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Abstract

Background

Young people experience a significant burden of sexually transmissible infections (STIs)
in Australia and have been identified as a priority population within the Fourth National
Sexually Transmissible Infections Strategy 2018-2022. The sexual health needs of rural
based priority populations are identified as action areas within the strategy however
there is a lack of clear guidance as to how rural communities can address sexual health
at a community-based level; which stakeholders to engage; and what strategies to

implement.

Following an expressed need, driven by health care and youth services in a small rural
community, to address youth sexual health needs, this project was developed in
collaboration with community-based stakeholders and rural young people to develop an
appropriate response. There was limited literature providing guidance on how to address
rural youth sexual health and a lack of consistency as to how to implement interventions
that address multiple socioecological levels within the setting. This Participatory Action
Research (PAR) project aimed to develop a framework for planning, implementing and
evaluating community-based sexual health interventions in the rural setting, in

collaboration with stakeholders and young people

Methods

PAR methodology was adopted as it was identified as an effective methodology for
engaging community. This enabled the researcher to work with the community,
empower participants and give them a voice. PAR allowed the project to be developed
from community-voiced concern; to involve stakeholder analysis of the issues faced by

community and to focus on finding a solution to the current situation.

Three PAR cycles were conducted between 2016 and 2019. The initial phases of the
project focussed on understanding the context of the setting and creating a response in
the form of a draft Framework. PAR Cycle 1 included semi-structured one-on-one
interviews with stakeholders (n = 16), focus groups with young people aged 16-24 years
(n = 15), community mapping with young people (n = 14), and a literature review to

inform the development of a draft Framework.



PAR Cycle 2 involved returning to local participants (n = 18) to request expert feedback
on the draft Framework through a localised Delphi study.

PAR Cycle 3 utilised a targeted Delphi study to gather evaluation feedback on the
developed draft Framework from stakeholders and experts (n = 16) in sexual health
provision and rural health who had not been involved in the study, to allow refinement
and revision of the Framework and improve its practical application and potential
transferability to other contexts.

Results

Data collected within PAR Cycle 1 from stakeholders and young people were analysed
to identify threats, opportunities, weaknesses and needs that existed within the setting.
From this analysis a draft Framework was developed to inform the planning,
implementation and evaluation of community-based youth sexual health interventions in
the setting. Through the process of developing the Framework with stakeholders and
youth, four key concepts emerged for improving the planning, implementation and
evaluation of community-based youth sexual health interventions in the rural setting.

Data collected via the Delphi study within PAR Cycle 2 were used to evaluate the
validity of and collect feedback on the draft Framework document. Feedback on the
Framework was received and consensus on key statements relating to evaluation of the
validity of the Framework was achieved. A finalised phase two version of the
Framework was then returned to all invited participants alongside the collected, de-
identified participant qualitative feedback and the direct researcher responses to this
feedback.

PAR Cycle 3 involved another embedded Delphi study and focused on collecting expert
analysis from participants who were experienced in delivering youth sexual health
interventions and education within the rural setting. This final evaluation of the draft
Framework allowed for further refinement, while testing potential transferability and
confirmability. The same iterative process was repeated from the initial Delphi study,

with evaluation of the Framework invited from participants.
The developed Framework identifies four key factors for rural sexual health provision:
1. Consistent and credible relationships and sexuality education and information



2. Health service accessibility and competing priorities

3. Discreet condom supply

4. Communication and collaboration.
Conclusion
This project developed and validated a Framework for planning, implementing and
evaluating multi-level community-based sexual health interventions for young people in
the rural setting. The methodology allowed the opportunity to test the application of
embedded Delphi studies within PAR, contributing to a growing body of literature that
utilises PAR in the rural Australian setting as a research methodology that connects with

the rural population; encourages action within that community and provides a platform

for an authentic rural voice.

The Framework represents the output of a collaborative development process that
produced localised knowledge with value to the wider community following a
community expressed need to address youth sexual health. Implementation of the
Framework in new communities is possible providing there is care in addressing the
limitations of the Framework and acknowledgement that further testing will enhance

inter-contextual reliability.
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Exegesis

Chapter 1: Introduction

Background

‘Rurality’ is a concept used to describe rural, regional and remote communities. Rural
communities in Australia are diverse in terms of demographics, service access,
employment and industry, and community engagement. Rurality within the context of
this project relates to the interconnection, social proximity, lack of specialist services,
community profile and level of community participation within the the town the study is
set in. There is regular debate over the nature of what consititutes and defines rural,
regional and remote communities and many models (Rural, Remote and Metropolitan
Areas Classification, Modified Monash Model, Australian Statistical Geography
Standard, Accessibility/Remoteness Index of Australia) have sought to provide
definition and clarity. These methodoligical models focus on the formal definition and
catagorisation of population centres in realtion to population size, service, access and
remoteness, but often fail to consider the community characteristics that provide the

basis of the rurality.

Rurality can provide several barriers to young people looking to access sexual health
services and education — but also provide strengths and benefits. Rural communities are
generally interconnected with close social contact 1. This social proximity presents
several barriers when addressing youth sexual health in the rural setting, such as issues
managing confidentiality 38, role duality of health professionals ® 1% and the limited

availability of personnel and resources 1.

While social proximity within rural towns can be a barrier, it can also be protective,
where the community is connected to its young people and has a desire to support and
provide for them. Within this study stakeholders were required to find localised
solutions to barriers to ensure the needs of young people are being met and were willing
to explore solutions beyond their regular duties. The community nature of many rural
communities also provides opportunities for stakeholders to utilise existing
relationships, connections and community engagement to improve services and explore

localised and low cost solutions that bring immediate change. The exploration of how



rural communities can respond to a localised need, in this instance the need for improved
sexual health promotion, education and service provision within the setting provides the

basis for this project.

Sexual health promotion in the rural area requires the consideration of how to address
the need for primary prevention and the need to provide testing and treatment for
sexually transmissible infections (STIs). In terms of primary prevention measures, the
responsibility for the provision of relationships and sexuality education (RSE) within the
rural setting regularly falls on schools 618 with teachers recognised as the most
sustainable option for rural RSE *°. Broadly, as is seen in other similar countries®,
Australian school-based RSE lacks standardisation 222, and is generally
heteronormative in terms of content % 2324 with a biological focus *6. With rural
teachers being a fundamental source of RSE and sexual health information for young
people, they require the skills and knowledge base to deliver high quality RSE 16 2526
that is differentiated to student needs and experiences 2%

Despite testing rates lower than 10%, chlamydia is the most common bacterial STI in
young Australian adults aged 16-24 years 2, while the highest gonorrhoea notification
rates are represented within the 20-29 year old male and 15-24 year old female age
categories 3. The structural barriers that rural youth face in terms of sexual health care
access °, combined with the high prevalence of STIs among youth &1 means this is an
area that must be addressed to meet targets in the Fourth National Sexually

Transmissible Infections Strategy 2018-2022%°.

Efforts must be made to improve rural youth sexual health outcomes and evidence-based
guidelines for guiding the planning, implementation, and evaluation of interventions will
assist in that endeavour. There is a current lack of guidance within the literature on how
to effectively address youth sexual health in the rural setting, and a lack of literature
about RSE and health provision in rural Australia in general 8.

Significance

Young people experience a significant burden of STls in Australia and have been
identified as a priority population within the Fourth National Sexually Transmissible

Infections Strategy 2018-2022. Within this Australian strategy, meeting the sexual



health needs of rural-based priority populations is identified as an action area but there is
a lack of clear guidance as to how rural communities can address sexual health at a
community-based level. This project was developed following an expressed need from a
rural community to address the sexual health needs of young people within the

community 2%, This is explained in greater detail in Chapter 6: Setting

While rural practitioners may be aware of which stakeholders need to be engaged, and
what potential strategies could be implemented within their community, there is no clear
framework or guideline to allow systematic planning and evaluation of interventions and
initiatives. For rural stakeholders, the planning, implementation and evaluation of
community-based sexual health interventions is often a case of trial and error.
Participatory Action Research

A participatory action research (PAR) methodology was adopted in this study to develop
and validate a framework for planning, implementing and evaluating community-based
youth sexual health interventions in the rural setting. The research is conducted from an
insider-research positionality to engage rural youth and stakeholders with the research
process. Study participants were given voice to offer real-world solutions on how to

better address youth sexual health in the rural setting.

PAR methodology was chosen for this research as it was identified as an effective
methodology for engaging community. There was also a strong desire from the lead
researcher to conduct research with the rural community rather than ‘on it and PAR

methodology aims to empower participants and give them a voice 3.

PAR can be characterised by the “shared ownership of research projects, community-
based analysis of social problems, and an orientation toward community action” 2. It
was considered appropriate for a project that developed from community-voiced
concern; involved stakeholder analysis of the issues faced by community and was
focused on finding a solution to the current situation 2**°. Despite PAR being used in
Toronto, Canada and Perth, Western Australia, in the development, implementation and
evaluation of youth sexual health programs % 34 there was limited available evidence in

the rural setting of PAR being used to improve youth sexual health services.



Structure of exegesis

This research project is presented in the form of an exegesis comprising of chapters
explaining the project and peer-reviewed research papers. The format of this exegesis
follows contemporary presentation of doctoral research and represents the complete

documentation of a PAR project conducted in a rural Western Australian town.
The research includes four published papers:

1. Chapter 5: Developing a framework for community-based sexual health
interventions for youth in the rural setting: protocol for a participatory action

research study: The protocol paper describing the methodology of the project ;

2. Chapter 7: Managing qualitative research as insider-research in small rural
communities. A discussion of the management of insider-research in the rural

setting *;

3. Chapter 9: ‘Everyone knows everyone’: youth perceptions of relationships and
sexuality education, condom access and health services in a rural town: findings

from the youth focus groups %¢; and

4. Chapter 10: Stakeholder perceptions of relationships and
sexuality education, backlash and health services in a rural town: Research

findings from the stakeholders interviews ',

The chapters provide additional background, explain the methodology in more detail,
report results not described in the published papers and provide further discussion and

recommendations.

The chapters will link the published papers and provide a deeper level of explanation
where required. Discussion relating to each phase of research (community mapping,
youth focus groups, stakeholder interviews, Delphi studies and Framework
development) is included within either the corresponding chapter or the published paper.

The discussion chapter at the end of this exegesis discusses the project in its entirety.
The included chapters are:

Chapter 1: Introduction: This chapter provides the background, significance and detail

of the structure of this exegesis.



Chapter 2: Aim, Objectives and Significance: This chapter provides the explicit aims
and objectives of this research project while highlighting the important space that this

project occupies both in addressing rural practice and research needs.

Chapter 3: Literature Review: A review of the current literature available detailing
any sexual health interventions and initiatives that target young people aged 16 to 24
years living in rural Australia either directly or indirectly is included as a chapter within
this exegesis. This comprehensive search of the literature was limited to English
language studies and to the past 10 years of publication, but searches were not limited to
Australia. There was a paucity of recent literature that specifically addressed sexual
health for rural youth in Australia and no literature that discussed effective
implementation of sexual health interventions in the rural setting. There is a clear gap
within the literature for work that guides or supports the rural community on how to
address sexual health within their setting and how to advance on the Fourth National

Sexually Transmissible Infections Strategy 2018-2022 targets.

Chapter 4: Introduction to Methodology: This brief introductory chapter explains
how the following chapters relate to the PAR methodology utilised to develop the

framework.

Chapter 6: Setting: This chapter provides greater detail and background on the setting

and the lead researcher’s entry in to the research project.

Chapter 8: Community Mapping: Within the youth focus groups, an ice-breaker
community mapping exercise was conducted to triangulate stakeholder data and explore
youth participants’ perspectives of the characteristics of the setting (detailed in Chapter
6). This process and the subsequent data analysis informed the developed draft
framework (Appendix H: Frameworks). This chapter provides a brief report on the

methodology, findings and discussion of the community mapping exercise.

Chapter 11: Delphi Study to Validate the Framework: The second and third PAR
cycles aimed to evaluate the validity of the developed Framework using two separate
Delphi studies. Embedding two Delphi studies within this PAR project further
strengthened the participatory nature of the project. There were few examples within the

literature of embedding Delphi technique within PAR studies and a lack of consistency

10



of the Delphi technique in terms of sample population, size and consensus measures 3%
41 However, Fletcher and Marchildon #? used a modified Delphi method within their
PAR project on health leadership, and Delphi method is well suited to health promotion

research 38,

Chapter 12: Development of the RuSHY Framework: After the three PAR cycles, the
developed RuSHY (Rural Sexual Health in Youth) Framework document was
completed. The product of extensive community engagement and consultation, this
Framework represents a working document for the rural community. This chapter
overviews its complete development. The completed RuSHY Framework document is
found in Appendix F: Frameworks. The transcontextual credibility of the Framework
could not be evaluated fully in other communities within the scope of a PhD project —

and lends itself to greater review through implementation studies.

Chapter 13: Discussion: A discussion that focuses on the project as a whole and
examines the implementation of PAR in the rural area and embedding Delphi studies
within PAR and the research outcomes is in Chapter 13. This chapter contains detailed
discussion on the project, the use of PAR in the rural setting, the embedding of Delphi
within PAR, the positionality of the researcher and the participatory nature of the
research and the overall research outcomes within the RUSHY Framework.

Chapter 14: Recommendations: The final chapter contains recommendations for
practice, policy and research; including recommendations for the implementation of the

Framework.

11



Chapter 2: Aim, Objectives and Significance

Aims and objectives:

The overall aim of this study was to use a participatory action research (PAR)
methodology to develop and validate a framework for planning, implementing and
evaluating community-based youth sexual health interventions in the rural setting. To

achieve this aim, the study comprised the following objectives:

1. Conduct an analysis in relation to evidence-based practice, settings, key

stakeholders and interventions to understand the context of the setting.

e Conduct community consultation to identify and assess key settings,
stakeholders, activities, and interventions that are currently active or planned
to promote youth sexual health (see Chapter 9: ‘Everyone knows everyone’:
youth perceptions of relationships and sexuality education, condom access
and health services in a rural town Chapter 10: Stakeholder perceptions of
relationships and
sexuality education, backlash and health services in a rural town 3¢ 37)

o Identify needs, gaps, weaknesses and opportunities that currently exist within

the setting.

2. Develop a framework in consultation with key stakeholders and the target group
for planning, implementing and evaluating community-based youth sexual health
interventions in the rural setting using a PAR methodology (see Chapter 12:

Development of the RUSHY Framework)

3. Evaluate the validity of the framework (see Chapter 11: Delphi Study to Validate

the Framework).

o Validate the framework with key stakeholders within the setting using a

Delphi technique.

e Evaluate the acceptability and validity of the framework through wider

consultation with youth-focussed professionals using a Delphi technique.

12



Significance

This project aimed to develop and validate a framework that is effective for planning,
implementing and evaluating multi-level community-based sexual health interventions
for young people aged 16-24 years in the rural setting. Young people aged 16-24 years
are a priority population in the Fourth National Sexually Transmissible Infections
Strategy 2018 — 2022 5.

This research built on an expressed community need to address youth sexual health in a
rural setting with limited specialist services, and evolved during pre-project discussions
with stakeholders. Before formally deciding on the exact nature of this project there
were several suggested iterations examined in consultation with community
stakeholders— from development of a localised app or social network solution; to a series
of localised sexual health interventions; to widespread participatory intervention
programs that sought to bring communities together in assessing what sexual health
interventions would work in other towns. Additionally, while the literature does suggest
the involvement of stakeholders**-*° in addressing the target group®®, there was difficulty
in identifying stakeholders and how to engage them when the setting lacks specialist

sexual health services.

Early discussion with stakeholders involved exploration of an implementation trial
within the setting reliant on the lead researcher delivering interventions. As planning
evolved, the lack of guidance within the literature on how to implement an intervention
project of this style in the rural setting informed the need to develop a project that would
instead seek to provide clarity and direction for rural based stakeholders in delivering
sexual health interventions in the rural setting. These stakeholders, many of whom have
become ‘accidental’ advocates for sexual health in their areas, lack clear guidance on
how to effectively plan, implement and evaluate community-based youth sexual health
interventions in the rural setting. By engaging in this research as an “insider” the lead
researcher was able to develop, in consultation with rural stakeholders and youth
participants, the first Australian rural sexual health framework that addresses and
outlines key concepts relating to sexual health delivery in the rural area. This framework
aligns closely with several key action areas within the Fourth National Sexually
Transmissible Infections Strategy 2018 — 2022 *° to address the priority youth population

13



and provides a practical document for the rural workforce.
The key benefits of this research include:

1. Development of a practical document based on the active research participation
of a rural community. This is the first evidence-based framework for addressing
sexual health promotion in the rural Australian setting and provides clarity and
direction for communities lacking in specialist services. The rural workforce
involved in sexual health promotion consists of many generalists working in
isolation with a lack of formalised qualifications or previous experience in
sexual health*®. The wide variety of backgrounds of participants in this study is
demonstrative of a setting where sexual health is “nobody’s priority”;
generalists provide the basic services young people need and become
‘accidental’ experts and advocates for RSE. This framework gives that

workforce a structural reference point to improve current practice.

2. Giving voice to rural workers and volunteers that provide relationships and
sexuality education (RSE) and sexual health interventions for young people, by
default or necessity. There is limited research on the perspectives of rural

Australian sexual health providers.

3. The provision of research that has been undertaken as rural-based insider-
research. This work does not only provide a voice to the rural workforce,
volunteers and youth — but as research undertaken by a native of the setting, it
provides research centred in a rural perspective, rather than from the perspective
of an outsider looking in.

4. The opportunity for research participants to develop personal skills through the
examination of current practice and policy. Through being involved in this
study, research participants have taken steps to reorient and improve
connections between services*’. The practice of health promotion supports
personal and social development in the individual and community and also has a
strong focus on multi-level change, including educational, organisational,
political, structural and legislative changes *6. Despite many participants

providing some level of RSE or sexual health intervention — prior to this study

14



there had been minimal collaboration or communication between stakeholders
within the setting and limited focus on how to address community and
organisation level needs or indeed how individual, interpersonal, organisational,
community and societal interrelationships may be achieved. Involvement within
the study led to several participants taking personal initiative to commence

interventions or create new connections with other stakeholders.

Practical improvements in sexual health promotion in the setting and beyond.
The findings of the stakeholder and youth consultations provide practical
insights on sexual health provision in the rural setting. These findings have been
disseminated to the wider sexual health community via publications and
conferences and have led to the opportunity to implement the recommendations
within practice, specifically those relating to condom access, networking of
community stakeholders with health and education stakeholders and the

necessity to improve youth and interagency communication.

Examining the feasibility of embedding the Delphi method within a PAR study.
There is limited literature relating to the use of the Delphi method. This study
demonstrates how a Delphi study can be embedded within PAR to gather

information and involvement from participants.

. The contributions to the literature as an example of PAR in the rural Australian
setting. This project provides a contemporary example of insider-research that
connects with stakeholders to develop solutions via PAR within the setting. By
involving participants in the problem-solving nature of the research, the
recommendations and key concepts of the RuSHY Framework document

provide evidence that is grounded in current practice.

. The lack of focus or prioritisation towards targeting rural sexual health at
socioecological levels beyond the individual is highlighted within this research.
This work provides rural communities with guidance on how to focus
organisational and community level interventions and supports greater advocacy

towards greater funding and focus for the rural workforce.
. This work provides a platform for further testing of the RuSHY Framework in
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other settings to evaluate the transcontextual validity of the framework. There
are limitations relating to the transferability of the framework to other settings
without further study, as it must be acknowledged that no two rural contexts are
exactly the same *° and transferability from one context to another in the rural

setting can be problematic *°.
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Chapter 3: Literature Review

A review of sexual health interventions and initiatives that target young people
aged 16 to 24 years living in rural Australia.

Background

Sexual health education, provision and access to contraception, sexual health promotion
and information provision are areas of importance in addressing sexual health, but there
iIs a lack of quality evidence in Australia exploring sexual health interventions in the
rural area. This lack of a rural voice within the literature leads to policy and practice
decisions that must rely on evidence from outside Australia, from urban settings, or from

remote Indigenous community focussed research.

Young people aged 16-24 years were identified in Australia as a priority population for
sexually transmissible infection (ST1) prevention strategies °* and represented 75% of
identified chlamydia infections in 2017 3. While most Australians (71%) live in major
cities, one in 10 live in small towns with populations of less than 10,000. There is
restricted availability of sexual health and relationships and sexuality education (RSE)
providers in small rural towns with less youth-specific services and limited numbers of
doctors. Non-specialist trained teachers deliver RSE as part of a broad health
curriculum, and limited pharmacy services restrict options for processing prescriptions
or purchasing contraceptives * 24, The responsibility of providing RSE in many
countries, particularly in the rural setting, regularly falls upon schools 618 52.53 'Within
the Australian setting, significant gaps in students’ sexual health knowledge and

dissatisfaction with the relevance of RSE that is provided have been reported 4% % °,

Teachers of RSE have been found to struggle in their ability and willingness to address
gender and sexuality diverse content or other content that may be seen to be
controversial such as pleasure, pornography and non-reproductive sex®® %5 In an
overcrowded curriculum, RSE can often be delivered in a tokenistic or superficial
manner that ensures the topic is delivered in some manner, but not extensively >89, This
is despite effective RSE being strongly associated with increased odds of young people
using contraception and gaining higher levels of STI knowledge 5. This lack of
prioritisation, particularly in the rural setting with a paucity of specialist services,
presents a risk in RSE and youth sexual health service provision.

17



School-based sexual health education is not standardised nor mandatory across
Australia, often lacks a focus on negotiating consensual sex 2, and often fails to include
same-sex attraction 22452 Hillier and Mitchell?* surveyed same-sex-attracted young
people (n=1,749) and found that in comparison with heterosexual groups, these young
people experienced higher rates of STIs (10% vs. 2%) and 40% (n=576) felt that school-
based sex education was not useful at all due to a lack of same-sex content.

Sexual health campaigns and education targeting youth often assume that safe sex
decisions are made by independent, consenting individuals *2!. An Australian study by
Powell exploring young women’s experiences around safe-sex practices and negotiating
safe sex also highlighted gaps in school-based education?. This large qualitative study
(n=94) set in rural and urban Australia found that few participants had received
education regarding the law and sexual consent and most wanted more information on
negotiating safe and consensual sex rather than the biological aspects of sexual activity.
Powell noted that while school-based education and health promotion is important,
schools do not have the sole responsibility for sexual health education, stressing that safe

and consensual sex requires a community-wide response.

The aim of this present review is to synthesise the available evidence on sexual health
interventions and initiatives that target young people aged 16 to 24 years living in rural
Australia, either through explicit interventions or indirectly through interventions that

influence peers, communities or schools.

Methods

Search strategy

A systematic search was conducted in January through to March 2019 to identify
relevant publications from the following databases: CINAHL, EMBASE, ERIC,
PsychINFO, Science Direct, Scopus, Web of Knowledge, and Cochrane Library of
Systematic Reviews. In addition, grey literature was searched using Dissertation
Abstracts International and Mednar. Meta-analysis, systematic reviews and quick
reviews were also searched for additional publications, as were reference lists of found

publications.

Search terms included: (“relationship* and “sexuality education” OR “relationship* and
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sex* education” OR “sex* education” OR “sex* AND relationship* education OR
“RSE” OR “sex and relationship education OR sre” OR “sexual health” OR “health
education” OR “sexual health education” OR “condom access” OR “condoms AND
sexually-transmitted infections” OR “condom distribution” OR “condoms” OR “"sexual
health services” OR “sexual health promotion” OR “sexual health” OR “Students, High
School™ OR "Schools, Middle" OR "School Policies” OR "Schools, Secondary" OR
"school” OR "School Health Nursing™ OR "School Health Education” OR "Schools")
AND (“rural” OR “rural areas” OR “rural health” OR “rural population” OR “non-

urban” OR “regional”) .

