based on the total number of abortions conducted in the preceding month, a proportionate amount of the sample was assigned to each institution. The desired sample sizes from each hospital were then chosen through the application of a systematic random sampling technique.



Data collection procedure

Data were collected using an interviewer-administered, semi-structured questionnaire. The data collection tool was prepared after relevant and related literature was reviewed. Ten midwives collected the data, and five master's-holder midwives supervised the data collection process. Moreover, the principal investigator was available to offer guidance when needed.



Data quality control

The questionnaire was first written in English, then translated into Amharic, the local language, and then back into English. A pretest was carried out on five percent of the sample size before the actual data collection to verify the tool's applicability and linguistic clarity. Half a day training was provided for the data collectors and supervisors to help them better understand the purpose of the study and the overall procedure of the data collection process. Supervisors and the principal investigator conducted daily checks on the questionnaire to ensure its completeness during the actual data collection period.



Data management and analysis

After the data were checked for accuracy, consistency, and missing values, STATA version 17 and SPSS version 25 software were used for data entry and analysis respectively.

Descriptive statistics were computed to characterize the study population in terms of sociodemographic and other pertinent factors. The relationship between each independent variable and outcome variable was initially determined by bivariable logistic regression analysis and variables with a p-value less than 0.2 were subsequently included in the multivariable analysis. Finally, variables with a p-value ≤ 0.05 were considered to be significantly associated factors with women's satisfaction with CAC services. The direction and strength of the associations were determined by the adjusted odds ratio (AOR). Hosmer-Lemeshow goodness of fit test was used to evaluate the fitness of the final model.



Operational definition

Comprehensive abortion care refers to providing safe induced abortion for all legal indications allowed by national law as well as providing elements of post abortion contraceptives (28).


Measurements

Women's satisfaction with CAC was measured using a composite variable with multiple indicators (physical environment, technical quality of provider, information provision, privacy and confidentiality). The satisfaction level of women was measured by 20 five-point Likert scale questions ranging between 0 and 4 (0 = neutral, 1 = strongly disagree, 2 = disagree, 3 = agree & 4 = strongly agree). The scores for each domain were calculated by summing the answers to all items in each domain. The overall and component wise satisfaction scores were categorized into two groups based on the mean score. Women who scored mean and above were categorized as satisfied, whereas those who scored below the mean were categorized as unsatisfied (13, 15, 29).




Ethics approval and informed consent

The study followed the principles outlined in the Declaration of Helsinki. Ethical approval was obtained from the Ethical Review Board (30) of the University of Gondar (Reference number: 189/11/2022). A permission letter for each hospital was obtained from the Amhara Public Health Institute. Before data collection, the study participants were informed about the purpose of the study and their right to decline participation or discontinue the interview at any time. Written informed consent was obtained from each participant and/or their caregivers or legal representatives for underage and illiterate participants on their behalf. Their confidentiality was maintained by omitting personal identifiers from the data collection tool.




Results


Sociodemographic characteristics of the study participants

A total of 333 women were interviewed, yielding a 100% response rate. The mean age of the study participants was 25.3 years (standard deviation ± 4.9). Of the total participants, the majority (82.6%) were Orthodox Christians by religion, 58% lived in urban areas, and 46.5% had no formal education. (Table 1).


TABLE 1 Sociodemographic characteristics of the study participants in public primary hospitals of central Gondar zone, Amhara regional state, Ethiopia, 2022/2023 (n = 333).

[image: Table displaying demographic and socioeconomic variables, with categories, frequency, and percentage. Variables include maternal age, residence, marital status, religion, education, occupation, sex preference for CAC services, and income source. Age ranges from 14 to over 35, with 46.2% aged 25–34. Urban residence is 58%. Married individuals comprise 61.3%. Orthodox religion is 82.6%. Education levels vary; 46.5% have no formal education. Occupations include housework (36%) and employment (28.5%). Female preference for CAC services is 55%, and 54.7% earn independently. Footnotes clarify marital and occupational categories.]



Abortion care-related characteristics of the study participants

More than half 184(55.3%) of the participants were experienced first trimester abortion by gestational age (GA), and 177(53.2%) of the participants utilized abortion medication as a method of uterine evacuation (Table 2).


TABLE 2 Abortion care-related characteristics of the study participants in public primary hospitals of central Gondar zone, Amhara regional state, Ethiopia, 2022/2023 (n = 333).

[image: Table displaying data on various variables related to abortion. Gestational age shows 55.3% in the first trimester and 37.8% in the second trimester. Diagnosis type includes 59.8% for induced abortion. Procedure type has 53.2% for medical abortion. Information on post-abortion services is known by 53.3%, while 69.7% did not use any post-abortion family planning method.]



Level of women's satisfaction with the given abortion care services

Participants were asked to assess their level of satisfaction with the given abortion healthcare services using five item dimensions, such as the physical environment, quality of care, information provision, and privacy and confidentiality. In this analysis, women's satisfaction with privacy and confidentiality accounted for the highest proportion (72.1%). Overall women satisfaction with comprehensive abortion care services was 60.4%, with a 95% CI (55.0, 66.0) (Figure 1).


[image: Bar chart depicting satisfaction levels across five categories: overall women's satisfaction, satisfaction with the physical environment, the art of care, information provided, and privacy and confidentiality. Blue bars represent satisfied percentages: 60.4%, 53.5%, 64.0%, 59.2%, and 72.1% respectively. Orange bars show dissatisfied percentages: 39.6%, 46.5%, 36.0%, 40.8%, and 27.9% respectively.]
FIGURE 1
Level of women's satisfaction with each item dimension and overall satisfaction with comprehensive abortion healthcare services in central Gondar zone public primary hospitals, Amhara regional state, Ethiopia, 2022/23.




Factors associated with the level women's satisfaction

To identify the variables related to women's satisfaction, bivariable and multivariable logistic regression analysis were performed. According to the bivariable logistic regression analysis, women's age of 20–24 and 25–34 years, being a rural resident, being a student, and utilizing abortion medication were associated with satisfaction. In the final model women's age of 20–24 years, occupation as a student and use of abortion medication were independently and significantly associated with women's satisfaction.

Compared to women under twenty years of age, women aged twenty to twenty-four years had 2.94 times greater odds of being satisfied with their CAC services (AOR = 2.94, 95% CI: 1.02, 8.48). Similarly, the odds of women's satisfaction with CAC services among women whose occupation was student were 2.88 times higher than those among whose occupation was housework (AOR = 2.88; 95% CI: 1.10, 7.51). Furthermore, respondents who utilized abortion medication as a method of uterine evacuation were 4.41 times more likely to be satisfied with CAC services than that of those who used the surgical method (AOR = 4.41, 95% CI: 2.59, 7.48) (Table 3).


TABLE 3 Bivariable and multivariable analysis results to identify associated factors with women's satisfaction with CAC services in central Gondar zone public primary hospitals, Amhara regional state, Ethiopia, 2022/2023.

[image: A table showing various variables influencing satisfaction with comprehensive abortion care services. Categories include maternal age, residence, marital status, religion, education, occupation, sex preference for services, income self-sufficiency, gestational age, diagnosis method, and post-abortion family planning. Each category includes satisfied and unsatisfied percentages, alongside COR and AOR values with confidence intervals and p-values. Notes at the bottom define abbreviations and indicate which variables are significant in analyses.]




Discussion

Abortion remains a complex and contentious issue globally, shaped by cultural, religious, legal, and healthcare factors. Several scientific studies have examined how satisfied patients are with their healthcare services, highlighting how crucial it is to make sure that the services are of a standard that meets patients’ expectations. Evaluating women's satisfaction with abortion care services in Ethiopia is especially important to make sure services meet women's needs, where access to complete reproductive health treatments is not satisfactory. It provides data for policy insight to improve the accessibility and quality of abortion services and patient-centered care. It also helps to create a healthcare system that upholds the reproductive rights of women, offers high-quality care, and advances their general wellbeing. Patients have specialized knowledge and experience that can be applied to enhance clinical outcomes, quality of care, patient experiences, patient autonomy, research relevance and impact, and public trust in research, it is crucial for them to participate collectively in research (30).

This study assessed the level of women's satisfaction and associated factors with comprehensive abortion care services in Central Gondar Zone public primary hospitals in the Amhara Regional State, Ethiopia. Thus, the prevalence of women's satisfaction with comprehensive abortion care services was 60.4%, with a 95% CI (55.0, 66.0). A woman's age between 20 and 24 years, being a student, and using abortion medication as a method of uterine evacuation were identified as factors associated with women's satisfaction.

The finding of this study are comparable to those of the studies done in Addis Ababa and Mojo town (15, 16). However, this result is lower than those of studies in Jimma (23), the Gambela region (13), and Kenya (31) and higher than those of studies done in northwest Ethiopia (17) and the Tigray region (25).

The variation in the study setting and time, sample size, and sociocultural background of the study subjects could be the cause of the disparity in the level of satisfaction with the services. One explanation for the lower prevalence in the current study might be because some previous studies evaluated the satisfaction levels of women who had only medical abortions. The observed discrepancy may also be explained by variations in the attitudes and abilities of healthcare providers, difficulties in adhering to clinical protocols, and a lack of appropriate equipment at the health institution.

Those respondents who utilized abortion medication for uterine evacuation were 4.41 times more likely to be satisfied with abortion care services than those who utilized surgical methods. This result is consistent with the research finding in Mojo town. One possible explanation is that women may experience pain and discomfort associated with the surgical process. Additionally, a lower level of satisfaction may also result from not receiving counseling or from not using pain management therapy during the procedure. Abortion patients should have access to accurate information and counseling both before and after the procedure. Providers should educate women on the characteristics of abortion methods during counseling sessions and assist them in choosing the best option for them (32).

However, this result contradicts the findings of Addis Abeba, which reported that women who underwent surgical abortion were more satisfied than women who received abortion medication (16). The possible reason might be the expectations and awareness of the respondents about the methods; women in urban residences have adequate information due to better access to various health facilities and more media exposure, which may increase their expectations that surgical methods are associated with pain and discomfort (16). Furthermore, in one randomized trial of women randomized to surgical abortion, 92% stated that they would choose a surgical method for their next abortion, whereas only 63% of women randomized to medical abortion would choose that option in the future (33).

The odds of women's satisfaction with comprehensive abortion care services were 2.94 times greater among women aged is between 20 and 24 years. This is might be because of young women may not have a better understanding of the risks and benefits of abortion in their lives, as they are focused only on ending unwanted pregnancies to avoid social stigma regardless of the standard of treatment.

Women's occupation is also a significant factor for women's satisfaction; being a student was highly likely to be more satisfied with comprehensive abortion care services compared to those whose occupations involved housework. This might be because students might have limited information about the quality of abortion services and low expectations anticipating that they may not be well treated by providers due to interference with their pregnancies, which means that less educated clients may not request for better services (15).

However, this finding differs from those of previous studies conducted in Jimma (23) and Addis Abeba (16), which reported that employed women were more likely to be satisfied with services than those in other occupations. Patients with greater education are able to express their needs and preferences more clearly, which enables medical professionals to give more individualized and fulfilling care. Patients feel more confident and satisfied with their healthcare experiences when they are equipped with the knowledge necessary to make educated decisions regarding their sexual health. Additionally, employed women have better communication with healthcare providers, which may help them understand the scarcity of resources available in health facilities to deliver procedures accordingly (17). Therefore, the possible reason for the discrepancy may be due to the difference in study settings and populations.

Comprehensive sexual and reproductive health (SRH) education plays a crucial role in increasing patient satisfaction and promoting overall health and well-being. It provides information on safe sex practices, contraception, helping to prevent sexually transmitted infections (STIs) and unwanted pregnancies, and enabling early detection of potential health issues. Therefore, healthcare providers can significantly enhance patient satisfaction and promote general health and well-being, which will result in healthier individuals and communities, by incorporating sexual health education into patient treatment.

In summary ensuring high-quality abortion care and improving women's satisfaction involves addressing multiple facets of service delivery, including clinical quality, emotional support, accessibility, and respect for women's autonomy. Comprehensive sexual and reproductive health education is also essential for empowering women to make informed decisions.


The strengths and limitations of the study

The 100% response rate was maintained to investigate the multifactorial nature of women's satisfaction. Furthermore, this study identified contributing factors that grab attention to enhance the quality and increase women's satisfaction with CAC services. Some of the limitations of this study are that, although satisfaction is a process, it was assessed at one point in time, and this might underestimate the level of women's satisfaction. Given that the data were gathered through face-to-face interviews, social desirability bias might have been introduced.




Conclusions

This study revealed that 60.4% of women were satisfied with comprehensive abortion care services. Women's age of 20–24 years, being a student, and utilizing a medical abortion were factors associated with women's satisfaction with CAC services. To improve women's satisfaction with abortion care services, requires a holistic approach to abortion care, including better information provision, enhanced privacy and confidentiality, and quality healthcare services. Thus, all the concerned bodies should focus on advancing these factors to improve the quality of care and increase women's satisfaction with CAC services. In order to fully understand factors that influence comprehensive abortion care services longitudinal study recommended.
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Introduction: Health literacy is defined as the capacity, resources and insight to seek information, ask critical questions and be an advocate for one’s health. Sexual literacy is framed in similar terms, relating to the capacity to navigate emotionally and physically safe sexual encounters and to hold a critical and assertive stance on relationship dynamics, gender and consent. In this paper, we present findings from a qualitative study that explored how young people’s use of the internet develops sexual literacy.
Methods: In-depth interviews were conducted with 22 young people (aged 18–25). Interviews explored the ways in which young people participate in online spaces to learn about sex, relationships, bodies and other aspects of sexual health. Data were analysed using qualitative, inductive thematic coding techniques.
Results: Young people described learning about sexual health online as a process of exploring ideas, topics or experiences (going down ‘rabbit holes’). It was rarely the case that young people searched for specific information. Young people described engaging with multiple sources of content and multiple people online to learn about relationships or sex. This was often personal. Young people wanted to understand their own experiences and hear stories from people with similar experiences. Engaging with multiple sources, stories and people enabled critical reflection and peer-based learning.
Discussion: Building sexual health literacy is not simply about providing young people with sexual health information. Rather, it is about supporting young people to develop critical insight and capacity to reflect deeply on experiences and issues that affect their sexual relationships. The online environment supports sexual literacy as it enables critical inquiry, access to multiple perspectives, peer connection and personal reflection.
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Introduction

Digital media and online environments play an increasingly important role in sexual health education. This includes facilitating young people’s learning about sex, sexuality relationships, gender and bodies, as well as clinical aspects of sexual health, such as the prevention of sexually transmissible infections (STIs) (Döring, 2021; Farrugia et al., 2021; Waling et al., 2022a). In part, online spaces are important because they host a vast array of sexual health content via various mediums (e.g., video, podcasts, social media, websites, and smart phone apps) and are spaces where that young people can access content privately, which is important for issues that are sensitive, embarrassing or stigmatized (Abdulai et al., 2022). Significantly, online spaces are also increasingly relevant for sexual health because this is where young people gather and spend a lot of their time socializing (Albury, 2018; Albury and Byron, 2018).

In this paper, we explore the extent to which online environments can support sexual literacy among young people. Conceptually, the term ‘sexual literacy’ (which is often used interchangeably with the term ‘sexual health literacy’) extends beyond the acquisition of information or knowledge. It draws from a complex definition of ‘literacy’ which involves both technical skills in reading and writing and insight into the complexities of human communication – understanding, being understood, and recognizing nuanced cultural cues and symbols (Schulz, 2012; Herdt et al., 2021). Sexual literacy refers to the capacity to make sense of, and communicate about, knowledge related to sex, sexual bodies, gender, sexuality, relationships, and sexual rights. Attaining a level of sexual literacy involves some knowledge of sex, bodily processes and sexual health as well as having a culturally grounded understanding of processes that shape one’s experience of sex and relationships, including factors that may impede sexual health. As such, interventions which aim to build sexual literacy are not just about providing sexual health information but are about building insight into social and relational aspects of sex. This may include insight into cultural, social and political processes that support, or undermine, people pursuing a safe and pleasurable sex life. It may also include critical insight into navigating health systems (Martin, 2017; McDaid et al., 2021). This concept of sexual literacy draws on holistic definitions of sexual health, which emphasize sexual health as being more than the absence of disease (World Health Organisation, 2006). ‘Good’ sexual health requires the opportunity and capacity to pursue consensual, safe and pleasurable sexual relationships (Gruskin et al., 2019). While the online environment clearly offers capacity to impart sexual health information to young people, such as through websites and videos, this is just one part of a comprehensive definition of sexual literacy. In this paper, we explore the extent to which online spaces have capacity to support sexual literacy among young people.


A feminist approach to sexual literacy

The concept of sexual literacy sits in parallel with a broader definition of health literacy, articulated as having resources and capacity to access, understand, critically assess, and draw from health-related knowledge to take action to improve or maintain one’s health (Nutbeam, 2008). The capacity to access knowledge and take action, however, is largely dependent on resources. People with greater material wealth, cultural capital or opportunity will have greater capacity to access health information and make critical choices about how to draw from this knowledge to improve and sustain good health (Sørensen et al., 2012; McDaid et al., 2021; Power et al., 2022). Knowledge or information alone do not support health if people lack the capacity to act. Health literacy, therefore, is about supporting people or communities to build insight into factors that may be a barrier to health, or taking action to support one’s health (Schulz, 2012).

This point is well made by Jones and Norton (2007) in their study of sexual literacy among young women in Uganda. As Jones and Norton write, in this setting, young women are “subject to powerful and restrictive sociocultural practices and beliefs that profoundly undermine their autonomy and decision-making abilities” (pg. 299). Knowledge of how to prevent unwanted pregnancy or STIs is insufficient for these young women to ensure their sexual health. They may not have capacity to reject sexual encounters or insist on condom use due to gendered power imbalance in their sexual relationships. Likewise, prevailing social or economic conditions may make condomless sex a desirable option in some instances. Sexual literacy for these young women must therefore also involve development of critical insight into gendered social norms, the expectations and treatment of women and girls, and the barriers and challenges they face in enacting practices which may protect their sexual health. Sexual literacy is different to sexual health promotion interventions which seek to address cultural and material conditions (e.g., micro finance or capacity building programs) to create ‘enabling environments’ for good health (Nutbeam et al., 2018). However, it is related to the extent that it recognizes that providing sexual health information is not enough to give value or purpose to such information. Material, social and cultural conditions matter (Jones and Norton, 2007).

Feminist health literacy has focused on the ways in which knowledge can be used to promote critical insight into gender-based inequality, including inequalities in health systems that affect women. Health literacy may involve provision of knowledge that supports women to effect personal or political change (Jones and Norton, 2007). In the introduction to a collection of essays celebrating the legacy of the iconic feminist health text, Our Bodies Ourselves (OBOS), originally published by the Boston Women’s Collection in 1970, DiCaglio and De Hertogh (2019) describe the effort to develop women’s health literacy through OBOS as “system disrupting” because the book encouraged women to view themselves as experts in their own bodies and question how, and by whom, decisions about their health were made. This challenged the conventional, gendered power structures of medicine:

 As a set of instructions for women, the original edition functioned to encourage women to see themselves as a “potential expert” and to attempt to change the system of medical care for women … This “system-disrupting” nature sets the book apart from other health manuals even today, which still often suggest that women should see themselves as inexpert patients (DiCaglio and De Hertogh, 2019, page 565).



The ‘health literacy’ which OBOS sought to build included political and personal insight into how gender-based inequality affected women’s health and their sexual and reproductive decision-making. Since the 1970s, OBOS has been updated in subsequent editions to also be inclusive of intersectional forms of inequality, namely the relationship between gender, sexuality, race and ethnicity (DiCaglio and De Hertogh, 2019). Feminist approaches to health literacy emphasize the political nature of health-related knowledge, particularly in gender-based inequality and sexual health. Drawing from this framework, a feminist sexual literacy would be defined by a capacity to make sense of sexual experiences and relationships in the context of gender-based power dynamics and other intersections of inequality.

In this project, we are interested in the extent to which the online environment has capacity to support young people to build this critical insight into themselves and the social dimensions of sex and relationships. There is a vast amount of online content related to sex, gender, bodies, relationships and other aspects of sexual health (Döring, 2021). However, we do not know whether young people engage with this content in ways that support personal or critical insight into the political or social aspects of sexual health.



Learning about sex and relationships online

The range of content available online related to sex, sexuality, relationships, bodies, gender, or clinical aspects of sexual health is vast (Simon and Daneback, 2013; Waling et al., 2019; Döring, 2021). It also takes a variety of forms. Many sexual health or youth health organizations publish websites for young people with comprehensive sexual health information and links to further information or services and, in some cases, interactive content, such as question-and-answer forums (Aicken et al., 2016; Martin, 2017). Smartphone apps are also a popular way to provide educational content to young people or to connect them with services or supports (Albury, 2019). When it comes to sexual health promotion messaging, however, social media is a major medium through which young people are reached (Döring, 2021; Fowler et al., 2022). This can take the form of paid advertising to deliver health messages or health promotion agencies creating a ‘presence’ on social media—attracting followers, following other’s content and creating a presence through commenting on posts, and producing their own content. In some cases, people with an existing social media presence may be engaged by health agencies to deliver content or promote advertising messages (Döring, 2021).