Searched fields were keyword, title and abstract. Searches were narrowed to include
only human studies (CINAHL, PsycINFO, EMBASE) in databases that allowed the
limitation. In addition, the PsycINFO and EMBASE search strategy was restricted by
age to include adolescents and adults but to exclude children under the age of 12 years
old. Searches were limited to English language studies and limited to the past 10 years
of publication. Searches were not limited to Australian studies.

Eligibility criteria

Studies were included in this review if they collected quantitative or qualitative data
which reported one or more of the following in the rural setting: sexual health
promotion; sexual health education provision; condom provision or distribution; sexual
health primary provision, sexual health care access. A broad approach was taken in
terms of inclusion of studies and studies that collected data from both urban and rural
settings were included for initial assessment with the detailed criteria for inclusion and
exclusion found in Table 1Error! Reference source not found.. Studies that evaluated
programs or interventions that targeted youth; studies that asked health or youth service
providers about youth sexual health provision; and studies that asked young people

about sexual health were included.
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Table 1 Table of search domains and inclusions/exclusion criteria

Search domain

Inclusion criteria

Exclusion criteria

Setting Rural Remote Aboriginal
communities
Regional Urban only
Urban and rural/regional
Remote and rural/regional
Australian
Topics

Intervention Target

Relationships and sexuality

education

Sexual health promotion
Sexual health education
Sexual health primary care
Access to sexual health

Condom access or

provision

Sexual health knowledge

Primarily young people

aged 16-24 years

Maternal care

Mental health
Alcohol and other drugs

Obesity

Children under 16 years

Young people aged 16-24
years only representing a
small part of a larger

targeted population
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Studies were excluded if they did not include rural or regional Australian populations;
did not focus in any way on young people aged 16 to 24 years; or if they were not
explicitly studies that involved sexual health, but had combined sexual health as a
smaller component of mental health or other youth health outcomes. Studies that solely
reported on remote Aboriginal community interventions or studies that focussed on

primary school aged children were also excluded.

Selection of studies

All citations were downloaded into Endnote software. Titles (and abstracts where
available) were screened for relevance using the inclusion criteria. Citations were
categorised into two groups: i) possibly relevant studies; and ii) excluded studies (clearly
irrelevant as they were not human studies or not focussed on sexual health). The full-text
of any potential studies was obtained, using a low threshold for inclusion if there was
any doubt. These studies were then screened against the inclusion criteria to determine
eligibility.

Data extraction and management

A standard data recording form was used to extract information from each included
study. The data extracted, where available, included: i) participant characteristics
(sample size, mean age, sex and location); ii) methods (study design, recruitment mode,
incentive use and response rate); iii) outcomes (units of measurement and instruments

used); and iv) results (summary data and author conclusions).

Assessment of bias in included studies

Studies were assessed for threats to external validity through risk of selection bias by
determining whether the study respondents were selected randomly or through a
convenience sample, where the respondents were recruited from, and what incentives

were offered or used to recruit students.

Results

Study selection

Figure 1 outlines the number of articles involved in this present review. The search
process identified 697 articles from the ten databases leaving 646 after duplicates were

removed. After titles were screened for irrelevance (not human studies; n = 2; and not
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sexual health related; n = 226), 418 remained for abstract screening. This resulted in 52

articles appearing relevant and a further 31 were then excluded through full text review

that found they did not report on relevant outcome measures. Twenty articles reporting

on studies and one book reporting on two studies met the inclusion criteria and detail on

their characteristics are included in Appendix C: Data extraction table 4 24 28.60.63-79 80,

Figure 1 Review flow chart

IDENTIFICATION

Records identified through
database searching (hn=697)

i

Records after duplicates

removed (n=644)

SCREENING

i

Records screened (title)

Record s excluded as not human
or not sexual health (n =228)

(n=644)
i

Records screened (abstract)
(n=418)

Records excluded as not
Australia, not rural etc (n = 266)

ELIGIBILTY

Full-text articles assessed
for eligibility (n=52)

Records excluded as not

relevant (h=31)

INCLUDED

Articles and books included
for synthesis (n = 21)
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Study characteristics

Participants

The earliest studies included in this review were published in 2009 "8 and the latest in
2018 - 72, Of studies reporting location of data collection, the largest proportion was
conducted in Victoria (n = 11) with much smaller numbers in other Australian states and
the territories. Twelve studies recruited participants from a self-described “rural” or
“regional” population sample, while two studies recruited participants from a mixed
“rural and regional” sample population. A further six studies collected data from mixed
rural-urban sample populations. Studies with participants focussed on all genders. Of

these mixed or comparative studies, only one presented separately reported rural data .

Sample sizes in studies with participants varied greatly from 138 to 4,284, explained
through the varied methodology utilised. Twelve studies recruited young people only as
their sample population 4 60.65.67.69,70.73-76, 79,80 \yhjle a further three combined data
collected from young people and health service providers or stakeholders 8% 72 78 Three
studies only collected data from health service or education stakeholders 28671 one
recruited parents of young people as their sample population % and two studies were

program evaluations without a sample population % 77,

Study methods

There were no examples of participatory action research or Delphi studies with
stakeholders. The two program evaluations focused on the cost-effectiveness of the
interventions described based on data collected ®* 77. One study invited participation
from all undergraduate students at a regional university ", another invited participation
from all attendees training at regional sporting clubs " 7. Yeung** invited participation
from all young people who attended a sexual health screen at 156 clinics around the
country. All other studies involved a convenience sample with participants sourced from
within schools, service provider networks or involvement in programs, with many using
purposive sampling to evaluate a program or provide situational detail on a specific
setting or issue.

Four studies collected focus group data from participants for qualitative analysis, 23 68 72

76: while two collected focus group data and interactive body mapping data %% %°. Two
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studies described collection of data through purely interview ® 7%, Within the same
publication, Carmody outlines the collection of data in two separate studies, one using
in-depth interviews another using pre- and post-test survey . Survey was solely used in
a further four studies 87 7° >80 while being combined with interviews ®, semi-
structured interviews , reference group discussion ’°, urine sample collection ™ ™ and
an STI screen 14, Of those studies that included survey, Kong’* "> was the only paper-
collected survey; all others relied on online or electronic survey collection, with
Johnston, Harvey, Matich, Page, Jukka, Hollins ® using a mixture of online and peer
facilitated electronic survey collection with young people administering surveys to other
young people. One retrospective case study combined clinician reports, client feedback

and self-reflective journaling 8.

Incentives

Kong highlighted that food refreshments were provided to participating sporting clubs
for all club members, prizes were available to participants, all participants received a
merchandise bag with lollipops and condoms; and testing was free of charge in the
program that yielded both papers "+ 7°. Tomnay, Bourke and Fairley ® stated that a $40
voucher was offered to participants in their focus groups; while participants were placed
in to a draw for an electronic tablet in another study ’°; and participants received free
professional training in another study . The remaining studies reviewed did not

explicitly state if incentives were or were not offered to participants.

Outcomes

There were no studies that measured outcomes of interventions against a control or
random sample and only one 8 that measured pre- post- intervention outcomes. Two
studies were purely descriptive evaluations, one of advertising STI health services for
rural young people % and suitability and cost-effectiveness of condom-vending
machines in rural towns 7. Of other evaluation studies, there was a summative
evaluation of the Smart and Deadly initiative '2; a post-intervention evaluation of the
effectiveness of a university-based sexual health education program for under-graduate
students 3 and an evaluation of a webcam sexual health service . Several studies aimed
to examine or describe the suitability of various interventions including online testing ¢,

acceptability of nurse-led clinics °; and a case review of an outreach youth clinic at a

24



rural secondary school 8.

Several papers examined attitudes, knowledge or understanding of young people on
topics such as understanding of relationships, first sexual encounters, pregnancy,
domestic violence and STIs °; how decisions were made about potential sexual partners
and STI knowledge °; what young people wanted in sexuality and violence prevention
education ®; views and preferences for presenting to general practitioners ®'; perceptions
on sexuality and relationships education content ’°; and access to sexual health
services’®. One paper compared youth perceptions to stakeholders in terms of youth
access to sexual health services ® while others examined stakeholder perceptions on
youth sexual health promotion interventions, such as the potential role of male
adolescents in pregnancy prevention and unintended pregnancy * or what was needed to
support good sexual health for secondary school students 2. One study examined

parental attitudes towards sexual health education in schools .

A cross-sectional study provided an analysis on chlamydia prevalence in rural versus
urban communities **; while others provided chlamydia prevalence data " and sexual
health decision making data " from participants from rural sporting clubs. There was no

use of validated tools, or large-scale interventions.

Risk of bias

The risk of bias was high across most studies, with most relying on convenience or
purposive sampling of participants and utilising small sample sizes ranging between n =
8 and n= 50 participants. The risk of bias was not addressed within the reporting of most
studies, with only two 1* & explicitly acknowledging the possibility of selection bias
within their studies; while another acknowledged potential recall bias .

Discussion

This review synthesises evidence from studies addressing rural youth sexual health in
the Australian setting. There was a paucity of literature that specifically addressed sexual
health for rural youth in Australia. Three themes of research were evident in the
available literature: — young people’s access to sexual health services; the sexual health
education and information that is provided to young people; and the provision of STI

testing services for young people. There were limited studies that examined the
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provision of sexual health information, services, education or testing beyond an

individual focus and addressed community or organisational level needs.

Research focus

There is limited Australian literature on youth sexual health provision in the rural
setting. The limited number of papers found across the entire scope of sexual health
provision and interventions that focusses on rural Australia presents a clear opportunity
for additional research. There is a distinct lack of a rural voice in sexual health research
in the Australian setting, especially within Western Australia, beyond remote,
particularly northern, predominately Aboriginal communities. More than half of the

recent research was conducted in the state of Victoria.

Within research that is easily accessible on this topic, there is a lack of evaluative or
intervention style studies in the rural area. There was a single study conducted in New
South Wales that attempted to examine undergraduate sexual behaviours and attitudes
and to measure exposure to a university-wide sexual health intervention 73, This study
was the largest attempted intervention study found within the literature — but in the
views of the researchers, failed to achieve an adequate number of participants (n = 956)
to measure pre to post intervention effectively. Researchers used the collected data as a
cross-sectional study rather than to evaluate the effectiveness of the intervention. Other
evaluative studies were small in scale and focussed on non-probability sampling or
convenience sampling for participants and while delivering interesting insights into the
interventions or programs initiated "> 8, may have limited transferability to other
settings, or were evaluation studies examining why an intervention failed to be effective
64-66.78 There was a lack of standardisation in terms of data collection instruments,

questionnaires or interview guides, limiting the opportunity for comparative analyses.

The largest studies in terms of participants found in the research provide interesting
insights in to what is happening situationally in terms of cross-sectional analysis of both
attendees to primary health care (n = 4,284) or attendees to a once-off STI screening
program run through sporting clubs (n = 709) " 7>, The implementation of STI screening
in sporting clubs saw an impressive participation rate (95%), captured a number of

undiagnosed cases of chlamydia (5.1% of sexually active participants) and was reported
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to be an acceptable setting for STI screening for young people “. In the 10 years since
that intervention was tested, there is no evidence in the literature of follow-up research
involving STI screening of a similar population in rural sporting clubs either in the
original setting (Victoria) or any other states. There has been rural research on trialling
web-cam consultations ®, direct marketing of STI testing services to young people ®,
and online testing initiatives "® with all of these programs reporting limited success and

uptake of services.

Education and knowledge

RSE provision in the rural setting is primarily the role of teachers, with support from
outside organisations. There was no research found that examined the perspectives or
needs of rural teachers in the Australian setting and what support they need to
effectively deliver the sexual health component of the Australian curriculum. A recent
study that did examine the structural supports that are needed to provide good sexual
health education for rural secondary school students 28 called for improved government
policy direction to signal the importance of relationships and sexuality education to

teachers and schools.

Dyson examined parental attitudes towards relationships and sexuality education;
finding varied attitudes towards what parents considered important or required in this
subject area. It was suggested that a cautious approach was required when advocating
for relationships and sexuality education in the school setting . While the needs and
desires of parents must be considered, this should not be at the detriment of a child’s
education, with the Australian Curriculum Standards® and the Western Australian
School Curriculum and Standards Authority®? setting clear guidelines on what should be
taught in this area. Beyond education delivered from school settings, one study
highlights the lack of recognition towards potential peer education roles for adolescent
males in the prevention of pregnancy ", which suggests that there is a clear opportunity
for further investigation of the appropriateness of peer education in the rural setting and
to explore what is required to support stakeholders in recognising these opportunities.
The Smart and Deadly intervention, while focussed on rural Aboriginal community
members provides a strong example of effective peer education and community

engagement towards sexual health provision 2.

27



The acquisition and retention of sexual health education in the rural setting has also seen
limited research. There has been some examination of school-based knowledge
acquisition for rural students "° and research that has gathered knowledge on current
knowledge of young people towards STIs, sexual health and sexual relationships 6 6% &,
There is a lack of consistency in what is asked of young people, how this knowledge is
assessed and what support is required to provide adequate relationships and sexual

health education.

Intervention design

Important research has been done in the rural setting that focusses on individual level
interventions, but there are limited examples of multi-level programs that address
broader socio-ecological levels. There is a clear opportunity for rural-focussed research
that examines multi-level interventions or investigations that have been shown to be
effective in producing positive youth sexual health outcomes in other settings 88 and
that are able to be sustained longer term through incorporation and assimilation to
community and structural contexts 8. While most available literature examined
individual or interpersonal level interventions, there were some examples of research

that moved beyond these socio-ecological levels.

The evaluation study on feasibility of condom-vending machines for rural towns, is an
intervention that addressed individual level access to condoms. However, the research
evaluation focussed on the economic and community level acceptance of the condom
vending machines within the rural setting ”’. Other research that examined sexual health
provision via a multi-level focus includes the examination of what community level
supports ensured the effective implementation of a sexual health program from the
perspectives of both participants and stakeholders and what would be required in the
future to improve its implementation "?; and what community and societal level
structural support is required to provide adequate relationships and sexuality education
in the rural setting 28. Mac Phail and colleagues ", attempted to evaluate an organisation
wide intervention that focussed on creating a supportive sexual health environment and
address multiple social-ecological levels but failed to recruit adequate participant

numbers to accurately evaluate the program.
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Conclusion

Given the paucity of data available on Australian rural sexual health provision
implementation, the lack of consistency in interventions or initiatives and limited
evaluation within the research, there is a need to further examine how to better plan,
implement and evaluate sexual health services in the rural setting. Research that focusses
on systematic implementation and evaluation of sexual health interventions will provide
evidence for further rural research to build upon. There is an absence of a rural-based
voice on sexual health provision in the rural setting and without providing rural

stakeholders and young people a voice, their needs will not be met.
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Chapter 4: Introduction to Methodology

Within the project, several sources of data were collected and analysed. Participatory
action research (PAR) is an iterative and interactive methodology and at the time that the
research protocol (detailed in Chapter 5) was written and published, the exact nature of
the second and third stages of the project had not yet evolved.

The following chapters:

e outline the methodological stages of the three PAR cycles of this research
project (Chapter 5: Developing a framework for community-based sexual health
interventions for youth in the rural setting: protocol for a participatory action

research study)
e give context on the setting of the project (Chapter 6: Setting); and

e provide an insight in to how the research process was managed in a socially
proximate insider-research setting (Chapter 7: Managing qualitative research as

insider-research in small rural communities.).

The first PAR cycle of the project sought to understand the setting and context, and
develop a draft framework addressing the threats, opportunities, weaknesses and needs
highlighted by youth and stakeholder participants. This was achieved through an early

scoping literature review that informed:

e The development of the research protocol (Chapter 5: Developing a
framework for community-based sexual health interventions for youth in the

rural setting: protocol for a participatory action research study)

e A series of youth focus groups and interviews (Chapter 9: ‘Everyone knows
everyone’: youth perceptions of relationships and sexuality education,

condom access and health services in a rural town®®)
e A community mapping exercise (Chapter 8: Community Mapping)

e Stakeholder interviews (Chapter 10: Stakeholder perceptions of
relationships and

sexuality education, backlash and health services in a rural town®’).
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e A photovoice project was proposed in the development of this project but
removed in consultation with young people who participated in the youth

focus groups.

The data collected and analysed from the above methods informed the development of
the draft framework. This framework and data themes were shared with a wide range of
stakeholders to provide feedback on the thematic analysis and validate early findings
and assertions via member checking. Once the draft framework was fully developed, the
second PAR cycle, a localised Delphi study was initiated to gather feedback and refine
the document. At the completion of this process, the refined framework document was
evaluated by participants of an Australia wide Delphi study, with this process detailed in
Chapter 11: Delphi Study to Validate the Framework
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Chapter 5: Developing a framework for community-based sexual
health interventions for youth in the rural setting: protocol for a
participatory action research study

This paper was written as the formal protocol for the project and was published in BMJ
Open in 2017.

This is an Open Access article distributed in accordance with the Creative Commons
Attribution Non Commercial (CC BY-NC 4.0) license, which permits others to
distribute, remix, adapt, build upon this work non-commercially, and license their
derivative works on different terms, provided the original work is properly cited and the

use is non-commercial. See: http://creativecommons.orgd/licenses/by-nc/4.0/

Heslop CW, Burns S, Lobo R, et al. Developing a framework for community based
sexual health interventions for youth in the rural setting: protocol for a participatory
action research study. BMJ Open 2017;0:e013368. doi:
http://dx.doi.org/10.1136/bmjopen-2016-013368

32


http://creativecommons.org/licenses/by-nc/4.0/
http://dx.doi.org/10.1136/bmjopen-2016-013368

Open Access

BM) Open

To cite: Heskop OW, Burns S,
Laba R, &t al Develoning 2
Tramework 10c comenunity-
hased seaal health
intarventions for youth in

the rural satting: protecol

for 2 participstory action
research study. BWJ Open
2017 0:0013368, dok 10,1136/
bmjopen-2016-013368

» Preputikcation history for
this paper ure availsbie onling,
To view these files please visit
the jounal onling {ittp./idx.dok.
og/10.1 136 bmjopen-2016-
0133585

Received 7 July 2016
Ravised 1 March 2017
Accepied 9 March 2017

W) cons

Collaberation for Evidence,
Research and Impact, School of
Public Henlth, Curtin Uinteersity,

Protocol

Developing a framework for
community-based sexual health
interventions for youth in the rural
setting: protocol for a participatory
action research study

Cari William Heslop, Sharyn Burns, Roanna Lobo, Ruth McConigley

ABSTRACT

Introduction There is kmited research examining
community-based or multileved inferventions that address
the sexual health of young peapie in the rural Australian
context. Thes paper describes the Participatory Action
Research (PAR} project that will develop and validate a
frameswork that is effective foe planning, implementing
and evaluating multilevel community-based sexual heaith
inerventions for young peopls aged 16-24 years in the
Australian rural setting.

Methods and analysis To develop a framework for sexual
health interventions with stakeholders, PAR will be used.
Three PAR cycles will be conducted. using semistructured
ong-an-one inferviews, focus groups, community
mapping and photovoice 1o inform the devedopment of a
draft ramework. Cycle 2 and Oycle 3 will use tarpeted
Delphi studies 1o gather evaluation and feedback on the
developed draft framework. All data collected will be
reviewed and analysed mn detail and coded as concepts
become apparent at each stage of the process.

Ethics and dissemination This pratocol descrites a
supervisad doctoral resaarch project. This project seeks
to confribute to the literature regarding PAR in the rural
setting and the use of the Delphi technique within PAR
projects. The developed framework as a result of the
project will provide a foundation for further research
tasting the application of the framewark in other settings
and health areas, This research has received ethics
approval from the Curtin Universsty Human Research and
Ethics Committee (HRS6/2015),

INTRODUCTION

There is limited rescarch examining commu-
nityhased  or multilevel  interventions  that
address the sexual health of young people in
the rural Ausiralian context. This target group
is a priority population in the Third National

engths and limitations of this study

This project will use Bronfenbrenner's
Ecological Framework for Human  Devel-
opment (o identify and evaluate how the
different socioecological levels are addressed
by current services,” A systematic review of 15
sexunl behaviour interventions targeting US
Latina adolescents found that while different
socioecological levels were often included,
individual and interpersonal levels were the
most common focus.” The review authors’
recommended interventions should address
community and societal level issues intho-
encing youth sexual health.” Similarly in their
rapid review Brown «f af’ found preventative
programmes that argeted multiple domains
of a young person's life were maost effective in

Pert, Westem Australia Sexually Transmissible Infections Strategy 2014-  increasing pmlecliw behuviours, increasing
Augtraia 2017, While efforts must be made to improve  awareness and knowledge around sexually
P vouth sexual health, barters (o establishing  transmined infection (STT) prevention and
Car Wiliam Heslop; appropriate sexual health services inruralareas reducing ST among young people, A review
cart heslop@posigrad.curtin, presentadditional challenges relating o access,  of STI prevention  interventions  suggests
edu.au anonymity and service availability.” maintaining  these  interventons - the
BM) Heskp CW, af al BMJ Open 2017,0:2013368, 0ot 10.1135bmjopen-2016-013368 1
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Open Access

longer term may require the incorporation of a vanety
of community components and societal levels 1o ensure
sustainability,”

Multilevel programmes based within broader socio-
ecological systems have been found o be effective i
enhancing  positive youth  sexwal health outcomes.”
although application in rural Australia is vet 10 be tested,
Primary prevention strategics and education, combined
with voluntary STI testing and early treatment, are high-
lighted in the Third National Sexually Transmissible
Infections Strategy 2014-2017" as the most effective
response (o the spread of STI however, there is no suit-
able framework or model for provision and coordination
of these srategies and interventions in the rural sewing.

This PAR project takes place in a small rural 1own in
Western Anstralia, A community  health  organisation
forum within the town'” highlighted that healthcare
providers viewed themselves as “not yowrh friendly’, with
low vouth engagement and expressed a desire o improve
youth health services. A series of interviews with 20 rural-
hased youth participants were conducted early in 2014
with fecdback showing that young people in the town
were unaware of the necessity to be tested for STls, how
mfections are transmitted and panici’)am.s raised issues
relating to condom access and use.'” Within the rural
setting, sexual education and services are often delivered
by nonspecialist services and may lack coordination,
planning and evaluaton. A framework that identifies the
key stakeholders, education and services—and how they
interact within the setting—will be developed through
this PAR project, This framework will provide a founda-
tion for further research testing the application of the
framework in other settings and health areas,

Participatory Action Research (PAR) has been used
in Toronto, Canada, and Australia to work in direct
consultation with yvoung people and service providers
10 improve the ways in which sexual health promotion
and sexual health services are delivered.”” " There is a
lack of evidence in the rural setting of PAR being used
10 improve the delivery of sexual health services such as
sexual health promotion, primary prevention strategies
or STI westing and interventions, This project aims to
engage stakeholders within the ruml community setting
by using PAR to examine and cxplore ways to improve
the delivery of sexual health promotion education: sexual
health-related  mteragency communication and sexual
health service provision for young people. This PAR
process will lead to the development of s draft framework
that communities can use. This draft framework will iden-
tify key stakeholders, key settings, services and potential
interventions within the community.

The developed dralt framework will be further evalu-
ated and refined through trgeted Delphi studies. Delphi
studies are o method of group communication used
10 gain consensus and feedback from a group of iden-
tified experts,'” There is limited literatre refating 10
the use of the Delphi method within PAR, Fletcher and
Marchildon'” used a modified Delphi method within

their PAR project on health leadership with an increased
emphasis on the qualitative nature of the open-ended
questionmaire and suggest that the method is appropriate
for PAR studies. This project secks o contribute to the
literature regarding PAR in the rural setting and the use
of the Delphi studies within PAR projects.