The online environment, however, goes far beyond conventional health promotion in which health messages are generally devised through ‘experts’ or health agencies (Albury and Byron, 2015; Albury, 2019). Content related to sexual health is produced by a wide range of people and much could be described as ‘info-tainment’ (Albury and Hendry, 2023). For example, social media forums have an increasing number of ‘influencers’ who post content related to sexual health, such as feminist posts on TikTok about sexual pleasure or doctors who create short, often funny but informative, videos about health issues (Van Eldik et al., 2019; Fowler et al., 2022; Stein et al., 2022; Albury and Hendry, 2023). There are also a large number of podcasts and video channels relating to sexual health, such as YouTube channels produced by sex therapists that discuss a range of sex and relationship issues and ‘agony aunt’ style advice podcasts (Döring, 2021; Porter et al., 2021; Albury and Hendry, 2023). Online forums, such as Reddit and Quora also often facilitate anonymous forums in which people pose questions or seek advice about sex or relationships (Yeo and Chu, 2017).

Young people are likely to use the internet to learn about topics not routinely taught in school-based relationships and sexuality education (RSE), such as the mechanics of sex (e.g., what to do in a sexual encounter), navigating the complexities of relationships (e.g., seeking advice following a relationship breakup), understanding sexuality or gender diversity, or concerns about body image or appearance (Flowers-Coulson et al., 2000; Suzuki and Calzo, 2004; Levine et al., 2008; Simon and Daneback, 2013; Waling et al., 2019). Others may use online networks to connect with different communities or people with similar experiences, particularly sexually and gender diverse young people (Simon and Daneback, 2013; Waling et al., 2019). Often young people seek advice, reassurance or connection, more so than information about sexual health (Basinger et al., 2021). For example, an Australian study involving a content analysis of search terms entered in online youth sexual health forums showed that young people were often seeking information about themselves, such as whether their body is ‘normal’. However, young people also asked questions about possible STI symptoms or signs of pregnancy (Cohn and Richters, 2013).

There is a burgeoning body of research that looks at the impact or outcomes of online sexual health promotion on young people’s sexual health knowledge or practices (See for, e.g., Guse et al., 2012; Marques et al., 2015; Decker et al., 2020; Scull et al., 2022). While it is beyond the scope of this paper to offer a comprehensive review of this literature, studies show that online content can support learning about STI and HIV prevention (e.g., Wadham et al., 2019) and that influencers can play a role in creating awareness about sexual health or encouraging particular practices, such as STI screening or condom use (e.g., Wu et al., 2019). We know less about the role that the online environment plays in building critical insight into sexuality and sexual health, or the ways it facilitates other processes that may support sexual literacy such as community engagement or peer-to-peer learning (Albury and Byron, 2015; Albury, 2018; Albury, 2019).



Conceptualizing online engagement

Albury and Hendry (2023) argue that, when conceptualising online sexual health promotion or education, we need to think beyond production and consumption of information. The online environment is not a site (or collection of sites) that are primarily used for acquiring information. Instead, online engagement is more accurately conceptualized as a form of participation in spaces, cultures and networks. Even where people consume information (e.g., read articles or other online content) this is done within the cultural codes of that online space, and often involves social elements such as commenting or sharing content. As Albury and Hendry write,


Information may be shared or acquired, but this occurs in the context of a cultural practice, as part of shared feelings, senses and aesthetic experiences. Here, digital communication takes place in (or aspires to create) community (Albury and Hendry, 2023, page 640).
 

Young people gather in online spaces where there are exchanges of ideas, information, attitudes, opinions, beliefs, feelings. This is not uniformly positive, of course, and can involve the development of highly cynical or dangerous collectives or abusive online cultures (Pilgrim and Bohnet-Joschko, 2019; Albury and Hendry, 2023). However, there are multiple examples of online communities and networks that do seek to make positive change or support people, such as networks for lesbian, gay, bisexual, trans, queer, asexual and gender diverse (LGBTQA+) young people or digital activism relating to sexual rights, such as the #METOO movement (Byron and Hunt, 2017). Within this framework, imagining the process by which online spaces may support sexual literacy is not an exercise in evaluating content related to sex or health but in trying to make sense of the ways in which young people learn about themselves or others, or learn about ideas and opinions, in spaces where people (virtually) gather.



This paper

In this paper, we report findings from a qualitative study in which we interviewed 22 young people about their engagement with the digital environment. We looked at: whether the online environment provides accessible knowledge and information about sex, relationships and bodies; opportunities for young people to talk about sex, relationships or bodies (with friends, experts, peers); and opportunities for critical political or personal reflection about sex, relationships or bodies.

In line with feminist approaches to sexual literacy, our analysis draws from Bay-Cheng’s (2017, 2019) critical approach to sexuality education. Bay-Cheng (2019) argues that neo-liberal approaches to sexuality education often draw on concepts of developing ‘sexual empowerment’ or ‘sexual agency’ among young people, young women in particular. The idea that ‘empowerment’ can be taught, while well intentioned and valuable to some extent, can also have the effect of minimizing structural and cultural inequalities and injustices that can place young people in situations where it is impossible to demonstrate ‘sexual agency’ in normative ways. Bay-Cheng writes,


Locating power completely within the individual is exciting and inspiring when talking about success. But when it comes to failure, these messages shame individuals for not being up to the task of being neoliberal agents (2017, page 346).
 

With this in mind, our aim with this analysis is not to interrogate the extent to which online spaces support individuals to enact a prescribed set of skills or capabilities, or to demonstrate achieving a level of sexual literacy. Rather, we aim to understand how the digital environment may support a critical engagement with issues related to sexual health or extend young people’s opportunities to reflect on, or respond to, their social circumstances in relation to sexual health. We draw on Bay-Cheng’s nuanced definition of sexual agency as, “individuals’ efforts to influence their immediate experiences and/or the longer courses of their lives through sexuality” (2019, page 463). Agency, in this sense, is always contextual, specific to circumstances and related to an individual’s capacity to act within frameworks of power and inequity. Literacy can be seen in similar terms as a set of practices or capacities that are connected to social and individual resources, bodies, relationships, community networks, sexual and gender politics, and the technologies through which young people live their everyday lives (Fox and Bale, 2018).

A note about language: we use the term sexual health in this paper to mean a range of potential topics including bodies, sexual consent, sexual wellbeing, healthy relationships as well as clinical aspects of sexual health such as STI prevention. In cases where we intentionally refer to a specific element of sexual health, such as HIV or STI prevention, we use this specific terminology.




Materials and method

Ethics approval for this project was received from the La Trobe University Human Research Ethics Committee (HEC20223) as well as two community-based ethics review boards, Thorne Harbor Health and ACON. These community boards specifically review research related to LGBTQA+ communities. The approval was sought to ensure the study could be promoted to queer young people as part of a broad advertising and recruitment strategy.

Twenty-two semi-structured interviews with young people aged between 18 and 25 years and living in Australia were conducted in 2021. Although we were interested in the experiences of younger teenagers, participation was restricted to people aged 18 years or older as the interviews potentially touched on use of pornography and sexually explicit material, which can be legally and ethically sensitive in research with children and young people. Participants were asked in interviews to reflect on their experiences as a younger teenager, particularly their experiences while at school.

All interviews were conducted via Zoom (audio and/or video, or via the instant messaging chat function). While it was not part of the study focus, it is notable that in 2021, Australia, as with other countries, was experiencing periods of social lockdown as part of public health responses to Covid-19. It is possible that speaking about online sexual engagement was particularly pertinent in this period. People may have been more responsive to the advertisements, or more tuned into the topic, because digital media played a greater role in people’s social and intimate lives as a result of Covid-19 lockdowns (Watson et al., 2021).

The study was advertised on social media, Facebook and Instagram. The advertisement invited people to click on a link which took them to a webpage containing further information about the study and the option to provide contact details and complete a short survey which asked about demographic characteristics. This was to ensure participants were eligible for the study and to enable researchers to select a range of participants based on diversity of characteristics: age, gender, sexuality, rurality and ethnicity. As a small, yet diverse, range of participants expressed interest in the study all those who completed the survey were invited to participate. Eligible participants were contacted by a researcher who provided further information to ensure they could give informed consent and arrange interviews.

Interviews commenced by asking participants to describe what they considered to be sexual health. Subsequent questions asked people about their experiences of learning about sex, relationships, bodies or sexual health online so that it was clear to participants that we aimed to adopt a broad perspective on sexual health and sexual literacy in the interview. In relation to learning about sex, relationships, bodies or sexual health online, participants were asked: whether they had engaged with online resources or spaces, the ways in which they preferred to learn, where they had encountered learning, and what they considered to be the benefits or risks associated with online environments. Participants were also asked about their experiences of face-to-face learning about sex, relationships, bodies or sexual health from parents or in RSE and were encouraged to consider how this differed to the content they engage with, or what they learn about, in online spaces.

Data analysis was initially undertaken by one researcher using a set of a-priori codes which related to: how people described or understood sexual health, topics of importance to young people, processes for searching for online content, types of online mediums or platforms engaged with, the nature of online engagement with others, perceptions of risk and benefit of online engagement, capacity to critically assess online content, and ideas for how to support RSE in online environments. Alongside this, following Braun and Clarke (2019), an inductive coding process was used to identify codes not recognized in the frame, as well as sub-codes, reflecting broadly on the concepts of learning about sexual health and online engagement outlined above. Themes were developed through development of analytical memos and several meetings of the research team to discuss how to interpret codes and develop themes. Themes related to processes for learning about sex, relationships and bodies online, engaging with others online to learn about sex, relationships and bodies and critical engagement with online content. The findings presented in this paper relate specifically to the development of sexual literacy. Other findings have been published elsewhere (Waling et al., 2022b). For this paper, two researchers independently recoded the data using an iterative method that draw from constructivist grounded theory (Charmaz, 2017), in which the concepts of sexual literacy and sexual agency informed identification of codes and the development of core concepts or themes. Draft themes were: (1) the internet allows for a ‘patchwork’ approach to learning about sex, bodies and relationships; (2) young people learn about sex, bodies and relationships online through talking and interacting and searching for other people’s ideas and opinions; (3) sexual health information is complex and multi-faceted and this is reflected in the ways people learn online; (4) online spaces provide opportunities for self-reflection and that is what people want; (5) young people want to meet others online or hear stories that reflect their own experiences; (6) opportunity for self-reflection and critical engagement and challenges and barriers to online engagement; (7) nothing is straight forward and people learn over time/as they get older how to make the most of the internet. The research team collectively refined and articulated these themes through the process of writing this paper.


Participants

There were nine participants who identified as a man/male, seven as a woman/female, four as non-binary, two as trans (one person identified as a trans man and one as a trans woman/trans femme), two as genderqueer and one used other terms to describe their gender. Note, several participants identified with more than one gender. There were seven participants who identified as heterosexual/straight, seven as bisexual, seven as gay or lesbian, one as queer and one as omni-sexual. Several participants identified with more than one sexual identity. Most participants (n = 18) resided in a suburban area or capital city and/or inner suburban area. There were four participants from regional/rural areas. Most participants (n = 18) were born in Australia although they described a range of ethnicities: 12 described their ethnicity as Anglo Celtic, white or European, seven identified their ethnicity with Asian countries including China, Malaysia, or Singapore, one participant was South African, and one was Croatian. No participants were Aboriginal or Torres Strait Islander. Six participants indicated that they were living with disability, were neurodivergent or were experiencing a long-term chronic illness that affected their day-to-day life. Three participants indicated they were currently religious, while the rest held no religion or identified as atheist or agnostic.




Results

Young people in this study did not describe learning about sexual health online as a neat process of searching for answers, or even having definable questions about sex and relationships or sexual health more broadly. Rather, they described processes of exploring multiple sources and engaging with multiple people to get a sense of what was going on in relation to the issues they were concerned about or interested in. The findings also showed the extent to which sexual health learning was personal. These young people were not searching for abstract information about their health or sexual practices. Rather, they were wanting to learn about themselves and make sense of their own experiences. The following presentation of findings is focused on the ways young people described how online spaces facilitated these processes of learning.


The internet facilitates self-directed inquiry and exploration about sexual health

Participants had varied perspectives on how they might be likely to approach learning about sexual health online, including the issues they would be likely to explore, the questions they may want answered, and the type of medium they preferred for talking or learning about sexual health (e.g., YouTube, websites, discussion forums). Common to most interviews, however, were participant’s descriptions of a ‘patchwork’ approach to online engagement. No-one spoke about finding one particular site or source of information to learn about sexual health. Rather, they described the ways they read across multiple websites; how they participated in forums or social media while cross-checking ideas or information on various websites; or how they followed ‘influencers’ or particular content creators, but also read up on particular issues when they wanted to know more. Several participants described an approach to online engagement that involved following multiple links or ideas – going down the virtual ‘rabbit hole’. This process of engagement facilitated a type of bespoke learning about sexual health in which participants were able to engage with issues, concerns or questions that were personal and immediate to their needs, while also connecting them with sources they valued and trusted. For example, Hannah (aged 20) subscribes to content produced by a range of creators, largely sexologists and queer community creators on YouTube, which she described as exposing her to conversations she would not be likely to have elsewhere and in a forum where she can easily cross-check information. Hannah said,


I kind of prefer a bit of a mix between those personal lived experiences and stories, and that more solid information, facts, type thing, because I think it can definitely have a lot more of an impact on you if it’s more of a personal experience, but I think definitely there would need to be incorporation of those facts and traditional education type stuff, yeah.
 

Hannah’s experience was typical of many participants, in that it involved multiple information sources and a process of following up information on various sites. Others expanded on this, describing a process of slowly working out sources, creators, organisations or locations that aligned with their identity or interests, and that they trusted. Gabriel (age 20) said,


[Like] you will start with one link and basically in like the next couple minutes or even couple of hours or such like that you would be onto new terms and stuff.
 

This process of learning was particularly relevant to LGBTQA+ young people who were often figuring out their own experiences, feelings and identity. However, it was also about developing a deeper understanding of complex issues and working out which information to trust. Ashton (age 20), for example, told us that the internet is useful for official government information that’s “evidence-based” and “prioritize[s] safety” and which cited statistics and references to support it. However, he also scanned blogs or forums that were enjoyable and engaging to read and included “personal experiences or complex situations” or “trivial dating advice.” He wanted to compare multiple sources of information for queries where there are no clear-cut answers. Kaleb (aged 20) similarly talked about how he would follow up any ideas, opinions or information whose credibility he was unsure of with further searching and reading. Kaleb said,


If it feels like I’ve got a definitive answer from like the first place I look, say like a Reddit forum, then I feel like I’d stop there. But if I’m like I don’t really trust these people’s opinions or, this just seems wrong, I feel like I’d go further into it.
 

For young people in this study, the form and function of the internet allowed them to move easily between multiple places and sources—sometimes concurrently—whilst engaging with a wide array of content. This facilitated a level of critical engagement with the ideas or content they encountered. Young people were not passively absorbing information about sexual health, but actively seeking content that was relevant and of most interest to them. They were also very attuned to the creators and sources of content, but, like Kaleb above, willing to question and critique sources they did not trust. The process of engaging with multiple sources and ideas, and cross-checking information, encouraged a critical approach to learning about sexual health.



Gathering online facilitates learning about sexual health

Previous researchers have noted that we need to think about the internet as a place in which people gather or participate (Albury and Hendry, 2023). This has relevance for sexual health promotion because it means that, rather than thinking about content that needs to be created to inform young people (e.g., a website), online sexual health promotion is about engaging with people in social spaces (Albury, 2018; Albury and Hendry, 2023). The findings in this study support this perspective. Participants described their online engagement in terms that revealed their awareness of, and contact with, others in those spaces. For example, in describing her engagement with sexology/sex therapy and queer content creators on YouTube, Hannah (aged 20) said that the creators are often oriented toward engaging with followers and building a community around their content. Hannah said,


Yeah and I also think it creates a bit more of a community I guess as well, especially as, like, a queer woman, it’s like that sense of community I guess and kind of education that you don’t really get too often in more of the mainstream stuff, yeah.
 

Diana (aged 25), a trans woman, similarly described the importance of online community to her when it came to learning about her gender and sexuality. In part this was because it exposed Diana to multiple perspectives on complex issues and helped her to make sense of her personal experiences. Diana did not, however, go online to seek out information or in response to any particular concerns or queries. Rather, her general online engagement led her to communities through which she was gradually introduced to new ways of viewing the world and herself. Diana said,


When I was a teenager, Twitter was incredibly important in developing my sense of sexuality and gender and stuff like that, even if I didn’t really know it at the time, because I was interacting and listening to a lot of perspectives from trans women and queer people, and from there I kind of understood a lot more than any really, any kind of deliberate resource ever did. And I feel like a lot of that kind of just interaction with people who I felt similar to, … and hearing them explain why things are good or things are bad or why they like the things that they like, especially when it's around such tricky things like gender, were much more helpful than reading it … And when I was trying to learn about this stuff, I wasn’t trying to learn about it, I just kind of listened to a lot of stuff and then just kind of eventually it seeped into my brain and then like, then it worked.
 

Diana’s experience is, to some extent, what is unique about the internet in that there are opportunities to find connections or ideas even if someone is not clear about what they are wanting or needing. There is a lot of interaction and communication to tap into. This also generates support networks. Kit (aged 22) described how the internet enabled them to find other people with similar lived experiences. It was in these groups that conversations about sex or relationships came up. Kit stated,


I’m on a couple of autistic Facebook groups because I’m autistic myself and there is quite often questions about, like, what do we do about sex especially in terms of, like, over-stimulation and stuff like that. These are things a lot of people wouldn’t think about … You will get people in my disability groups in my gender groups asking about specifically like sexual relationships, romantic relationships like how that works and if anyone has any tips to make it work and stuff like that.
 

Ellis (aged 24) similarly spoke about being part of multiple different groups online in which they learned a lot about sexual health through everyday conversations. Ellis said,


I guess, from actually having real contact with people who kind of pointed out places where my understanding was wrong, or were just willing to listen to me asking questions or you were creating material that was more healthy and more talking about relationships, and actually mentioned things like new safe sex and the STDs being a reality and that type of content, I guess. And from there, yeah, that's kind of started. And I do remember going back again, looking for more answers from official sources.
 

As well as developing a sense of community, some participants spoke about the ways in which sexual health content became part of a group conversation. Lydia (aged 21), for example, spoke about accessing forums where people sought relationship advice from other forum participants. These forums tended to draw in a lot of people in and were often shared around in ways that created multiple conversations about the issue or query posed. Lydia said.


I think the responses [to questions posed on the forum] generally are pretty helpful. I mean, some of them would just be people tagging their friends saying, ‘Hey, come look at this.’
 

Similarly, Jules (aged 18), spoke about posting questions on Quora or other sites and finding a range of perspectives or responses that were helpful, but also represented what other people were dealing with. Jules said, “It was definitely good to know I wasn’t alone in whatever I was needing help with, and to hear advice from people who know firsthand.”

Overall, people were very present in participants’ description of learning about sexual health online. Participants did not talk about websites or resources as much as they did their interactions with other people online, including content creators or the followers of creators. This was not only a reflection of the ways that young people tend to think about the internet, as a place for chatting or connecting, but also speaks to the processes of learning about sexual health that young people valued, such as space to hear others’ opinions, and opportunities to feel validated and not alone. For sexually or gender diverse young people, learning about sex and relationships relied heavily on developing affiliation with others who had similar experiences or identities, something facilitated through online interactions.



The internet can facilitate access to personal stories that enables personal reflection

As described in the above section, many participants spoke about using the internet to seek personal stories or advice from people they relate to, or with whom they have had similar life experiences. Seeking relationship advice or support was mentioned by many as something that initiated their engagement in online spaces, others were also interested in testing whether their perspectives aligned with others. Kaleb (aged 20), for example, stated that the online environment was the main place he was able to find people with relatable experiences, which he found valuable. Kaleb said,


It's 100% the personal story [I am looking for] … I don’t think people, like, when they, like, look for this kind of stuff they're looking for something that’s like peer reviewed and credited … They just want something that’s personal and kind of, like, matches their current situation … It is, like, you can type anything, put Reddit at the end of it and then some guy like 10 years ago has the exact same situation as you.
 

For Kaleb, these forums helped him find reassurance and to realize he was not alone in his situation or feelings, via a process that was relatively low investment—he did not need to reveal too much about himself or even try very hard to find that person who had a similar experience. This type of content and connection is readily available online. Kaleb also found these forums useful for challenging his perspective, stating, “My judgement might be clouded because I’m really in love with this person, or I’ve had bad past experiences, let us get other people’s opinions that aren’t swayed by my biases.”

Diana (aged 25), similarly looked for personal stories online. Diana pointed out that “people being themselves on the internet” would be very hard to replicate in “official” education content. This authenticity was seen as unique to this environment, where networks of people were constantly sharing parts of themselves and their experiences. Diana said,


But yeah, I think that one thing that I credit with more than anything is like people being themselves on the internet and talking about their lives and going, like, oh wait yeah this maps up to this and this maps up to this. And I can find these parallels in another person’s experience and I can go, oh, okay maybe I should think about this.
 

Wren (aged 23) also described online engagement in sexual health as often starting from a personal experience or question. Recalling an experience when they were younger Wren said,


So I just started with a really, really broad sort of search just like, basically, because I had fallen in love with my best friend. So, I ended up just looking up … how do you know you're in love with your best friend? It really started as simple as that. And then once I read through a few articles, and was like, okay, I think this applies to me. Then I went from there to be like, how do you know that you're, that you're gay? Because I thought I was gay at the time.
 

Seeking insight from others about their relationships was one way participants described using online content to facilitate self-reflection or insight. Others, however, spoke about what they gained from exposure to different perspectives. Kaleb (aged 20), for example, described how he felt that he was very much still learning about sex and sexuality and that he continually picked up snippets of information or ideas from the internet that led him to think about himself, or that he reflected on. Kaleb said,


I find sometimes you learn a lot from social media platforms about like what the norms are, especially regarding sex, it's like oh you didn’t understand that either, it's like oh you only learnt that as well now, it's like oh that’s the thing, like … Sometimes yeah just like people sharing their experiences in like a random tweet, it's like did you think this was this up until that age, or like are you normal, and then the tweet has like 300,000 likes and people resonate with it.
 

Participants’ descriptions of seeking self-reflection or insight reveal what they valued about the internet as a place to connect with others and find people and stories with which they felt some affiliation. Self-reflection, however, is more than affiliation or connection with others, it is also a process of checking one’s experiences or ideas against others, of questioning where one sits in the world, or where one’s values align. Several participants spoke about this as being part of how they learnt about sex and relationships.



Learning about sexuality and sexual health is complicated: where to begin is not obvious

As Wren’s quotation in the previous section showed (“So, I ended up just looking up… how do you know you are in love with your best friend?”), many young people in this study described challenges to learning about sexual health online that related to the complexity, or vagueness, of what they were wanting to know. This was particularly the case when they were younger teenagers. They did not necessarily understand what they wanted or needed to learn about, or what issues they were worried about, or what they needed to be resolved. Nor did they necessarily know where to start with learning. Most said they felt more confident with this as they grew older and had more sexual experiences.

Online spaces were both a challenge and a resource for young people in beginning to explore sex and relationships. The benefit, of course, was the opportunity provided by online spaces for young people to explore multiple queries or issues. For Wren, searching “how do you know if you are in love with your best friend” led down a rabbit hole where they eventually came to reflect on their sexuality. Similarly, Kit (aged 22), spoke about their experience as a teenager in which they were figuring out their sexuality and gender identity through a process of searching. As a person who is asexual and non-binary, it was not straightforward for Kit to find information online as they did not necessarily know the search terms to input or what they were looking for. However, gradually, they found social media sites and groups with which they felt aligned, and their learning grew from there. Kit stated,


It was still a process. I had to look at multiple different websites and you’d have some information that kind of conflicted with each other and then like you start looking at Facebook groups and stuff and they start recommending what organizations you should be looking at because they have kind of figured that out before you.
 

However, for other young people, the online environment was a challenge to the extent that finding relevant content can be difficult, and knowing how to access relevant spaces takes time. Many described that, as a younger teenager, they found it much more difficult to engage with online content relating to sex because they felt less confident or more embarrassed to search for sex-related content. For some, this was a general, almost abstract, embarrassment while others spoke about finding online porn to be confronting, something they inevitably came across. For others, such as several participants who were raised in conservative households, they were genuinely concerned about their parents reacting badly if they saw their web browsing history. Others stated that they found sexual material intimating or not well targeted to their age group. As Hannah (aged 20) said,


As a 15–16-year-old, looking stuff up, I found quite a lot of it was a bit more targeted at the more adult crowd … I think, on YouTube, I found that a lot of the time it is more targeted at a bit more of an adult audience.
 

Many participants spoke about developing confidence to engage with spaces or content related to sexual health as they grew older and became more familiar with it and/or as it became more normal in their friendship circles to talk about sex.

Some participants expressed their frustrations that relevant content or connections could be hard to find, even in a diverse online environment. Two participants with disability, for example, mentioned their challenges finding relevant information about disability and sexuality, as Ira (aged 18) said, “So I’m a wheelchair user. So, if anything, I find it hard to find disability related content. And then, you know, it’s really hard to find queer related stuff. So, then it’s even a nightmare to find ones that actually include both that intersect.” However, several young people observed that this issue was not unique to the internet. The internet, in this way, reflects broader understanding and attitudes toward sexuality and bodies.




Discussion

The definition of sexual literacy we adopted for this study articulates ‘good’ sexual literacy as the capacity to access, make sense of, and communicate about, knowledge related to sex, sexual bodies, sexuality and sexual rights. Developing sexual literacy with young people is therefore not just about ensuring people have a good knowledge of issues to do with individual or clinical aspects of sexual health, but also encouraging critical insight into the social and relational aspects of sex and the cultural, social and political barriers to achieving a safe and satisfying sex life (Jones and Norton, 2007; McDaid et al., 2021). The ways in which young people described learning about sexual health online in this study points to various ways in which the online environment has potential to support sexual literacy.

Firstly, young people in this study described exploring sexual health issues from multiple perspectives and sources online. They were aware that the online environment allowed them to seek various opinions and perspectives on issues related to sex, sexuality, their relationships or sexual health, and sought this out. Tapping into multiple sources was, in part, related to young people’s process of critically evaluating the quality of information, or identifying misinformation. However, it was also about learning from others and engaging in a process of exploring and reflecting on their personal experiences. What was striking in these interviews, was the extent to which the form and function of the internet facilitated this. The ease with which young people could move between an entertainment (or info-tainment) forum such as YouTube and other websites or social media sites to gather ideas or check information enabled critical engagement with the content. Young people were not passively absorbing information but asking questions and exploring lines of thinking. These findings show the ways in which online spaces have potential to support understanding of information and issues but also embed, as normal process, curious and critical approaches to learning about sex, relationships and sexual health.

Another element relevant to our definition of sexual literacy is the social nature of online engagement. In young people’s interviews, there were many references to other people, alliances, finding connections and learning from others. This is an important aspect of sexual literacy to the extent that learning from others is part of a process of learning about sex within social networks and cultures. In effect, learning from others is a necessary part of learning about the norms and ethics of sex and relationships (Albury and Hendry, 2023). This type of peer-based learning is not, of course, unique to online spaces. People are learning about human relationships in all spaces. However, the internet clearly provides opportunities for peer-to-peer interaction in various forums, such as discussion sites where people post questions or online groups where people with similar experiences gather.

As a concept, sexual literacy is inherently political in that literacy about sex and sexual health requires consideration of political, social or cultural barriers to sexual health or sexual pleasure (which we might define as limits to sexual rights) (Jones and Norton, 2007; McDaid et al., 2021). For example, understanding the ways women are often culturally discouraged from, or shamed for, asserting desire or expressing sexual pleasure may be part of developing critical cultural and political insight into how one has experienced their sex life (Ford et al., 2019).

Most young people in this study did not speak overtly about sexual politics or the ways in which they engaged with online spaces to challenge political or cultural barriers to sexual health or pleasure. However, they spoke about information sharing, and building connections online, in ways that showed the significance of these alliances in understanding sexual differences and inequalities. In particular, the sexually or gender diverse young people in this study, and those with disability, were aware of areas where their experiences were not represented online (or offline) and their experience of online engagement was often about looking between mainstream content to find groups, alliances or information that was relevant to them. This process of connecting with others, or learning about others’ experiences, is often about overcoming social barriers or inequities.

This point is made by Byron and Hunt (2017) in their discussion about engagement in informal social networks, both online and offline, among young people. Byron and Hunt argue that politics, activism, personal storytelling and exploration of sexuality and gender often sit together in complex ways. Reflecting on experiences working with, or observing, online networks of young people, Byron writes:


Here, users address audiences that are both fictional and real, often comprised of unknown others whose marginalisations and/or differences are similarly composed. Many conversations I’ve witnessed seem to be about turning these differences around – from a space of discomfort and non-acceptance, to an accepted experience of selfhood (made more acceptable in light of these experiences being communal). This suggests a practice not restricted to ‘finding self’, but very much integrated with the practice of ‘finding community’, where affirmation is sought through shared understandings and experiences (Byron and Hunt, 2017, page 326).
 

Byron and Hunt argue that this informal, peer-based learning provides personal support for young people who are marginalized in ways that can profoundly improve their confidence or sense of self. This often happens through sharing personal stories and building a sense of collective identity and community – even in forums where other people may be anonymous. In this way, online spaces where young people share personal stories are often also generating critical insight, and often resistance to, homophobia or normative ideas about young people, sexuality, sex and risk. This type of learning and personal/political insight is not always considered to be a core part of sex education. However, it is a core part of developing sexual literacy if we think of sexual literacy as a conglomerate of skills, awareness, resources and potential to act within the bounds of what is available to a young person (Bay-Cheng, 2019). The findings in this study certainly speak to the potential for online spaces to enable this process of connecting with others, sharing personal stories and developing critical insight in ways that likely give young people insight into how to navigate sex and relationships in their social world.

The lens of sexual literacy is a valuable way to understand the potential for online spaces to support sexual health and wellbeing. As Albury and Hendry (2023) have argued, consumption of information does not describe the ways in which young people engage with online spaces. Indeed, Hendry and Albury suggest the term ‘participate’ online is more apt. With this in mind, effective online sexual health promotion or sexuality education needs to be conceived of as a process of interacting with young people or supporting young people to develop insight or capacities – not as an exercise in producing information. As a concept, sexual literacy is more expansive than ‘information’ or knowledge (Herdt et al., 2021). It taps into what is needed to support young people to act in relation to their sexual health. This does not mean young people will always be in a position to act, but thinking of what young people need in online spaces to support sexual literacy widens our focus to consider how online interactions or processes of learning may enhance critical insight, personal awareness and reflection or build alliances and community. This in turn may support a young person’s confidence with their sexuality, gender or their body, or foster capacity to act in ways that are reflexive or assertive in relation to sexual health, safety or wellbeing. When it comes to evaluating the impact on online resources, or spaces – or designing online sexual health interventions—sexual literacy may be a useful concept to draw from. In particular, it may help frame understanding of the impact of peer-based interactions and learning for supporting sexual health (Byron and Hunt, 2017; Albury, 2018).

A lot has been written about the ways in which misinformation or the darker elements of the internet – trolling, bullying, body image pressure from social media, inappropriate sexual representation in pornography or over-exposure to pornography—have potential to undermine sexual health and contribute to gender-based violence (see for, e.g., Henry and Powell, 2016; Henry et al., 2017; Henry et al., 2020; Jiotsa et al., 2021; Svedin et al., 2023). Our intention here is not to disregard this as, of course, the potential for online spaces to support sexual health will inevitably sit alongside the risks and challenges. Indeed, there were challenges and limitations spoken about by our participants. There is a need consider how to engage the skills and confidence young people have in navigating online environments (including skills in critically assessing content) to support digital safety and build what we might term digital sexual literacy—the skills, resourcefulness, and critical capacity to safely and confidently participate in online environments in order to learn, and communicate, about sexual health, sexual rights, sex and relationships.

There are some considerations and potential limitations to note from this study. Firstly, the sample was small and focused directly on young people’s experiences of learning about sex, relationships and bodies online. We did not ask about the many broad experiences young people may have online, including negative experiences. Future research could be expanded into a more comprehensive study that looks at the ways young people engage with online spaces over time to learn about sexual health. Further, this sample was drawn from young people who explicitly responded to an advertisement about this topic. As such, we heard from people who were likely quite engaged with online spaces. As such, these findings cannot speak to broader sexual health promotion and education concerns about how to engage young people in sexual health who are not interested or who are not already engaged, to some degree, with online spaces or issues related to sexuality and sexual health.



Conclusion

Young people are not going online to passively absorb information about sexual health. They are going online to participate in social life – to communicate and connect with other people. This is how we need to think about building sexual literacy online. The aim is not to create content to fill young people’s heads with new knowledge, or even to control what they are learning. It is about encouraging young people to be curious and critical about what they are hearing or talking about online. In online spaces, young people are in a position to engage with many different perspectives and participate in many different conversations. They will be exposed to a wide range of ideas and opinions. This has potential to build critical sexual literacy if we work with young people to make the most of this space.

Sexual literacy is a valuable concept for understanding and evaluating the effectiveness of sexual health promotion and educational interventions beyond measures framed in risk or harm. That is, building sexual literacy is not just about providing skills for young people to avoid illness or harm, although this is certainly part of it. Rather, it is about supporting people to build insight and capacities that may help them pursue safe, respectful and pleasurable sex. This study shows the potential for online spaces to support sexual literacy through enabling communication, interaction and critical reflection about sex and relationships.
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Sexually inclusive primary education, namely a school environment that uses inclusive practices toward sexual minorities contributes to students’ psychological and learning adaptation. Therefore, it is essential primary school stakeholders’ perspective on sexually inclusive education to be explored, since this could facilitate the effective implementation of related prevention/awareness programs targeted at students. Nevertheless, teachers’ and parents’ related perspective, as main school stakeholders, as well as the predictive value of their homophobic prejudice and moral disengagement remain an under-investigated research field. The present study examined comparatively teachers’ and parents’ perspective on sexually inclusive primary education. Furthermore, the predictive role of homophobic prejudice and moral disengagement was investigated for each subgroup. Overall, 249 primary school teachers (78% women) of the fifth and sixth grades from randomly selected Greek public schools and 268 parents (81% mothers) of children who attended the above grades of the participating schools completed an online self-reported questionnaire on the variables involved. In general, participants expressed a relatively conservative perspective on sexually inclusive primary education, with teachers’ perspective being less inclusive than that of the parents. Teachers’ related perspective was predicted negatively mainly by homophobic prejudice and secondarily by moral disengagement. Parents’ corresponding perspective was predicted negatively only by moral disengagement. Despite the differentiated perspective between the two subgroups, the findings imply that both teachers and parents need to attend prevention/awareness actions regarding students’ sexual diversity and their school inclusion. Within these actions, differentiated experiential activities could be implemented for teachers and parents to combat homophobic prejudice and/or moral disengagement.
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1 Introduction

The diversity of the student population concerns not only their multicultural background but also their sexual orientation (Klocke, 2024). In general, a school environment that uses practices inclusive toward students’ diversities (e.g., sexual orientation), contributes significantly to students’ mental health and subsequently to their academic outcomes (Ioverno, 2023; Woolweaver et al., 2023). Therefore, it is essential for teachers to adopt sexually inclusive teaching strategies in the school environment, that is, behaviors of respect and sensitization toward students belonging to sexual minorities. These sexually inclusive behaviors contribute to students’ healthy interpersonal relationships and well-being, especially for students who belong to sexually minority groups, such as gays, lesbians or bisexuals (Mayo, 2022). The same applies to parents whose sexually inclusive behavior (receptivity and respect for sexual diversity) cultivates in their children a more tolerant attitude toward issues of diversity in general (Katz-Wise et al., 2022). Based on the Theory of Planned Behavior (TPB; Ajzen, 1991), one parameter that predicts individuals’ intention to engage in a behavior and, subsequently the manifestation of this behavior (e.g., sexually inclusive practices) is individuals’ perceptions/attitudes regarding this behavior/issue. In other words, individuals’ actions regarding an issue (sexually inclusive practices) are significantly directed by their related perceptions/attitudes (e.g., perceptions on sexually inclusive education). Consequently, investigating in-service teachers’ and parents’ perspective regarding sexually inclusive education, as primary stakeholders of the school community, may reveal the extent of their readiness toward the adoption of relevant practices at school and subsequently highlight the necessity of launching prevention/awareness actions for them regarding students’ sexual diversity. Moreover, given that primary education is an optimal time to introduce prevention and awareness initiatives (Sprague and Walker, 2021), it is crucial to explore the attitudes of primary school teachers and parents of primary school students toward sexually inclusive education.

The international literature reveals that while numerous studies have explored teachers’ and parents’ views on sex education broadly and its incorporation into the school curriculum (e.g., Berne et al., 2000; Ramiro and Matos, 2008; Runhare et al., 2016; Shin et al., 2019; Zhuravleva and Helmer, 2024), there is a scarcity of research explicitly addressing their perceptions on sexual diversity within primary education (sexually inclusive primary education). Regarding teachers, research on secondary education indicates that secondary school teachers often lack awareness about sexual diversity (Kwok, 2019). They may overlook or sidestep discussions related to students’ homosexuality, and when such issues do arise, they tend to endorse the concept of ‘compulsory heterosexuality’ (Francis, 2012). Generally, based on secondary school teachers’ self-reports, a less friendly environment for students with diverse sexual orientations seems to be reflected (Aguirre et al., 2021). Similarly, the limited research carried out in primary education has demonstrated that teachers often exhibit an indifferent and evasive attitude toward students’ sexual diversity, expressing uncertainty about handling such matters in the school environment (Souza et al., 2016; Van Leent, 2017). Consequently, according to existing studies, both secondary and primary school teachers appear to have a less favorable view toward sexually inclusive education.

The perspective of parents on this issue has been somewhat explored. However, most existing research primarily concentrates on parents of secondary school students. These studies suggest that parents of adolescents generally favor the inclusion of sexual diversity topics in their children’s education (McCormack and Gleeson, 2010; Ullman et al., 2022). In contrast, a more recent study has shown that parents seem to believe that the inclusion of sexual diversity issues into the school curriculum could be “confusing” for adolescents, who are not very mature and could be easily influenced negatively by these issues (Ferfolja et al., 2023). To the best of our knowledge, the study by Van Leent and Moran (2023) is the only recent research focusing solely on parents of primary school children. The parents participating in this study expressed that topics related to gender and sexual diversity should be integrated into the primary school curriculum (Van Leent and Moran, 2023). As a result, unlike the somewhat unclear stance observed among parents of secondary school children, the findings from parents of primary school children appear to indicate a more positive and inclusive viewpoint on this matter.

Nevertheless, the above findings imply that the perspective on sexually inclusive education is significantly under-examined for primary school teachers. Furthermore, a somewhat inconsistent research picture arises regarding parents’ related perceptions, while the fact that most findings come from parents of children in secondary schools does not allow us to draw safe conclusions for the corresponding perspective of parents of primary school children. Also, according to the authors’ knowledge, no study examines comparatively teachers’ and parents’ perspective on sexually inclusive primary education. A related study could highlight a necessity for intensifying possibly differentiated awareness actions for these two stakeholders of the primary school community.

When analyzing the views of school community stakeholders on sexually inclusive primary education, it is crucial to identify sex-related factors that could pose risks to or protect this perspective. Someone would expect that homophobic prejudice, namely the prejudicial attitudes toward individuals with diverse sexualities, such as gays and lesbians (Herek, 2000), could be considered as an aggravating sex-related factor which is associated with a less inclusive perspective on sexually inclusive education. However, no related research findings are identified in international literature. The only available studies which concern preservice (e.g., Foy and Hodge, 2016; Heras-Sevilla and Ortega-Sánchez, 2020) and in-service teachers (e.g., D’Urso et al., 2023) but not parents, investigate their homophobic attitudes only in relation to their demographic and personality traits, revealing relatively conservative beliefs, but not in relation to their perspective on sexually inclusive education. Although it would be expected that teachers’ and parents’ homophobic prejudice predisposes them negatively toward sexually inclusive primary education, it needs to be tested empirically.

Furthermore, for decades, there has been a debate about the morality of individuals with diverse sexual orientations (e.g., Brooke, 1993; Jones and Kwee, 2005). Therefore, it is not surprising that moral disengagement, namely ‘the deactivation of moral control and to the justification of one’s transgressions to preserve self-esteem and avoid punishment’ (Camodeca et al., 2019, p. 505), has been reported as a contributor to sexually non-inclusive behaviors among adolescents, such as homophobic bullying (Camodeca et al., 2019). Someone would expect that moral disengagement, as a morality-related factor, could operate as an aggravating factor for individuals’ inclusive perspective on sexual minorities. Nevertheless, there are no evidence-based findings about this issue, and especially about the contributing role of teachers’ and parents’ moral disengagement in their perspective on sexually inclusive education.

A related study focused on the role of teachers’ and parents’ homophobic prejudice and moral disengagement in their perspective under examination could imply the following: The necessity of school prevention programs for awareness about sexual inclusivity to be enriched, not only with issues related to students’ sexual diversity in general but also with differentiated and specific activities aimed at enhancing less homophobic attitudes and/or more moral consciousness. In this way, teachers’ and parents’ more tolerant perspective on this issue could be achieved.

This study aims to compare the perspective of teachers and parents on sexually inclusive primary education. It also seeks to determine the influence of homophobic prejudice and moral disengagement on their viewpoints. Specifically, the study investigated:

	(1) Differences in perspective on sexually inclusive primary education between teachers and parents.
	(2) Τhe predictive role of homophobic prejudice in the perspective on sexually inclusive primary education, separately for teachers and parents.
	(3) Τhe predictive role of moral disengagement in the perspective on sexually inclusive primary education, separately for teachers and parents.

According to the available related findings, we were able to hypothesize the following:

(1) Teachers’ perspective on sexually inclusive primary education is less positive than parents’ corresponding perspective (Hypothesis 1; Souza et al., 2016; Van Leent, 2017; van Leent and Moran, 2023).

(2) Teachers’ homophobic prejudice predicts negatively their perspective on sexually inclusive primary education (Hypothesis 2; D’Urso et al., 2023). No corresponding hypothesis was stated for parents due to the lack of related findings.

	(3) Regarding the role of teachers’ and parents’ moral disengagement in their perspective on sexually inclusive primary education no hypotheses were set due to the lack of related findings.



2 Materials and methods


2.1 Sample

Following the G*Power analysis (detailed in subsection 2.4), the study’s participant pool consisted of 249 primary school teachers [78% female (N = 194), Mage = 43.3, SD = 1.02] who taught fifth and sixth grades1. These participants were from public schools (with a 29% response rate) situated in economically varied districts of Athens and Thessaloniki, the two largest cities in Greece. Teachers from these grades were selected because the initial introduction to topics concerning the two sexes (a parameter partially relevant to the studied issue) occurs within the curriculum of fifth and sixth grades (Pedagogical Institute, n.d.). Also, the study included 268 parents [81% mothers, (Ν = 217), Mage = 40.8, SD = 0.93] whose children attended the fifth and sixth grades of the participating schools. The over-representation of females in both teachers and parents, which is usually common in educational professions and in responding to school research calls in Greece, did not allow, from a statistical point of view, to test gender-based differences safely in the variables involved. Finally, the pilot phase of the study was conducted in 23 teachers [61% females, (Ν = 14), Mage = 41.9, SD = 0.91] and in 29 parents [64% mothers, (Ν = 19), Mage = 39.5, SD = 1.14], who were not included in the main sample.