AIM AND DBJECTIVES

This PAR project will develop and validate o frame
work that is effective for planning, implementung and
evaluating muliilevel  community-based  sexual  health
interventions for young people aged 16-24 vears in the
Australian rural setting.

Study objectives
The objectives of the project will be:

L. 1o conduct an analysis i relation o evidence-
based practice, setrings, key stakeholders and
interventons o understand the context of the
sefting;

2. develop a framework in consultation with key
stakeholders and the target group for planning,
implementing and  evaluating  community-based
vouth sexual health interventions in the rural
setting using a PAR methodology; and

4. evaluate the validity of the framework.

METHODS AND ANALYSIS

PAR is o systematic and rigorous approach 1o investiga-
ton that enables stakeholders and researchers o explore
and discover eHective solutions 10 everyday life prob-
lems.'” PAR involves giving stakeholders the apportunity
10 be involved with multiple recurrent stages (cyeles) of
communin-hased observation, reflection, planning and
action,”’ with each cycle following on from and influ-
encing subsequent eveles." " This research method has
an orientation owards community action and analvsis o
address social problems.'” Using PAR in the community
is beneficial in increasing engagement and the collab-
orative nature of the rescarch.”™ Bronfenbrenner's
Ecological Framework for Human Development provides
a framework for highlighting and examming individual,
interpersonal, organisational and community inter-rela-
tionships.”

Three PAR cycles will be conducted as per figure 1. PAR
Cycle | will include semistructured one-on-one inter-
views, focus groups, community mapping and photovoice
to inform the development of a draft framework, Cycle 2
and Cyele 5 will use targeted Delphi studies to gather evals
uation and feedback on the developed draft framework
by experts in sexual health provision and rural health o
alow refinement and revision and improved practical
application, Effort will be made 1o use innovative and
engaging data collection methods to ensure participant
engagement and high data quality, particularly with yvouth
participants'” as using tools other than survey-based tools
may increase the detail of response [rom participants in

2
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Figure 1

such a small sample size while reducing social desirability
bias,"

SETTING
This project will ke place in 2 small rural community
in Western Australia. The researcher lives and works
within the commumity and will manage potential impacts
of conducting insider research within their own commu-
nity. There are benefits of conducting insider research,
mcluding holding a greater understanding of history
and culture within the setting”’ and the opportunity to
gather a greater volume and depth of daa from known
informants.” There are also significant challenges such
as bias, maintaining confidentiality and anonvmity and
estublished informant relationships.” " There is current
Iterature availuble that provides guidance on managing
the challenges of insider rescarch,” ™ although this liter-
ature focuses on organisational structure or workplace
research, rather than an entire small communiry.

The research setting s & Western Australian town, with
a population of approximately 5500 people. It is located
approximately 30km from the nearest regional centre
(population approximately 40000) and 400km from the
nearest major city, Young people aged between 16 and 24
vears comprise around 10% of the overall population.™

CYCLE 2: LocAL Creee2
DELPHI Data
STupY ANALYSIS

REFINED DELPHY
Process

No regular public tansport exists between this town
and the regional centre, aside from school bus services.
No sexual health-specific services are provided within
the 1own beyond generalist healtheare, though regional
umbrella support is provided from the regional centre,

Participants in this study will be commumity stuke-
holders and young people, Youth participants wall be
engaged o ensure that the implications of implementing
the framework and any suggested interventions are youth-
friendly, appropriate and reflect the needs of the arget
population,

PAR CYCLE 1

Recruitment and sample size

The researcher will be using existing professional networks
and a local undesstanding of services and knowledge of
the setting to identify potential panicipants, A purposive
sample of key professional and community siakeholders
will be recruited for the inital interviews, Approximately
1520 community stakeholders will participate in the
context setting observation cycle in PAR Cycle 1.

Youth participants (16-19 vears) will also be recruited
through snowball sampling technique 1o participate
in the context setting observation ¢vele in PAR Cyele
1. Approximately 30 voung people will be recruited 1o
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participate in three focus groups. Purposive selection of
focus group participants for one-on-one interviews will be
used if more in<lepth data are required, and these partic-
ipants will be invited 1o participate in the photovoice
component of the research. Additional recruioment will
take place through peer referral and advertising through
existing social media networks (sporting club pages,
youth centre pages and community organisation pages).

Youth participants (n-10) from the focus groups will be
purposively selected to attend training on the photovoice
project and will be asked 1o take photographs 1o provide
further context w the study,

Data collection

The data collected in PAR Cycle | will be used to identify
and analyse the needs, gaps, weaknesses and opportuni-
ties within the setting relating 1o current and potential
settings, stakeholders and interventions for youth sexual
health, These data will also mform the development of
the draft framework.

Throughout the project, the researcher will keep a
comprehensive reflective research journal, camloguing
the progress, obstacles and successes of the research
process. This journal will be kept to acknowledge the
researcher's experiences and context within the research,
analysis and interpretation.” "' The journal will also act
as & component of the audit tail for the study, ™ Reflec-
tive journals can also increase research validity by making
subjective processes transparent for those outside the
rescarch project.”

Stakeholders

Data will be collected through semistructured onesto-one
interviews with stakeholders, A semistructured interview
guide will be developed using the socioecological health
maodel o identify barniers, facilitators and opportunitics
associated with each level of the model, Semistroctured
interviews have been chosen 1o allow stakeholders the
freedom to express their views i their own terms while
allowing lor the discovery or claboration of information
provided within the interview.” The interview questions
will address an environmental scan and strength, weak-
ness, opportunity and threat (SWOT) analysis for youth
sexual health interventions within the setting. Consis
tent with qualimtive research methodology, interview
questions will be modified and refined throughout the
daa collection process as unexplored phenomena are
exposed,”

Youth (1619 years)

Data from youth focus groups and one-onone inter
views will be combined with stakeholder dam o inform
environmental scan and SWOT analvsis of the commue-
nity. This community analysis will provide participants
with the opportunity to highlight what is already avaik
able and what is required o address youth sexual health
needs. Community mapping exercises will be used within
focus groups and interviews as an interactive visial and

8

relational data gathering technique.™ Participants will be
asked 1o draw maps that graphically display their percep-
tion of services within the wwn, the interaction with and
between services and their ideals regarding service loce
tion,

Photovoice is a participatory rescarch method that can
be used 1o conwibute 10 an enhanced understanding
of community assets and needs,” Photovoice will be
used to triangulate the interview and focus group data®
and has been previously used effectively 1o engage with
youth participants in other studies,”™ " Youth participants
(n=10) from the focus groups will be purposively selected
to atend training on the photovoice project and will be
asked to take photographs using their own smartphones
to provide further context to the study. Different themes
will be explored,” from the general nature of the town
(o access points of sexual health services and resources,
to other themes relating to sexual health within the
rural town context. Smartphone ownership in Australia
is high,"" particularly among young people, with 91%
of Australian teens aged 14-17 vears owning & mobile
phone and 94% of those youth mobile phone owners
having a smartphone.’ Participants will be asked 10 take
photographs on their own devices that capture informa-
tion and the discussed themes from their own personal
perspective. The photography topics will be developed
with participant involvement and be guided by early focus
groups and imterviews with voung people, i

Interviews, focus groups and photovoice sessions will be
factlitated by the lead rescarcher and will be conducted in
private, quiet, places that are convenient and appropriate
o the participants (eg, clubs, vouth centres and health
centres) and will be organised directly with each partic-
ipant or group. Interviews and focus group sessions will
tike between 40 and 60min. Photovoice sessions will be
facilitated by the researcher and are anticipated to take
between 45 and H0min per session with the duration,
number and frequency of the sessions 1o be negotiated
with participants.” " Interviews, focus group discussions
and photovaice analvsis will be audio-recorded and tran-
scribed verbatim 1o assist with data analysis.

Analysis

All data collected will be reviewed and analysed in detail
and coded as concepts become apparent ar each stage of
the process and reported as part of the PAR process.” All
will be managed using NVivo soltware,

Interviews and focus groups

A grounded theory approach to data analysis will be used
involving constant comparison analysis of the interview
and focus group transcription dat that will commence
with the first interview, Constant comparison analysis
requires the researcher to continually sort through the
datu collected, coding the information to identity key
themes and reinforce theory generation.” ™ Constant
comparison analysis of focus groups and interviews will
assist the vesearcher in assessing data saturation as it is

@
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possible (0 assess if the themes that emerged from one
participant or group also emerged in others,” " The
stages of analysis will involve open coding of manuseripty
to reduce the data into small units, axial coding o group
these units into categories followed by selective coding to
develop themes that express the content,™ '

Community mapping

Visual mapping daw will be summarised through trans-
ference into written descriptive data explaining each
participant’s community map, These data will be sored
and categorised as themes develop using a grounded
theary approach.” The newly categorised data will be
analysed in o subsequent session with participants (o
review  ciategories for consisteney and 1o identify key
themes,

Photovoice

Participanis will be involved with the early analysis of
photographs, selecting photographs that most accurately
reflect the project aims and contextualising the photog-
raphy and initial identification of issues, themes and
theories that emerge. Ensuring participant involvement
will avoid distortion of the data 1o fit the researcher's
needs." Issues, themes and theories will be further anal-
vsed by the researcher and assigned codes.

PAR CYCLE 2

It is planned that PAR Cycle 2 will use i Delphi study 1o
further develop and refine the draft framewark; however,
PAR is an iterative process, featuring revision and explo-
ration of issnes and themes as they evolve within the
research process, The exact natre of Cycles 2 and 3 of
this PAR study cannot be completely known prior 1o the
commencement of the study, because the study partic-
ipants and their needs will influence how the study
progresses.”” " Additional ethics approval will be sought
for any additional processes required,

Recruitment and sample size

There is & Inck of consensus on what represents adequate
sample size for Delphi studies. "' Delphi panel size does
not depend on statistical power but relies on the dynamics
of a group for arriving at consensus with the literature
recommending 10-18 experts on a Delphi panel,”

The initial community organisations and stakeholders
involved in Cycle 1 will be invited to provide feedback
on the developed draft framework, Any individuals and
organisations that were identified in the inital cevele
but who were not approached or unable to participate
will also be invited, Additional health workers from
primary healthcare (general practitioners and practice
nurses) and youth services (support officers) may be
approached 1o provide feedback on the framework if
required.

It i anticipated that approximately 80% of partici-
pants from PAR Cycle 1 wall participate in the imitial
Delphi study, alongside additional recruited participants

i the second evcle of the PAR study, It is anticipated
that approxumately U local participants will need to be
approached 1o provide feedback on the framework, 10
allow for refusals, nonresponses and withdrawals, The
number to be recruited in PAR Cycle 2 will be influenced
by community involvement in the first cycle of the project.

Data collection

The Delphi technique is a group communication process
as well us a method of achieving a consensus of opinion. "'
The Delphi technigue process for this study is displayed
m figure 2. During PAR Cyele 2 participants will be invited
1o provide feedback on how appropriate and effective the
framework developed in PAR Cyele 1 will be for imple-
menting  and coordinating  community-based  youth
sexual health interventions in the seting. To collect this
mlormation, an open-ended questionnaire, informed by
PAR cycle 1 daa, will form the first stage of the Delphi
study, while subsequent cycles of inguiry will provide
participants with a series ofnp;mrluuilk-u 1o offer further
feedback on the framework, ' Data will be grouped and
verified with pardcipanis 1o ensure that the dat are fairly
represented. Further iterations of the Delphi study will
enable the most important factors 1o be identified and
ranked wsing a 7-point Likert scale.”” "' Ieradons of
the survey will continue until participants reach 80%
consensus on the framework.'™ ™!

Analysis
Data collected in the first round of Delphi questdon-
naires will be qualitative in nature and will be analysed
using content analysis techniques,” ™ This process will be
informed by the cancepts of the socioecological model.
Subsequent iterations of the Delphi study will provide
participants with their carlicr responses o compare
with the new data that has been summansed and edited.
Participants will then rate or rank the new sttements
wsing 7-point Likert scales." ' ™" Statistical analysis
will be performed on the ranked Likert scales 1o idennfy
statements that achieve group consensus,'' Measures of
central tendency (means, mode and median) and level
of dispersion (8D and IQR) will be calculated, and a
third questionnaire consisting of the sttements and
their statistical ratings from the previous Delphi round
will be presented 1o participants,” ™ Further statistical
analysis of the 7-point Likert scales will be used o judge
the level of consensus to the statements,

PAR CYCLE 3

Cyele 3 i an expanded consultation on the refined
framework using the Deiphi method as informed by the
localised Delphi study, Primary healthcare professionals,
youth workers, health promotion professionals and other
vouth-focused  professions involved with sexaal health
mterventions i the rural setting will be approached o
provide feedback on the refined framework, Participants
from Cyele 2 will also be mvited o participate in this final
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Figure 2 Delphl flowchart for provision of stakeholder feedback on draft framework in PAR Cycles 2 and 3.

cycle, with feedback compared with the findings of the
Cycle 2 Delphi study.

Recruitment and sample size

The PAR Cycle 3 Delphi study will engage approxi-
mately 50 expert participants with a background of
primary health, vouth work, health promotion and
other youth-focused professions in the rural setting.
A non-probability sampling technigue will be used
to select a panel of national and mternational expert
participants based on their ability to generate insight
into community-hased sexual health interventions in
the rural setting. Professional primary healthcare and
youth work networks will be used initially 1o contact
national and international participants,

Data collection
Data collection for Cycle 3 will follow a similar approach
to Cyele 2. with an open-ended guestionnaire to be

admimstered with participants 10 provide fecedback on
how appropnate and effective the developed framework
will be for implementing and coordinating commumni-
ty-based vouth sexual health interventions in the rural
setting.

Analysis
Data analysis of the Cycle 3 Delphi study will mirror the
analysis method in the eadier Cycle 2 Delphi study,

RIGOUR

Several measures will be employed 1o increase the rfigow
of this research, To reduce bias, data will be collected
and coded by the researcher and discussed regularly with
the research team.” The researcher will acknowledge
and record sources of potential personal bias thar could
mfluence the processes of data collection and analysis as
a result of existing networks and connections. This level

6
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of documentation will increase confirmability of the
research by providing an audit tril allowing observers to
confirm the veracity of the study," ™ Increased credibility
will be achieved through prolonged engagement with the
setting and regulir member checking of raw data, anal-
yses and reports.” Detailed descriptions of the contextual
data and activities of the stmudy, through immersion,
reflective journalling and detled documentation will
provide transferability through allowing others to analyse
the situation and research outcomes based on seting and
context.” " Triangulation across data sources and data
collecion procedures will allow the determination of
congruence of findings."" ™ Stakeholders may be reinter-
viewed to further clarify or examine points if necessary.

To reduce bias and enhance conformability, the coding
and themes will be analysed by the research group (n=3).
This will involve a reflective practice whereby the lead
author will code, then codes will be discussed by the
research group and further refined to ensure the themes
reflect the dataser, This process will enhance depend-
ability and mtercoder reliability, while the Delphi process
will also provide an opportunity for research participants
to check the meanings they intended are included in the
themes. The research group will be involved in the devel-
opment of all interview guides and further refinement of
the guide will occur as a team, While there are advantages
to all interviews being conducted by one researcher, this
process can also reduce interviewer bias. The research
group discussions will reduce subjectivity,”

ETHICS AND DISSEMINATION

'This research has received cthics approval from the
Curtin University Human Research and Ethics Committee
(HR96/2015).

Given the small size of the community in which the
projeciwill be undertaken, there are ethical considerations
in relation to protecting the anonymity of participants
and confidentiality of daty, particularly regarding inter-
views and focus groups, The connected nature of small
communities will be acknowledged in consent forms and
care will be taken in analysis and presentation of data to
ensure participant confidentiality, Data that may overtly
identify participants will be excluded.™

Consent will be required from all participants prior to
their involvement in the project. The project will target
young people and will involve young people below the
age of I8 years. Participants under the age of 18 years,
but over the age o consent 10 sexual activity in Western
Australia (16 vears), as per the Criminal Code Act Comipi-
fation Act 1913 (Section 321)"7 and who are judged to
be mature enough 1o understand the research study and
provide consent without parental consent,™ will be consid-
ered as marure minors. Consisient with other smdies,”
astandardised procedure for establishing mature minor
status has been developed.™

This is a supervised doctoral research project, and
the results of this research project will be used by the

rescarcher 10 obtain 4 Doctor of Philosophy. Several
papers relating the results of the project will be published
over the course of the project. In an effont to ensure the
wider community is aware of the project, its methods
and objectives, information on the stdy will be released
via the local community newspaper, community centres
and community social media networks, The progress and
findings of the stdy will also be commumicated o stake-
holders and the community through local media and
resource centres, forums, social media and electranic
newsletters.
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Chapter 6: Setting

The community of Denmark, Western Australia (WA), was purposively chosen as the
setting for the PAR project in response to community-voiced desire for improved youth
sexual health service provision, education and support from community members within

the town.

Location

The Shire of Denmark is located on the south coast of WA approximately 50kms west of
Albany (large regional centre) and 400kms south of Perth (capital city of WA). No
regular public transport exists within the Shire, nor between Albany and Denmark, aside
from school bus services. The Shire has an area of 1,859.9 square kms extending 70 kms
in an east west direction and 30kms north south and is home to a community who reside
across the four town sites of Denmark, Peaceful Bay, Bow Bridge and Nornalup.
Approximately 9.1% of the Shire population are employed in agriculture, compared to
9.1% of Regional Western Australia and 2.4% of Western Australia®®.

Denmark is classified by the Australian Standard Geographical Classification System as
Outer Regional (RA3), with an ARIA+ (Accessibility/Remoteness Index of Australia
Plus) Average score of 4 (moderately accessible). The National Strategic Framework for

Rural and Remote Health *° classifies all RA2 and RA3 centres as “rural”.

Demographic characteristics

An estimated 550 young people aged 16-24 years reside in Denmark comprising
approximately 8.86% of the total population &. Of this group, only 12 individuals were
recorded as Aboriginal or Torres Strait Islander (approximately 0.02% of the
population). There are no dedicated Aboriginal or Torres Strait Islander services

provided within the town.

Consistent with other rural towns in Australia, a lack of tertiary education and training
opportunities within the Shire leads to a significant proportion of young people leaving
Denmark for either larger regional centres such as Albany, or the capital city, Perth for
greater opportunities 81, The Shire of Denmark is also a popular destination for rural
retirement migration and therefore the Shire has a higher than average proportion of

persons aged over 55 years °2. This combined with the youth out-migration pattern,
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where young people leave smaller towns for larger regional centres or cities for
education and employment, impacts on community composition, service prioritisation

and orientation % %4,

Denmark’s age profile is not dissimilar to other small rural towns in the WA Local
Government Association Great Southern/South West regions (see Figure 2) but it does
have a considerably lower proportion of population aged 16-24 years ®'. This lower
proportion represents a risk to service provision towards this demographic, particularly
in the area of sexual health. This is because there is a rationalisation of service provision
towards the majority due to a lower proportion of population in this age bracket. While
this is economically reasonable, it is not equitable. There is a concession that not all
required services can be provided for young people in every small town. There is
however, a responsibility to educate young people adequately, particularly in regard to
sexual health knowledge, understanding of consent and contraception; acknowledgement
of the need for ST1 testing; and how to engage with sexual health services. With youth
out-migration patterns, a lack of preparation of rural young people terms of sexual health
skills and knowledge become the problem of regional centre and capital city sexual

health providers.
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Figure 2 Percentage of Population in 5 year age scales for Selected Local
Government Areas compared to WA State and Great Southern-South West
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Community engagement

Prior to the start of this project, several stakeholders self-identified local facilities and
practices as being “not youth friendly” and lacked youth engagement®®. A small series of
health consultations were facilitated by the lead author for the Denmark Health Hub
early in 2014 courtesy of Sexual Health Week funding from WA AIDS Council
(WAAC), that suggested young people in the community were unaware of the necessity
to be tested for sexually transmissible infections; how infections were transmitted and
that there are issues over condom access relating to both availability and use®. Concerns
surrounding sexual health, alcohol and consent were raised by school communities,
Denmark Youth Services, and the Denmark-Walpole Football Club. The germination of
a project that addressed the sexual health needs of young people within the town in
terms of access, education and sexual health promotion occurred and the lead researcher
began examining potential intervention styles with stakeholders. Projects that were more
interventionist in style were initially examined, but with further examination of the issue
of sexual health within the rural context it became clear that there was both a lack of

guidance for rural practitioners and a lack of resources.
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The lead researcher is a health professional who resides in Denmark and works regularly
with young people in both a professional and volunteer capacity within the town through
roles including nursing, health promotion, tutoring, mentoring and through coaching,
playing and volunteering though the local Australian Rules Football Club. Former co-
supervisor Dr McConigley also resides in Denmark and was the Chairperson of the
Denmark Health Hub (DHH) (a collaborative health services group) at the time that this
research project was initiated. Neither the lead researcher nor the former co-supervisor
were employed in the sexual health sector or youth services at the commencement of
this project. Beyond the initial small WAAC Sexual Health Week grant that funded the
youth consultations that preceeded this project, there was no funding, scholarship or

formal program support for this project.

There was significant interest and commitment from the members of the DHH, Denmark
Youth Services (DYS) and local sporting clubs in addressing sexual health within the
setting and the lead researcher was able to utilise existing professional networks,
understandings of local services and knowledge of the setting to identify potential
participants, engage the community and remain involved as an active component of the
PAR method. With a lack of specialist services and a lead researcher self-funding or
volunteering within the role, it became apparent to stakeholders and researchers that a
research project that relied heavily on interventions driven by individuals such as the
lead researcher may lack transferrability to other settings and a project that focussed on

supporting existing stakeholders would be more suitable.

Sexual health services for youth

There are limited options for young people to access sexual health care and education
within the Shire. Available health services include two General Practice surgeries and a
small combined hospital and health service that provides emergency and inpatient
medical care. There is a part-time school nurse position that provides support to the two
senior high schools in the area (one Independent government grade 7-12 high school and
one Agricultural College with boarding students, grades 10-12). This school nurse
position also supports the three primary schools (one government, two Independent) in
the town. There are no other specialist sexual health or youth health services within the
town. While there are two youth private sexual health clinics operated by GP clinics in

44



neighbouring Albany, neither have an active presence in Denmark.

The population health unit in Albany has a regional part-time Sexual Health and Blood
Borne Virus Project Officer that services the entire WA Country Health Service Lower
Great Southern health district; from Denmark to Katanning (180km away). Sexual
health promotion in Denmark is provided in an ad hoc manner by ‘accidental’ experts,
passionate volunteers and community advocates rather than a dedicated workforce.

Relationships and sexuality education (RSE) is the role of the secondary high school
Health and Physical Education teachers, with supplementation from the part-time school
nurse and annual visits from the “Dr Yes” program; a program organised by the
Australian Medical Association (WA) that provides medical students the opportunity to
deliver harm minimisation sessions to high school students on topics including alcohol

and other drugs, mental health and sexual health.

“The Denmark Study”, a 1989 project collaboration between the CSIRO and Curtin
University led by Brian Bishop and Geoffrey Syme, involved interviewing 104 residents
and 13 representatives of government departments as well as community consultations,
focus groups and questionnaires. This study identified significant problems in youth
services in the region. These were “a lack of self-reliance and motivation”, the impact of
a lack of “educational opportunities”, a “lack of people working together” and a “lack of
understanding of other groups” % (page 65). Early discussions with stakeholders in
preparation and design of this project suggests that little had changed in this area in the

decades proceeding this study.
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Chapter 7: Managing qualitative research as insider-research in small
rural communities.

This paper was published to contribute to the literature a series of recommendations on
managing insider-research in small rural communities. There was a lack of relevant
literature on this topic prior to the publication of this article in Rural and Remote Health
in 2018.