2.2 Questionnaire

Both teachers and parents answered online a self-reported questionnaire, which included initial demographic questions (e.g., gender, age) and the following three main scales:


2.2.1 Perspective on sexually inclusive education

Participants’ perspective on sexually inclusive primary education was examined through the Attitudes Toward the Inclusion of Trans and Gender Diverse Students Measure (Goff, 2014). The measure includes 19 statements (10 are reverse scored) regarding school-inclusive strategies for students with diverse sexual orientation (e.g., “It is the responsibility of school staff to stop others from making negative comments based on gender identity or expression,” “Positive representations of trans and gender diverse people should be included in the curriculum whenever possible,” “School staff should receive training on how to intervene against gender-based student harassment”). The statements, which form a unidimensional structure, are answered on a five-point Likert-type scale (from 1 = Strongly disagree to 5 = Strongly agree). Higher scores on the scale denote higher perceived sexually inclusive primary education (Goff, 2014). Testing the measure’s psychometric properties, a principal component analysis was applied with the main component method and Varimax-type rotation for both teachers (KMO = 0.902, Bartlett Chi-square = 2487.982, p < 0.001) and parents (KMO = 0.874, Bartlett Chi-square = 1847.004, p < 0.001) to ensure the same factorial structure in each case. In both cases, one factor emerged with eigenvalue >1.0 and significant interpretive value: teachers (Factor 1, explaining 65.88% of the total variance - loadings from 0.474 to 0.791), parents (Factor 1, explaining 69.12% of the total variance - loadings from 0.458 to 0.783). In both cases, the internal consistency indexes were good (α = 0.855 and α = 0.872 for teachers and parents, respectively).



2.2.2 Homophobic prejudice

Participants’ homophobic prejudice was investigated through the revised Attitudes Toward Lesbians and Gay Men Scale (ATLG-R; Herek, 2000). The scale includes 13 statements (6 are reverse scored) regarding prejudicial attitudes toward individuals with sexual diversity (e.g., “Male homosexuality is merely a different kind of lifestyle that should not be condemned,” “Female homosexuality is a perversion”). The statements, which form a unidimensional structure, are answered on a five-point Likert-type scale (from 1 = Absolutely disagree to 5 = Absolutely agree). Higher scores on the scale denote higher homophobic prejudice (Herek, 2000). Testing the measure’s psychometric properties, a principal component analysis was applied with the main component method and Varimax-type rotation for both teachers (KMO = 0.841, Bartlett Chi-square = 1765.011, p < 0.001) and parents (KMO = 0.822, Bartlett Chi-square = 1183.182, p < 0.001) to ensure the same factorial structure in each case. In both cases, one factor emerged with eigenvalue >1.0 and significant interpretive value: teachers (Factor 1, explaining 69.02% of the total variance - loadings from 0.405 to 0.662), parents (Factor 1, explaining 65.43% of the total variance - loadings from 0.497 to 0.756). In both cases, the internal consistency indexes were good (α = 0.868 and α = 0.841 for teachers and parents, respectively).



2.2.3 Moral disengagement

Participants’ moral disengagement was tested through the Moral Disengagement Scale (Caprara et al., 1995). The scale includes 14 statements regarding an individual’s tendency to justify unethical behaviors/attitudes due to the lack of moral control (e.g., “People who get teased do not really get too sad about it”). The statements, although they reflect different mechanisms, form a unidimensional structure, as in previous studies (e.g., Gini, 2006), and are answered on a five-point Likert-type scale (from 1 = Strongly disagree to 5 = Strongly agree). Higher scores on the scale denote higher moral disengagement (Caprara et al., 1995). Testing the measure’s psychometric properties, a principal component analysis was applied with the main component method and Varimax-type rotation for both teachers (KMO = 0.911, Bartlett Chi-square = 3482.187, p < 0.001) and parents (KMO = 0.894, Bartlett Chi-square = 2798.014, p < 0.001) to ensure the same factorial structure in each case. In both cases, one factor emerged with eigenvalue >1.0 and significant interpretive value: teachers (Factor 1, explaining 61.45% of the total variance) and parents (Factor 1, explaining 60.08% of the total variance). In both cases, the internal consistency indexes were good (α = 0.848 and α = 0.839 for teachers and parents, respectively).




2.3 Procedure

Upon approval of the study by the Greek Institute of Educational Policy (Φ11/19442/Δ3, 02/09/2023), the principals of the randomly selected schools were emailed, asking for them to forward the research approval and the link to the questionnaire to the teachers of the fifth and sixth grades as well as to parents whose children attended these grades. The questionnaire was constructed via an online platform (SurveyMonkey) ensuring the concealment of participants’ computer IP addresses. Through the link, participants had access to an informed consent form and the scales related to the variables examined. Participants’ answers were automatically entered into the platform. The completion of the questionnaire was estimated at about 10–15 min. This procedure was followed in the pilot (September 2023) and main study (October 2023–February 2024), meeting the research ethical rules.



2.4 Statistical analyses

Without any missing cases, different statistical analyses were used. For each analysis an a priori power analysis of sample size was performed, using G*Power 3.1 (Faul et al., 2007), with power (1-β) of 85%, medium effect (f = 0.05), and an alpha error of probability α = 0.05. Differences in perspective on sexually inclusive primary education between teachers and parents was examined via independent samples T-test (Noncentrality parameter δ = 2.47, Critical t = 2.11, df = 89, Actual power: 0.84, required sample per group: Ν = 202). The dyadic relationships among the variables were investigated through the Pearson (Pearson r) correlations (Noncentrality parameter δ = 2.38, Critical t = 2.82, df = 85, Actual power: 0.84, required sample: Ν = 208). Τhe predictive role of participants’ homophobic prejudice and moral disengagement in their perspective on sexually inclusive primary education (dependent variable) was explored via Multiple Linear Regression using the enter method (Noncentrality parameter δ = 3.09, Critical t = 2.41, df = 83, Actual power: 0.85, required sample: Ν = 205).




3 Results


3.1 Differences between teachers’ and parents’ perspective on sexually inclusive primary education

The findings indicated a significant difference concerning the perspective on sexually inclusive education between teachers and parents, t (38) = 4.33, p = 0.001. Teachers demonstrated a less inclusive stance (M = 2.01, SD = 1.28) compared to parents (M = 2.33, SD = 1.09). However, it is important to point out that, within the five-point scale used for responses, the overall attitudes of both teachers and parents toward this matter are below the midpoint average. Indicatively, the relevant school strategies that were supported in slightly higher percentages by parents were the following: It is the responsibility of school staff to stop others from making negative comments based on gender identity or expression (71%), School districts should allow trans and gender diverse students to participate in sports on the basis of their gender identity, not assigned sex (65%), Positive representations of trans and gender diverse people should be included in the curriculum whenever possible (59%). The corresponding school strategies were supported in lower percentages by teachers (53, 50, and 44%).



3.2 Correlations between the variables

The correlation analyses were run separately for both teachers and parents to ensure the same pattern of correlations among the variables in each case. Based on Table 1, in each case, the perspective on sexually inclusive primary education was correlated negatively with homophobic prejudice and moral disengagement, while homophobic prejudice and moral disengagement were correlated positively with each other. It should be mentioned that in the case of teachers most of the correlations were stronger than in the case of parents.



TABLE 1 Correlations among variables.
[image: Table showing correlations between teachers and parents on three factors: perspective on sexually inclusive primary education, homophobic prejudice, and moral disengagement. Negative correlations are observed in homophobic prejudice and moral disengagement, especially among teachers. Significant levels are indicated by asterisks: *p < 0.05, **p < 0.01.]



3.3 The predictive role of homophobic prejudice and moral disengagement in the perspective on sexually inclusive primary education

According to Table 2, it was found for teachers that primarily their homophobic prejudice and secondarily their moral disengagement predicted negatively their perspective on sexually inclusive education. Regarding parents, it seemed that only moral disengagement proved a negative predictor of their corresponding perspective.



TABLE 2 The predictive role of homophobic prejudice and moral disengagement in the perspective on sexually inclusive primary education.
[image: A table displaying regression analysis results for teachers and parents. For teachers: homophobic prejudice (R² = 0.328, Beta = -0.359, t = -5.872, p = 0.001) and moral disengagement (Beta = -0.187, t = -3.108, p = 0.022). For parents: homophobic prejudice (R² = 0.305, Beta = -0.032, t = -0.354, p = 0.112) and moral disengagement (Beta = -0.338, t = -5.438, p = 0.003). Beta indicates standardized regression coefficients.]




4 Discussion

The study undertook a comparative examination of teachers’ and parents’ views on sexually inclusive primary education, assessing within each group the impact of homophobic prejudice and moral disengagement on their receptiveness to this perspective.

The research yielded four primary findings. Firstly, even with the distinctions between the two groups, their overall perspective remained below the midpoint (2.5) on the evaluative scale, indicating a widespread hesitancy among Greek parents and teachers toward embracing sexually inclusive primary education. This hesitance is likely influenced, at least partially, by the broader context of Greek society, which predominantly reflects conservative views on matters of sexual diversity (Iliadou, 2020; Karadimos, 2022). This finding could be considered awakening for the whole school community since the main school stakholders, such as teachers and parents, who support practices inclusive toward students’ sexual diversities positively affect students’ well-being and their learning (Ioverno, 2023; Woolweaver et al., 2023).

Secondly, aligning with Hypothesis 1, the findings showed that primary school teachers display a less favorable attitude toward sexually inclusive primary education than parents. Teachers were notably less inclined to engage in proactive behaviors supportive of sexually inclusive educational strategies. This encompasses a lesser sense of duty to counter negative comments regarding students’ gender identity or expression, a reduced willingness to allow students to participate in sports activities congruent with their gender identity, and weaker support for curricula that positively represent diverse sexual orientations. The reluctance of participating teachers toward sexually inclusive primary education reflects earlier findings, which identified similar attitudes among both primary school (Souza et al., 2016; Van Leent, 2017) and secondary school teachers (Aguirre et al., 2021; Francis, 2012; Kwok, 2019). These studies noted a tendency among teachers to shy away from discussions on homosexuality, displaying a preference for heterosexual norms. Despite primary school teachers receiving training on student diversity during their undergraduate programs (e.g., Department of Primary Education, University of the Aegean, 2023–2024), there appears to be a gap between their theoretical knowledge on sexual diversity and their willingness or ability to implement sexually inclusive strategies in the classroom. This hesitation might stem from a clash with their existing beliefs or a lack of confidence in executing such strategies effectively.

The study highlights that teachers’ reluctance to adopt sexually inclusive primary education is predominantly influenced by their homophobic tendencies, aligning with Hypothesis 2. Such biased attitudes significantly limit the adoption of supportive measures for students of diverse sexual orientations (D’Urso et al., 2023). In Mediterranean contexts like Greece, where educational systems may exhibit conservative views toward sexual diversity (Ioverno et al., 2016; Karadimos, 2022), such prejudices are particularly pronounced, further hampering the move toward sexually inclusive school environments.

Notably, homophobic prejudice emerged as the primary barrier to teachers’ acceptance of sexually inclusive education, overshadowing the role of moral disengagement. This suggests that, while moral disengagement has been identified as a factor in homophobic bullying among students (Camodeca et al., 2019), its impact on teachers’ inclinations toward inclusive practices is secondary. This is reinforced by research indicating that ethnic prejudice can indirectly foster non-inclusive behaviors through moral disengagement (Ιannello et al., 2021), hinting at a more intricate interplay between these factors. Therefore, it appears that moral disengagement, though significant, plays a more mediated role in influencing teachers’ attitudes toward sexually inclusive education, primarily exacerbating the effects of homophobic prejudice. Future research is needed to more definitively map out these dynamics and confirm the observed patterns within the context of teacher attitudes toward sexually inclusive education.

Thirdly, parents demonstrated a relatively more open stance toward sexually inclusive primary education. This more open stance aligns with previous research indicating that both primary (Van Leent and Moran, 2023) and secondary school children’s parents (McCormack and Gleeson, 2010; Ullman et al., 2022) generally favor integrating gender and sexual diversity into their children’s academic curriculum. This inclination among participating parents may be partially attributed to a natural parental desire to safeguard their children’s physical and psychological well-being, whether at home or elsewhere (Brooks, 2023; Grille, 2014). The predominance of mothers within the study’s participant pool might have further emphasized a more tolerant and supportive view toward sexually inclusive educational practices among the parents involved. Undoubtedly, future related studies with a more equally gender-distributed sample of parents could either verify or challenge these parental attitudes.

Fourthly, an intriguing finding emerged regarding how parents’ (notably mothers’) perspective on sexually inclusive education is shaped by their level of moral disengagement and homophobic prejudice. Similar to teachers, parents’ diminished moral judgment regarding unethical behaviors, namely moral disengagement, fosters a more conservative viewpoint toward sexually inclusive education strategies. Yet, a notable difference between the two groups emerges: parents’ views on homophobic prejudice do not play a significant role in shaping their stance on sexually inclusive education. This variation reflects the initial, weak correlation yielded between parents’ moral disengagement and their attitudes toward sexually inclusive primary education, possibly suggesting a complex interplay of these factors.

This finding challenges traditional assumptions and invites a deeper exploration into the complex interplay of societal norms, personal beliefs, and educational values. Firstly, this observation may reflect a broader societal shift toward more accepting attitudes concerning sexual orientation and identity. As communities become more inclusive, parents recognize the importance of mirroring these values within educational settings, underscoring the belief that all children deserve an environment of understanding and acceptance. Moreover, there appears to be a nuanced distinction made by parents between their personal prejudices and their beliefs about educational content. This separation suggests a mature approach toward education—one that prioritizes creating a non-discriminatory and supportive learning environment over personal biases. It’s a testament to the idea that, within the school gates, the focus should heavily lie on fostering respect and tolerance among students (Frumkin et al., 2006; Kadyro and Mullabaeva, 2023). Mothers, especially, might play a critical role in this dynamic. The inherent desire to shield children from harm could override personal prejudices, leading to a stronger endorsement of inclusive education practices (Brooks, 2023; Grille, 2014). This protective instinct aligns with the recognition that an inclusive curriculum could play a vital role in preventing bullying and creating a safer school environment for all students (Forlin and Chambers, 2003; Sayfulloevna, 2023). However, it’s also worth considering that parents might not be fully aware of their implicit biases. This lack of awareness or acknowledgement of subtle prejudices could contribute to the underestimation of their impact on attitudes toward sexually inclusive education. It’s a reminder of the complex nature of prejudice and the need for ongoing self-reflection and education. Lastly, the influence of social desirability cannot be overlooked (Van de Mortel, 2008). In research contexts, parents might consciously or unconsciously align their responses with what is socially acceptable, potentially underreporting their true prejudices. This highlights the need for careful consideration of how we interpret data from surveys and studies on sensitive topics. Based on the above, it could be partially explained why parents’ homophobic prejudice did not emerge as a potential negative contributor to their perspective on sexually inclusive primary education.

Due to specific limitations (small sample size, unequal gender-based distribution of the sample, possibly socially acceptable responses, restriction to quantitative data) future research directions could be outlined. Indicatively, studies conducted on a larger sample of teachers and parents in primary education, combining both quantitative and qualitative data (e.g., semi-structured interviews) and applying mediation analyses could enhance the present findings highlighting possibly more complex patterns of relationships between predictors (homophobic prejudice, moral disengagement) and participants’ perspective on sexually inclusive primary education. However, the study informs about the somehow differentiated perspective between teachers and parents, highlighting corresponding contributors. These findings imply the necessity of intensifying awareness actions for the main stakeholders of the primary school community (teachers, parents) regarding students’ sexual diversity and their inclusion in the school environment. These actions could be seen as an integral part of a broader curriculum-based comprehensive sexuality education, which aims at promoting in the school community attitudes and values respectful of individuals’ sexual rights (Mark et al., 2021) as well as knowledge about sexual health education (Ng et al., 2024). Within these actions, differentiated experiential activities for teachers and parents could be implemented aimed at combating homophobic prejudices and/or strengthening moral consciousness. These initiatives could be organized by school psychologists and school counselors or by official Educational and Counseling Centers, such as KE.D.A.S.Y. in Greece. In these centers the interdisciplinary scientific personnel may collaborate with the schools in order to train and sensitize teachers, administrators and parents toward current psycho-educational issues such as sexually inclusive education.
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Footnotes

1   In Greece primary education lasts 6 years including six grades (Ministry of Education, n.d.).
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The rising prevalence of internet pornography consumption among adolescents has created a need for proactive approaches to pornography literacy within sex education. This article aims to both introduce the “Navigating Realities” curriculum and advocate for an expanded approach to pornography literacy education that integrates comprehensive media literacy, critical analysis, and a sex-positive framework. This evidence-informed curriculum was developed based on a literature review on adolescent pornography consumption, its impact on sexual attitudes and behaviors, and documented gaps in existing sex education programs. Methodologically, the curriculum is grounded in backward design, the cultivation theory of mass media, and the triangle of sexual health, rights, and pleasure. Guided by these frameworks, Navigating Realities pursues three overarching aims: (1) promote critical thinking and media literacy, (2) foster healthy relationships, and (3) encourage responsible digital behavior. These aims guide the pedagogical approach, which incorporates a combination of knowledge-based activities, social norms exploration, and skill-building exercises. The curriculum emphasizes the distinction between fantasy and reality in sexual content, body image, consent, and the portrayal of violence, while reinforcing healthy relationship skills and safe digital practices. As a result, “Navigating Realities” serves as a proposed evidence-informed educational framework, tailored to high school students aged 15–18, that supports them in critiquing explicit content. Future applications will include pilot testing and broader implementation, underscoring the need for ongoing research and funding to ensure the effectiveness of comprehensive sex education initiatives.
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1 Introduction

With the expansion of the internet, pornography has become easier to access than ever before (Cerniglia and Cimino, 2024; Zoie and Rashid, 2021). Adolescents’ digital media consumption patterns continue to evolve, with increased use of social media platforms and streaming services influencing their perceptions of sex and relationships (Paulus et al., 2024; Cipolletta et al., 2020; Robb and Mann, 2022; Rege, 2022; Vandenbosch and Eggermont, 2015; Rousseau et al., 2017). Although comprehensive prevalence data is limited, available studies indicate that adolescent exposure to pornography is common, with reported figures varying by geography and study design (Robb and Mann, 2022; Cerniglia and Cimino, 2024; Rege, 2022; Gola et al., 2017; Hald, 2006). This exposure often occurs unintentionally or before adolescents have received formal education on safe sexual practices, consent, intimacy, or healthy relationships, leaving them ill-equipped to contextualize the explicit content they encounter (Adarsh and Sahoo, 2023). Moreover, studies suggest that pornography is becoming an increasingly dominant source of sex education, often shaping young people’s attitudes toward sex and relationships (Paulus et al., 2024; Wahl, 2023).

This article introduces the Navigating Realities curriculum and advocates for a comprehensive approach to pornography literacy that integrates media literacy, critical thinking, and a sex-positive framework. The curriculum is evidence-informed and was developed through a review of research on adolescent pornography consumption, its effects on sexual attitudes and behaviors, and persistent gaps in current sex education programs. To support effective implementation and transparency, Navigating Realities includes supplemental materials including full lesson plans, step-by-step activity instructions, facilitator guidance, sample assessments, and monitoring tools. These resources are designed to help educators deliver the curriculum effectively and support evaluation across diverse educational settings.

Rather than isolating pornography as a standalone topic, Navigating Realities situates pornography literacy within a broader framework of media literacy and sexual health. The curriculum acknowledges that pornography influences a range of beliefs and behaviors related to sex, intimacy, and risk-taking. Therefore, alongside lessons on fantasy versus reality, body image, and consent, the curriculum includes practical content on topics such as condom use and STI prevention. These topics are not peripheral, they are essential examples of how pornography often misrepresents safe sex, and how students can learn to challenge and correct those misrepresentations. By bridging critical thinking with practical knowledge, the curriculum prepares students to apply media literacy in ways that directly support their sexual well-being. This integrated approach aims to help students make informed decisions and contextualize sexually explicit media within the broader landscape of real-life sexual health. It ensures that critical media literacy is reinforced through actionable sexual health skills and grounded in a rights-based, sex-positive framework.

Pornography typically fails to depict essential elements of healthy sexual relationships, such as condom use, verbal consent, discussions about boundaries, and STI prevention (Hu et al., 2024). Instead, it often reinforces harmful stereotypes, exaggerated body standards, and depictions of erotic violence (Irizarry et al., 2023; Gola et al., 2017). While some research highlights potential benefits, such as increased sexual awareness, pleasure, and representation of diverse bodies and interests (Jhe et al., 2023), the negative consequences, such as decreased self-esteem and increased aggression, necessitate a critical educational response.

The literature review conducted in preparation for this curriculum identified several critical areas where existing sex education programs fall short in addressing the realities of adolescent pornography exposure:

Digital Media Consumption Patterns: Adolescents are increasingly consuming explicit content across diverse digital contexts. This necessitates adaptable educational approaches that address the role of social media, streaming platforms, and peer-shared media in shaping perceptions of sex and relationships (Paulus et al., 2024; Wahl, 2023; Rege, 2022; Cerniglia and Cimino, 2024; Robb and Mann, 2022; Maas et al., 2022; Cipolletta et al., 2020).