This work is licensed under a Creative Commons Attribution 4.0 International Licence.

The researcher is free to:
e Share — copy and redistribute the material in any medium or format

e Adapt — remix, transform, and build upon the material for any purpose, even

commercially.

Heslop C, Burns S, Lobo R. Managing qualitative research as insider-research in small
rural communities. Rural and Remote Health 2018; 18: 4576.
https://doi.org/10.22605/RRH4576
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Introduction

Rural clinicians in small communities face the pressure of always being ‘on-duty’ , and the ethical challenges of
overlapping relationships and role duamy’ while working within settings with active gossip networks  and Increased
sacial proximity . Conducting insider research within small rural communities poses similar challenges and pressures.

This commentary describes perspectives of insider research using the participatory action research method, focusing
on improving outcomes relating to youth sexual health services in a small rural community . Insider research is used to
describe research where the researcher has a direct involvement or connection with the research settingg. There are
varying degrees of ‘insider’, and the concept should be viewed as a continuum rather than a clichotomyE or binary
opposites . The lead author of this article has experience as an insider researcher, living as a long-term resident and
conducting research within their own small rural community‘. and has navigated the ethical challenges and community
pressures of conducting participatory action research within an interconnected network.

It is generally presumed that access to study participants is easily granted for the insiler researcher = and data
collection Is therefore less time oonsumlng". The author has found some participants very willing to assist the project
based on previous personal or professional relationships, while others required extended periods of deliberation before
participating, or refusing. The literature suggests there are no overwhelming advantages to being an insider or outsider
researcher’ ' and, while insider research is not problematic in itself'”, in the authors’ experience the research team
must maintain a safe research environment for both participants and the researcher.

The positionality of the insider researcher allows advantages relating to a greater understanding of a community’s
undocumented historical context *, access to research paricipants’ and an intimacy or familiarity that promotes
sharing" and trust’. This was an advantage for this research, which enabled the researcher 1o become embedded
within the cntical paradigm

The interconnected nature of rural communities

There Is literature examining the phenomena of insider research within the context of workplaces . professional
seftings , education” ', subculture~ and community , and literature examining management of clinical work within
small rural communities ', There is, however, to the author's knowledge, limited lterature examining the
experience of insider research as conducted in a place of personal belonging or everyday life for the researcher .

Rural towns are interconnected in nature, individuals five with close social contadt’ and professionals rarely maintain
singular roles . Insiders within these communities manage the ethics of dual roles and interconnected relationships as
professionals” "~ or researchers’ ~'. It has been highlighted In workplace research that insider researchers face
challenges maintaining clear boundanes with colleagues and peers . In the small-town setting, this is combined with the
rural workforce aspect of seeming always available .

Insider researchers manage the benefits of interconnected communities, such as increased approachabimy"' and
greater access 1o research parficipants or interviews , while ensuring confidentiality’~ or informed consent'’ are not
compromised by pre-established professional or peer relationshipsr'. or local networks , The insider researcher
explicitly acknowledged the interconnectedness of rural towns In ethics submissions, participant information and
consent forms, explaining that maintaining confidentiality through anonymity may not be guaranteed in the setting’. This
disclosure allowed participants to provide clear informed consent with an understanding of the setting. The researcher
provided full disclosure of research aims and intent to all participants.

Mitigating difficulties maintaining anonymity can be achieved through having the whole research team review cases, or
by forming an adwisory group to give guidance and recommendations around decisions on de-identification and
exclusion of data. It may be appropriate to avoid controversial lines of enquiry , or consider withholding information
from publication or discussion that could be identifying' '
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Existing relationships

A rural insider researcher can leverage relationships that are already formed. This may include advantages relating to a
greater understanding of setting, established relationships and key stakeholders'*. Some participants may feel obliged
to participate due o pre-existing relationships . Coercion is addressed through the manner in which an Insider
researcher approaches, contacts, obtains consent from and explains research parficipation to a potential
pa ﬂi Cipa m.“» 26

Ensuring that participants know they can withdraw at any stage of the research process, and that refusing to participate
will not be detrimental to existing small town networks and opportunities, is crifical in maintaining the ethical integrity of
the research’ . In the present research, efforts were made lo ensure young people did not feel coerced into
participating due to their relationship with the researcher, and they were provided with opportunities and an explanation
of how to withdraw from the study at any stage,

Ensuring neutralty during the interview process is important in minimising a participant's feeling that they should
confirm or conform 1o the researcher's own opinions, particularly within the context of ongoing Interaction’, and
researchers may decide to use a third party to interview some participants. Within this research, some participants had
preconceplions of possible oulcomes the researcher may have wanted o achieve based on previous professional work
within the community around sexual health, youth health and sporting clubs. The Insider researcher actively sought
participants from beyond immediate professional networks and sought out stakeholders who were known to hoid
opposing or contrary views to other participants. The researcher chose to mitigate researcher bias through recording
existing and strained relationships when reviewing participant recruiiment.

Insider researchers should disclose the a|ms and mtem of their research *, while ensuring pamczpants feel they are
engaged in a process that promotes sharing ™ and trust’, and that informed consent is not compromised . To eliminate
polential awkwardness after a data collection episode, the researcher explicitly stated to participants how important it
was to have diversity of viewpoinis,

The research team look care 10 minimise participants being loo focused on preconceived ideas of the researcher’s
work'", or feelings of coercion 10 express views they believed match those of the wider community” . For example, they
took care how they porfrayed their views in local and social media,

When interviewing known participants, there can be occasions where shared prior experiences may not be fully
explained, and further questioning may be required to clarify a known phenomenon for data collection” . This shoukd
be done carefully to avoid guiding the participant while acknowledging that this pre-existing knowledge may exist” and
may feel contrived. In the present research, the research team checked manuscripls to reduce bias and ensured
probing questions were full and complete to enhance confirmability. The insider researcher negotiates a fine balance
between participant and researcher assumptions, pre-existing knowledge and the researcher’s desire for data'" ™,
Regular discussion with the research team was an important aspect of this research.

Ongoing relationships

Workplace inskler research may lead to a continued interaction post-fesearch" ", small communities see increased
role duality, where clinicians are on the same sporting teams as patients, or the leacher of a chitd™”, This directly
applies to research, with the interconnected nature of small communities Ieadlng to a greater chance of continued
contact beyond the researcher-participant relationship and research pro;ed

At school drop-off times, sporting clubs, the aisle of the local supermarket — all became setlings for continued
researcher—participant interaction, where the author was met with queries on project progress. While this is not entirely
problematic, maintaining a participant's right to anonymous and confidential participation , and ethical researcher—
participant boundaries can be difficull” * within the socially proximate rural setting

The researcher found participants generally curious about study progress, others thal were consulted, and if the peer
they referred participated. Informing participants at the time of data collection of the research process and how
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important it is for participants not to discuss the research in informal settings until the data are fully analysed and
reported can help manage continuing interactions, as can limiting the window of data collection. A scripted response
that the research team is continuing to speak with participants, and that data are being analysed with results available
by a set time, can allow researchers to manage relationships by providing credible information and updates while
maintaining confidentiality and anonymity” .

Insider researchers can feel a significant burden in trying to maintain conﬁdentialiy” and, in the case of preparing for
publication, can be pressured by the knowledge that participants may read published resuits and recognise themselves
or others despite efforts to de-identify data'". The authors have chosen to withhold quotes and identifying data such as
Job postitions In presenting data that may identify participants from this small rural setting in publication.

Conclusion

Insider researchers have an important role in generating research from within the rural area and, while not
overwhelmingly advantaged or disadvan!agod", they occupy a position of privilege and trust. Prior to collecting data,
insider researchers should take measures to negotiate ongoing relationships and the researcher's place within a
community, inciuding managing how views are portrayed in social and local media; manage bias by approaching
panticipants beyond obvious networks and recording existing relationships; and explicitly acknowledge the
interconnected nature of rural towns in ethics submissions and participant information. With appropriate measures and
planning in place, insider research can be conducted rigorously.
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Chapter 8: Community Mapping

Introduction

Community mapping was used in this study to triangulate stakeholder data and explore
youth participants’ perspectives of the characteristics of setting * through a simplified
ground-truthing exercise. Ground-truthing has been utilised in participatory youth
research in the past °® and can be utilised to gather visual and relational data rather than
geospatial mapping °" . The researcher held previous experience in conducting
community mapping as a youth engagement exercise through a series of youth
consultations for the Shire of Denmark in 2014 *°. Community mapping can be used to
scaffold the agency of young people to convey insight into themselves and their

perspectives of the world around them .

Methods

Community mapping was utilised as an engagement and ice-breaker tool with youth
focus group participants *°. Focus groups were conducted in a small rural town in
Western Australia; population of approximately 5,500 and a youth population aged 16-
29 years of approximately 500. Informed consent was obtained from each participant
and those under 18 years were assessed on their competence to provide mature minor
consent 1% on a case-by-case basis utilising an adapted framework 1%, Fifteen young
people aged between 16 and 24 years participated in focus group sessions with 13
participating in the community mapping exercise, including eight male and five female
identifying participants. Two participants (both female) declined the invitation to
participate in community mapping. These two participants were involved in a focus
group session, however felt they did not have time to also participate in the community
mapping exercise. Participants were asked to take a piece of A3 paper and a pen or
marker pen and draw the community as they saw it. All forms of expressions were

acceptable, and participants were not limited in how they “mapped”.

All participants were asked to identify major landmarks in Denmark, key areas that
young people spent time, places to access health services and information, and any
important connections or interactions between those entities. Participants were provided

time and space to complete the exercise before the focus groups and transcription
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commenced. The activity generated conversation and at times derision, particularly in
the young male focus group when one participant decided to draw their community map
as symbols and graffiti style artwork rather than a recognisable “map”. When reassured
by the facilitator that this was acceptable and that there were no right or wrong methods,

the participant continued to creatively “map” the town in their eyes.

Two participants chose to list their perspectives on the community rather than draw it,
which brought different data to the exercise, and further discussion on why that
particular method was chosen amongst participants. As an exercise, mapping created
dialogue that flowed through into the recorded focus group sessions. With no boundaries
on how to represent their community through the mapping activity, participants were
free to explore different methods of description and expression. Four examples are
included in Figure 3. Mapping in this instance was more than geographical or spatial in

focus representing a “visual and relational data-gathering technique™%2,

Figure 3 Community Mapping Participant examples
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Figure 3 continued: Community Mapping Participant examples

Community mapping sessions lasted up to 20 minutes with participants deciding when
the sessions would cease, and the recorded focus group could commence. Community
maps were discussed with participants to summarise the data and to conclude the

exercise.

Mapping data were inspected and analysed by the lead author. The exercise was used
primarily as an ice-breaker activity; however, analysis of the places and youth
environments that participants mapped provided the author with insight in to how
participants viewed their community. All maps were table top reviewed with key map
data transferred into data that could be sorted and categorised .

Landmarks were tallied and logged into an Excel spreadsheet with the frequency they
were mapped. No allowance was made for the size that landmarks were mapped. While

all participants were asked to draw connections between landmarks, only two
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participants clearly linked landmarks. Data were represented in a consolidated
community map created utilising Draw io software. Landmarks were placed on the map
by the researcher to represent their location in relation to each other with a focus on
relationship and frequency rather than rigid geography. Data that could easily de-
identify participants were excluded from discussion® and “home” was mapped as a

singular location.

Findings

There were key landmarks or zones that participants identified within the activity that
represent ‘hubs’ for young people in this community. A total of 52 unique landmarks or
places were listed, drawn or mapped by participants. Themes or descriptors were
excluded from analysis in this instance. These include terms or themes that while
interesting in discussion, were not easily identified as clear landmarks or centres and
were exluded from analysis. These included terms like “rain”, “weed”, “good fishing”,
“hippys” (sic) and “tall trees”. Similarly, graphic representations of the sun, marijuana

leaves or people were excluded.

All other places were identified, including less well known “hang-outs” such as areas in
bushland that had place names (i.e. “fairy land” and “panther land”’) where participants
reported going to consume alcohol and/or other drugs or to hold parties. “Home” was
also included as a place. The neighbouring town was rarely mapped by participants and
only one participant mapped or represented the available bus service that connects the
two towns. Of interest, the local hardware store was identified and recognised more
regularly by participants than the neighbouring regional town with its population of

40,000 people and wide range of regional youth services.

The findings highlight there are key zones or areas that young people in the town
mapped and identified with. Key youth activity hubs such as school and major
landmarks, including the hospital, were identified in addition to a few less well mapped
places that were recognisable to participants. The recreation precinct was strongly
represented in most maps, with the football club, skate park, youth centre, recreation
centre and gym appearing in most participant maps. Local youth hangouts or stores that

experience high levels of youth traffic were represented regularly within the mapping.
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These stores attract and also employ the greatest number of young people within the
town — and in the context of condom access — additionally represent the most accessible
places to purchase contraceptives. The local service (petrol) station — a place of high
youth employment with a range of hot food and late opening hours was mapped as a key

landmark in the town as frequently as the local hospital.

The frequency of the mapped landmarks is represented in the researcher developed
consolidated community map seen in Figure 4 (a larger version is in Appendix E).
Landmarks sizes are represented in the consolidated map by the rate they appeared in
participant maps — with the most frequently occurring landmarks being the football club,
the skate park, the high school, the supermarket, the service station, the town’s major
beach and the hospital. Major roads and the river are mapped as they appeared regularly
in participants’ maps in various forms, while no other roads or transport options were

regularly mapped or represented.
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Figure 4 Composite map from analysed data
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Discussion

Many of the male participants in this study (n = 8) were engaged in sport and recreation
in the town, so it was unsurprising that the sport and recreation centres of the town were
well represented in the mapping of the community. Sporting clubs are an important part
of rural communities and often act as a key engagement centre 1% 1% The mapping of
non-organised recreation centres such as the “ghetto hoops”, a basketball park consisting
of a set of derelict basketball hoops on some cracked bitumen courts by the river,
frequented by young people after school and on weekends; the town’s nearest beach
(Ocean Beach) and the skate park — a purpose built concrete park that has high use by

young people; displays that non-formalised sporting centres are well recognised and
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regarded within the setting. These spaces represent areas of high frequency youth
attendance, particularly with young people who may not be engaged with formalised

structured sports.

The stores or services that have high levels of youth employment were also well
represented in the mapping process. These were seen by participants as key landmarks in
the town — and represent the core venues where young people spend their money when
in the setting; while major health centres were mapped as expected. It was interesting to
note that while most traditional health services were mapped; the school nurse service
and the wide range of complementary health services that are in the town (acupuncture,
chiropractor, physiotherapist) were not. While the exclusion of the complementary
health services could be explained through the framing of the exercise being on the topic
of sexual health, the exclusion of the school nurse mirrors some of the discussion held

during the youth focus groups relating to not being aware of the service .

The inclusion of spaces such as “Fairy Land” and “Panther Land” that are lesser known
areas Where young people “wag school* (play truant) and often consume alcohol and/or
other drugs; and the references to marijuana both as text and drawings were interesting
to note. Participants seemd to be comfortable disclosing their knowledge of these areas
and interests to the researcher. While these settings were not directly related to health or
the provision of sexual health services — they were noted as important by a few
participants and are relevant in the planning for sexual health interventions within the
setting given the associations or interrelationships between risk-taking sexual
behaviour, alcohol and other drug use and youth 5% 105106 \While stakeholders may not
be able to access these informal areas, knowledge of the risk-taking behaviours that may
occur at these settings can inform delivery of information and education to young

people.

Conclusions

Community mapping within the context of this project was not designed to generate
large quantities of data or expose key themes. Its role within the study was to assist in
triangulating other collected data, gaining perspective on how youth participants viewed

their town while building rapport and engagement with the research process. The
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mapping process was an effective activation tool in the focus group sessions and the
researcher found that it provided a source point for several casual discussions on health
services or information centres within the setting. The researcher utilised some of the
collected data early in phase one of the PAR Cycle to identify any other key
stakeholders who may have added insight to the development of the RuUSHY
Framework. Community mapping in this context also allowed for ground-truthing of the
previously identified key landmarks for young people in the town from the PAR
community mapping undertaken early in the research process and provided insight in to

how young people perceived their own town and community.
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Chapter 9: ‘Everyone knows everyone’: youth perceptions of
relationships and sexuality education, condom access and health
services in a rural town

This paper contains the analysis of the youth focus groups conducted as part of first
cycle of the this PAR project. This article was published in Sex Education in 2019 and is
a component of the formative work that was completed to inform the development of the
RuSHY Framework.

An author’s original manuscript is provided unedited for this chapter.

This is the authors original manuscript of an article published as the version of record in
Sex Education © 2019, republished by permission of Informa UK Limited, trading as

Taylor & Francis Group, available online:

Carl W Heslop, Sharyn Burns & Roanna Lobo (2019): ‘Everyone knows everyone’:
youth perceptions of relationships and sexuality education, condom access and health
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Abstract

Sexual health promotion and Relationships and Sexuality Education (RSE) are
influenced by interrelated social and cultural factors, particularly in a rural setting.
This paper reports findings from interviews with young people when asked about
experiences and perspectives accessing RSE and sexual health services in a small rural
Australian town. Fifteen young people (16 to 24 years) participated in semi-structured
focus groups and interviews. Data was analysed and coded with four key themes
emerging: relevant and credible sexual health education; make it easy; GP
accessibility; and discreet condom supply. The findings of this study have practical
implications when addressing community level sexual health and RSE needs.
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Introduction

Sexual health promotion and service provision is often influenced by interrelated social and
cultural factors (Jackson, Haw, and Frank 2010) which impact on the ability of communities
to effectively meet the sexual health needs of young people, particularly in the rural
Australian setting. In this study, young people living in a small rural town in Australia were
interviewed about their experiences and perspectives accessing Relationships and Sexuality
Education (RSE) and services. Bronfenbrenner (1979) ecological approach was utilised to
examine findings and explore impacts on access and delivery of services. The research was
conducted as part of a larger project aiming to improve the coordination and delivery of RSE
and sexual health services in rural towns (Heslop et al. 2017).

Sexual health is a major issue for young people aged 16-24 years in Australia (DOHA
2014) and despite testing rates lower than 10%, Chlamydia is the most common bacterial
sexually transmissible infection {ST1) in young Australian adults (Kong et al. 2011; DOH
2017), with a high prevalence in young men and women attending rural General Practitioner
(GP) clinics (Yeung et al. 2014). Rural communities are generally interconnected settings
with close social contact (Heslop, Burns, and Lobo 2018) leading to problems of
confidentiality (Cameron and Dupal 2009; Hillier, Scopelliti et al. 2004; Tomnay, Coelli, and
Hocking 2016), professional role duality (Roberts, Battaglia, and Epstein 1999; Barnett and
Yutrzenka 2002; Scopelliti et al. 2004) and a scarcity of personnel and resources (Rygh and
Hjortdahl 2007), predominantly for sexual health services. Rural Australians also bear an
unequal burden in terms of health outcomes (Schofield, Shrestha, and Callander 2012;
Hussain et al. 2015) and structural barriers to accessing sexual health services (Quine et al.
2003).

General practice primary health care is the front line of health care in Australia (Lau
et al. 2016), especially regarding rural sexual health provision where the size of many towns
restricts the provision of specialist services. Generalists and rural workers with broad skills
sets and job descriptions (Murray and Wronski 2006; Mills, Birks, and Hegney 2010) usually
deliver sexual health care (Rygh and Hjortdahl 2007). While current guidelines recommend
sexually active young people are tested for Chlamydia annually (Tomnay, Coelli, and Hocking
2016), many GPs feel under-resourced, under-qualified, lack time or are concerned about
embarrassing patients (Kong et al. 2011; Hocking et al. 2008; Lau et al. 2016). Rural
communities are highly connected and intertwined (Morrison and Lane 2006), and limited
anonymity and confidentiality can impact the adequate provision of youth sexual health
services (Warr and Hillier 1997; Cameron and Dupal 2009; Bryson and Warner-Smith 1998;
Lau et al. 2016). Barriers specific to young people include the cost of consultations and
testing, transport, the location of pathology collection sites (Yeung et al. 2014; Quine et al.
2003), confidentiality concerns, lack of age and gender diversity amongst health
professionals, and service availability (Warr and Hillier 1997; Tomnay, Bourke, and Fairley
2014). Services and communities should therefore work with young people to identify
sexual health needs; and continue to explore alternative health provision settings
including sporting clubs and youth groups (Tomnay, Bourke, and Fairley 2014; Kong, Hellard,
and Hocking 2016).

Schools, and principally teachers, are responsible for the delivery of most RSE for
young people in Australia (Collier-Harris and Goldman 2017). Good quality RSE covers a
diverse range of issues, however, many teachers have little or no professional preparation in
the subject (Ollis, Harrison, and Richardson 2012; Smith et al. 2011) and can be quickly
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criticised when RSE is deemed to transgress societal boundaries, leading to conservative
delivery (Mellanby et al. 2001; Burns and Hendriks 2018; Goldman 2008; Shannon and Smith
2015). Australian school-based RSE lacks standardisation (Powell 2007; Collier-Harris and
Goldman 2017), is often heteronormative (Barnes et al. 2004; Hillier and Mitchell 2008) with
a biological focus (Burns and Hendriks 2018), and pays little attention to the positive aspects
of sexuality (Ollis 2016). Effective RSE requires high quality teacher training (Schaalma et al.
2004; Meyer and Leonardi 2018; Burns and Hendriks 2018); management of classroom
relationships and behaviour (Wight and Abraham 2000); should not focus on a negative
process (Mellanby et al. 2001); and must be sensitive to variance in students’ experience,
values and sexualities (DePalma and Atkinson 2006). To ensure content is relevant, schools
should acknowledge young people’s sexual activity and diversity (Pound, Langford, and
Campbell 2016; Jones et al. 2016; Allen 2005; Grant and Nash 2018).

Young people in rural towns have been shown to lack sexual health knowledge (Kong
et al. 2009; Helmer et al. 2015; Yeung et al. 2017; Senior et al. 2014), highlighting the
importance of RSE in these areas (Burns and Hendriks 2018). Although teachers are
considered the most appropriate professionals to deliver RSE, some young people report
discomfort in having lessons delivered by their regular class teachers (Pound, Langford, and
Campbell 2016). In settings where role duality is an issue (Russell and Humphreys 2016;
Roberts, Battaglia, and Epstein 1999), it may be more comfortable and appropriate to have
outsider providers or school nurses deliver some aspects of RSE (Burns and Hendriks 2018;
Hogan 2018). Provision of high quality evidence-based RSE and health promotion in schools
must include teachers; requires supportive political, administrative and community contexts
(Schaalma et al. 2004; Secor-Turner et al. 2017); and collaboration and partnerships with
outside providers as an important component (World Health Organization 1996).

Condom use, awareness and access are integral parts of sexual health promotion,
with rural schools and GP clinics playing important roles. Young people may require more
than awareness of the need for condoms, but also practise acquiring them (Wight and
Abraham 2000) and increased accessibility through condom vending machines or other
initiatives (Tomnay and Hatch 2013). Embarrassment plays a significant role in reducing
acquisition of condoms (Wight and Abraham 2000; Bell 2009), especially for rural youth
(Hillier, Harrison, and Bowditch 1999) and for young women who feel their sexual
reputations are closely monitored (Warr and Hillier 1997). Young women are often seen to
be responsible for their own choices and bodies (Connor, Edvardsson, and Spelten 2018),
but may experience community-based restrictions or expectations towards sexuality and
equitable condoms access (Hillier, Harrison, and Bowditch 1999). With condom accessibility
depending on a number of socioecological levels, interventions may be required at various
system levels to ensure adequate access (Wang et al. 2018; Schaalma et al. 2004).

Methods

This study took place in a small rural community in Western Australia which has a
population of approximately 2,600 people and a further 3,000 people living in the
surrounding shire. The town is located approximately 50 km from the nearest regional
centre (population approximately 40,000) and 400 km from the nearest major city. The
town has three primary schools, one Government secondary school (grades 7 to 12) and an
agricultural college (grades 10 to 12); with some students travelling to a neighbouring town
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to attend one of five additional secondary schools.

Purposive and snowball sampling were used to recruit participants aged 16 to 24
years to be involved in focus groups and interviews as part of a larger participatory action
research doctoral research project (Heslop et al. 2017). Focus groups and interviews were
conducted by the first author with research supervisors providing guidance. The first author
(CH) has research experience in conducting qualitative interviews and lived within the same
setting as participants. The co-authors are supervisors to the project and were involved in
reviewing data and coding, providing support and advice on data analysis and reviewing the
paper.

Approximately 50% of participants were informally known to the first author prior to
participation and were recruited via advertising through existing networks within sporting
clubs and the youth centre, and further peer referral. Of the 23 young people who
expressed interest in participating, 15 did so with 14 - eight young men (mean age 16.8
years) and six young women (mean age 18.6 years) participating in one of the four single-
gender focus groups and one (young man) participating in an interview. The town has a
small Aboriginal or Torres Strait Islander population of approximately 1% (ABS 2012),
however, no participants identified as Aboriginal or Torres Strait Islander. The single
interview was conducted when the participant missed their proposed focus group and
requested a one-on-one interview. Non-attenders were contacted via phone and SMS
messaging and cited several reasons for not attending scheduled focus groups: including
forgetting, having family or sporting commitments, and not feeling like they had anything to
say. This information was recorded in a field journal.

The focus groups and interview were semi-structured and guided by the socio-
ecological model (Bronfenbrenner 1979) to inform an environmental scan of stakeholders,
settings and interventions in places within the setting; and a further threats, opportunities,
weaknesses and needs (TOWN) analysis of the community. This scan and TOWN analysis
form part of a larger project examining the development of a framework for improving
sexual health delivery in rural towns and is paired with similar data collected from
stakeholders. Interview guides were pilot-tested prior to data collection; these data were
subsequently excluded from the analysis. Discussions focussed on young people’s opinions
on the access and availability of sexual health education, knowledge of local sexual health
services, and barriers and enablers to effective youth sexual health services and education
provision in the town.

Informed consent was obtained from each participant and those under 18 years
were assessed on their competence to provide mature minor consent (Santelli et al. 2003)
on a case-by-case basis utilising an adapted framework (Arora et al. 2011). All participants
were given the opportunity to withdraw from the study at any time and to remove or
withhold data, with the process explained in their supplied participant information sheets.
The interview and focus groups were conducted in private, quiet places that participants
selected as convenient and appropriate. Focus groups lasted up to 45 minutes and were
conducted with flexibility in timeframes depending on the richness of the data and
participant willingness to continue. Focus group discussions can be side-tracked or
dominated by a few individuals: a risk that was mitigated by using an experienced and
effective facilitator (Tomnay, Bourke, and Fairley 2014).

To maintain dependability, the interview and focus groups were audio-recorded and
transcribed verbatim. Data were then open-coded by the first author to reduce the data
into small units, followed by axial coding to group these units into categories and selective
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coding to develop themes that expressed the content (Saldana 2015). Themes were
examined for their alignment to Bronfenbrenner’s systems levels of interaction and whether
they represented threats, opportunities, weaknesses or needs for delivering sexual health
interventions and RSE within the setting. Coding was undertaken using a combined method
of table-top sorting with printed transcripts cut and sorted, to physically engage with data;
with coded data transferred to Nvivo 11 for further constant comparison analysis until data
saturation was reached.

All authors participated in the data analysis process to reduce bias and enhance
confirmability (Bryman 2004). Additional rigour was provided through maintaining an audit
trail, as well as discussion of both process and findings across the research team. Ethics
approval was provided by the Curtin University Human Research and Ethics Committee
(approval number: HR96/2015).

Findings

All young people lived in the town, but had varied experiences of accessing doctors,
condoms and sexual health promotion initiatives. Four key themes emerged to explain
perceptions of RSE and service provision within the town: relevant and credible sexual
health education; make it easy; GP accessibility; and discreet condom supply. Themes were
analysed through a socio-ecological lens to determine the focus of issues raised in relation
to the levels of Bronfenbrenner’s model. Consideration was given to how these levels
interacted and what represented threats, opportunities, weaknesses and needs for the
setting.

Some common threads and related issues ran across themes. Small-town barriers of
interconnectedness, role duality and a lack of anonymity were issues in the provision of RSE,
accessing sexual health information and buying of or accessing condoms. The barrier that
‘everyone knows everyone’ was present across all the major themes and represents the
continued challenge that faces sexual health providers and young people in small towns.
The lack of focus or support towards sexual health from stakeholders and the community
was another thread that emerged. Insufficient time and resources available for schools to
present RSE, limited advertising and cross-promotion from health providers, and limited
accessible options for procuring condoms were recognised as common barriers.

Relevant and credible sexual health education

The young people in this study were either currently in high-school or had recently attended
a high-school in the town and were in the local workforce. Most participants had
experienced RSE delivered as part of their secondary school curriculum within the town,
however the local agricultural college did not deliver any health curriculum at all.
Participants suggested the school-based RSE they had received included some relevant
content, however lacked much of the specific information they wanted or needed, lacked
relevance or depth and/or was very biological.

Chris: ...they don’t talk about it at [my school].
CH: They don’t talk about it?
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Evan: No.

Tim: They do like sections of it at school.

Joseph: They did in lower school.

Tim: Yeah, in lower school they go.

Sean: We played with condoms in year 10, and a dildo that was.
David: | don’t think | was there.

There was further discussion about school RSE in a different focus group:

Brooke: Yeah, they'll give you like a pamphlet to fill out and you're really just staring
at a woman’s uterine or....

Chloe: Or a design of a man’s penis.

Nicole: And like draw labels and stuff. It's like it's really like weird, it's not like the

information you'd really want or need.”

Participants also wanted schools to deliver content in a non-judgemental way that covered
same-sex attraction and diverse sexuality. There was a consensus that same-sex attraction
was not dealt with well during school RSE.

‘Like if you want to like engage in a relationship with a boy or a girl of the same sex
it's ok, we're not going to judge you because of that, ‘cause that’s your choice.
That’s none of our business.” (Nicole)

Young women felt young men in RSE classes spent a significant part of sessions misbehaving
and felt that separating the genders would allow young women greater opportunity to ask
questions. Participants felt greater depth of discussion would occur if the genders were
separated, but there was no discussion on the impact this could have on gender diverse
students.

Chloe: But make sure like the girls are separated from the boys so they can like get
different perspectives so.

Brooke: And get the best out of the information | reckon like.

Chloe: Yeah so a male teacher can teach the guys and like two females can teach the

girls.

And later within the same focus group:
Nicole: Boys always so much more immature about it, they’re always the ones
laughing not taking it seriously.
Chloe: No and like when we’re trying to participate and actually learn we're getting
confused ‘cause all the guys are laughing and making immature, quirky remarks.
The experiences of young men corroborated these comments:
Chris: And it's all mostly just mucking around.

Evan: You don’t take any of it seriously.
Tim: You do still get stuff out of it.
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Evan: Yeah, throwing fannies around the room and shit.

Young people were content for outside providers to come into the school to deliver RSE,
and in many ways, preferred this to regular teachers as it reduced embarrassment felt when
rural town role duality situations occurs, such as the teacher playing community sport with
the students. In addition, presenters from outside the school system were viewed as being
more credible.

‘Having the teacher talking to you about condoms and then going and playing
basketball with him that night, and shit like that, like it’s just, some of it’s weird.’
(Tim)

‘Seriously when it comes to sex ed you actually need a professional that knows his
shit, or her shit." (Chloe)

Participants discussed the importance in having presenters that were not embarrassed
delivering RSE, to ensure information was correct and delivered appropriately, and
comfortable presenting to mixed gender classes. However, it was felt that the school system
did not actively search for these professional services to come to their school enough.

‘When it's a male, they like feel really awkward about teaching it to you so it’s like. |
think they need like a professional or something to come in..." (Brooke)

Make it easy

Young people live busy lives with competing priorities including school, study, work, sport
and social networks, and participants did not want to have to ‘go out of their way’ (Wes,
interview) to access services or find sexual health information. Services need to find ways of
ensuring information and service awareness are visible, accessible and collaborative.
Participants discussed that increasing accessibility and options regarding sexual health
information and services while ensuring availability of condoms is important in reaching
them.

Tim: You know where are you going to get your information from?

Sean: It's like [the youth centre], and like there's stuff at [the youth centre] and like
it's school

Evan: But it's like. | don’t like yeah walk all the way to [the youth centre] and grab
one. And even if there was like a little dedicated that’s just be gay.

Sean: It'd be like no one would go there?

Tim: Why would you want to?

Evan: If you were fucking there, if you had problems, AIDS or some shit you'd go
there.

And as discussed in another focus group:
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Brooke: There is information it's just very limited. You know like there’s only the
hospital or the chemist.
Grace: Or the doctors.

It was important to participants that services worked to reduce the time young people
needed to access them as they were unlikely to attend specialised information sessions.
Participants would rather access information via collaboration with settings such as sports
clubs.

‘No one’s really got the time anymore to go to a community gathering, community
speech or whatever like that but. Have like clinics involved directly within doing an
activity | guess. So part of footy training was a sexual health, mental health clinic |
guess, instead of running out the track.’ (Wes, youth interview)

High traffic youth shopping settings were potential collaboration points for providing sexual
health information, however, young people were realistic about the role local businesses
would be interested in playing and that some business owners would not be interested in
services beyond core business.

‘Like you know ‘cause everyone needs to like make enough money and it's obviously
pretty hard to have a business and do when you're really well. So yeah there’s just
not enough time to like incorporate other things.’ (Chloe)

There was a perception of there being limited communication between medical services in
the town and the school with very little visible collaboration. Participants noted limited
advertising or promotion regarding service availability within the town and the costs
associated. Sexual health and medical services in general needed to be more visible in
advertising their presence and services directly to young people:

Sean: No. | don’t even think there are services to be honest, | honestly, like this
school, at school we do like sex ed.

Evan: There probably would be if you spoke to ‘em but.

Tim: Who would you speak to, that's the problem.

David: Yeah like no one knows who to speak to.

And:

‘Like | don’t know how well like the medical centre say has any kind of like link to the
high school. Like they don’t like advertise themselves there or anything...’ (Brooke)

The need for promotion was particularly relevant to services within the school itself. Some
participants, depending on their school, did not know who the school nurse was or where
they were located by the end of their high school education. There was also limited
knowledge about the school nurse role, with it seen as treating illness only and not including
involvement in RSE or health promotion:
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‘Well | went through 5 years and I still don’t know who the school is nurse is at the
high school.” (Chloe)

Knowledge of the school nurse and their services was later elaborated in the same focus
group amongst discussion on youth access to sexual health services:

Brooke: | still don’t even know who our school nurse is.

CH: Yeah no. Why do you think that is?

Brooke: They just never liked talked about her.

Grace: They don’t say anything about the nurse.

Chloe: Yeah they don’t tell you.

Brooke: It's just, | don’t know you have to kind of figure it out for yourself.

However, one participant within this focus group did have a different experience:

‘Oh it's funny that you say that ‘cause | was like “this” [very close relationship] with
my school nurse.” (Nicole)

Wes reported feeling comfortable using online sources as a means of seeking credible
information, while other participants were not as confident locating information:

‘I think there's a fair few sites now which are quite reliable in that way, trustworthy
guess. Couple of internet GP sort of lines which are set up.....

It's quite obvious when they come up. What sounds right and what sounds wrong
sort of thing.” (Wes)

‘Like you can’t just go on the Internet and then it’s there. It's like you have to know
where to look and know what to type in.’ (Brooke)

GP accessibility

Participants discussed having significant trust in the confidentiality of GPs and feeling
comfortable discussing personal issues including sexual health within those consultations.
While accessing a GP was seen to be a relatively simple process, the greatest barrier was
around insufficient knowledge about payment and cost. Participants trusted local GPs and
felt that disclosing sensitive information and seeking sexual health advice was appropriate
as they are a confidential service, although discretion was important. Some thought their
peers may feel the need to hide that they are accessing the GP from others, while others
may be too scared to attend.

CH: You feel comfortable talking to the doctors and things like that?
Levi: Yeah ‘cause they keep it confidential, so you know that it won't go out.

Seeing a GP of your own gender was preferable, as was one that was more relatable in
terms of similar age rather than significantly older. However, there was still significant
embarrassment in seeking treatment for an STI or asking for contraception regardless of
gender,
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‘Up until the last year or so I've always had a female doctor and she was quite an old
lady.... Now |'ve got a middle aged male doctor. It's a lot more comfortable and |
think like finding a doctor or someone in the town that's actually more suited to
your, to who you are.” (Wes)

GPs were viewed as being readily available, with both walk-ins and booking services seen as
a simple process. Nevertheless, many peers still relied on parents to book appointments.

CH: Would you know, would you guys know how to make a doctor’s appointment?
Joseph: Give ‘em a buzz and ask.
Tim: Call them and ask, am | able to make an appointment, | guess.

‘Ah yes, but | know amongst a lot of my friends there's still a lot of calling home to
ask theirs [parents], can book an appointment sort of thing. Get mum and dad to do
it for them.” (Wes)

‘Medical centre is really good like, like with walk-ins as well and like, and the hospital
is yeah pretty ok with that sort of stuff I've heard.” (Brooke)

One access barrier was being unclear on what services were available and what would and
would not be bulk-billed (with relevant costs covered entirely through the Australian
Medicare System). There was a sense of surprise, or “| did not know that” (Evan) that youth
STI testing was generally bulk-billed. The provision of free services including STI testing in
non-clinical settings such as sports clubs was raised to help improve access.

‘Is it free to go get standard checks and whatnot or not? Is it still a doctor visit
technically?’ (Wes)

And:
Evan: Do we get it free?
CH: You should.
Evan: In [this town]?
CH: You should.
Evan: Oh, | didn’t know that.

CH: So, does anyone here know whether they’'d have to pay?
David: No, not a clue.
Chris: No.

Discreet condom supply

Accessing condoms in a small town was highlighted as difficult. However, recent initiatives
to provide free condoms in sporting clubs and GP clinics had improved accessibility and
participants reported the sense that normalisation towards carrying condoms was making
taking condoms less embarrassing. Participants still viewed buying condoms and pregnancy
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testing kits as ‘very sensitive and personal’ (Brooke, FG2) and often expensive, however the
recent installation of self-service retail supermarket checkouts provided young people with
the opportunity to avoid the embarrassment and awkwardness when purchasing condoms.

‘I guess because you're in a small town, | feel like it’s really weird, like it’s. | don’t
know like | remember when | went and brought condoms, it was just really. Like |
looked the person, like | looked at the person and | knew her and she knew my
girlfriend so it was weird.” (Tim)

‘I really think there should be a bit of self-service places for them [condoms], even if
they're not free.” (Wes)

Avoiding the embarrassment of buying condoms has seen the stealing of condoms
becoming a reasonable alternative to some young people.

Sean: Buying them at the shop’s even worse.
Joseph: Yeah buy them at [store]! Stealing them’ s easier.

Most participants were prepared to purchase condoms, provided access was youth friendly.

Offering cheaper options and having condoms available in discreet and accessible places
using condom vending machines was important and was likely to stop theft.

Tim: | don’t mind paying, it’s just like the awkward like.
Evan: Yeah, the awkward like, you know like.
Sean: Yeah, someone taking your money.

Chloe: First of all you might not have the money, second of all like you don’t want
anyone to see you.
Grace: Yeah especially if you're young like going to try buy one or something.

Brooke: Yeah even like the boxes of condoms they’re like 10 = 14 bucks, it's like dude

it’s ridiculous.

Zane: Definitely like those vending machines, | reckon they'd help huge.

Levi: That'd be a good idea, it's really good idea.

Zane: You'd save kids from stealing, ‘cause kids do steal if they don’t want to buy
them through the counter..

Young women felt concerned about being observed buying condoms due to the perceived
attitudes of their peers, personal shame and fear of parents finding out they were sexually
active. In a setting where it was viewed as ‘more natural’ (Zane, FG3) for young men to be
purchasing condoms, the consensus was that the opportunity and choice should be
accessible to all genders without judgement.

Brooke: One thing | find is the girls only have the tampons and the pads and the boys

only have the condoms. So, the girls don’t actually have a choice of being able to
access condoms, you know it’s only the boys.

72



Grace: Unless you sneakily go into the guys room and just like hey let’s get some.
Brooke: But it should be supplied for both.

Chloe: What you think because we're buying condoms you think that we’re skanks,
hoes or sluts. Like no we’re actually decent women with feelings....

Condoms were reported to be available in several places but relied on young people
approaching attended counters or asking for them. These interactions were awkward and
embarrassing in a setting where ‘everyone knows everyone’ (Nicole, FG2). Accessing
condoms from settings such as a GP consulting room was viewed as less confronting, as only
one person watched you and there was a greater sense of confidentiality.

Grace: When you walk into your doctor’s room they should, everything, they should
have all of that stuff there for you like.

Chloe: Like not out on the counter saying free condoms.

Nicole: In the waiting room.

Recent community driven initiatives to have condoms available in some sports clubs and GP
surgeries has made it less embarrassing for young people to take condoms. Participants
reported a perceived normalisation in terms of acquiring and possessing condoms, however
it was acknowledged there were limits on where condoms could be provided.

‘It's a convenience when you just come to footy and they're there so you, it's
discrete as well, you can just grab one and not tell anyone.” (Levi)

‘There is | know, at [the doctor] there was a bucket of condoms there. But when |
was younger, why would you want to really, if your friend’s mum is sitting behind
there, why would you want to be like, yeah cheers for the freebies? You don’t really
want to do that...” (Amber)

‘You can't just put condoms in every single place there is.” (Beth)

Placing condom vending machines in public toilets was recommended by participants as a
strategy of improving access and reducing embarrassment. The lack of youth accessible
condom vending machines currently in the setting was highlighted as a barrier, with public
toilets, especially those already with tampon vending machines, seen as ideal locations if
they were to be provided.

Amber: In the public toilets at all and | think that would help a lot.

Beth: You see them over, | went over east and they're everywhere, like as well as
other things.

Amber : But yeah toilets definitely, and | think that people that are just going to
waste them and be stupid aren’t going to pay for them.

Participants acknowledged there could be opposition towards providing condom vending
machine initiatives or increasing free condom access in the town, especially if these made
the community look bad, or were seen to expose young children to messages their parents
didn’t want them to see.
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‘Having that information, public toilets, they're going to be like, whoa you're like
diseasing my child with this information.” (Beth)

‘There's always going to be people that arc up about something, that's inevitable,
and it's going to happen in everything that you change in the town. Especially a small
town.” (Wes)

Discussion

Participants had varied experiences in terms of school-based RSE and services, but all
wanted relevant and inclusive RSE with a less biological focus delivered by credible sources.
While teachers are the most sustainable option to regularly facilitate RSE in rural towns,
consistent with other research (Pound, Langford, and Campbell 2016), participants stated
that students and teachers were uncomfortable or embarrassed at times due to familiarity
(Russell and Humphreys 2016; Roberts, Battaglia, and Epstein 1999), particularly when
dealing with a different gender. Outside providers were considered more credible and
preferred than teachers, however, it was suggested by participants that schools were not
proactive in arranging presenters consistently. Although this may be correct, rurality and
access as barriers to suitable presenters in the setting should be acknowledged.

The disruptive behaviour of some male peers during RSE was highlighted by girls as
regular and unwelcome, and was often a tool used by young men to mask embarrassment
or prevent exposure of sexual ignorance (Pound, Langford, and Campbell 2016). While
separating the sexes may alleviate disruption, it should also be acknowledged that dividing
classes in this way or ignoring sexual diversity may accentuate the difficulties rural LGBTI
youth face in accessing inclusive and sensitive RSE and services (Meyer 1995; Jones et al.
2016). Recognising socio-ecological influences and student’s needs in the planning and
delivery of RSE includes ensuring rural LGBTI youth are supported. The key to successful RSE
sessions is effective classroom management including the ability to manage mixed gender
classes (Wight and Abraham 2000; Coll, O'Sullivan, and Enright 2017), highlighting the need
for teacher education and support and close collaboration with outside providers.

Participants needed uncomplicated access to sexual health services and information.
Rural health services should consider untangling sexual health from current service model
and explore community level collaborations with other stakeholders; sporting clubs and
youth groups. Rural towns lack specialist services, highlighting the need of existing services
to engage with and connect to young people, and ensure that what is available is accessible
and appropriate (Tomnay, Bourke, and Fairley 2014). Sporadic sexual health interventions
have been provided in non-traditional locations in the setting with varied success, and most
participants supported further trials providing condoms and sexual health information in
settings such as sporting clubs and recreation centres. Regular outreach clinics may not be
feasible, but one-off clinics or services in sports clubs have been shown to be successful in
the rural area (Kong et al. 2009). Collaborations with community sports clubs rely on
positive relationships with presidents and members to ensure engagement and support
(Kong, Hellard, and Hocking 2016). Given the important role such clubs play in rural
Australia (Tonts 2005), there is an opportunity for health providers to address community
and organisational level needs through capacity building and support for coaches and key
members who often act as first contacts and referral points for young people needing sexual
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health advice (Edwards 2015; Kefford, Trevena, and Willcock 2005).

Participants reported significant trust in local GPs to provide a confidential service
and that GPs were readily available and approachable, nevertheless, there was uncertainty
towards which services were Government rebated. Given young people are typically
underemployed (ABS 2016) and many GPs provide bulk-billed services to this demographic,
medical services should ensure cost details are clearly advertised. There is the opportunity
for services to communicate this information via schools, youth friendly settings, sports
clubs and online to improve awareness, while also explaining the access process in terms of
required identification and not needing parental consent to attend the GP.

Young people wanted to see services collaborate, communicate and combine to
‘make things easy’. School nurses are well placed to act as conduits of information and
services, and can be agents of change (Burns and Hendriks 2018; Hogan 2018), but must
actively promote their role and the services they provided in their setting. Service providers
need to acknowledge possibilities (Stevens et al. 2017; Fedele et al. 2017) and risks in youth
Internet access (Wilson et al. 2010; Bleakley et al. 2018); should consider local direct
marketing; maintaining a credible and accessible online presence; and promoting online GP
booking systems. Participants spoke of the need to critically appraise and seek good quality
information online, hence there is an opportunity for services to provide links and
information directly to young people via schools and the local social media.

GPs consulting rooms were preferred as access points for condoms and pregnancy
tests, compared to more freely available positions in waiting rooms or youth centres. This
highlights the need for providers to talk with young people about their needs and current
system weaknesses, as the provision of condoms in a bowl| at a GP reception or in a GP
waiting room was not seen as youth friendly. Limited anonymity is a documented barrier in
rural youth condom access (Hillier, Harrison, and Bowditch 1999; Warr and Hillier 1957), and
participants explained how stealing condoms was preferred by some young people than
facing the embarrassment of buying condoms from a peer or a peer’s parent. Individual
level interventions, for example providing condoms without addressing community and
organisational level weaknesses and threats such as lack of anonymity, will not increase
condom acquisition for young people.

Participants were pleased condoms were available in some sports clubs as this
created familiarity and normalised condom access (Wight and Abraham 2000). While free
condoms were preferable, participants were willing to purchase condoms, provided the
process was youth friendly and anonymous. Self-service supermarket options provided
young people with the opportunity to buy condoms without engaging in personal contact,
while condom vending machines was the preferred alternative. Participants felt young
women should have equitable access to condoms and that having condom vending
machines in public toilets was an ideal way of ensuring anonymous access for all genders.