Impact on Sexual Attitudes and Behaviors: Exposure to pornography has been linked to the formation of unrealistic expectations about sex, body image, and relationships. Research highlights both potential negative outcomes, such as decreased sexual satisfaction and increased aggression, and positive aspects, such as enhanced sexual awareness, pleasure, and education (Jhe et al., 2023; Litsou et al., 2021; Robb and Mann, 2022; Rodenhizer and Edwards, 2019; Peter and Valkenburg, 2016; Hu et al., 2024; Healy-Cullen and Morrison, 2023).

Effective Educational Strategies: Evidence suggests that sex education programs that incorporate media literacy, critical thinking, and discussions on consent and healthy relationships may be helpful in mitigating negative impacts and promoting responsible media consumption (Evans-Paulson et al., 2024; Paulus et al., 2024; Maas et al., 2022; Mark et al., 2021; Crabbe and Flood, 2021; Healy-Cullen et al., 2022). Research by Wright and Herbenick (2024) and Robb and Mann (2022) highlights the additional value of parental communication in reducing risks (Atif et al., 2022) associated with pornography exposure, such as condomless sex, underscoring the importance of involving parents as active partners in sexual education which will be addressed later in implementation protocols.

Developmental Considerations: From a developmental perspective, adolescence is characterized by heightened neuroplasticity, evolving impulse control, and a growing sensitivity to social rewards (Committee on the Neurobiological and Socio-behavioral Science of Adolescent Development and Its Applications, 2019; Steinberg, 2010). During this period, teens engage in increased exploration of personal identity and experiment with new social norms. However, teens’ still-maturing cognitive-function can leave them more vulnerable to external influences, such as media portrayals of sexual norms, than adults (Somerville, 2013). By providing a structured framework for critical thinking and media literacy, this curriculum aims to equip adolescents with the skills to navigate these unique developmental vulnerabilities, fostering safer and more informed sexual decision-making.

Together, these findings underscore the need for a curriculum like Navigating Realities, one that addresses the consumption of pornography through the lens of media literacy, promotes healthy relationships, and equips adolescents with the tools to critically analyze and respond to the media they consume.



2 Program overview

This proposed curriculum is designed to provide critical thinking, media literacy, and contextual analysis skills to support young people in developing healthy sexual practices and understanding their own sexual identities amidst mainstream porn scripts (Biota et al., 2022). The Navigating Realities curriculum is structured around a three-tiered framework for educational design. At the highest level, the curriculum is guided by three overarching program aims: promoting critical thinking and media literacy, fostering healthy relationships, and encouraging responsible digital behavior. These aims reflect the core values and thematic priorities of the curriculum. Each aim is supported by a set of curriculum-level learning objectives, which describe the measurable competencies students are expected to develop over the duration of the program. These course objectives are intended to support student learning across all sessions. Finally, each individual lesson includes its own lesson-level objectives (see Table 1), which are tailored to specific activities and content areas, and collectively map back to the broader course objectives. This three-tiered structure ensures alignment across aims, outcomes, and instructional design, following a backward design approach that builds from intended outcomes to specific teaching strategies and assessments.


TABLE 1 Reference guide to the ‘navigating realities’ curriculum.


	Session/lesson title
	Curriculum aim(s)
	Lesson objectives—by the end of this lesson…
	Content

 

 	Lesson 1: What Is Pornography? 	Aim 1: Critical Thinking & Media Literacy 	

	• Students will be able to verbalize what pornography is and how it differs from “real life” sexual experiences.



 	

	1. Ice Breaker

	2. Classroom agreement—Students help define class ground rules

	3. Mandated Reporter Status

	4. Rationale for the course

	5. Course overview

	6. Definition: What Counts as Porn?

	7. Fantasy vs. Reality Activity

	8. Wrap up and review






 	Lesson 2: Understanding Intimacy 	Aim 1: Critical Thinking & Media Literacy
 Aim 2: Promotion of Healthy Relationships 	

	• Students can list 5 types of intimacy.

	• Students can critique differences between portrayals of sex in pornography and experiences of real-life intimacy, considering emotional and relational dimensions.



 	

	1. Ice Breaker

	2. Welcome Back & Refresher

	3. Types of Intimacy—explaining Emotional, Intellectual, Experiential, Physical, and Spiritual intimacy

	4. Worksheet—Matching definitions & personal reflections

	5. Group Discussion

	6. Processing Questions—Class discussion on how intimacy is portrayed in real life vs. porn

	7. Wrap Up






 	Lesson 3: STI & Pregnancy Prevention 	Aim 1: Critical Thinking & Media Literacy
 Aim 2:
 Promotion of Healthy Relationships 	

	• Students can identify, critique, and discuss 3 methods of pregnancy prevention.

	• Students learn where they can obtain contraceptives and understand STI prevention.



 	

	1. Ice Breaker + Refresher

	2. Social Norms Polling—Attitudes on contraceptive use

	3. Types of Contraceptives

	4. Condom & Dental Dam Demonstrations

	5. Processing Questions—Linking porn portrayal of contraceptives vs. real safe use

	6. Local STI Testing Handout

	7. Wrap Up






 	Lesson 4:
 Consent, Safety, & Boundaries 	Aim 1: Critical Thinking & Media Literacy
 Aim 2: Promotion of Healthy Relationships 	

	• Students can explain consent (FRIES) and why it’s crucial despite porn’s lack of explicit consent.

	• Students can practice setting boundaries and saying “no.”



 	

	1. Ice Breaker + Refresher

	2. FRIES & Consent—Acronym for Freely given, Reversible, Informed, Enthusiastic, Specific

	3. Processing Questions—Media examples & porn context

	4. Personal Boundaries Explained

	5. Consent & Boundaries Role Play

	6. Processing Questions—Discuss ease/difficulty of setting boundaries

	7. Wrap Up






 	Lesson 5: Digital Safety 	Aim 1: Critical Thinking & Media Literacy
 Aim 3: Responsible Digital Behavior 	

	• Students can analyze the risks associated with sexting, including social motivations and peer influences, and identify strategies to manage those pressures safely.

	• Consider benefits and risks of sharing information online.



 	

	1. Welcome Back & Refresher

	2. Social Norms Polling—Social platforms used, frequency, comfort levels, attitudes about sexting

	3. Processing Questions—Reflection on data safety

	4. Digital Safety Explained—Explores signs of porn addiction, sexting laws, and sextortion

	5. Role Play Worksheet—Practice setting boundaries related to sexting

	6. Processing Questions—Overcoming pressure to sext

	7. Wrap Up






 	Lesson 6: Body Image 	Aim 1: Critical Thinking & Media Literacy
 Aim 2: Promotion of Healthy Relationships 	

	• Students can recognize how media/porn shape body image.

	• Identify 3 keys to maintaining healthy body image while consuming media.



 	

	1. Ice Breaker + Refresher

	2. What Is Body Image?—Define & link to sexual satisfaction

	3. Processing Questions—Influence of friends, media, porn on body image

	4. Positive Body Image Worksheet—self-care approaches, group discussion

	5. Wrap Up






 	Lesson 7: Stereotypes & Violence 	Aim 1: Critical Thinking & Media Literacy
 Aim 2: Promotion of Healthy Relationships 	

	• Students can identify stereotypes around race, gender, orientation & their harm.

	• Recognize that violent or aggressive acts in sex require consent and are not automatically pleasurable for all.



 	

	1. Welcome Back & Refresher

	2. Trigger Warning 3. Understanding Stereotypes—Class discussion

	3. Categories in Porn—Racial/ethnic objectification

	4. Gender Roles in sex

	5. Power Dynamics in Sex—Importance of consent, harmful dynamics, & unrealistic portrayals.

	6. Ethics—Revenge porn, trafficking, exploitation, etc.

	7. Shame-Free Zone—Affirming healthy adult choices w/consent.

	8. Processing Questions—Class reflection on stereotypes/violence

	9. Resources—Handout on sexual assault & mental health helplines

	10. Wrap Up






 	Lesson 8: Pornography’s Influence on Culture 	Aim 1: Critical Thinking & Media Literacy
 Aim 2: Promotion of Healthy Relationships
 Aim 3: Responsible Digital Behavior 	

	• Students can explain one way they have been influenced by media.

	• Students can identify porn’s influence on culture and other media.



 	

	1. Welcome Back & Refresher

	2. Drawing Connections—7 small groups, each covers one prior topic (porn vs. real sex, intimacy, boundaries, etc.) & reports back

	3. Processing Questions—Reflection on how porn shapes social norms, media, personal attitudes

	4. Wrap Up—Final thanks, reminder to complete surveys & course evaluation








 

The curriculum objectives for each aim are as follows:

Aim 1: Encourage Critical Thinking and Media Literacy

	• Curriculum Objectives:

	• Evaluate virtual representations of sex in the media by understanding distinctions between fantasy and reality.

	• Critically assess the influence of sexual content on their attitudes, behaviors, and perceptions of sex and gender roles.

	• Make informed and responsible choices for their sexual wellbeing.







Aim 2: Foster Healthy Relationships

	• Curriculum Objectives:

	• Proactively foster healthy sexual relationships by utilizing a new understanding of body image, consent, boundaries, violence, and diverse forms of intimacy.







Aim 3: Promote Responsible Digital Behavior

	• Curriculum Objectives:

	• Knowledgeably navigate legal and social responsibilities associated with digital use, specifically regarding sexting, and seek to consume content that contributes to their sexual health rather than harmful behaviors.







To ensure that each level of the curriculum—aims, course objectives, and lesson objectives—are meaningfully aligned, Navigating Realities is grounded in several established pedagogical and behavioral theories.

This curriculum draws on three complementary frameworks to ensure that every lesson advances its core aims. The pedagogical notion of backward design (Wiggins and McTighe, 2005) starts by identifying the knowledge and skills students should master, then works backward to select instructional methods and assessments that deliver those outcomes. Cultivation theory (Gerbner et al., 2002) explains how repeated exposure to media—especially pornography—shapes beliefs about what is “normal,” underscoring the need for critical media literacy. Finally, sexual-health, rights, and pleasure frameworks (Gruskin et al., 2019) provide a holistic foundation that values well-being, autonomy, and positive sexual experiences. Together, these theories guide the curriculum in helping adolescents distinguish fantasy from reality, critique harmful media messages, and make informed, health-promoting choices in person and in digital spaces. These concepts will be further elaborated in the Theoretical Foundations section of this paper.

This curriculum is currently in the proposal stage and marks an innovative approach to pornography literacy in high school education. While the curriculum’s design is based on sound theoretical foundations and available research, its real-world applicability will be further refined through pilot testing in diverse educational settings. Implementation may face challenges such as teacher discomfort, limited parental or community support, and varying school readiness. Still, given adolescents’ growing exposure to sexualized media, advancing adaptable and evidence-informed education remains essential. Recognizing these barriers enables better planning and engagement, ultimately supporting more effective delivery. Feedback from students, educators, and experts is intended to guide future revisions and ensure the curriculum meets its objectives of fostering critical thinking and healthy sexual practices among adolescents.

While a handful of other pornography literacy programs exist, “Navigating Realities” advances the field by integrating the strengths of previous efforts into a single, cohesive curriculum grounded in a sexual-health approach to media literacy. For example, Boston University Professor Emily Rothman’s curriculum “The Truth About Pornography: A Pornography-Literacy Curriculum for High School Students Designed to Reduce Sexual and Dating Violence” incorporates media literacy through the lens of healthy dating relationships, emphasizing social and psychological impacts of pornography and related sexual norms (Rothman et al., 2020). Delivered through the Start Strong initiative, it includes sessions on media law, gender double standards, and healthy relationships, and has demonstrated measurable effects in reducing students’ reliance on pornography as a source of sexual information.

Other programs include “Reality & Risk,” available in Australia since 2009, and the “Healthy Sexuality” initiative in Ireland, both of which provide community-based education on pornography and healthy sexual behavior. Additionally, curricula such as “Your Voice Your View and Our Whole Lives” (OWL), although less focused on pornography specifically, incorporate discussions of sexual media in broader sex ed. frameworks. Davis et al. (2020) also developed “The Gist,” a digital tool designed to enhance pornography literacy among vulnerable youth in Australia (Pappas, 2021).

Building on these contributions, “Navigating Realities” situates pornography literacy within the broader context of digital media consumption, encouraging students to critically assess how various forms of media, including pornography, influence attitudes toward sex, relationships, body image, and self-concept. This holistic and integrative approach enables students to apply critical thinking across diverse media contexts and supports the development of healthy, informed sexual decision-making.

Importantly, “Navigating Realities” is a freely available resource, intended not to replace existing programs but to consolidate effective practices, facilitate educator access, and spark continued innovation in the field. It brings together pedagogical frameworks, evidence-based strategies, and classroom-ready tools in an adaptable, inclusive format. By sharing this curriculum openly, the authors aim to support global dialog and inspire further development in pornography literacy education.

In summary, this paper introduces “Navigating Realities” as a practical and forward-looking curriculum that extends current pornography literacy efforts by uniting them within a comprehensive media literacy and sex-positive framework.



3 Pedagogical framework(s), principles, and application

“Navigating Realities” draws on three main theories, each guiding both the overall curriculum structure and lesson design: Theory of Backward Design, Cultivation Theory of Mass Media, and the Triangle of Sexual Health, Rights, and Pleasure.


3.1 Theory of backward design

The Theory of Backward Design is a curriculum development approach that begins with defining desired learning outcomes and then designing instructional methods to achieve those outcomes (Wiggins and McTighe, 2005). While primarily recognized as a course design process, backward design serves as a foundational framework ensuring that all lessons are aligned with the overarching goals of the curriculum. For example, the overarching aim of encouraging critical thinking and media literacy is supported by curriculum-level objectives such as evaluating virtual representations of sex and distinguishing between fantasy and reality. These competencies are illustrated in Lesson 1, “What is Pornography?,” where students are asked to identify how pornography differs from real-life sexual experiences and reflect on how media shapes their expectations. This lesson-level objective helps students build foundational media literacy while reinforcing the broader aim of critical analysis.



3.2 Cultivation theory of mass media

Cultivation theory posits that repeated exposure to certain media depictions gradually “normalizes” those portrayals and attitudes (Gerbner et al., 2002; Schiavo, 2014). In this curriculum, we encourage students to critically analyze how pornography can influence beliefs about sex, bodies, and relationships over time. Lessons incorporate media-literacy discussions and role-play scenarios prompting students to question whether the norms they see on screen (e.g., minimal use of condoms, exaggerated power dynamics) align with realistic, healthy relationships. For example, in Lesson 1, the “Planet Porn vs. Planet Earth” activity directly confronts the ways pornography might cultivate skewed expectations, challenging students to differentiate between fantasy and reality.



3.3 Triangle of sexual health, rights, and pleasure

The Triangle of Sexual Health, Rights, and Pleasure is a comprehensive framework that ensures sexual education is balanced, empowering, and stigma-free (Gruskin et al., 2019). This triangle emphasizes that sexual health encompasses not only the absence of disease but also the presence of well-being, autonomy, and the pursuit of pleasure. By integrating sexual rights, the curriculum advocates for individuals’ rights to consensual and respectful sexual interactions. The inclusion of pleasure underscores the importance of positive sexual experiences in fostering healthy attitudes and behaviors (Mark et al., 2021). Research indicates that sexual health behaviors are more effectively adopted when they are presented as pleasurable and stigma-free (Be Positive—The Pleasure Project, 2022). In this curriculum, the triangle framework guides the presentation of topics such as consent, body autonomy, and the dismantling of harmful stereotypes. Thus, the curriculum frames topics like masturbation, bodily autonomy, and consent in positive, affirming ways. For example, in Lesson 1, while discussing what pornography is, the lesson affirms self-exploration as a healthy part of sexual development, so long as it is guided by respect, consent, and an understanding of realistic expectations.

Together, these three theoretical frameworks work synergistically to support the curriculum’s core objectives. Backward Design provides a structural roadmap to ensure alignment between learning goals and classroom activities. Cultivation Theory informs the development of media literacy skills by helping students understand how repeated media exposure can shape attitudes and expectations. The Triangle of Sexual Health, Rights, and Pleasure ensures that all content is presented in a sex-positive, empowering, and rights-based manner. Their integration allows students to engage critically with media, reflect on personal values and societal norms, and develop healthy sexual attitudes and behaviors in a cohesive and supportive learning environment.



3.4 Structuring the eight sessions and topic selection

Grounded in foundational health education models, including the Health Belief Model (HBM) and the Theory of Planned Behavior (TPB), the curriculum is structured into eight 60-min sessions (see Table 1). These sessions target both proximal determinants (e.g., knowledge and skills) and distal determinants (e.g., attitudes, social norms, and self-concept). For instance, HBM concepts like cue to action are incorporated to help students move from knowledge acquisition to actionable behaviors, such as ensuring condom accessibility near the bed (Glanz et al., 2008; Rosenstock et al., 1988). Similarly, TPB constructs such as self-efficacy and perceived behavioral control are embedded to encourage confidence and intention in applying learned behaviors in real-life scenarios (Ajzen, 1991).

This theoretical lens also informs the selection of topics, ensuring content is both age-appropriate and aligned with developmental and time constraints. Many niche topics such as BDSM, fetishes, or animated pornography are not addressed or only mentioned briefly, focusing on consent and respect rather than delving into detailed discussions, ensuring relevance and appropriateness for 9th-grade students. Each lesson provides a foundational understanding of pornography literacy, emphasizing critical media analysis and healthy sexual practices. For detailed instructions on the practical implementation of each session, including step-by-step activity breakdowns, refer to the supplemental materials accompanying this manuscript.



3.5 Operationalizing the framework

The proposed curriculum’s theoretical foundation drives its dual focus on proximal and distal targets:

	• Proximal Targets: Factual knowledge (e.g., STI prevention) and skill-building (e.g., condom demonstrations, boundary-setting role plays).

	• Distal Targets: Attitudes (e.g., dismantling harmful stereotypes), social norms (e.g., fostering open communication and consent), and self-concept (e.g., promoting body positivity and confidence).



To operationalize these goals:

	• HBM concepts such as perceived susceptibility and cue to action are applied to highlight risks associated with uninformed sexual behaviors and to encourage practical preparation, like condom accessibility (Glanz et al., 2008; Rosenstock et al., 1988).

	• TPB elements, including subjective norms and behavioral intentions, are integrated into activities like role-plays and group discussions to address peer influences and reinforce positive behavior change (Ajzen, 1991).



Lessons utilize interactive and evidence-informed strategies, including sorting exercises, worksheets, anonymous live polling, and experiential learning discussions. These activities foster engagement and help students internalize both knowledge and behaviors. Sample lesson plans, provided in the supplemental materials, chart each class in 10–20-min increments to facilitate easy pickup and implementation by educators. Sessions are intended to be delivered in person by a trained facilitator in sexuality education for a class size of ideally 15, but up to 25, with minimal technological requirements, such as a whiteboard or projector. When devices for polling are unavailable, traditional methods like paper-based surveys or color-coded cards ensure accessibility and inclusivity.



3.6 Holistic and inclusive approach

This proposed curriculum prioritizes a consistent, coherent educational experience. HBM and TPB principles guide the curriculum design, ensuring alignment with established health education frameworks. By addressing critical determinants of behavior, the curriculum encourages deep critical thinking and informed sexual health practices.

A central theme throughout is affirming individual identity, needs, boundaries, and sexuality without shame. Lessons encourage introspection, challenge dominant media narratives, and connect to overarching goals like critical media literacy, healthy relationships, and safe digital behavior. Role-play scenarios with gender-neutral names and activities that confront stereotypes (Balén et al., 2024) create a safe, inclusive, and sex-positive learning environment.

For pilot testing, feedback will be sought from a diverse group of students to ensure cultural and contextual relevance, further strengthening the curriculum’s inclusivity and applicability.




4 Learning environment (setting, students, faculty); learning objectives; pedagogical format


4.1 Setting

The proposed curriculum is designed for 9th-grade students but can be adapted for high school students aged 15–18. We anticipate that this program might initially be picked up progressive educational settings (e.g., Montessori, Quaker, or charter schools), recognizing their greater flexibility in policies related to comprehensive sex education. We cite this as a limitation of this topic area. However, we have also structured the curriculum to facilitate broader applicability across diverse educational environments, including public or government schools. For instance, government schools may face stricter regulatory constraints and limited resources that could hinder initial implementation. To overcome these types of barriers, we have tried to put forth a design that is easy to modify, ensuring that it remains relevant and accessible regardless of administrative restrictions or resource limitations (see below for example adaptations). Activities involving digital tools, such as online polling, can be adapted to traditional methods like whiteboard discussions or paper-based exercises, ensuring curriculum accessibility irrespective of technology availability.


4.1.1 Resource adaptations


	• In schools with limited technology or budgets, activities involving online polling can be replaced by whiteboard discussions, paper-based surveys, or color-coded cards to gage student opinions and encourage participation.

	• For more conservative communities, discussions can focus on general media-literacy principles and healthy relationship skills, with references to pornography kept as conceptual (e.g., “media depicting sexual content”) rather than detailed descriptions. For example, in Lesson 1’s “Planet Earth vs. Planet Porn” activity, facilitators can modify examples to better align with their community’s norms and rename the activity to focus on “sexualized media and movies,” ensuring the curriculum remains accessible and appropriate for diverse educational settings.