Limitations

Given the context in which the study was conducted, and the sample involved, care should
be taken in generalising from this study. The lack of Aboriginal or Torres Strait Islander and
other ethnically diverse representation in the study also sets limitations on external validity.
All the interviews and focus groups were conducted by a male facilitator which may or may
not have limited the recruitment of larger numbers of female participants or impacted upon
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the nature of information shared during the sessions.

Conclusion

The findings of this study have practical implications for the rural setting in which it was
conducted when addressing youth sexual health needs. Targeting youth sexual health
interventions at an individual level while failing to address organisational and community
socio-ecological threats and weaknesses will limit effectiveness. Working closely with young
people to identify the weaknesses of existing systems of provision and to identify explicit
needs may allow greater opportunity for the improved provision of rural sexual health
services and RSE in similar contexts in Australia.
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ABSTRACT

This paper examines the provision of youth targeted Relationships and Sexuality
Education (RSE) and sexual health interventions in the rural Australian context by
examining the perspectives and experiences of a range of community
stakeholders. Sixteen participants undertook one-on-one semi structured
interviews. Four key themes emerged from the data and included: ‘you're not
going to get the whole town to start thinking about adolescent sexual health’;
backlash, stigma and secrecy; being consistent, credible and available; and small-
town communication. This study contributes to the limited literature about RSE
and sexual health provision in regional and rural Australia and provides a voice
for rural stakeholders who provide RSE and sexual health interventions by
default or necessity. The findings of this study have practical implications for
rural settings when addressing youth sexual health needs.

Keywords: rural; sexual health; Relationships and Sexuality Education; health
promotion; Australia
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Introduction

This paper examines experiences of stakeholders providing Relationships and Sexuality
Education (RSE) and sexual health interventions for young people in the rural
Australian context from a socio-ecological levels perspective (Bronfenbrenner 1979).
While most Australians (71%) live in major cities, one in 10 live in small towns with
populations of less than 10,000. In a setting where rural workers face multiple
priorities and provide generalist services, specific focus areas such as youth sexual
health become the responsibility of multiple stakeholders across multiple settings.
Examination of stakeholder perspectives as they embed within different socio-
ecological intrapersonal, interpersonal, organisational, community and societal levels
(McLeroy et al. 1988) provides an opportunity to conduct a component level analysis
of threats, opportunities, weaknesses and needs that exist within the setting.

Young people (age 16-24 years) have been identified in Australia as a priority
population for sexually transmitted infection (STI) prevention strategies (ADOHA 2014)
and represent 75% of identified Chlamydia infections (Kirby Institute 2018). Despite
this, there are low levels of participation in testing for asymptomatic STIs among young
people (Kang, Skinner, and Usherwood 2010). Most infections in this population are
undiagnosed and untreated suggesting an underestimation of true prevalence and
highlighting the need for routine testing among sexually active individuals (Kirby
Institute 2018). Chlamydia testing rates remain low in the primary practice setting
despite General Practice (GP) services being well suited to conduct opportunistic and
regular testing (Yeung et al. 2015). Despite these low testing rates, Chlamydia
prevalence is high in young Australian men and women attending rural GP clinics
(Yeung, Temple-Smith, Fairley, et al. 2014). Opportunistic testing of young people
initiated by service providers, combined with good communication and education of
the importance of testing can improve young people’s access to sexual health care and
information (Turner et al. 2017; Collyer, Bourke, and Temple-Smith 2018; Yeung,
Temple-Smith, Spark, et al. 2014).

There is restricted availability of sexual health and RSE providers in small rural
towns with less youth-specific services and limited numbers of doctors. Non-specialist
trained teachers deliver RSE as part of a broad health curriculum, and limited
pharmacy services restrict options for processing prescriptions or purchasing
contraceptives (Hillier and Mitchell 2008). The responsibility of providing RSE in
Australia, particularly in the rural setting, regularly falls upon schools (Burns and
Hendriks 2018; Milton et al. 2001; Smith et al. 2011) however there are significant
gaps in students” sexual health knowledge and dissatisfaction with the relevance of
RSE that is provided (Mitchell, Ollis, and Watson 2000; Robinson, Smith, and Davies
2017; Ezer et al. 2018). Teachers of RSE have been found to struggle in their ability and
willingness to address many social issues associated with sexuality (Shannon and Smith
2015; Ezer et al. 2018) and in an overcrowded curriculum, RSE is often delivered in a
tokenistic manner (Blake 2008; Goldman 2008; Smith et al. 2011; Helmer et al. 2015)
despite it being strongly associated with increased odds of young people using
contraception and gaining higher levels of STl knowledge (Yeung et al. 2017). This lack
of prioritisation, particularly in the rural setting with a paucity of specialist services,
presents a risk in RSE and youth sexual health service provision.

This paper reports findings of interviews with stakeholders from a range of
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settings living and working in a small rural town in Australia. Participants were asked
about experiences and perspectives on how RSE and services were provided by their
own organisations and other stakeholders within the town. This research is part of a
larger participatory action research (PAR) project aiming to improve the coordination
and delivery of RSE and sexual health services for youth in Australian rural towns
(Heslop et al. 2017) .

Methods

The consolidated criteria for reporting qualitative research (Tong, Sainsbury, and Craig
2007) was employed to ensure that this study met appropriate standards. This
research received ethics approval from the Curtin University Human Research Ethics
Committee (HR96/2015).

Setting

The setting of the study is a small rural community in Western Australia. The
community is located approximately 50km from the nearest regional centre
(population approximately 40,000) and 400 km from the nearest major city.
Approximately 2,600 people live in the town with a further 3,000 living in the
surrounding shire; young people aged between 16 and 24 years comprise around 10%
of the population (ABS 2012). The town has a small Aboriginal or Torres Strait Islander
population of approximately 1.3% (national average 3.1%) (ABS_2012); with 66.9% of
the population being born in Australia (national average 66.7%) and 86.9% of
households only speaking English (national average 72.7%) (ABS 2016). The town has a
strong history of alternative life-style communities (Bishop and Syme, 1990) and a
number of openly out same-sex couples; however there are no youth support groups
or services within the town specifically for LGBTI youth.

There is no regular public transport within the town nor between the town and
the regional centre, There are no specialist sexual health services available beyond
generalist health care, although there is regional support in the form of a part-time
project officer managing sexual health, blood borne viruses and needle and syringe
services. The lead author, a male doctoral candidate with qualitative research
experience, resides within the community and managed insider research aspects such
as confidentiality, anonymity and bias related to role duality and familiarity (Heslop,
Burns, and Lobo 2018). The co-authors of this study are doctoral project supervisors
who provided support on research practice and advice on data analysis, reviewed
coding, and provided feedback on drafts of this paper.

Participants

A community scan was initially conducted in the setting to identify key stakeholders
from traditional settings for sexual health promotion, such as health, education and
youth services; and non-traditional settings, such as sport and recreation, library
services, local government and local media. A purposive sample of identified key
stakeholders was recruited for face to face semi-structured interviews with further
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participants identified via peer referral. Twenty-one stakeholders were approached;
three declined and three did not respond to follow-up communication. The 16
stakeholders that did participate in the study are indicative of the rural workforce:
busy generalists balancing multiple workload priorities. Most had lived in the town for
longer than five years, nine identified as female and seven as male. No participant held
specialist youth sexual health qualifications or experience beyond their current role,
and most viewed the provision of sexual health services as one of many priorities they
were expected to deliver,

One-on-one interviews were conducted by the lead author in a public setting
convenient to participants. Interview guides were pilot-tested prior to data collection;
these data were subsequently excluded from the analysis. Approximately half of
participants had an established personal or professional relationship with the lead
author and were aware of the background to the research. Effective management of
the pre-existing relationships and role duality that is common for insider researchers in
the rural setting was important in maintaining ethical research practice (Heslop, Burns,
and Lobo 2018). Written informed consent to participate was obtained from each
participant and interviews were audio-recorded and transcribed verbatim to maintain
dependability.

Interviews focused on participants’ knowledge of other stakeholders in the
context of sexual health provision; perspectives on the barriers young people face in
accessing sexual health services; perceived community support or opposition towards
sexual health; and how the community currently addresses sexual health within the
setting. This project utilises an adaptation of Bronfenbrenner’s Ecological Framework
for Human Development to identify and evaluate how the different socio-ecological
levels are addressed by current services (Bronfenbrenner 1979). Mcleroy et al. (1988)
adapted Bronfrenbrenner’s model which focuses on micro, meso and exo levels to
include five levels of influence: intrapersonal, interpersonal, organisational,
community and societal (McLeroy et al. 1988; Golden and Earp 2012). This adapted
model is utilised in this research for focused analysis on the different socio-ecological
levels by dividing the social environment in to component levels. This allows
assessment of influence and interaction at each level and guide the recommendation

of appropriate socio-ecological level strategies and interventions (McLeroy et al. 1988).

Data analysis

The interview data were manually transcribed, and manuscripts open coded by the
lead author to reduce the data into small units. Axial coding to group these units into
categories was followed by selective coding to develop themes that express the
content (Strauss and Corbin 1998), including how themes addressed different layers of
the socio-ecological model (Bronfenbrenner 1979). The data were used to inform an
environmental scan of stakeholders, settings and interventions, and a further threat,
opportunities, weaknesses and needs (TOWN) analysis of the community. This scan
and the TOWN analysis form part of a larger project examining the development of a
framework for improving youth sexual health delivery in rural towns and will be paired
with similar data collected from youth participants (Heslop, Burns, and Lobo 2019).

All three authors took part in the process of data analysis. This collaborative
analysis increased the rigour and confirmability of the study (Bryman 2004). Additional
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rigour was provided through an audit trail maintained by the lead author,
documenting information on where research interviews took place, time spent
interviewing (median duration: 20 minutes) and contacting participants, how many
transcripts were analysed and thematic development. Regular discussion was
conducted across the research team on both process and findings (Saldana 2015).
The themes that emerged described stakeholders” key understandings of addressing
youth sexual health within the rural context. These themes also provide explorations
of the threats and opportunities that stakeholders identified within the setting;
particularly within the wider issues of interconnected rural communities and the
stigma surrounding the provision of youth sexual health services and education.

Findings

The findings describe needs, barriers and stakeholders’ perspectives on community
support relating to youth RSE and sexual health interventions. Four key themes
emerged from the data: “you’re not going to get the whole town to start thinking
about adolescent sexual health”; backlash, stigma and secrecy; being consistent,
credible and available; and small-town communication,

There were common threads and related issues that appeared amongst all
themes, particularly relating to issues assuring confidentiality and anonymity in a

small-town setting; the need to provide condoms for young people; the weakness of a

lack of expert knowledge or lead agencies relating to sexual health, and an interest in
exploring new opportunities and settings for service delivery.

To minimise the likelihood of participant identification, quotes have been
attributed to the following broad categories: health (GPs; practice managers; school
and primary care nurses; and health promotion workers); youth (youth services; local
government; sport, recreation and local media) and education (teachers and school-
based workers). Some data were intentionally withheld from publication to minimise
the likelihood of identification (Heslop, Burns, and Lobo 2018).

“You’re not going to get the whole town to start thinking about adolescent
sexual health”

Most participants acknowledged sexual health and RSE provision was important for
young people in the town and needed to target more than an individual level;
however, participants also highlighted sexual health provision was not necessarily a
priority or core business for many service providers. Youth sexual health services and
RSE provision was seen to compete with other priorities and responsibilities:

‘There's not a clear agency or person responsible, that if somebody was
having issues in that area or wanted further information in that area that
they could actually go...and see somebody.” (youthS)

‘Having a multi-agency knowledge of the way that our community
operates, | don’t think it fits clearly into any particular area of
responsibility’ (health1)
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‘For young people education is considered the most important thing for,
like in terms of their scholastic education and education sexually-wise, isn't
a priority’ (youthl)

Some participants did not see a clear role for themselves or their organisations
in addressing sexual health or RSE beyond the individual level or questioned their role
as community service providers beyond their service delivery model. There had been a
lack of thought about how to address community level needs in the setting and
stakeholders also felt that while resources are limited, expectations on what can be
provided must also be constrained:

‘It’s actually a subject that | haven’t really you know thought too much
about’ (educationl)

‘It's not something that's come up and has been an obvious issue that
[local government] would choose to get involved in or, either directly or
through an advocacy type of arrangement’ (youth$S)

‘I'm not actually all that au fait with community services and | don’t know if
you count us as a community service with that sort of stuff.’ (health3)

‘In a small town you can’t have every resource — you are limited. There has
got to be a reality check’ (health2)

Many community stakeholders viewed education providers as critical points of
contact for RSE, however teachers themselves were unsure on the best way to deliver
sexual health, Embarrassment was a factor; small towns are interconnected, so
teachers often interacted with students in sporting settings as team mates or coaches.
Teachers also cited a lack of skills or recent professional development relating to
sexual health:

‘There's me and a couple of other people who do it [RSE] and you know
we're probably been out of the, you know haven’t had any sort of PD
[professional development] on [sexual health] for a long time.’
(educationl)

Some stakeholders outside of education questioned if it was the role of
teachers and educators to provide inclusive RSE that went beyond biology and
focussed on relationships. While some stakeholders felt sexual health was another
‘topic’ expected of schools, some suggested that schools were left to provide this
education as parents were unwilling:

‘No, | pose the question, is it the school’s responsibility to educate them
about sexual health? You know | think it's dumped on schools...” (health5).

‘I don't really think that schools, it's their responsibility to do all of this...’
(health6)
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‘We expect teachers to give that education where really it should be the
responsibility of the parents...” (health3)

Backlash, stigma and secrecy

There was an acknowledgement of the stigma around sexual health when dealing with
young people, particularly the threat of community backlash if stakeholders were
perceived to be promoting sexual activity. Responses highlighted that the community’s
perception of what was being provided in terms of sexual health promotion was a
major issue :

‘I think there's always that stigma around [sexual health]; secrecy and
embarrassment’ (youth5)

‘If we can get that message out that we're trying to encourage kids not to
do it’ (education1)

‘If we're supporting good sexual health or contraception or access to
condoms, we’re promoting, we’re going to increase sexual promiscuity’
(healthd)

Apprehension about what was considered appropriate to teach young people
led to education being largely biologically focussed, with a particular emphasis on
sexual abstinence, despite the Western Australian curriculum supporting more of a
focus on relationships:

'We focus on [are] mainly STis and that sort of stuff and teen pregnancy....
That’s the message we do give them. You know that abstinence, you know
to avoid STlIs and that sort of stuff, abstinence is the way to go’
(educationl)

Some stakeholders discussed the reservations some community members have
had regarding community level interventions that supported RSE or sexual health.
These concerns focused on issues such as the age of the young people and exposure,
especially in non-traditional environments. However, stakeholders also recognised the
need to work with the community to enhance acceptance,

‘They weren’t willing to have condom machines outside [central
supermarket]. Well we can't let that happen, that's encouraging them to
have sex. Hey Charlie, they're already having sex’ (healthS)

‘They thought the kids were too young or didn’t want the kids to be
exposed to that’ (youthd)

‘I know there are people in the town who are a bit anti having it but | think
that’s the barriers we have to break down’ (health6)
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Some stakeholder reluctance was generated from attitudes portrayed with the
broader community, parents and even from Local Government. One local organisation
felt that the promotion of sex positive messages was viewed negatively by some
parents and organisations. As highlighted by the comments below, this reflects a lack
of community understanding about the knowledge and skills services aimed to
promote:

‘I've heard along the grapevine that parents won’t allow their children to
go here because we promote them having sexual activities. | wouldn't
agree with that at all. We promote positive sexual engagement.’ (youth1l)

Some stakeholders were direct in their views on individuals ensuring young
people within the community received RSE and support, regardless of community
sentiment:

‘I mean if there's something out there that was willing to, that was going to
help the kids, some people didn’t agree with it, it's not going to be any
different to anything else. Just do it.’ (education2)

With a number of stakeholders identifying the threat of community opposition
to interventions; delivering interventions covertly was suggested. This subversion
relied on peer-networks to spread information on services rather than wider
dissemination or addressing issues at a community level:

‘Slide it under the radar, give it to the kids, the kids know about it, kids’ll
talk about it, parents of kids might. Don’t necessarily have to involve large
sections of the wider community.’ (education2)

Conservativism towards gender and sexuality was also raised with participants
emphasising the difficulties young LGBT! people face in a small, rural community.
Stakeholders highlighted that despite the setting having an active and supportive adult
LGBTI community, there was a lack of support for young people identifying as sexuality
or gender diverse.

‘Country communities are conservative, there's all this sort of hangover of
sexism and you know silly attitudes’ (education3)

‘I certainly wouldn’t want to be a young gay or lesbian person in town, |
think you would be marginalised a lot.” (education2)

‘We do have a very big gay sector in our community but when it comes to
young people expressing that | don’t think they are actually supported that
well’ (youth2)

Being consistent, credible and available

91



Stakeholders highlighted the need to be able to provide RSE to young people when
and where they need it. There was a strong sense that providers cannot wait for young
people to present themselves to request services and information and more needed to
be done to ensure resources were available and accessible:

‘When kids want to know something, that's when you hit, you've got to
give them an avenue.’ (health7)

‘Work out where the kids are that you need to target and how you can get
to them’ (education2)

It was seen to be important to consider ways of reaching young people where
they were, rather than passively waiting to be approached at a traditional service
setting, such as the GP clinic.

‘[what could happen] is for the medical fraternity to be encouraged to
actually make contact with kids and demonstrate that they are confidential
and that there are avenues for people to get in to see them without their
parents. Even if it was you know like a pop-up clinic’ (education2)

Opportunities and ideas for collaboration with non-traditional settings and
stakeholders were raised; such as sports clubs, recreation centres, libraries and art
groups. Stakeholders acknowledged services should be targeted towards centres and
places where young people already connect and are engaged; and that by being
opportunistic, more young people could be accessed:

‘I like the idea of [researcher] engaging the young fellas down at footy.
Having that open and honest discussion with a young bloke and see
another footballer talking about this stuff and also — and talking about
sexual health from a positive thing........ | like the idea that sporting groups —
and on the same vein — basketball and soccer and possibly netball — could
do exactly the same thing’ (health7)

‘Until it becomes normal you might need to do some saturation stuff to
start with to really get a big, bit you know input and then you can back it
off once it's become normalised’ (educationl)

Facilitation of education and provision of services through non-traditional
settings was highlighted as an important potential strategy in the rural community.
Several participants saw engaging sport and recreation settings as community-based
approaches that moved beyond the personal level of intervention to improve access.

‘Anywhere that has access — like the rec[reation] centre — anywhere the
kids are going to hang out and hang out on a casual basis — should have
some sort of access to it [sexual health services/education]’ (education2)
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‘We've got different sorts of organisations, we’ve got sporting clubs, all of
those sorts of things that could be supportive of sexual health.” (healthd)

‘I know the footy club have organised a few sexual health things |
believe...That is definitely another way of engaging the youth — particularly
mostly blokes — young fellas’ (health7)

Within this concept of non-traditional settings there was a further opportunity
of the role coaches and peers could play as community sexual health educators and
referral agents.

‘lyoung people] use the centre on a regular basis you know within
mentoring situations, with coaches and you know high school kids
mentoring young children through coaching their teams. So, | definitely
think the venue could be used as a vehicle.” (youth3)

‘We know that peer education’s really important, it's really hard to sort out
some sort of peer support network. That's another powerful tool that
could be used and we just don’t adequately do it as well.” (health4)

This community-wide approach was further supported by the concept of
developing coordinated and consistent knowledge and skills across several settings
providing young people with greater access to relatable content and enhancing
relevant skills:

‘What is there is fantastic, but it is so inconsistent’ (education3)

‘Maybe having more discussions outside of a health clinic and just allowing
young people to hear from some of their mentors possibly about real life
stories’ (health7)

‘I think maybe we can co-ordinate better to deliver that message.’ (youth1)

The accessibility and credibility of RSE was also highlighted as being important
when targeting the community and individuals; there was a perceived need to ensure
young people received RSE at an earlier age.

‘I think it could be started earlier but to do that it needs to have a special
person doing it and it has to be somebody the kids trust and relate to,
probably not a teacher.’ (education2)

Small town communication

Small towns were acknowledged as settings that were ‘interconnected’ and
‘everybody knows everybody’. There are benefits to this closeness when it comes to
stakeholders being aware of each other in some instances — however not every
stakeholder knew the other youth-related services or providers in the setting.
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Stakeholders identified the need to know what was being implemented in the town
regarding sexual health, but there was no mechanism or forum for communication or
sharing of resources. Communication was ad hoc and reliant on personal and
personnel connections rather than established interagency connections, channels or
existing collaboration. There was a clear disparity between the stated importance of
stakeholder communication and collaboration and what was happening in practice.
There was a lack of knowledge on what sexual health services existed in the town or
what was being taught and provided within the school setting.

‘I don’t specifically know what is set up for that age group. It's not
something that I'm involved with at all’ (health2)

‘I don’t know what youth sexual health services are active if any. And
what's available in [nearby larger town]. So that, not having that
knowledge means that | can’t pass that information onto a student who
needs it.’ (educationl)

‘I don’t know what else is available in town which is why this is a good
thing — you asking me these good questions’ (health7)

The findings highlighted a lack of current collaboration, not just in sexual
health, but youth health promotion in general. This was despite many stakeholders
having previous knowledge or experience of effective collaborations in other settings:

‘I used to do some talks when | was a GP up in Perth — to schools - you
could have heard a pin drop while you were explaining to the kids about
different stuff’ (health3)

‘The footy guys used to organise some health talks and used to get the
local doc [GP] to come in and help out and talk about sexual health and all
that sort of stuff’ (health7)

Discussions around what services were available led to many acknowledging
their own weaknesses regarding this knowledge; but also identifying opportunities
within interviews to connect and collaborate with other stakeholders or settings.

‘Maybe put something into the schools to say look here, this is what you
can do, this is how you can book [appointments] with us, we don’t have
any issues with it. Maybe we, maybe we you know we approach the
schools about that.’ (healthl)

‘If they can be supported to give kids information. So yeah your football
club, your soccer club, you know whatever.” (education2)

Stakeholders identified the need to seek out further information and the need
to communicate to the community how services worked, or what services were being
provided. In particular, it was recognised that students may not be aware of the role of
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some stakeholders; acknowledging that more needed to be done to ensure their
services were promoted.

‘I think the main thing is to get it out there somehow, to let the kids know
that they can come in here by themselves. They can make their own
appointments. That yes, we're not going to make it hard for them, we'll do
everything we can’ (healthl)

‘We don’t advertise it. | may be underestimating it... — maybe they do know
it's available’ (health7)

‘1 think that there’s still barriers to that ‘cause students aren’t sure about
what [the school nurse] role is, is it confidential? All of those sorts of
things’ (health4)

Communication in organisations on key youth related policies was also lacking.
This makes the ability to promote services or policies directly to young people difficult
if services are not clear internally on what they provide. For example, differing
information relating to one agency’s bulk billing practices clearly demonstrated a lack
of internal clarity on how young people were billed:

‘I know we try and anyone under the age of 21 we bulk bill to allow them
to have that access and | don’t know if all the services in town do that’
(health?7)

‘From the very first moment we started privately billing we've always
agreed to bulk bill up to the age of twenty’ (health3)

‘Our practice bulk bills everyone under the age of 22 as a conscious thing to
try and remove any financial difficulties in seeing a doctor about any of
those things’ (health6)

Discussion

This study provides a voice to rural stakeholders that provide RSE and sexual health
interventions by default or necessity. The rural workforce involved in sexual health
promotion consists of many generalists working in isolation with a lack of formalised
qualifications or previous experience in sexual health (Pashen et al. 2007). The wide
variety of backgrounds of participants in this study is typicalof a setting in which sexual
health is ‘nobody’s priority’; generalists provide the basic services young people need
and become ‘accidental’ experts and advocates for RSE. Despite many participants
providing some level of RSE or sexual health intervention — there was little
collaboration or communication between different stakeholders.

Examining findings utilising socio-ecological levels to divide the setting into
component levels for analysis highlighted a limited focus on addressing community
and organisation level needs; with the majority of stakeholders focussed on individual
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level interventions. Component analysis of the threats, opportunities, weaknesses and
needs that stakeholders identified at socio-ecological levels (individual, interpersonal,
organisational, community and societal) (Golden and Earp 2012) provides the
framework for this discussion.

Providing RSE and sexual health services in a small town can be complicated
without a lead agency. There is a need for greater organisation and consistency in
delivering sexual health promotion in settings that lack specialist RSE services. Our
study showed that with a lack of direction and a lack of prioritisation, interventions
were initiated by single advocates and there were many cases of stakeholders
providing interventions without collaboration or sharing of resources. While it must be
acknowledged that ‘you won'’t get the whole town to start thinking about adolescent
sexual health’, services should endeavour to deliver the services that young people
need in their town and collaborate to address multiple socio-ecological levels needs
beyond the individual. Despite highlighting schools as having a key role in RSE;
consistent with other rural focused research, there was lack of consensus on the exact
role schools and teachers should play (Hulme Chambers et al. 2017). Additionally,
there was a clear opportunity and interest in integrating other services into RSE and
sexual health delivery, but there were limited efforts to engage them and the lack of a
clear framework on how to.

Many young rural Australians enter adulthood with limited RSE and sexual
health knowledge (Helmer et al. 2015; Senior et al. 2014). These young people often
move towards larger urban centres for employment and tertiary training opportunities
after formal schooling. This knowledge and skill deficit highlight the important role
rural towns play in preparing young people for adulthood and life beyond their rural
town. Consistent with other research, stakeholders delivering sexual health
interventions reported fear of community backlash (Johnston et al. 2015) and were
therefore conservative in their approach. Rural stakeholders should aim to move
forward from avoiding controversy and consider the need to deliver comprehensive
curriculum (van Leent 2017; Collier-Harris and Goldman 2017), acknowledge research
supportive of positive sexual health and RSE (Ferfolja and Uliman 2017; Burns and
Hendriks 2018; Gegenfurtner and Gebhardt 2017) and advocate for community level
systems approaches that address the setting’s community and organisational
socioecological levels (Hulme Chambers et al. 2017). While interventions can be
provided covertly and “fly under the radar”, this approach fails to address the socio-
ecological system levels beyond the individual or advocate for young people’s needs.
Targeting community and interpersonal socio-ecological levels by addressing the
educational needs of parents and the public may assist in addressing misconceptions
or lack of knowledge and minimise the threat of opposition to providing RSE to the
individual (Robinson, Smith, and Davies 2017; Eastman, Corona, and Schuster 2006).

Neglecting community socio-ecological level focussed advocacy and
interventions also ignores the opportunity to create a safe environment for rural LGBTI
youth. This group is at high risk for negative sexual health outcomes (Lyons, Hosking,
and Rozbroj 2015; Morandini et al. 2015), and failure to move RSE away from a
heteronormative biological focus will fail to provide LGBTI youth (and others) with RSE
that is relevant, inclusive and safe (Hillier and Mitchell 2008; Jones et al. 2016).
Stakeholders can actively validate and advocate for each other to ensure teachers and
school leaders pursue professional development to create supportive environments
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and correctly deliver RSE for rural LGBTI youth (Bartholomaeus, Riggs, and Andrew
2017).

Participants emphasised the need for consistent messages to be delivered from
multiple skilled and knowledgeable sources. Ensuring teachers have recent
professional development to effectively deliver the RSE component of the curriculum
is critical in achieving appropriate and credible delivery (Clayton et al. 2018;
Bartholomaeus, Riggs, and Andrew 2017). Outside providers or school nurses can
supplement delivery and reduce embarrassment; however, teachers should be skilled
and central to the development and delivery of RSE curriculum (Burns and Hendriks
2018). Health stakeholders described a desire to know what teachers were delivering
in schools to assess health literacy; while teachers were interested in inviting GPs to
assist in RSE delivery. Simple collaborations such as these provide an opportunity to
develop consistent messaging across multiple settings and provide young people
information when and where they need it. Consistent messaging from schools to GP
clinics to sports clubs addresses organisational and interpersonal socioecological levels
needs; and provides the opportunity of greater reach of messaging to the community.
This collaborative approach may also reduce the potential threat of services or
providers being singled out as encouraging sexual behaviour in young people.

Sport and recreation stakeholders saw significant benefit in equipping coaches
and leaders with skills and information to support young people with respect to sexual
health. Coaches and sporting clubs occupy a significant position within rural towns and
often experience exceptional access and influence on the young people they coach
(Pierce et al. 2010). Providing sports clubs with a platform to collaborate with
established RSE stakeholders without fear of reprisal from the community or local
sponsors, would help support interventions at a socio-ecological community level.
Service providers should explore opportunities with clubs or community groups that
build capacity as referral agents or hosts of information. This would require effective
ongoing communication and collaboration between sporting clubs and health or
education stakeholders to provide a framework of support; traditional youth health
services should not abdicate their responsibility once sporting clubs or community
groups begin supporting initiatives.

Improved communication and consistency of messaging allows greater
opportunity for services to realise synergies and new collaborations. While sexual
health promotion can be addressed at a high level via policy and government
directives (Shannon and Smith 2015; Hulme Chambers et al. 2017), rural communities
can instigate local change. Improvement in how services work together within sexual
health promotion may also improve outcomes in other youth-focussed areas such as
mental health and/or alcohol and other drugs. Small towns are interconnected and
exploiting this opportunity to improve service delivery, consistency of messaging and
networking will provide opportunities to address service awareness and improve
accessibility. This interconnected personal network is important — but should not be
relied upon as the primary method for connection in the long term, as this may lead to
loss of linkage when a strategic individual leaves a service. Stakeholders highlighted
that there should be an effort to coordinate interactions in a feasible and realistic
manner that does not create an excessive workload burden.
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Limitations

Although providing some important insights, this study has limitations relating to the
transferability of findings due to the size of the sample and the acknowledgement that
small Australia towns vary widely (DOH 2012). Each setting must consider sensitivities
towards local issues and address setting specific threats, opportunities, weaknesses
and needs. Additionally, there was a small population of people identifying as
Aboriginal or Torres Strait Islander or culturally and linguistically diverse
representation within this setting (ABS 2016). This is reflected in both the
demographics of participants contributing to the study, and the research’s ability to be
translated to settings with higher Aboriginal or Torres Strait Islander and culturally and
linguistically diverse populations.

Conclusions

The findings of this study have practical implications for the rural setting when
addressing youth sexual health needs. Rural communities that are committed to
deliver sexual health promotion without specialist service provision need guidance and
support. A coordinated approach to sexual health promotion that addresses the
multiple socio-ecological levels encourages a step away from ad hoc and personality
driven interventions while collaboration between stakeholders is a key tool in both
intervention provision and mitigating against community backlash. A coordinated
approach allows credible and consistent messaging on sexual health within the
community and new opportunities for collaboration. This research and a partner study
(Heslop, Burns, and Lobo 2019) informs the development of a framework to assist
rural communities in provision of sexual health and RSE services.
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Chapter 11: Delphi Study to Validate the Framework

Introduction

Two separate Delphi studies have been embedded within this PAR project to encourage
feedback and refinement of the developed RuSHY Framework % developed from youth
% and stakeholder research®’. The key outcome for both Delphi studies was to evaluate
the validity of the developed Framework .

Fletcher and Marchildon #? used a modified Delphi method within their PAR project on
health leadership, however there is limited literature relating to the use of the Delphi
method within PAR and a lack of consensus on what represents an adequate sample size
for Delphi studies “° %1, Delphi method is well suited to health promotion research %;
however there are significant variations in how the methodology is employed to gather
consensus . Delphi method provides a platform for effective feedback from a panel of
experts 38 through anonymity, the ability to provide subsequent iterations of the study if
required, control of feedback and group response 3. Use of this methodology allowed
prolonged engagement with stakeholders engaged in the early development of the
RuSHY Framework to provide further opportunity for member checking and feedback to
the research team in a confidential, systematic and efficient manner. This prolonged

enagement and involvement is an important part of PAR practice®.

Methods

Delphi method was selected in this instance as part of a larger PAR project to evaluate
the validity of a framework for planning, implementing and evaluating community-
based youth sexual health interventions in the rural setting *. PAR is an iterative
process, featuring revision and exploration of issues and themes as they evolve within
the research process. Delphi method was selected to enable participants to influence the
development of the Framework and improve its trusworthiness*®’. A draft Framework
was initially developed following consultation and feedback from young people
(Chapter 9)*® and rural stakeholders (Chapter 10)%’. Traditionally, Delphi studies seek to
canvas the opinion of expert practitioners relating to a specific field *°; however use of
this methodology allowed for input from rural generalists in the town in addition to rural

health and sexual health experts throughout Australia.
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The first Delphi study canvassed local “experts” for their input on the Framework
document (Appendix F: Frameworks). These “experts” were drawn from a range of
professionals and volunteers actively engaged with young people within the rural
setting, rather than specific experts in sexual health provision. While many stakeholders
were engaged either directly or indirectly in providing youth sexual health services, no
stakeholders worked primarily in a sexual health position or had any specific sexual
health training. This opportunity also allowed participation of some experts who had
expressed a desire to participate in the qualitative interviews but were unable to due to
time constraints. Once feedback was collected and analysed, the draft RUSHY
Framework was refined and returned to participants with a request for final comments or

clarification.

Upon the completion of this first Delphi study, a second Delphi study was initiated. This
was an expanded consultation that was informed by the first, localised Delphi study and
included a revised survey instrument and RUSHY Framework. The second Delphi
project invited participants from Western Australia, South Australia, Queensland, New
South Wales and Victoria who self-identified as rural-based or rural-focussed experts
involved in sexual health. Through inviting participants with no involvement in the
development process or original setting, the research team were able to test the process
validity and trustworthiness of the project and the RuSHY framework via triangulation

and outsider evalaution 107 108,

Participants
Delphi panel size does not depend on statistical power, but relies on the dynamics of a

group for arriving at consensus, with the literature recommending 10-18 experts **.

The first Delphi study aimed to gather feedback and revisions on the developed
Framework. The same organisations and individuals involved in the first cycle of this
PAR project 3" were invited to provide feedback on the draft Framework, as well as
individuals and organisations that were identified in the initial cycle but who were not
approached or were unable to participate. Five stakeholders from the stakeholder
interviews®’ participated in the localised Delphi study. Additional health workers from

primary health care (General practitioners (GP), Practice Nurses) and youth services
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(support officers) were approached to provide feedback on the Framework where
services had changed. All participants in this first Delphi Study lived or worked in the

town selected as the setting for the overall PAR project®.

A total of 31 local stakeholders were approached to participate in the first Delphi study.
Eighteen participants elected to participate, with 12 completing 100% of the survey.
Eight declined citing time and work constraints and five of the 31 did not respond to

further follow up after intially expressing interest in participating.

The second Delphi utilised a nonprobability sampling technique with another separate
panel of national participants invited to participate (n=31). Stakeholders were
approached based on their ability to generate insight into community-based sexual health
interventions in the rural setting. Additionally, participants were recruited via e-mail
newsletter items sent to subscribers to electronic mailing lists of the Positive Adolescent
Sexual Health Consortium (PASH) and Centre for Excellence in Rural Sexual Health
(CERSH) professional networks. Participants self-selected based on the requirement
that they understand the delivery of youth, education or health services in rural towns
and how that would relate to sexual health. There were 17 respondents to the request for
feedback, with one respondent withdrawing their consent to participate (response rate
54%), a further four declining to participate citing work constraints or a perceived lack

of knowledge on the topic.

Data Collection

Participants were asked to provide feedback via statements relating to the developed
Framework, its key concepts and the stages of Framework implementation guide. A
questionnaire was developed with stakeholder input from three stakeholders from the
stakeholder interviews (Chapter 10) to provide feedback on how appropriate and
effective the Framework would be for implementing and coordinating community-based
youth sexual health interventions in the rural setting. The initial questionnaire utilised
both Likert scales and open-ended questions with the intention of collating responses

and providing feedback to participants.

The first Delphi study asked participants a series of questions that allowed qualitative

feedback, questions on specific details and Likert scales to rank statements relating to
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the Framework. Questions included: demographic and employment information;
understanding the development of the Framework document; a series of questions on
each of the Framework’s four key factors; a series of questions on the four
implementation guide phases; and final questions on the whole Framework (see
Appendix G: Delphi Study Materials: Delphi 1 Questions). Following feedback on the
first Delphi study, the second Delphi study was reduced from 87 to 70 questions
(Appendix G: Delphi Study Materials: Delphi 2 Questions), directly relating to the
Framework. For both studies, participants had a period of four weeks to complete the
Delphi questionnaire with two follow up emails sent during this period to remind
participants to complete the questionnaire. Feedback and the refined RUSHY Framework
was provided to invited stakeholders regardless of participation in the concluded Delphi
Study. This allowed participants that may not have had capacity to participate, with a

further opportunity to supply feedback or commentary on the Framework or process.

Data were grouped and verified with Delphi participants to enhance trustworthiness.
Online questionnaires were administered using Qualtrics™ software. Participants were
sent a link to the questionnaires via email. No physical copies of the survey were sent to
participants as electronic methods have been shown to facilitate feedback more easily
41 Participants were asked to rank the list of statements using a seven-point Likert scale
and provide qualitative feedback on each of the four Framework concepts and the multi-
stage implementation plan. A seven-point Likert scale was selected to allow greater
respondent preference and reliability®®®. It was intended that multiple iterations of the
survey would continue until participants reached 80% consensus, with “Agree” or
“Strongly Agree” being considered as the affirmative threshold for consensus
calculations #'42, The localised Delphi participants completed the survey in an average

of 23 minutes; while the expanded Delphi took participants an average of 19 minutes.

Participants were provided with the refined Framework at the end of the first round of
the Delphi and asked for further comments consistent with the approach used by other
researchers %42 110 There were limited additional suggestions or alterations made to the
supplied refined Framework document within both Delphi studies. Consensus was
reached within the first iteration of the Delphi process on all key question areas. It is
possible that participants were reluctant to critique or that bias may have been
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introduced via the framing of the Delphi questions.

Data Analysis

Data for each Delphi study were analysed independently. Statistical analysis was
performed on the ranked Likert scales to identify statements that achieved group
consensus 1%, Measures of central tendency (means, mode, and median) and level of
dispersion (standard deviation and interquartile range) were calculated and feedback on
these results given to participants 4% 10,

Qualitative data were analysed using content analysis techniques to identify recurring
themes and core issues with the RuSHY Framework %% 1'%, Findings from the first initial
stage were largely suggestive of small changes to detail within the Framework itself
rather than thematic or content issues. Subsequent iterations of the Delphi study
provided participants with a collated summary of participant feedback and a response to
each piece of feedback from the researcher (Appendix G: Delphi 1 and Stakeholder
response table — Delphi 2 for the two tables and responses provided to participants), as
well as the new RuSHY Framework that had been refined and edited for additional

comment.

Results

Of the 18 participants (response rate = 58%) in the first Delphi study, eight identified as
male and 10 as female. There was representation from different levels within
organisations, from Chief Executive Officers and school Principals, through to youth
workers and teachers. All participants worked or volunteered with an organisation that
provided services to young people within the town; with seven of those providing sexual
health services such as STI testing, provision of education, information or counselling.
Despite several local general practitioners participating in the stakeholder interviews,

and four being invited to participate in this localised Delphi, none completed the survey.

The second Delphi study included 17 respondents (response rate 55%) from around
Australia, with one respondent not providing consent to participate. Six identified as
male and ten as female. Of these 16 respondents, 12 completed 100% of the survey
responses with the remaining six only completing approximately half of the study. Only

complete survey responses were included for analysis. Participants did not necessarily
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need to work specifically in sexual health services as an acknowledgement that in many
rural settings, these services are not provided by specialist services. A wide range of
rural based, youth focussed workers including school chaplain, teachers, youth
development officers, sexual health promotion workers, coaches and a rural GP
participated, see (Table 2 for detailed breakdown). The results of nine key questions
relating to the key outcome of the studies from the data set will be reported on.

Table 2 Breakdown of participants in Delphi 1 and Delphi 2 by discipline

Discipline Delphi 1 respondents  Delphi 2 respondents
Health 4 6

Education 3 4

Youth or community services 5 4

Sport and recreation 4 2

Other 2 1

Total 18 17

Quantitative results

Through the process of developing the Framework with stakeholders and youth through
the PAR project, four key concepts for improving the planning, action implementation
and evaluation of community-based youth sexual health interventions in the rural setting
emerged. These key concepts included: (the need for) consistent and credible sexuality
and relationships education and information; health service accessibility and competing

priorities; discreet condom supply and communication and collaboration®: 3.

A key concept statement was developed from the thematic analysis of the PAR research,
and further key guidelines on how to successfully address or achieve these four factors
were developed from analysis of the youth and stakeholder consultation process. Each

key Framework factor had between 10 and 12 key guidelines.
An example of what was provided to participants:

Consistent and credible relationships and sexuality education and information
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Key Concept: The relationships and sexuality education delivered is relevant,

acknowledges diversity and moves beyond the biological aspects of sexual health and

provides young people with the skills and information that they want and need.

Key guidelines from this research:

e Consistent messaging throughout the community is important.

¢ Relationships and sexuality education (RSE) programs and services should be

inclusive of LGBTI youth.

e Sporting coaches and club members can be educated to act as a first point of

contact for youth. RSE should be delivered by a credible presenter in all settings.

The complete RUSHY Framework is included in Appendix H: Finalised framework.

Participants were asked to review these guidelines and were asked to rank the statement

“This concept area is important when delivering sexual health interventions in the rural

area” for each factor. The level of consensus reached for each key factor is displayed in

Table 3.

Table 3 Consensus level of key Framework factors

Key Factor Delphi 1
Mean
Consistent and credible 6.75

relationships and sexuality

education and information

Health service accessibility 6.75
Discreet condom supply 6.58
Communication and 6.33

collaboration

Consensus

Level

100%

100%

92%

83%

Delphi 2

Mean

6.75

6.75

6.83

6.75

Consensus

Level

100%

100%

100%

100%

As detailed above there was consensus on the four key factors from participants who
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returned a response to these questions in both studies, with a non-completion rate of
34% for the localised study and 25% for the second Delphi study

Participants then provided feedback on the Framework’s four implementation phases.
The four phases gave background information and clear guidance on how to implement
the Framework in rural settings. The four implementation phases of the Framework
included:

1. Community Scan (CS) and TOWN (Threats, Opportunities, Weaknesses and

Needs) analysis

2. PLAN (Plan, Listen, Allocate, Network)

3. ACT (Advocacy, Coordination, Targeted interventions)
4. Review

Participants were asked to rank their agreement that “This phase relates well to sexual
health services provision in the rural area” on a seven-point Likert scale. Open ended
questions allowed participants the opportunity to provide additional feedback and
suggested amendments for each phase and the implementation guidelines. Consensus
was reached across both Delphi studies and there were no major suggestions or
alterations from the qualitative feedback that required significant changes or alterations
to the Framework implementation phases. Consensus levels on each phase are displayed
in Table 4.

Table 4 Consensus level of implementation phases

Implementation Phase Delphi 1 Delphi 2
Mean Consensus Mean Consensus
Level Level
CS & TOWN analysis 6.42 100% 6.5 100%
PLAN 6.25 83.3% 6.42 100%
ACT 6.45 100% 6.58 100%
Review 6.18 81.8% 6.5 100%
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Another key element of the Framework is its value to rural based workers and
volunteers. Participants were asked to rank their agreement that “This Framework
document would be useful in my community” on a seven-point Likert scale. Across both
studies there was consensus from participants that this Framework document would be

useful in their own community with the consensus level displayed in Table 5.

Table 5 Consensus response on Framework usefulness

Delphi 1 Delphi 2
Mean Consensus Mean Consensus
Level Level
This Framework document 6.41 100% 6.33 100%

would be useful in my

community

Qualitative results

Open ended questions were analysed to explore emerging themes. Feedback was varied
and was primarily centred around small changes to the provided guidelines to allow for
improved access to services and education for disadvantaged youth, considerations
around contraception other than condoms, access to abortion services and emphasising
the need for youth specific training for all staff interacting with young people, including
administrative and support staff to ensure youth friendly service provision. There were
no clear themes that emerged across the two Delphi studies in regard to this feedback.
Rather, feedback included suggestions to improve the existing guidelines rather than a
missing theme or factor. Some feedback included direct questions or statements to the
researcher that provided additional depth to the data:

“Schools should know this and already be implementing sexuality and
relationships education™

“Do young people really want to 'buy' condoms or do they want free, discreet
and easy access?”’
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“I think this [the Framework] is excellent, and very useful across a range of
community development areas, not just sexual health.”

“This seems to be a critical outcome of the Framework, that it can be a
document to gather together diverse service organisations and help strengthen
relationships.”

All feedback was collated and circulated via email to the full group of invited
stakeholders. Feedback that improved the quality of the guidelines or requested greater
clarification of key factors or the implementation guidelines (requests for more
diagrams, wording changes, more detail) was assessed for how feasible it would be to
include in the document without the Framework becoming too burdensome, and if
possible was included in the revised Framework document.

“It would be great to see something about reaching and communicating with
hard to reach young people i.e. homelessness and disadvantage”

“The age range for 'yvouth' would be good to have included.”

“maybe more about involving young people in the discussions. | see that it's in
there, but it would be great to learn more about this.”

Not all feedback was able to be implemented in to the Framework revisions. If this was
the case, a detailed response on why feedback was not included was supplied to all
stakeholders with the revised document at the end of each Delphi study. The detailed
responses to all received qualitative feedback from both Delphi studies can be found in
Appendix G: Delphi Study Materials. This related to either the feedback falling beyond
the scope of the Framework; relating to provision of specialised health services; or
corresponded to details that were addressed in other areas of the Framework document.
Examples of feedback that fell beyond the scope of the Framework were suggestions
relating to policy change or Federal and State funding programs. While the Framework
could potentially be utilised as evidence for the necessity of additional funding, the

purpose of the Framework is to assist small towns in improving the planning,
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implementation and evaluation of sexual health education and service provision locally.
Similarly, where feedback referred to specialist services, such as surgical termination of
pregnancy, or specialised domestic violence services — it was noted as important
feedback but may be beyond the capacity of a small town to provide those services.
Amendments were made in light of this highlighting the necessity of knowledge relating
to referral pathways for health providers, educators and youth workers. Finally, there
were times that stakeholder feedback may have suggested an amendment or change to a
guideline that was represented in another section of the Framework document. This
feedback was noted, with the relevant section of the Framework highlighted when group

feedback was provided.

Discussion

These two Delphi studies allowed the researcher to efficiently gain feedback and further
develop the Framework in collaboration with rural stakeholders. The localised Delphi
study allowed stakeholders to re-engage with the overall PAR Framework development
project and remain active participants in its refinement. This reengagement, prolonged
engagement, member checking and triangulation improves the trustworthiness of the
developed Framework ! and process validity of the research 1%, Participants in the first
Delphi study reached a consensus that the Framework would be useful in addressing
youth sexual health within the community setting that it was developed. This re-
engagement with a number of participants from the first cycle of the PAR cycle allowed
for additional member-checking to ensure that the RuSHY Framework accurately
addressed the needs identified in the PAR cycle 1 and engagement with the research.
The participants in the second Delphi were from outside the setting and the research
process, and confirmed that the RuSHY Framework would be useful in their own
setting, provided limited transcontextual validity in both the RuSHY Framework and
process validity of the research process 1% 111, Participants were affirmative in their

support of the four major factors of the Framework.