	• Where strict parental consent protocols are required, educators may begin with topics like digital safety, boundaries, and media stereotypes before delving into sensitive issues to build trust and demonstrate the curriculum’s educational value.





4.1.2 Core objectives in all contexts

Regardless of the school’s particular constraints or level of openness to discussing pornography, the curriculum’s main goals, critical thinking, media literacy, and healthy sexual practices, remain broadly relevant. Because each lesson is theoretically grounded yet easily customizable, educators can adjust discussions and contextual examples to suit local cultural expectations while still achieving the intended learning outcomes.



4.1.3 Cultural adaptation and fidelity

To maintain effectiveness when adapting the curriculum for diverse cultural contexts, each lesson’s core objectives—critical thinking, media literacy, and responsible sexual health—must remain intact. Specific examples, language, and classroom activities should be modified to reflect local norms, but educators are encouraged to preserve the underlying pedagogical principles (e.g., maintaining a non-judgmental learning environment and emphasizing student-centered discussions) that uphold the curriculum’s effectiveness.

Specific adaptation strategies include:

	• Language and Terminology: Adjust terminology related to sexuality and relationships to align with local comfort levels and social norms, replacing explicit terms with more neutral or conceptual language (e.g., using “intimacy,” “relationships,” or “personal boundaries”).

	• Culturally Relevant Examples and Scenarios: Use scenarios reflecting local relationship dynamics, such as arranged marriages, dating expectations, and familial roles. Select media examples from popular local films, TV shows, or advertisements to illustrate points about media literacy and relationships.

	• Consent and Boundaries: Adapt consent activities to match local customs or traditions around personal space and social interactions, emphasizing universal themes like mutual respect, bodily autonomy, and clear communication rather than context-specific dating norms.

	• Visual and Teaching Materials: Choose visuals and materials representative of the cultural diversity within the classroom, avoiding content that could reinforce stereotypes or cause unintended offense.

	• Local Values and Social Norms: Articulate the curriculum’s alignment with local community values such as respect, family cohesion, and personal responsibility. In settings where dominant religious or moral values shape views on sexuality, educators can frame lessons using universally accepted principles such as safety, consent, and human dignity. Rather than directly conflicting with local beliefs, this approach fosters inclusion by emphasizing shared values. It helps avoid tokenism by promoting genuine engagement and cultural relevance, while still upholding the curriculum’s core objectives.






4.2 Students

This curriculum is primarily designed for 9th-grade students but could be adapted for high school students aged 15–18. Adolescents in this age range are at a pivotal developmental stage where introducing media literacy and critical thinking becomes essential (Committee on the Neurobiological and Socio-behavioral Science of Adolescent Development and Its Applications, 2019). However, we recognize that research, including the UNESCO International Technical Guidance on Sexuality Education (UNESCO, 2018), suggests that younger adolescents (e.g., 6 or 7th graders) may benefit from age-appropriate interventions tailored to their earlier exposure to pornography and other digital media. Future iterations of the curriculum could adapt content to meet the cognitive and emotional maturity of younger age groups while maintaining its foundational goals.

For 9th graders, this curriculum aligns with their developmental transition from concrete to abstract thinking, supporting their ability to analyze complex media messages and explore nuanced topics like consent, body image, and media literacy. At this stage, adolescents are also beginning to form values and beliefs regarding sexual health, often influenced by peer dynamics and social norms (Ford et al., 2017). Peer pressure and societal expectations, particularly around relationships and sexuality, play a significant role in shaping their attitudes and behaviors (Steinberg, 2010; UNESCO, 2018). Their health goals include managing their physical and emotional well-being, yet these external influences can complicate decision-making. The curriculum addresses these dynamics by fostering critical thinking and self-reflection, enabling students to navigate these influences with confidence and informed decision-making.

For younger adolescents, curriculum adaptations would emphasize foundational concepts, such as recognizing healthy relationships and understanding digital boundaries, in line with age-appropriate engagement levels outlined by the UNESCO International Technical Guidance on Sexuality Education (UNESCO, 2018). By tailoring content to developmental readiness, the curriculum can effectively build foundational skills earlier while ensuring relevance and accessibility for diverse educational contexts.

This learner-centered approach acknowledges the unique needs, values, and influences of students, providing a holistic framework for sexual education that supports critical media literacy and healthy relationships.



4.3 Faculty

The facilitator, whether internal or external, should have expertise in comprehensive sexuality education and be trained in the curriculum’s content, underlying theoretical frameworks (e.g., backward design, cultivation theory), age-appropriate pedagogy, and strategies for fostering open, respectful discussions on sensitive topics. While an external facilitator may support consistency in delivery, an internal educator with established relationships may foster greater student engagement. Given the mixed findings on facilitator effectiveness, this decision should be made based on available resources, school context, and educator capacity during the implementation stage of this proposed curriculum. If an external facilitator is not feasible, schools are encouraged to reach out to the authors, who are deeply passionate about this topic, have led facilitator trainings in the past, and are willing to offer guidance or support meetings as schools consider implementation.


4.3.1 Implementation protocols


4.3.1.1 Teacher training

As noted in the faculty section above, facilitators should be trained not only in the curriculum’s specific content and lesson plans but also in the theoretical foundations that underpin the program, such as backward design, cultivation theory, and the sexual health–rights–pleasure framework. This ensures facilitators understand not just what to teach, but why and how it supports adolescent learning. In addition, facilitators should understand developmental considerations (e.g., impulse control, identity formation, and neuroplasticity), best practices for fostering inclusive and trauma-informed classrooms, and strategies for navigating emotionally charged discussions (Balén et al., 2024).

Facilitators should be trained to recognize and respond to student disclosures in accordance with school or district policy and to manage classroom discussions in ways that minimize shame and stigma. Competencies include building trust, managing pushback or discomfort, and framing complex media-literacy concepts in age-appropriate language.

Educators will be advised not to take personal stances on controversial issues; instead, they facilitate open, respectful dialog. Absolutely no explicit or sexualized material should be shown in class. All content must be age-appropriate and conceptual, focusing on discussion, role-play, and media literacy (See online supplemental material for more details).

Supplemental materials provide a facilitator guide with lesson-delivery strategies and implementation considerations. These resources reinforce—but do not replace—formal training. Required competencies should be in place before lesson delivery, whether acquired through prior education, up-skilling, external workshops, or consultation with the curriculum developers, who have extensive experience supporting teacher training for similar programs.

By combining pedagogical preparation, theoretical grounding, and classroom readiness, this training protocol supports curriculum fidelity, enhances educator confidence, and promotes positive student engagement.



4.3.1.2 Parent engagement


	• Mandatory Consent & Pre-Course Meetings: Prior to initiating the proposed curriculum, an information session should be held so parents and guardians can learn about lesson plan content, ask questions, and provide permission.

	• Ongoing Communication: Parents will be notified before lessons involving more sensitive topics (e.g., sexual violence) via email or school portals, ensuring they remain fully informed of the curriculum’s scope.

	• Engaging Parents in Polarized Environments: Research indicates that effective strategies for engaging parents in environments with polarized views include transparent communication, informational workshops, and collaborative meetings (Epstein, 2018; Aventin et al., 2020; Best practices for family engagement in sex education implementation, 2025). Transparent communication involves clearly outlining the curriculum’s objectives and benefits, addressing potential concerns proactively. Informational workshops can educate parents about the importance of pornography literacy and its role in promoting sexual health and safety. Collaborative meetings foster a sense of partnership between educators and parents, allowing for mutual understanding and support. Additionally, framing the curriculum around shared values such as student well-being and informed decision-making can help bridge differing perspectives and gain broader acceptance.





4.3.1.3 Risk management and ethical considerations


4.3.1.3.1 Safe and supportive environment

4.3.1.3.1 Safe and supportive environment. Activities in the proposed curriculum are explicitly designed to be shame-free, sex-positive, and respectful, maintaining students’ comfort and privacy. Facilitators should clearly communicate the boundaries of classroom confidentiality and mandated reporting requirements, emphasizing that teachers are safe adults to confide in privately, but certain disclosures—such as indications of harm to self or others—must be reported according to school policies. Facilitators must remain vigilant about students’ emotional maturity, redirecting or reframing discussions that become overly personal or inappropriate (Cavener and Lonbay, 2022).



4.3.1.3.2 Managing sensitive discussions and private disclosures

4.3.1.3.2 Managing sensitive discussions and private disclosures. Facilitators must follow school or district guidelines regarding mandated reporting if students privately disclose situations of harm, abuse, or trauma (Department of Education, 2024). Resources for ‘Supporting Survivors of Sexual Assault’ are included on page 57 of supplemental materials and can be shared with students. Clear referral pathways to school counselors, mental health services, or external resources should be established before curriculum implementation. Facilitators should periodically remind students about available school counselors and supportive resources, especially when challenging or sensitive topics are discussed. If students approach facilitators privately to disclose personal concerns or distress, facilitators should document these disclosures appropriately and immediately connect the student with the appropriate support services or guardians (Child abuse prevention and treatment act (CAPTA), 2023; Department of Education, 2024).



4.3.1.3.3 Contingency and communication plans

4.3.1.3.3 Contingency and communication plans. If a student experiences serious emotional distress related to course content, facilitators should promptly contact parents or guardians and share mental health resources for local mental health care providers, support groups, or helplines (988, Trevor Project, RAINN). Students must regularly be reminded that, while the classroom aims to be a safe, nonjudgmental space, certain disclosures made privately to facilitators may require additional action to ensure student safety and wellbeing (Child abuse prevention and treatment act (CAPTA), 2023; Department of Education, 2024).






4.4 Lesson objectives

Each lesson in Navigating Realities is guided by one or more lesson-level objectives, which translate the broader curriculum goals into specific, actionable learning outcomes for students. These objectives are intentionally designed to align with the curriculum-level objectives, and by extension, the overarching aims of the program.

Whereas program aims articulate the curriculum’s high-level goals and curriculum objectives define the broader competencies students are expected to develop over the course, lesson objectives operate at the classroom level. They outline what students should know, do, or reflect upon during or by the end of a particular session. These objectives are used to inform pedagogical choices, structure learning activities, and support ongoing assessment.

Table 1 outlines how each lesson’s objective maps back to one or more of the overarching aims. This alignment ensures a consistent and structured learning progression, reinforcing the backward design model that underpins the curriculum’s development.

For ease of reference, the aims and curriculum objectives are:

Aim 1: Encourage Critical Thinking and Media Literacy

	• Curriculum Objectives:

	• Evaluate virtual representations of sex in the media by understanding distinctions between fantasy and reality.

	• Critically assess the influence of sexual content on their attitudes, behaviors, and perceptions of sex and gender roles.

	• Make informed and responsible choices for their sexual wellbeing.







Aim 2: Foster Healthy Relationships

	• Curriculum Objectives:

	• Proactively foster healthy sexual relationships by utilizing a new understanding of body image, consent, boundaries, violence, and diverse forms of intimacy.







Aim 3: Promote Responsible Digital Behavior

	• Curriculum Objectives:

	• Knowledgeably navigate legal and social responsibilities associated with digital use, specifically regarding sexting, and seek to consume content that contributes to their sexual health rather than harmful behaviors.









4.5 Pedagogical format

The curriculum consists of eight 60-min sessions that employ a range of instructional strategies to support diverse learning styles and engagement:

	• Knowledge-Based Activities: These include sorting exercises, worksheets, and experiential learning cycle discussions to help students build a foundational understanding of key concepts.

	• Exploration of Social Norms and Self-Concept: Activities such as anonymous live polling, guided discussions, and role-play scenarios encourage students to explore different perspectives, challenge social norms, and reflect on their own beliefs and self-image.

	• Skill-Building Exercises: Hands-on demonstrations and practice sessions are designed to help students develop practical skills for making informed decisions and practicing healthy behaviors.



Table 1 provides an at-a-glance summary of each session, including its overarching aims, lesson specific objectives, and chronological activities. Detailed instructions for the practical implementation of specific activities, including sample lesson plans, are available in the supplemental materials accompanying this manuscript. While this table offers brief learning objectives, the full lesson plans include in-depth discussion prompts, role-plays, and reflection activities designed to foster analytical, ethical, and value-based reasoning.


4.5.1 Expanded session content and assessment strategies


	• Session Structure: Each session begins with an icebreaker to engage learners and transitions into targeted activities that align with the day’s learning objectives. The session concludes with processing discussion questions to reinforce critical insights. These questions are designed to move students beyond factual recall and into value-based reasoning, encouraging them to apply concepts in ethically and socially relevant ways.

	• Lesson Outlines: Summaries of the eight sessions (e.g., What Is Pornography? Understanding Intimacy, Consent & Boundaries) are included in Supplementary Materials, providing detailed lesson aims, step-by-step activities, and timing guidelines.

	• Assessment:

	• Formative Checks: Quick anonymous polls and reflective prompts gage ongoing comprehension and comfort levels, giving facilitators immediate feedback on student progress or distress.

	• Pre-/Post-Lesson Quizzes: Brief quizzes measure shifts in knowledge on topics such as STI prevention or critical media literacy.

	• Post-Session Reflections: Students can complete short written reflections or group debriefs to articulate what they learned and identify any lingering questions.

	• Summative Evaluations: The curriculum includes a pre−/post-test survey for the entire course, capturing changes in attitudes, knowledge, and self-efficacy. Focus groups or interviews may also be conducted to explore more nuanced outcomes and potential improvements.

	• Teacher Reflection: Facilitators complete session logs to reflect on lesson delivery, student engagement, and areas needing adaptation. This promotes continuous improvement in teaching practice.

	• Long-Term Outcomes: Although not formally included in this version, future pilots are encouraged to incorporate longer-term follow-ups such as student portfolios, behavioral surveys, or re-assessment of attitudes and practices weeks or months after program completion to evaluate sustained impact.







Activities are intentionally varied and strategically sequenced to ensure that learning is dynamic and comprehensive. By alternating between knowledge-building, reflection of social norms and self-concept, and skill development, the curriculum provides a balanced approach that addresses both understanding and application, fostering deeper engagement with the material.

This curriculum is structured around eight lessons designed to build critical thinking, media literacy, and healthy sexual practices. The lessons are adaptable to different classroom settings, ensuring the curriculum is flexible and applicable to a wide range of educational environments.

To support educators in implementing the curriculum effectively, detailed lesson plans, including specific assessment tools and implementation guidelines, will be provided as supplemental material. These resources are designed to be practical and adaptable to fit the unique needs of various classroom contexts while maintaining the curriculum’s core objectives.





5 Results to date/need for pilot implementation and assessment

The “Navigating Realities” curriculum is the result of extensive literature review and analysis of existing sexual health education programs. It was developed by applying various educational theories and a media literacy framework to create a comprehensive approach to pornography literacy and sexual health for high school students. The curriculum draws on theories such as backward design, cultivation theory of mass media, and the triangle of sexual health, rights, and pleasure to provide a well-rounded educational experience that emphasizes critical thinking and responsible media consumption.

While this curriculum has not yet undergone pilot testing and the pre- and post-test questions still require formal validation, it is designed to reflect an innovative educational approach that will combine critical media literacy with sexual health education. The open and comprehensive framework of the curriculum addresses multiple aspects of sexual health, such as body image, consent, and healthy relationships, and integrates these topics within the context of media literacy.

Moving forward, the next steps include plans for pilot testing the curriculum in selected educational settings to gather data on its effectiveness and to refine the pre- and post-test evaluation tools. This iterative process will help ensure that the curriculum meets the diverse needs of students and is adaptable to different educational environments.

To prepare for pilot implementation, we have outlined two complementary processes: (1) content validation and (2) assessment-tool development. A structured expert-review process, including professionals in adolescent psychology, sexual-health education, and media literacy, will confirm developmental appropriateness, cultural sensitivity, and pedagogical coherence. Student feedback elicited through think-aloud sessions will further assess clarity, engagement, and relevance.

Alongside this review, draft assessment instruments, including pre/post-tests to measure knowledge, attitudes, and behavioral intentions, have been developed and are included in the supplemental materials. Brief session-level reflection prompts and course-evaluation forms have likewise been drafted to capture real-time impressions of lesson quality and classroom climate. All tools will be refined during pilot testing to ensure reliability and validity.

To monitor real-time implementation challenges, the pilot will also include teacher logs and student debriefs, along with protocols for managing sensitive discussions or student disclosures in alignment with school policy.

Findings from the pilot, both quantitative (e.g., score gains) and qualitative (e.g., student quotations), will feed directly into the Evaluation and Monitoring Protocol described in Section 6. These efforts will support broader dissemination and ensure the curriculum can be effectively implemented across diverse educational environments.


5.1 Evaluation and monitoring protocol

To thoroughly assess effectiveness, monitor implementation challenges, and address potential adverse effects, a three-tiered evaluation approach will be used.


5.1.1 Outcome evaluation—pre/post-test design

Educators administer a pre/post-test to capture changes in students’ knowledge, attitudes, behaviors, and self-efficacy in critically evaluating media. These questionnaires address themes such as critical thinking and media literacy, sexual health and relationships, digital safety, and the impact of pornography on sexual expectations. This evaluation is grounded in the Health Belief Model (Glanz et al., 2008), the Theory of Planned Behavior (Ajzen, 1991), Social Learning Theory (Bandura and National Inst of Mental Health, 1986), and Cultivation Theory (Gerbner et al., 2002).



5.1.2 Process evaluation—session-level feedback

At the conclusion of each lesson, students complete a brief course-evaluation form to rate content clarity, engagement, and instructional delivery. Trained facilitators maintain instructor logs to track classroom dynamics and flag emerging issues. Post-session debriefs provide opportunities to identify and respond to student concerns in real time. Should evidence of distress or well-being concerns arise, facilitators follow mandated-reporting protocols and connect students to appropriate support services.



5.1.3 Implementation monitoring—teacher & fidelity logs

Teachers document timing, adherence to lesson plans, and any adaptations made, allowing researchers to assess implementation fidelity and identify logistical barriers.

This layered framework, addressing both intended outcomes and unintended consequences, ensures data-driven refinements and promotes the welfare of all participants. Evaluation findings will be interpreted through a theoretical lens aligned with adolescent-development research (Steinberg, 2010) and evidence-based porn-literacy models (Rothman et al., 2020).

Regular evaluation cycles are recommended to inform curriculum adaptations, including lesson pacing, content modifications, and instructional strategies. By explicitly linking each data stream to decision-making points, the protocol supports an iterative improvement process that remains responsive to student needs, cultural contexts, and educator capabilities.





6 Discussion on practical implications, objectives, and lessons learned

This paper aims to both introduce the “Navigating Realities” curriculum and advocate a unique approach to pornography literacy education through comprehensive media literacy, critical thinking, and a sex-positive framework. The curriculum’s practical implications are profound, as it equips students with the critical tools needed to navigate the complex realities of pornography and sexual media in a digital age. The curriculum’s significance lies in its potential to support young people in navigating pornography in a way that supports sexual health. A broader goal is to foster healthier relationships with oneself and others by addressing pornography’s portrayal of bodies, consent, and violence within sexual or dating relationships. Moreover, this course addresses intersectional issues related to stereotypes, recognizing the impact of pornography on perpetuating cycles of inequality and violence. Given the inevitability of adolescent exposure to explicit content, proactive educational interventions are necessary despite potential resistance.

Integrating pornography literacy into broader sexual health education addresses a significant gap in traditional sex education, which often overlooks the influence of digital media on adolescents’ perceptions of sex, relationships, and body image. However, implementing a sex-positive, rights-based approach such as this may face political and cultural barriers. Educational institutions may encounter policy restrictions and varied administrative support, particularly in conservative districts, while communities with differing values might resist open discussions about sexuality and pleasure.

To overcome potential implementation challenges, the curriculum is designed with flexibility to align with existing sex education standards and accommodate limited class time. Teachers may initially experience discomfort addressing sensitive topics or face pushback from stakeholders. Therefore, comprehensive teacher training, ongoing support resources, and strategies for engaging parents should be provided to ensure effective and culturally sensitive implementation.

Key lessons from developing this curriculum highlight the importance of addressing sensitive topics in a supportive, non-judgmental environment. Providing safe spaces for open discussion allows students to reflect on personal values and societal norms. The curriculum deliberately avoids fear-based messaging, favoring evidence-informed strategies that affirm pleasure, consent, and healthy relationships. Parental involvement is recognized as essential, as families play a pivotal role in shaping adolescents’ attitudes toward sexuality and media. Engaging parents early helps build transparency, alleviates concerns, and reinforces the curriculum’s values at home.

Overall, “Navigating Realities” offers an innovative, comprehensive approach to adolescent sexual health education that emphasizes critical media literacy, healthy relationships, and positive sexual rights and pleasure. As the curriculum continues to evolve, ongoing evaluation and adaptation will ensure its continued relevance, effectiveness, and inclusivity across diverse educational settings.



7 Acknowledgment of conceptual, methodological, environmental, and material constraints

Implementing this curriculum faces several challenges that need to be carefully addressed to ensure its effectiveness:

	• Content Validation Constraints: The curriculum has not yet undergone expert validation by professionals in adolescent psychology, sexual health education, or media literacy. While it draws from peer-reviewed literature and pedagogical theory, further refinement will require systematic input from external experts to ensure content accuracy, developmental appropriateness, and alignment with established standards. Plans for expert consultation during pilot testing are outlined in Section 5.

	• Assessment Tool Limitations: The proposed pre- and post-test measures, while informed by theoretical frameworks, have not yet been validated. These tools were developed based on constructs from the Health Belief Model, Theory of Planned Behavior, and related frameworks but require piloting to confirm their reliability and validity. This represents a critical area for future development.

	• Conceptual Constraints: Striking a balance between providing comprehensive sexual education, including pornography literacy, and respecting societal and cultural sensitivities around these topics remains a significant challenge. Educators must navigate diverse values and beliefs while delivering age-appropriate content that promotes informed decision-making and healthy behaviors. Additionally, the curriculum is designed with a sex-positive and rights-based approach, which may conflict with cultural or familial norms in certain conservative or religious communities. This underlying pedagogical philosophy assumes openness to discussions about sexual health and media, which may not align with all audiences. These assumptions require further testing and adaptation to ensure relevance and acceptability.

	• Methodological Constraints: The curriculum needs to be adaptable to various educational settings, student demographics, and learning styles. This requires flexibility in instructional design, allowing educators to modify activities and discussions to fit the unique needs of different classrooms while maintaining core objectives.

	• Environmental Constraints: Variability in access to resources and differing levels of parental support and consent can impact the delivery and reception of the curriculum. Engaging parents and gaining their buy-in is crucial for successful implementation. Schools must also consider potential resistance and develop strategies for fostering open communication with families. Additionally, adaptations, such as replacing examples with culturally relevant examples, conceptually framing sensitive content, and sequencing lessons to build parental trust, have been incorporated to expand the curriculum’s applicability. However, schools willing to implement a pornography literacy curriculum are likely to be more progressive or reform oriented. This represents an inherent limitation of the topic area at this stage.

	• Material Constraints: Limited availability of digital devices and technological resources for interactive activities, such as anonymous polling, may hinder the full implementation of the curriculum’s design. However, activities can be adapted to use no technology, instead using a whiteboard and open discussion.



Despite these challenges, the curriculum marks a critical step toward addressing the realities of adolescent exposure to pornography and fostering healthier sexual practices through a comprehensive educational approach. Developed with available resources and current research, it acknowledges that expert input is essential for refining effectiveness and age-appropriateness. To that end, the next steps include piloting the curriculum, soliciting expert and educator feedback, and revising accordingly to align with best practices in sexual health education.

To ensure fidelity, a trained facilitator, external or internal with relevant experience, will conduct all sessions. Pre- and post-tests will assess knowledge gains and inform continuous improvements. Pilot testing will also guide decisions on long-term implementation and potential adaptation for broader use.

If the curriculum proves effective, a comprehensive training course will be developed to support educator onboarding and scale-up. As interest in pornography literacy education expands, the curriculum may be adapted for older students, such as those in college, ensuring age-appropriate and contextually relevant content.

One recognized limitation is the variability in student knowledge, cultural norms, and engagement levels across schools. These factors may influence discussions, perceptions of social norms, and curriculum relevance. The current design assumes a baseline willingness to discuss sexual health, which may not hold in all communities. These challenges highlight the importance of ongoing feedback and iterative refinement to ensure cultural inclusivity and accessibility.

These limitations underscore the need for a robust pilot phase involving both expert review and classroom testing. Publishing this proposed curriculum provides an opportunity to initiate broader conversations and collaboration in an underdeveloped area of adolescent health education. However, its full effectiveness, inclusivity, and scalability will depend on future validation, iterative refinement, and stakeholder feedback.
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Consent Labs facilitation team deliver programme to client.

Data collected from participants.

Debrief conducted amongst facilitation team.

Data collected from facilitation team to assess thoroughness of internal preparation, and
emotional wellbeing.

v

All data reviewed. Certain data cleansed for presentation to client.

v

Debrief session conducted with client, where cleansed data from participants is presented.






OPS/images/frph-06-1327980/frph-06-1327980-t001.jpg
D ic Characteristics

Pilot study question(s)

Items

Response options

Sex Assigned at Birth, Gender
Identity, Sexual Orientation

‘What sex were you assigned at birth (which may or may not be different from your gender
identity)?

Intersex

Gender identity is how someone fecls about their own gender. There are many ways a person
can describe their gender identity and many labels a person can use.

Girl or woman
Boy or man

Which of the following terms best describes your current gender identity?

Sexual orientation is a person’s emotional, romantic, and/or sexual attractions to another
‘person. There are many ways a person can describe their sexual orientation.

Nonbinary, genderfluid, or
genderqueer

1am not sure or questioning

T don't know what this question means
Decline to answer

A gender not listed here [space for
write-in]

Straight or heterosexual

Gay or lesbian

Bisexual or pansexual

Which of the following best describes your sexual orientation?

Queer

I am not sure or questioning

I don't know what this question means

Decline to answer

An orientation not listed here [space
for write-in]

Sexual Behaviors

Types of Sexual Behaviors, past 3
months*

In the past three months, have you and another person touched ach other's private parts for
your or their pleasure? This includes fingering, hand jobs, or touching breasts.

Please only answer about sexual experiences you chose for yourself.

In the past three months, have you given or received oral sex? By oral sex, we mean a person’s
mouth touching another person’s vagina, penis, or anus (butthole) for their own or their
partners’ pleasure.

Remember, only answer about times you willingly chose to participate.

In the past three months, have you had penis-vagina sex? By penis-vagina sex, we mean a penis
goes inside a vagina.

Remember, only answer about times you willingly chose to participate.

In the past three months, have you rubbed your genitals or anus against another person’s
genitals or anus without penetration?

Remember, only answer about times you willingly chose to participate.
In the past three months, have you had sex using sex toys with another person? By sex using sex
toys, we mean using vibrators, dildos, or butt plugs with another person for your or their pleasure?

Remember, only answer about times you willingly chose to participate.

No

Sexting, ever

Have you ever sent a sexual photo or video of yourself to another person? Sending or receiving
sexual photos or videos is also called “sending nudes” or “sexting.”

Remember, only answer about times you willingly chose to participate.

Has another person ever sent you a sexual photo or video of themselves?

Has someone ever asked you to send them a sexual photo or video of yourself?

Yes
No

*Only measures for the “past three months™ are displayed here. However, at baseline, participants were asked questions using this language to measure their sexual
behavior “ever” and in the “past 3 months.” These measures can be edited to measure sexual behavior at differing timepoints as needed.





OPS/images/frph-06-1327980/frph-06-1327980-t002.jpg
Original question(s)

Demographic Characteristics

Feedback from internal equity
reviews

Feedback from cognitive interviews

Biological Sex,
Gender Identity,
Sexual Orientation

| What is your sex?

| MARK ONLY ONE ANSWER

[ Male
« Female

Consider Child Trends approved sex assigned
at birth question that includes intersex as a
response option and clarifies sex as distinet
from gender identity.

| Which of the following best describes your
| gender identity (which may be diffrent than
your sex assigned at birth)?

Add response options including genderqueer,
unsure, and a write-in response for “a gender
not listed here”.

Female (Girl/Woman)

Male (Boy/Man)

Non-binary, Gender fluid, or Gender
expansive

A gender not listed here

Prefer not to say

Remove sex-related terms and stick to gender
identity terms.

Which of the following best describes your
sexual orientation?

Straight (not gay)

Gay or lesbian

Bisexual or pansexual

Asexual

I am not sure yet

An orientation not listed here

Add response options including *I don't
know what this question means” and a write-
in option for “an orientation not listed here”.

Participants liked an addition of a “queer” response
option.

Add a definition of sexual orientation to the
question.

Remove parenthetical descriptor for
“straight”.

Participants liked definitions of sexual orientation
that included the phrase “people use many labels.”

Sexual Behavior

Sexual Behavior,
past 3 months

| The next questions are about vaginal sex. By
| vaginal sex, we mean a penis in a vagina.

In the past 3 months, have you had vaginal
intercourse?

‘The term *penis-vagina sex” might be more
familiar and accessible to adolescents and will
be more specific to the exact type of sex than
“vaginal sex.”

Continue to include a qualifier, “Please only answer
about sexual experiences you chose for yourself,”
about not answering activity questions about non-
consensual experiences.

The next questions are about anal sex. By anal
sex, we mean a penis (ot a sex toy) goes inside
| an anus (butthole).

| In the past 3 months, have you had anal sext

Use anatomical words for genitalia instead of
private parts, to be more specific and sex
positive.

Consider how 1o include asexual people when
defining sex as *for pleasure.”

‘ ‘The next questions are about oral sex. By oral
| sex, we mean & mouth ouches  vula, penis,or

anus (butthole).
| In the past 3 months, have you had oral sex?

Use anatomical words consistently, for
example, vagina instead of vulva.

Both colloquial and anatomical words for genitalia
were humorous, but understandable. Vagina was
preferred over vulva. “Areas of pleasure” and
“private parts” may be acceptable too.

Have you ever touched someone’s private parts
with your hands?

Have you ever let someone touch your private
parts with their hands?

‘ In the past 3 months, have you had vulva-to-
vulva sex? By vulva-to-vulva sex, we mean when
a vulva touches another vulva.

‘ The next question is about having sex using sex
toys like vibrators, dildos, or butt plugs with

‘ another person. In the past 3 months, have you
had sex using sex toys with another person?

Remove the parenthetical comment
descriptor “not a sex toy” in the definition of
anal sex.

Sexual touching is an important type of sex to ask
about.

‘The oral sex definition should include giving and
receiving sex.

Inclusion of the term “without penetration” in the
definition of sexual rubbing is confusi

Sexting, ever

‘ The next questions are about sending or
receiving sexually explicit text, photo, or video
| messages (also called “sexting”).

[ Remember, only answer about times you
| willingly chose o particpate. In the past 3
months, have you: Sent a sexually explicit photo
‘ or video message to another person?
|+ Yes
« No

Received a sexually explicit photo or video

message from another person?
Yes

« No

Different people may define “sexually explicit”
in different ways.






OPS/images/frph-06-1327980/frph-06-1327980-t003.jpg
LGBTQIA+
Cis-Straight

Sexual Orientation
Straight
Lesbian or gay

Bisexual, pansexual, or queer
Asexual

Questioning
Don't know or prefer ot to say

Gender Identity
Girl or woman

Boy or man
Non-binary, gender nonconforming, or something else

Questioning

Don’t know or prefer not lo say

Race/Ethnicity
Non-Hispanic Black
Non-Hispanic Non-Black

Hispanic

Age

14-16

17-18





OPS/images/frph-06-1327980/frph-06-1327980-t004.jpg
Full LGBTQIA+ Cis- p-value
sample straight

% % N %
In-person sexual behavior, past 3 months
Any type of in-person sexual activity in the past 3 months
Sexual Touching
Oral Sex
Penile-Vaginal Sex
Sexual Rubbing
Anal Sex
Sex with Sex Toys
Sexting behavior, ever
Ever been asked to send someone a photo or video

Any sexting—recipient

Any sexting—sender

Condom and contraceptive use, past 3 months

Penile-vaginal or anal sex without using a condom every time

Penile-vaginal sex without using pill, shot, patch, ring, IUD, implant, or condom every time





OPS/images/feduc-09-1276299/feduc-09-1276299-t001.jpg
Gauteng Northern Cape  Eastern Cape Eastern Cape

— Amathole — Sarah
Baartman
Interviews n 18 10 10 9
Utban 10 10 6 10 36
Location of schools
Rural 4 4
1 1 1 2
2 1 5 4 10
Quintile 3 1 ” 5 8 15
4 2 1 3
5 B 3 2 10
Yes 7 4 0 2 13
Fee-paying
No 3 6 10 8 27

*More than one teacher was interviewed at some of these schools.





OPS/images/feduc-09-1276299/feduc-09-1276299-t002.jpg
Participants

Gauteng

Northern Cape

Eastern Cape
— Amathole

Eastern Cape
— Sarah
Baartman

Complete
sample

Years of experience in
teaching LO

Age

Self-identified gender

Range: 1-7 years
Average: 4years (4
non-responses)
Range: 26-63 years
Average: 38 8years (4
non-responses)

Ten women

One man

3/7 (4 non-responses)

Range: 4months to
30years
Average: 7.8 years

Range: 24-58years
Average: 41.2years

13 women

Five men

1018

Range: 2-17years
Average: 9.5 years

Range 41-59 years
Average: 51 years

Nine women

One man

310

Range: 1-20years
Average: 9.6 years

Range: 23-56years
Average: 44.4years

Eight women
Two men

410

Range: 4months to
30years
Average: 7.7 years

Range: 23-63years
Average: 43 8years

40 women

Nine men

20/45





OPS/images/frph-06-1327980/crossmark.jpg
(®) Check for updates.





OPS/xhtml/Nav.xhtml


Contents



		Cover


		Sexuality education that prioritizes sexual well-being: initiatives and impact

		Editorial: Sexuality education that prioritizes sexual well-being: initiatives and impact

		From risk avoidance to pleasure and agency


		Youth-led and participatory models


		Workforce capacity


		Systems, community, and services


		Digital sexual literacies


		Implications for policy and practice


		Conclusion


		Author contributions


		Conflict of interest


		Generative AI statement


		Publisher's note







		An ovulatory menstrual health literacy program within a Health Promoting School framework: reflections from school staff

		1. Introduction


		2. Materials and methods

		2.1. My Vital Cycles® program


		2.2. Design


		2.3. Participants


		2.4. Data collection


		2.5. Data analysis







		3. Results

		3.1. Theme 1: a need for OM health literacy


		3.2. Theme 2: curricular challenges


		3.3. Theme 3: teaching perspectives


		3.4. Theme 4: school socio-emotional environment


		3.5. Theme 5: community engagement


		3.6. Theme 6: resourcing needs







		4. Discussion

		4.1. Current state of menstrual health education


		4.2. Addressing barriers to implementation

		4.2.1. Menstrual disdain


		4.2.2. School staffs’ knowledge gaps


		4.2.3. Absence of professional development


		4.2.4. Curricular restrictions


		4.2.5. Interprofessional co-ordination


		4.2.6. Community engagement







		4.3. Strengths and limitations


		4.4. Future research


		4.5. Conclusion







		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		References







		Community matters: barriers and opportunities to sexual health and sexuality education of young female migrants in Hong Kong

		1 Introduction


		2 Literature review

		2.1 Rights-based sexual health


		2.2 Comprehensive sexuality education in multicultural contexts


		2.3 Female migrants’ sexual health and sexuality education


		2.4 Migrant domestic workers’ structural vulnerability in Hong Kong







		3 Materials and methods

		3.1 Data collection and participants


		3.2 Data analysis







		4 Results

		4.1 Individual level

		4.1.1 Inadequate knowledge


		4.1.2 Personal beliefs







		4.2 Interpersonal level

		4.2.1 Accommodating intimate partners


		4.2.2 Breaking with social conventions


		4.2.3 Avoiding reporting health issues


		4.2.4 Vulnerability to sexual harassment







		4.3 Social and community level

		4.3.1 Community’s relative silence


		4.3.2 Community pressure







		4.4 Sociocultural and sociopolitical level

		4.4.1 Lack of institutional support and accepting services


		4.4.2 Discouraging societal attitudes












		5 Discussion and implications

		5.1 Community matters: a site where barriers and opportunities coexist


		5.2 Structural vulnerability: mutual influence of multiple barriers


		5.3 Agency for positive sexuality and health-seeking







		6 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		References







		Teaching comprehensive sexuality education in a traumatized society: recognizing teachers as sexual, reproductive, and mental health frontline workers

		Introduction


		Background

		Comprehensive sexuality education in South Africa


		Social indicators and trauma in South Africa







		Outline of the research study


		Findings

		Narratives of the challenges faced

		Learners present with many psychosocial problems


		Learners are triggered by the contents of lessons


		We struggle to deal with triggering topics or triggered learners







		Narratives of strategies used

		She trusted me


		“I must attend to them”: understanding the learners and responding to their needs


		“She helped me with the lesson”: drawing on learners’ expertise


		Being the child’s advocate


		Giving learners the option of non-attendance







		“It’s getting too much”: carrying learners’ pain







		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		Footnotes


		References







		Strategies to develop an LGBTQIA+-inclusive adolescent sexual health program evaluation

		1 Introduction


		2 Methods

		2.1 Pilot implementation


		2.2 Strategies to achieve LGBTQIA+-inclusivity

		2.2.1 Staffing the project with LGBTQIA+ researchers


		2.2.2 Securing IRB approval for consent procedures


		2.2.3 Utilizing a LGBTQIA+ focused recruitment approach


		2.2.4 Developing and refining LGBTQIA+-inclusive survey measures







		2.3 Equity experts


		2.4 Cognitive interviews


		2.5 Sex performance measure







		3 Results

		3.1 Consent procedures


		3.2 Recruitment


		3.3 LGBTQIA+-inclusive measures

		3.3.1 Demographic characteristic measures

		3.3.1.1 Themes from internal equity reviews


		3.3.1.2 Themes from cognitive interviews


		3.3.1.3 Pilot study baseline results







		3.3.2 Sexual behavior measures

		3.3.2.1 Themes from internal equity reviews


		3.3.2.2 Themes from cognitive interviews


		3.3.2.3 Pilot study baseline results

















		4 Discussion


		5 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher's note


		Supplementary material


		References







		Evaluating Consent Labs: prioritizing sexual wellbeing through a youth-led, curriculum-based education initiative

		1 Introduction

		1.1 Comprehensive sexuality education


		1.2 The Australian context







		2 The Consent Labs education program

		2.1 Consent Labs curriculum and framework


		2.2 Consent Labs core program – content and delivery







		3 Evaluation of Consent Labs - methods

		3.1 Design


		3.2 Participants


		3.3 Data Collection


		3.4 Data analysis







		4 Evaluation findings

		4.1 Institution and school type


		4.2 Age


		4.3 Gender identity


		4.4 Sexual identity


		4.5 Self-reported change in knowledge


		4.6 Workshop engagement and practicality


		4.7 Most valuable workshop topics


		4.8 Free text responses







		5 Discussion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		Footnotes


		References







		Busting MisconSEXions: evaluation of a social media knowledge translation initiative addressing myths about sex

		1 Introduction

		1.1 Sex education and sexuality myth endorsement


		1.2 Social media for sexuality knowledge translation


		1.3 Present study







		2 Materials and methods

		2.1 Participants


		2.2 Materials

		2.2.1 MisconSEXions







		2.3 Measures

		2.3.1 Demographics

		2.3.1.1 Gender modality


		2.3.1.2 Sexual orientation







		2.3.2 Sexual myths


		2.3.3 Implementation outcomes

		2.3.3.1 Acceptability


		2.3.3.2 Appropriateness


		2.3.3.3 Adoption


		2.3.3.4 Penetration












		2.4 Procedure


		2.5 Data analysis







		3 Results

		3.1 Participant characteristics


		3.2 Myth endorsement


		3.3 Implementation outcomes

		3.3.1 Acceptability


		3.3.2 Appropriateness


		3.3.3 Adoption


		3.3.4 Penetration







		3.4 Participant engagement with MisconSEXions content







		4 Discussion

		4.1 Impact of MisconSEXions content on reducing sexuality myth endorsement


		4.2 Implementation of MisconSEXions content


		4.3 Strengths, limitations, and future directions







		5 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Publisher’s note


		Footnotes


		References







		X-raying educator-related factors hindering sexuality education implementation in rural South African schools: learners’ perspectives

		1 Introduction


		2 Methodology

		2.1 Design


		2.2 Setting


		2.3 Sampling


		2.4 Data collection


		2.5 Data analysis


		2.6 Trustworthiness


		2.7 Ethical consideration







		3 Results

		3.1 Participants demographic details


		3.2 Educator centered barriers

		3.2.1 Culture and religion


		3.2.2 Age


		3.2.3 Health status and previous experience


		3.2.4 Personal discomfort


		3.2.5 Attitudes toward sexual education












		4 Discussion


		5 Limitation of the study


		6 Recommendations


		7 Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		References







		An engagement framework for the authentic co-design of a consent and healthy relationships intervention with upper-secondary students

		Introduction


		Materials and methods

		Methodology


		Project inception and recruitment of school sites


		Recruitment of school staff and student co-researchers


		Data collection

		Initial scoping and informal meetings with student co-researchers


		Student co-researcher consultations and intervention development


		Supplementary quantitative and qualitative data from student peers


		Evaluation of the intervention


		Interviews with student co-researchers







		Ethical considerations


		Current status







		Discussion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher's note


		References







		Women's satisfaction with comprehensive abortion care services and associated factors in central Gondar zone public primary hospitals, northwest Ethiopia, 2023

		Introduction


		Materials and methods

		Study design, setting and period


		Study populations


		Sample size and sampling procedures


		Data collection procedure


		Data quality control


		Data management and analysis


		Operational definition

		Measurements







		Ethics approval and informed consent







		Results

		Sociodemographic characteristics of the study participants


		Abortion care-related characteristics of the study participants


		Level of women's satisfaction with the given abortion care services


		Factors associated with the level women's satisfaction







		Discussion

		The strengths and limitations of the study







		Conclusions


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher's note


		References







		Digital sexual literacy: the potential for online spaces to support sexual literacy among young people

		Introduction

		A feminist approach to sexual literacy


		Learning about sex and relationships online


		Conceptualizing online engagement


		This paper







		Materials and method

		Participants







		Results

		The internet facilitates self-directed inquiry and exploration about sexual health


		Gathering online facilitates learning about sexual health


		The internet can facilitate access to personal stories that enables personal reflection


		Learning about sexuality and sexual health is complicated: where to begin is not obvious







		Discussion


		Conclusion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Acknowledgments


		Conflict of interest


		Publisher’s note


		References







		A preliminary examination of teachers’ and parents’ perspective on sexually inclusive primary education: The role of homophobic prejudice and moral disengagement

		1 Introduction


		2 Materials and methods

		2.1 Sample


		2.2 Questionnaire

		2.2.1 Perspective on sexually inclusive education


		2.2.2 Homophobic prejudice


		2.2.3 Moral disengagement







		2.3 Procedure


		2.4 Statistical analyses







		3 Results

		3.1 Differences between teachers’ and parents’ perspective on sexually inclusive primary education


		3.2 Correlations between the variables


		3.3 The predictive role of homophobic prejudice and moral disengagement in the perspective on sexually inclusive primary education







		4 Discussion


		Data availability statement


		Ethics statement


		Author contributions


		Funding


		Conflict of interest


		Publisher’s note


		Footnotes


		References







		Navigating realities: a pornography literacy and sexual health curriculum for high school students

		1 Introduction


		2 Program overview


		3 Pedagogical framework(s), principles, and application

		3.1 Theory of backward design


		3.2 Cultivation theory of mass media


		3.3 Triangle of sexual health, rights, and pleasure


		3.4 Structuring the eight sessions and topic selection


		3.5 Operationalizing the framework


		3.6 Holistic and inclusive approach







		4 Learning environment (setting, students, faculty); learning objectives; pedagogical format

		4.1 Setting

		4.1.1 Resource adaptations


		4.1.2 Core objectives in all contexts


		4.1.3 Cultural adaptation and fidelity







		4.2 Students


		4.3 Faculty

		4.3.1 Implementation protocols

		4.3.1.1 Teacher training


		4.3.1.2 Parent engagement


		4.3.1.3 Risk management and ethical considerations

		4.3.1.3.1 Safe and supportive environment


		4.3.1.3.2 Managing sensitive discussions and private disclosures


		4.3.1.3.3 Contingency and communication plans

















		4.4 Lesson objectives


		4.5 Pedagogical format

		4.5.1 Expanded session content and assessment strategies












		5 Results to date/need for pilot implementation and assessment

		5.1 Evaluation and monitoring protocol

		5.1.1 Outcome evaluation—pre/post-test design


		5.1.2 Process evaluation—session-level feedback


		5.1.3 Implementation monitoring—teacher & fidelity logs












		6 Discussion on practical implications, objectives, and lessons learned


		7 Acknowledgment of conceptual, methodological, environmental, and material constraints


		Data availability statement


		Author contributions


		Funding


		Conflict of interest


		Generative AI statement


		Publisher’s note


		Supplementary material


		References


















OPS/images/frph-06-1400359/crossmark.jpg
(®) Check for updates.





OPS/images/frph-06-1400359/frph-06-1400359-g001.jpg
80.00%

70.00%

60.00%

50.00%

40.00%

30.00%

20.00%

10.00%

0.00%

60.40%

9.60%

The over all
en's
satisfaction

Satisfaction level

64.00%
59.20%
53.50%
6.50%
0.80%
6.00%

Satisfaction with  Satisfaction with  Satisfaction with
i the art of care i ation
environment provided

72.10%

7.90%

Satisfaction with
privacy and
confidentiality

m Satisfied

W Dissatified





OPS/images/feduc-08-1239619/feduc-08-1239619-t002.jpg
Part 1: Current menstrual health education

What have you observed about menstrual health at your school?
Prompts:

+ How

menstrual health managed at your school?
+ What are the consequences of poor menstrual health?

Describe how menstrual health literacy is taught in your school.
Prompt:

+ Whatare some views on the menstrual cycle?

Part 2: Proposed OM health literacy program “My Vital Cycles™

‘What did you think of the program?
How might it be accommodated within your curriculum?
Prompt:
+ What different ways could it be delivered?
How might the program ft in with your schools overall environment?
Prompt:
+ What supports might be needed?
What do you think about the progrants connection into the community?
Prompts:
+ How do you see the relevance or importance of parenis?
+ What about guest speakers?

Are there any other comments or suggestions?
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School type School staff Data collection point

School Girls Co- Dean Teacher Teacher Counsellor Nurse Interview Focus  Notation

only ed health science group

B - 1 - - 1 - - 1 - 1
c - 1 - 1 - - - - - 1
D - 1 1 1 1 - - - 1 1
E - 1 - 1 - - - 1 - -
P 1 - - 2 - - 1 - 1 1
G 1 - - - - 1 - 1 - 1
H 1 - 1 1 1 1 1 - - 5
1 1 - - 1 - - 2 1 1 -
] 1 - 1 - - - - - - 1
Total 5 5 3 8 3 2 4 5 3 12

“Deidentification codes: School staff (Dean{TchrHealth{ TchrScienceCounsellor|Nurse); Data collection point (Interview=1V[Focus Group = FGD|Notation = N); School type
(GirlsOnly|Coed).
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Undergraduate Community
sample sample
Participant n (%) or M (SD) | n (%) or M (SD)
characteristics
Age (years) 20.80 (3.97) 29.29 (11.10)
Assigned sex
Female 961 (81.6%) 656 (55.6%)
Male 216 (18.4%) 523 (44.4%)
Gender modality
Cisgender 1,132 (96.2%) 968 (82.1%)
Transgender and 45 (3.8%) 211 (17.9%)
gender-diverse
Sexual orientation
Heterosexual 823 (69.9%) 523 (44.4%)
LGBQ+, including® 354 (30.1%) 656 (55.6%)
Asexual 49 (4.2%) 115 (9.8%)
Bisexual 177 (15.0%) 275 (23.3%)
Gay 17 (1.4%) 36 (3.1%)
Lesbian 19 (1.6%) 40 (3.4%)
Pansexual 36 (3.1%) 68 (5.8%)
Queer 38(3.2%) 63 (5.3%)
Not listed/unspecified” 18 (1.5%) 59 (5.0%)
Race/ethnicity/nationality
African 7 (0.6%) 5(0.4%)
Black 1(0.1%) 9 (0.8%)
Biracial/multiracial 48 (4.1%) 49 (4.2%)
Caribbean 1(0.1%) 2 (0.2%)
East Asian 428 (36.4%) 37 (3.1%)
European 85(7.2%) 335 (28.4%)
Indigenous (First Nations, 8(0.7%) 11 (0.9%)
Meétis, Inuit, Native
American, Aboriginal,
Alaska Native)
Latino/Latina 27 (2.3%) 37 (3.1%)
Middle Eastern 35 (3.0%) 16 (1.4%)
North American 268 (22.7%) 526 (44.8%)
South Asian 134 (11.4%) 49 (4.2%)
Southeast Asian 93 (7.9%) 32 (2.7%)
Not listed/unspecified® 42 (3.5%) 68 (5.8%)
Received sex education in school
Yes 883 (75.0%) 852 (72.2%)
No 209 (17.8%) 246 (20.9%)
Unsure 85(7.2%) 81 (6.9%)

*The percentages shown for specific sexual orientation identities (e.g., asexual) were
calculated based on the total number of participants in each sample (N = 1,177 and
1,179, respectively).

b Additional LGBQ+ identities reported were bicurious, demisexual, graysexual, polysexual,
and questioning.

“Additional race/ethnicity/nationality identities reported were Australian, British,
Caucasian, Jewish, and White.
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Lesson

Content Health literacy domains ( )
Functional Interactive Critical

Genealogy = x

Rite of passage x x

Atypical OM cycle x |

Cycle charting B b

Common difficulties B x

Misinformation x

Stigma x x

Cyele care x x

Communication x

Location

Home discussion
School-family event
In class

In class

In class.
Home-based work
In class

In class.
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Individual

Sociocultural and sociopolitical

o Inadequate knowledge
e Personal beliefs

Interpersonal Social and community
e Accommodating intimate partners e Community’s relative silence
e Breaking with social conventions o Community pressure

o Avoiding reporting health issues
e Vulnerability to sexual harassment

e Lack of institutional support and accepting services

e Discouraging societal attitudes






OPS/images/feduc-09-1362260/feduc-09-1362260-t001.jpg
el

ol type

Government coeducational

Government girls

Government boys

Independent coeducational

Independent girls

Catholic coeducational

Independent schools combined coeducational event

Total

1440
333
336
359
1936
65
128

4,597

313

72

73

78

421

28

1000





OPS/images/feduc-09-1276299/crossmark.jpg
©

2

i

|





OPS/images/feduc-09-1362260/feduc-09-1362260-t002.jpg
School students’ age N %

12years 328 7.1
13years 346 75
14years 547 19
15years 972 211
16years 1,436 312
17years 830 181
18years 104 27
Missing 34 07
Total 4597 1000
University students’ age’ N %
Under 18years 50 38
18-20years 915 686
20-24years 262 197
25-30years 76 57
Over 30years 30 23
Total 1283 1000
University students’ year of study* N %
First year 59 615
Second year 27 281
Third year 3 33
Fourth year 1 10
Fifth year 2 21
Other 4 42
Total 9 1000

“These represent different cohorts of university students. Some groups of students were asked age (and not year of study) while other groups of students were asked year of study (and not age).
There are 50 university student records where either age or year of study are missing, so the grand total of responses from university students = 1,379 of a total of 1,429 university students.
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Theme Subtheme and illustrative quotes

1. A need for OM health literacy (specific HPS Standards linkages detailed in sub-themes)

11 Poor knowledge (linked to HPS Standard 5: school curriculum)

- “This program is so useful. It gives them a really good base of understanding their own bodies, which I think is what we should be advocating for anyway.
Yeah, just understanding themselves. (TchrHealth-FGD2-GirlsOnly)

- 1do not think this [the cycl] is something that’s been given any attention. Honestly. I do not think any school psychs would have this knowledge; and the
girls do not either: So everyone' just walking around in the dark. (Counsellor-IV5-GirlsOnly)

12 Menstrual problems (linked to HPS Standard 8: school health services)

Definitely, with atiendance, you get students who are known to, once a month, they are not at school because they are so uncomfortable. They arert able to
even travel here. (TehrHealth-FGD1-Coed)

We do not hear of it unless its an excuse not to do PE [physical education] for some reasor

they have particularly heavy periods or particularly bad period

pains, something along those lines.

[Advising teachers] They will have just ke a sick note and that will be the extent of it (TehrHealth-FGD2-GirlsOnly)
13 Shame (linked to HPS Standard 6: school social-emotional environment)

- Good relevant lesson [Lesson 7). Equip girls with come backs to period shaming, (TchrHealth-N1-Coed)

- Two years ago, one of the students did her independent project on cycles and the rhythms of the seasons. So the whole year group would be talking about
what phase of their cycle they are in and go, “oh, ' so summer at the moment” And in her speech at the end, she said it was just having words for it and
being able to speak openly about it actually changed their year group. She said the girls were a lot more open with each other, and they communicated better.
(TehrScience-FGD1-Coed)

14 Holistic approach (linked to HPS Standard 8: school health services and Standard 6: school social-emotional environment)

- Ithought I was going to be readinga program about menstruation, but I feellike it is so much more holistic. So maybe start from the end; that this i about
lsOnly)

- Yeah, like understanding their emotions better and maybe why they have those big mood swings. That kind of thing is definitely important as well because it

women. (Counsellor-1V5-

does have a big impact on their lives. Understanding and yeah following it s definitely beneficial for them. (TchrScience-IV1-Coed)
2. Curricular challenges (linked to HPS Standard 5: school curriculum)

21 Current omissions

- Soeven in human bio, you are not necessarily learning about the symptoms. Youre lea
(TehrHealth-FGD2-GirlsOnly)

- 1t [OM health] does not fall within the curriculum. It not explicit. We teach reproduction in Year 8 and the difference between plants and animals and

g about sort of that functionality; this is what the body does.

asexual and sexual. But it does not go into depth. (TchrScience-IV1-Coed)
22 Alignment

- Inlots of different places we teach these lessons,like being that critical consumer. We talk about stigma, and we do all these lessons, but not in this compact
1sOnly)

- S0if there's this program that’s mapped to the curriculum, it would be really easy just to elaborate and expand on the content descriptors that you need to

style. And T love how this program is aligned to the curriculum. I think its fantastic. (TchrHealth-FGD2-(

deliver anyway. (TchrScience-1V1-Coed)
23 Restricted Time

- Specialised information like this is definitely needed but where, realistically, will schools place this? (TchrHealth-N1-Coed)

- Itis quite a big, comprehensive program. So how would it be implemented in schools? Where do we fit the whole thing in? (Dean-FGD1-Coed)
24 Alternative curricula

- The program is written in such a way that the lessons are quite distinct, you know. I think they are standalone enough to be done over a couple of years
(Counsellor-1V5-GirlsOnly)
- Great opportunity to expand our Yr 9 sex health program and possibly move *sex” to ¥r 10. (TchrHealth-N10-GirlsOnly)

3. Teaching perspectives

3.1
- Imean,its quite a comprehensive program, and giving them those strategies of like, “okay, this is what's happening, and this is why, and this is how I can go
forward”” (TchrScience-1V1-Coed)
- Ulike this activty [Lesson 4]. I think it provides the hard facts and reality of how much it actually impacts your lfe. (TehrHealth-N10-GirlsOnly)
- Hlike the idea of teaching about the whole person and the connectedness (Dean-N8-GirlsOnly)
32 Male teachers
- Tknow that our male sport teacher gets frustrated when the girls don't participate, and he might not be as sympathetic to them and understand how they're
feeling, (TchrScience-IV1-Coed)
- Has there been much thought about whether males delivering this would be effective? (Dean-N11-GirlsOnly)
33 Managing boys

- What willthe boys do? Or, could it be changed so that the boys are included somehow, even though it doesn'tdirectly relate to them? (Dean-N8-Cocd)
- Requires sexes separated, or not? Thisis not always casy to accommaodate in co-ed environments. Can a counter program be delivered for boys on the whole
menstrual eycle? (TchrHealth-N1-Coed)

emotional environment (specific HPS Standards'linkages detailed in sub-themes)

41 Health services (linked to HPS Standard 8:

hool health services)

- Soour grand plan is that we would have an actual health wellness centre, where we would be with the psychologists,
(Nurse-FGD3-GirlsOnly)
- We do have like a sick bay, but we do not have like a nursing staff. (TchrScience-IV1-Coed)

nd wed all be in a big building together.

12 “It takes a village” (linked to HPS Standard: 4 school and community partnerships and Standard 8: school health services)

- Tsubscribe to that philosophy that it takes a village? I just feel that that i the very best way to try and care for a person holistically rather than just a strictly
presenting ailment. So we are liaising more with our psych department, and we are already liaisinga lot with parents. And we see the care of each student as a
multidisciplinary thing. We drav little bits of pieces of the puzzle from teachers and so on (Nurse-FGD3-GirlsOnly)
- We have a big psychology department here. I think they will look at it [My Vital Cycles] as a positive as well, in terms of yeah, how they work through the
modules, which is good. (TehrHealth-1V4-GirlsOnly)
43 Menstrual disdain (linked to HPS Standard 6: school social-emotional environment)
- Alotof us believe that because we are women, this is our lotin lfe. This i just what we've got to get used to, and we have just got to manage as best we can.
(TehrHealth-1V2-Coed)
- Tcan seea girl with a bad period and I'm feeling like shit myselfand I carit say a word, of course. I feel like saying, “look, sweetheart, you do have to get on to
this; its relentless.” (Nurse-FGD2-GirlsOnly)
5. Community engagement (linked to HPS Standard 4: school and community environment)
51 Parents on board
- “That mother-daughter relationship is so important. And for the Mum to have this information, theyd get primary support. So if Mum could be completely on
board, and Dad, T think that has huge benefit. (Counsellor-IV5-GirlsOnly)
- You get more bite if the parents are involved. (Counsellor-N12-GirlsOnly)
- Treally liked the lessons involving mothers and grandmothers because I don't think some of the girls even have those conversations. (Nurse-FGD3-
GirlsOnly)
52 External engagement
- On getting guests in, that I guess is for a teacher just delivering a curriculum its, “oh you've suddenly got to organize this person. I think almost if it were the
nurses driving the program, its going to run better. (Counsellor-IV5-GirlsOnly)

- When T have had speakers address girls it has LITERALLY killed their interest dead. Speakers tend to be “highly scientific” and content heavy in their

delivery. The complexity of the ¢

cle coupled by having to sit and listen for an hour usually has limited educational value / benefit. (TchrHealth-Nd-Coed).

6. Resourcing needs (linked to HPS Standard 2: school policies and resources)

61 Training

- Applaudable intention. Rich in scientific content and good references for teacher education. Training of any non-specialised science teachers would most
definitely be needed just to understand instructions and activities. The language is technical and would need a LOT of pre-teaching. (TchrHealth-Nd-Coed)

- When T was reading the program, I just felt like it was becoming more and more obvious to me these gaps in my knowledge and work, T guess. Like I think it
would be useful for school psychs to have a training session of how it can impact our work and strategies we can use. 1d like to see that as well, like a PD
[Professional Development] day for school psychs, and to know what we are already aware of. (Counsellor-IV5-GirlsOnly)

- Theres

uch a lot of really great
(TehrHealth-1V3-Coed)

nformation here. We had quite a few of like “aha moments” in discussion when we were really looking at the program.

62 Support

- About Lesson 6, I think the girls just do not have that knowledge to go, “that’s wrong” Yeah, Id use it more for us teachers for when we look at our own
sOnly)

- Definitely take-aways in terms of promoting a better message to girls. tis very important. (Counsellor-N12-GirlsOnly)

fehrHealth-FGD2-

resources
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Variables Category Level of satisfaction COR 95%C AOR 95%C| P-value
Satisfied Unsatisfied

Maternal age 14-19 30 (14.9) 16 (12.1) 1 1
2024 58 (28.9) 15 (114) 2.06 (0.89-4.73) 2.94 (1.02-8.48) 0.047
25-34 78 (38.8) 76 (57.6) 0.4 (0.33-1.65) 082 (031-2.17) 0.687
235 35 (17.4) 25 (18.9) 075 (043-199) 1.26 (0.43-3.69) 0672

Residence Rural 78 (38.8) 62 (47.0) 072 (046-0.12) 0.7 (037-1.62) 0492
Urban 123 (61.2) 70 (53.0) 1 1

Marital status, Married 120 (59.7) 84 (63.6) 1 1
Single 75 (37.3) 47 (356) 112 (071-1.77) 134 (0.77-2.35) 0305
Others” 1(08) 6(30) 4.20 (049-35.53) 643 (0.63-6549) 0.116

Religion Orthodox 162 (85.6) 113 (80.6) 069 (038 1.27) 076 (036-1.69) 0521
Muslim 39 (19.4) 19 (144) 1 1

Education No formal education 83 (413) 72 (545) 0.63 (0.36-1.08) 053 (0.20-142) 0208
Elementary school 25 (124) 11.(83) 1.24 (0.53-2.86) 115 (0.31-4.04) 0826
Secondary school 38 (18.9) 19 (14.4) 109 (054-2.21) 053 (0.19-1.47) 0223
College and above 55 (27.4) 30 (227) 1 1

Occupation Housework 67 (33.3) 53 (402) 1 1
Employee 56 (27.9) 39 295) 109 (0.66-1.96) 136 (0.63-2.91) 0429
Private business 25 (124) 20 (152) 098 (049-1.97) 113 (0.45-2.86) 0.800
Student 44 (219 14 (10.6) 249 (1.23-5.25) 2.88 (1.10-7.51) 0.030
Others” 9(45) 6 (45) 1.19 (0.39-3.54) 1.24 (0.33-4.65) 0750

Sex preference for CAC services Male 97 (483) 53 (402) 1 1
Female 104 (51.7) 79 (59.8) 072 (046-1.12) 073 (041-129) 0281

Do you earn money by yourself? Yes 110 (54.7) 72 (545) 100 (0.64-157) 099 (054-1.81) 0973
No 91 (45.3) 60 (45.5) 1 1

GA in Weeks Ist T™ 131 (65.2) 53 (402) 1.90 (0.78-4.60) 241 (089-659) 0085
2nd T™™ 57 (28.4) 69 (523) 0.63 (026-156) 070 (0.25-1.96) 0505
Unknown GA 13 (65) 10 (7.6) 1 1

Diagnosis Abortion induction 117 (58.2) 82 (621) 085 (054-133) 070 (041-1.19) 0194
Post abortion care 84 (41.8) 50 (37.9) 1 1

Method Medical 132 (65.7) 45 (34.1) 369 (232-588) 441 (259-7.48) 0.001
Surgical 69 (34.3) 87 (659) 1 1

Post abortion family planning used | Yes 113(56.2) 71(53.8) 0.89 (0.55-1.43) 0.78(0.44-139) 0.408
No 88(43.8) 61(46.2) 1 1

GA, gestational age; TM, trimester; AOR, adjusted odds ratio; COR, crude odds ratio.

"Divorced, widowed.
"Daily laborer, no job.

*Bold letters: variables associated with the outcome variable in bivariable and multivariable analysis.
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OPS/images/feduc-09-1401252/crossmark.jpg
©

2

i

|





OPS/images/frph-06-1400359/frph-06-1400359-t001.jpg
Variables Category | Frequency | Percent

Maternal age 14-19 46 13.8
2024 73 219
25-34 154 46.2
235 67 18.3
Residence Rural 140 20
Urban 193 580
Marital status Married 204 613
Single 122 366
Others® 7 21
Religion Orthodox 275 826
Muslim 58 17.4
Education No formal 155 46.5
education
Elementary 36 108
education
Secondary and 57 171
above
College and above 8 255
Occupation ‘Housework 120 360
Employee 9 285
Private business 45 157
Student 58 17.4
Others” 15 45
Sex preference for your CAC | Male 150 450
services Female 183 550
Do you earn/make money by | Yes 182 547
yourself? No 151 453

“Divorced, widowed.
bDaily laborer, housemaid.