“Communication and collaboration” factor of the Framework received the lowest level
of consensus during the first round Delphi (83.3%). The examination of the qualitative
feedback relating to the “Communication and Collaboration” factor highlighted that

there was a lack of clarity amongst some stakeholders in how this factor related to the
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setting — particularly from two Delphi participants who were not stakeholder participants
in the initial stakeholder consultation®. In light of this feedback, several small
amendments were made to the phrasing of some guidelines within this factor and a
complete review of all the feedback and highlighted refinement to the guidelines was
reported back to stakeholders. This key feedback and refinement of the Framework
document allowed a more complete document to be sent to the second round Delphi
participants. The subsequent second Delphi study received a higher level of consensus

on this specific Framework factor.

Utilising a pair of Delphi studies to gain feedback and allow refinement of the developed
Framework was an efficient and effective way to engage and draw on expertise from
local stakeholders working in the rural setting and stakeholders from around Australia.
There are limited examples of utilising a Delphi within a larger PAR project*> 12 and in
this instance, the first Delphi study was an effective mechanism to allow local
stakeholders to provide confidential and de-identified feedback on the Framework
document. This ability to provide feedback that is anonymous to other stakeholder
participants and confidential may be a useful tool in managing insider-research in the

rural setting®.

The researcher was not expecting to reach consensus with participants in the first
iteration of the Delphi process, however this may be explained by the developed nature
of the RUSHY Framework that was reviewed by participants. The pairing of the two
Delphi studies as separate but concurrent forums to validate the Framework is valuable
in increasing the transcontextual validity of the Framework as a tool, and process
validity and trustworthiness of the two Delphi studies'®. The qualitative feedback
provided did not suggest stakeholders had major issues with the developed Framework.
Some specific qualitative feedback was able to be integrated within the Framework as it
comprised of simple suggestions or slight amendments to wording or was a recurrent
response from participants; however, some feedback was acknowledged within the
feedback process but not included as an amendment to the Framework. An example of
this was detailed feedback from a participant in the national Delphi study relating to
abortion access concerns and how this was not represented within the Framework

document. Abortion access had not been raised as a significant issue within stakeholder
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consultation®’, nor the localised Delphi study, representing the localised nature of the
Framework development. This feedback was noted, but as it was a single GP participant,
the Framework key factors and guidelines were not significantly altered; however, an
amendment was made to include more detail on stakeholder’s understanding referral
pathways. Similiarly, references to other forms of contraception were made by
participants in both Delphi studies, but not uniformly. Other forms of contraception were
mentioned within the RuSHY Framework guidelines, but major changes to the key
factors were not assessed to be warranted as they were not made uniformly by the group.
Further testing and implementation of the Framework in other states with different
issues than those faced by the original stakeholders and young people the Framework
was developed with would further strengthen the validity and usefulness of the

Framework

Beyond the validity of the Framework, the Delphi studies were well received by
stakeholders and there was good engagement with the process. The high levels of
participation in the localised Delphi may be explained through existing professional and
personal relationships with the lead researcher and/or prior involvement in the initial
PAR cycle that developed the Framework. However, the second Delphi also received
strong positive engagement from participants who had no prior involvement in the
project nor a relationship with the lead researcher, suggesting that Delphi is an
acceptable method for engaging rural geographically dispersed stakeholders. Rural
stakeholders are able to engage and contribute to the research process via Delphi study
without needing to travel and the anonymous nature of the Delphi feedback allows rural
stakeholders to participate without fear of judgement in socially proximate
environments. Delphi also provides the opportunity for participants from different
professional backgrounds or different levels of professional advancement to participate

in an equal process, without knowing who contributes which feedback.

A large proportion of stakeholders who elected to not participate notified the research
team either through the questionnaire or via direct email communication. Those that
undertook the study provided useful and clear feedback on the developed RuSHY
Framework and the Delphi process both via ranking Likert scales and the qualitative
questions; the ability to quickly provide direct responses to stakeholder feedback was a
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convenient mechanism within a participatory style project. The collection of
standardised feedback was beneficial in terms of the efficacy of analysing results and
developing feedback responses as the questions asked of participants are able to be very
specific. The provision of direct responses also allows participants to feel connected to
the study and that there is a level of engagement on both the participant and researcher
side.

Strengths and limitations

There is no clear consensus on the exact number of participants a Delphi study should
engage and establishing the methodological rigour of the Delphi is not straightforward
113 "however the process should allow results to develop group opinion and allow experts
to provide judgment to confirm statements or judgements 1 115, The researchers
maintain that the size of the sample in the two studies, as well as the wide range of
backgrounds of experts who reviewed the RuSHY Framework, provide adequate
engagement and generalisability in the findings . A limitation of the study could be
the lack of iterative rounds produced within the Delphi studies however it is worth
noting that participants were commenting on a Framework informed by extensive
consultation and participation 35-*". Questions were phrased in a positive way which may
have introduced a bias, however participants were provided the opportunity to contribute
qualitative feedback on each key factor of the Framework, each stage of the
implementation guide and the Framework overall. These open-ended questions did
enable participants to suggest if there was any factors, ideas or guidelines that needed to
be removed or added, and any other general feedback on the Framework. The Delphi
process was anonymous, however given the close social proximity of rural towns,
participants in the localised Delphi may have felt that it would have been possible to re-
identify participants via the collected data and may have regulated their feedback. The
research team attempted to minimise this by collecting limited demographic data that did
not directly relate to the study; and the level of constructive feedback in the first,
localised Delphi study is comparable to the second, nationwide Delphi, where
participants were not as socially close to the lead researcher. It is also worth noting that

the lowest level of consensus was achieved within the first, localised Delphi study.
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Conclusion
Further investigation and testing of the validity of the Framework would be required to
ascertain a full evaluation; however, the two separate Delphi studies undertaken do

provide promising early results.

Stakeholders agreed that consistent and credible RSE and information; managing health
service accessibility and competing priorities; ensuring discreet condom supply and
communication and collaboration were important factors in the delivery of sexual health

interventions in the rural area.

Stakeholders provided feedback that assisted the researcher in further refining the key
factor guidelines and the Framework implementation guide; and their evaluation of the
Framework has helped confirm its validity as a potential tool in improving the planning,
action implementation and evaluation of community-based youth sexual health

interventions in the rural Australian setting.

Further testing of the Framework by implementing it within additional rural settings
would further examine its validity as a practical tool for the rural based sexual health
workforce. This study is a key example of the utilisation of Delphi study technique
within a rural-based PAR project and demonstrates that Delphi studies can be used to

gather consensus data within a PAR project.
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Chapter 12: Development of the RUSHY Framework

Scope of the Framework

The RuSHY Framework was developed following prolonged engagement by the lead
researcher with a rural community, PAR and iterative feedback. It represents the
culmination of a collaborative development process with stakeholders and young people
that examined local realities and constructs to produce solutions and knowledge relevant
to the setting that could be further transferred beyond that setting'®’. This ecological ¢
and democratic !’ validity are important in ensuring the trustworthiness %7 1% of the
RuSHY Framework. The RuSHY Framework, along with its included recommendations
and guidelines may be readily utilised with pragmatism and a thorough understanding of
the applied setting and context; however application and further testing of the
Framework are recommended to further establish its validity in other settings and

transcontextual credibility 118,

Developing the Framework concepts

The initial phases of the project focussed on understanding the context of the setting and
creating a response in the form of a draft Framework. This involved review of the
literature, collaboration and conducting community consultation to identify and assess
key settings, stakeholders, activities and interventions currently active or planned to
promote youth sexual health. Stakeholders (n=16) and young people aged 16-24 years
(n=15) from within the setting participated in semi-structured interviews and focus
groups to inform an analysis and the identification of threats, opportunities, weaknesses
and needs that existed within the setting. From this analysis a draft framework was
developed to inform the planning, implementation and evaluation of community-based
youth sexual health interventions in the setting. Through a deepened understanding of
the constructs within the setting acting as threats, opportunities, weaknesses and needs
for youth sexual health; several participants acted on these needs either as part of the
PAR project or independently. With a focus on examining the sexual health needs of
young people with stakeholders, education of both the researcher and the participant

took place within interviews and member-checking processes 1%’.

The second phase of the Framework development involved returning to local
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participants to provide expert feedback on the draft Framework and provide the
opportunity for prolonged engagement and further member-checking of the document!?,
A Delphi study embedded within the PAR framework was utilised in this stage to
encourage feedback and allow refinement of the draft Framework *°. Typically Delphi
studies assemble a panel of experts to establish consensus on a topic #*. The assembled
panel did not only reflect experts in sexual health or RSE — but experts in the localised
response to the needs in the setting. Action research blurs the lines between expert,
participant and researcher 1% and the re-engagement with local stakeholders as experts
to analyse the developed framework demonstrates this concept. The embedding of the
Delphi technigue methodology within PAR methodology provides process validity

through the opportunity for refinement, participant engagement and reflection 7,

Once feedback on the RuSHY Framework was received and consensus on key
statements relating to evaluation of its validity was achieved; a revised version was
returned to all invited participants alongside the collected, de-identified participant
qualitative feedback and the direct researcher responses to this feedback. This allowed a
further opportunity for engagement and member-checking of the Framework 1, but also
engagement in the PAR process to ensure outcome validity 1°7 via integrity 1*° and
researcher skilfulness 2% through the ability to connect and re-connect with participants
through the iterative process. The draft RUSHY Framework was then ready to be

evaluated by a wider group of expert participants.

This third phase of the PAR project involved another embedded Delphi study and
focusses on collecting expert analysis from participants with a solid grounding in
delivering youth sexual health interventions and education within the rural setting. This
final evaluation of the draft Framework allowed for further refinement of the document;
while testing potential transferability and confirmability 1. The same iterative process
was repeated from the initial Delphi study, with evaluation of the Framework invited

from participants (Figure 5).
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Figure 5 Framework development process
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The rural sexual health landscape
The analysis of existing rural sexual health services and RSE provision in the rural

setting found:
e There is rarely a lead agency or dedicated service

e The rural workforce can lack specialist skills and recent professional

development
e There is a lack of funding for sexual health
e Thereis a current lack of collaboration between stakeholers
e Sexual health is not a priority for many services

e There is a fear of community backlash if services are thought to be “promoting

sexual activity”.

Framework concepts

Four key concepts were established from the study. These concepts represent the critical
areas of implementing sexual health interventions in the rural setting as identified by
participants and validated through the two Delphi studies. These key concepts do not
represent every aspect of rural sexual health provision and purely represent the key

themes from the research (Figure 6).
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Figure 6 The four key RUSHY Framework concepts

L Consistent, credible RSE and information

Health service accessibility

RuSHY
Framework
Concepts

)

} Discreet condom supply

)

Communication & collaboration

Within the four concepts, there are suggested guidelines included that emerged from
collected data and reviews of existing rural sexual health research literature. The
researchers acknowledge there are nuances and needs that will vary from these four key
concepts in every community and encourage providers to examine their own
communities with a socio-ecological lens and consider how these issues could be
implemented alongside or within the key concept areas. These factors and guidelines are
the lived experience of the research participants and are not an exhaustive list of
guidelines or suggestions for every community; however, the transferability and validity
of the Framework was positively evaluated by stakeholders external to the setting, yet

familiar with rural sexual health provision.
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A summary of the research findings and the Framework concepts and guidelines are
outlined below.

RuSHY Framework Concept 1:

Consistent and credible relationships and sexuality education and information
Throughout this PAR project, both stakeholders and young people clearly highlighted
the need for consistent and credible RSE. Young people spoke of the need for RSE that
was relevant and delivered by credible presenters — while stakeholders spoke of the need
for consistency across multiple settings and environments and for presenters to be
supported both within the community and through appropriate professional

development.

The provision of consistent messages across multiple settings was highlighted as a
strategy to ensure that young people experience reinforcement of messaging,
information and skills facilitated by schools, health services, sporting and community
settings and youth centres. This provides both a saturation approach to messaging in
common language; and the opportunity for individuals and organisations to be protected
from being singled out as “promoting sex’’ to young people or delivering inappropriate
messaging. This consistent messaging must be evidence based to ensure credibility and
should move beyond biological and functional education to ensure that it is relevant and
meets the needs of young people within the scope and sequence of the Health and
Physical Education Curriculum 8182 Inclusivity of gender and sexual diversity should
also be considered to ensure the safety of rural LGBTI young people by providing a safe

and inclusive environment.

Communities need to consider how to support schools and teachers in delivering the
RSE curriculum and appropriate information; while schools should be well connected to
external supports and providers to ensure collaboration and sharing of messages. The
ability and method to reach young people who are not actively enrolled in local schools
or other education institutions, or engaged in other sport or community groups, must be

considered by stakeholders.

Teachers should have access and support to engage in appropriate RSE professional

development opportunities to build their capacity as credible sources of information. The
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capacity building of existing teachers ensures that teachers are skilled in delivery of RSE
and become more confident on how to navigate role duality; become more confident in
delivering the RSE curriculum content with less embarrassment and less reliance on
external presenters. The supplementation of effective, credible and evidence-based RSE
with external presenters should still be led and facilitated by teachers; and be a
component of a comprehensive school health promotion approach that supports

collaboration; rather than outsourcing the delivery of the RSE curriculum.

RuSHY Framework Concept 2:

Health service accessibility and competing priorities

Young people participating in this research wanted uncomplicated and confidential
access to sexual health services and information in their community. Stakeholders
highlighted the need for health services such as GP clinics to be accessible and ready to
provide services to young people when they need it; however, both young people and
stakeholders acknowledged the difficulties in managing competing priorities within the
setting and the difficulty of a comprehensive focus on youth sexual health.

Young people within the study voiced concerns around anonymity when accessing
services (waiting rooms or delivering pathology) but held significant trust in the
confidentiality of medical services. This trust in confidentiality was a sentiment not
shared by stakeholders who highlighted the lack of confidentiality as a major potential
barrier to youth access. This apparent trust in services must be nurtured and supported,;

and health services have a critical obligation to maintain safe and confidential services.

Existing services also have a responsibility to cater to the sexual health needs of young

people as best they can in the absence of specialist services and require ongoing training
and professional development in delivering youth friendly services for both clinical and
administrative staff. This training needs to include reception, administrative and support

staff to ensure consistency in how youth are approached and engaged.

Stakeholders highlighted that health services need clearly articulated policies that impact
on young people, such as access and booking and payment systems. Policies need to be

clearly communicated to staff internally; and promoted to young people via a variety of
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networks. Health services should explain access issues such as when Medicare® access
cards and/or parental consent or presence are required; the type of identification
required; booking procedures; and confidentiality. Delivery of this information requires
existing services to find opportunities to engage and connect with young people and
consider promoting themselves through traditional and non-traditional settings; and
utilise peer-to-peer support to enhance delivery of information.

While regular outreach clinics may not be viable, one-off clinics, flexible informal
services or information sessions in non-clinical settings (sporting clubs, youth clubs)
have been shown to be successful and well received. With transport both within
community and to other local communities cited as a barrier to access; measures to

minimise this barrier for young people should be considered.

RuSHY Framework Concept 3:

Discreet condom supply

Young people participating in this study wanted to purchase condoms cheaply and
anonymously from easily accessible places. Familiarity with the person serving in a
store supplying condoms was highlighted as a major issue. Youth participants reported
that some peers suggested stealing condoms to be a preferred option to avoid
embarrassment in this situation. While free condoms were appreciated, participants were
willing to purchase condoms if they were cheap and anonymously accessible; this was
especially so for young women. Young women participating in the research supported
the supply of condom vending machines in venues or settings that all genders can
access. When this was not an option, self-serve checkout services allowed anonymous

purchase of condoms in the small-town setting.

Sporting clubs, youth centres and GP consulting rooms were the most acceptable places
to access free condoms — provided there was minimal interaction with peers or adults.
Condoms in busy areas such as waiting rooms were less acceptable due to a sense of
being watched; and young people participating in the study reported they would rather
have a conversation with a GP and be offered free condoms, than take them from a busy

waiting room.

! the publicly funded universal health care system in Australia
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Some youth and education stakeholders reported administrative pressure regarding
restricting the supply of free condoms in an unsupervised manner, with administrators
preferring systems that relied on young people requesting condoms or condoms not
being available within certain facilities. The rationale behind these restrictions included
wanting to avoid parental and community backlash and wanting to minimise waste of
resources. This highlights the need for localised advocacy to ensure that services can
provide condoms to young people when they need them and/or have the capacity to
promote local access. Community and organisational level advocacy, led by traditional
services (local government, education, youth and health), promoting the need for
condoms to be accessible, is important to reduce backlash or stigma from parents and
conservative groups. Health, youth and education workers require support and
professional development to enhance skills to enable discussion of condom use with

young people.

RuSHY Framework Concept 4:

Communication and collaboration.

Small towns are interconnected and socially close, yet stakeholders reported that
services often work in isolation with limited collaboration or communication. Services
should initiate contact and collaboration in effective and sustainable ways that leads to a
greater understanding of service provision and sharing of knowledge beyond clinical
information. Clear internal communication was highlighted as an important factor that

improves an organisation’s ability to communicate with other stakeholders.

Communities lacking lead or specialist sexual health agencies need to identify who is
involved and what is already working within their setting and engage in a process that
allows orientation and awareness of sexual health services and referral pathways; a basic
understanding of current RSE curriculum and where young people can access condoms,
emergency contraception, pregnancy tests and other resources and services. Capacity to
refer young people to other services beyond their town, along with the ability to
collaborate and communicate confidentially to support needs for services such as HIV
pre-exposure prophylaxis (PrEP), pregnancy termination and specialist services, are

required.
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Once there is a clear understanding of current community services and referral
pathways, there is an opportunity for increased collaboration to ensure community needs
are met; enhancing the likelihood of greater reach of messages and services, less
organisational isolation and a reduced chance of duplication. These collaborative
opportunities rely on clear inter-agency communication between services that should be
based on organisational rather than personal connections; and be able to withstand a key

individual leaving a role or the community.

Communities should explore ways to bridge gaps between agencies, services and young
people. Effectively reaching young people by advertising services or information in
high-traffic youth friendly shopping or recreation areas can help build an awareness of
services and their relationships; while active and visible school health nurses can act as
an adjunct between health and education. School nurses need to promote services that
are available via teachers, stakeholders and other youth settings; and directly to young
people to ensure that school nurses are recognised as the important resource that they

are.

Another way of bridging gaps and exploring new possibilities includes pursuing the
ability to build new connections and collaborations with non-traditional settings such as
sporting clubs, youth groups and the wider community. These collaborations rely on
positive relationships with club presidents and community members to ensure
engagement and support and can help in building effective relationships and an
interconnected network of services supporting young people within their town. These
types of collaborations within the setting tended to focus on male-dominated sports but
should consider sports played by all genders to ensure equal access to information,

education and condoms.

Application of the RUSHY Framework

The RuSHY Framework was developed on the understanding that sexual health is often
under-funded and under-supported in rural towns, with a lack of prioritisation towards
sexual health from rural based services. Implementation requires staged phases that are
reliant on collaboration, driven by community and possibly with minimal external

funding. The RuUSHY Framework guides community-based need for improving sexual
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health in small towns. This may be from community-voiced need; stakeholders wanting

to improve practice; a youth-driven movement; or changes in local strategy.

The RuSHY Framework consists of four implementation phases (Figure 7) and uses
Bronfenbrenner’s Ecological Framework for Human Development as a theoretical lens
121 o analyse the contextual forces that influence sexual health promotion within the
setting. The socioecological model is utilised to divide the social environment in to
component levels for focussed analysis that allows the types of influence to be assessed
at each level and for the development of appropriate interventions that address each level
consistent with previous health promotion research practice 122,

Figure 7 RuSHY Framework Implementation Phases

" Community
Scan &
TOWN

Implementation requires a Community Scan and TOWN (threat, opportunity, weakness
and needs) analysis and is reliant on an individual or an agency taking an initial lead
position. This Community Scan and TOWN analysis was used by the lead researcher in
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collaboration with stakeholders to identify other key stakeholders, settings for sexual
health promotion and education, and issues and solutions that informed the developed
RuSHY Framework. Successful implementation requires consultation with other groups,
or seeking contributions of information or time in a collaborative sense, and is
dependent on the depth of understanding of the setting and community. This
understanding would consider the multi-level interactions that exist and how these
impact on sexual health provision in the rural area. The Community Scan and TOWN
analysis is practically focussed and should address the needs of the community by
allowing examination of the setting in close detail, considering internal and external

threats, opportunities, weaknesses and needs.

The purpose of the second phase of implementation is to bring all stakeholders identified
from the Community Scan together to consider the findings of the TOWN analysis and
to prepare, listen, allocate and network (PLAN) within the setting. This may happen via
meetings, emails circulars or forums — and is reliant on finding a sustainable and reliable

method of two-way communication and collaboration.

The PLAN phase includes preparing, pre-planning and prioritising the findings of the
TOWN analysis; listening and connecting with youth in the area to gain input and
feedback on what has been identified as priority areas; allocating roles within the
collaboration; and ensuring network relationships between collaborators can be easily
supported. It is recommended that communities identify and set clear goals, establish
clear evaluation methods time lines for implementation and evaluation cycles during this

early phase.

The third phase utilises the findings of the TOWN analysis and PLAN phase direction
and prioritisation to focus on advocacy, coordination and delivery of the targeted
interventions that will produce outcomes linked to the four RUSHY concepts. Key
components of delivering interventions are advocacy and coordination. Proactive and
prepared advocacy can help control conversations and support a clear message for what
Is sometimes a controversial community topic. Communities implementing the
Framework should develop a clear advocacy strategy, which frames their message and

allows them to effectively respond to backlash or criticism. Proactively educating the
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community on the need and the opportunities for sexual health is important and

communities should consider engagement with local media to support advocacy.

Effective communication and focus within the collaboration are also important as it
ensures communication and collaboration is sustained. Stakeholders will lose support
from both young people and the community if they are not seen to be credible,
collaborating in an effective manner and delivering results. The delivered targeted
interventions should address the four RUSHY concepts, be achievable within the setting,

and address the TOWN analysis findings.

The final implementation phase brings together the reflection and evaluation on the
earlier phases. While evaluation should be continuous in nature and commence during
each stage of implementation, this final stage acts as a review of all processes; including
the evaluation processes. Thorough examination of the implementation of the
Framework allows communities that have implemented it the opportunity to reflect,
consolidate the collaboration and prepare to restart the process by performing another

Community Scan and Town Analysis.

Conclusion

The RuSHY Framework represents the output of a collaborative development process
that produced localised knowledge with value to the wider community following a
community expressed need to address sexual health. Implementation in new
communities is possible providing there is care in addressing the limitations of the
Framework and acknowledgement that further testing will enhance inter-contextual

reliability.
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Chapter 13: Discussion

A detailed discussion relating to each research component of this PAR project is
included in the respective chapters or published papers. This discussion chapter will
focus on the project as a whole and examine the implementation of PAR in the rural area
and embedding Delphi studies within PAR and the research study as a whole.

Significance

This research project developed and validated a framework to inform the planning,
implementation and evaluation of multi-level community-based sexual health
interventions for young people in the rural setting. It allowed the opportunity to test the
application of embedded Delphi studies within PAR, building on previous research 42123
and provided a contribution to a growing body of literature that utilises PAR in the rural
Australian setting as a research methodology that connects with the rural population;
encourages action within that community and provides a platform for an authentic rural
voice 124127 1t is also a contemporary example of rural-focussed research undertaken by
a researcher ‘embedded’ rurally; living and working within the researched community as

an insider-researcher.

This research project provided a rural community with the opportunity to develop a
localised response to addressing the sexual health needs of young people within their
community. Rural sexual health is an area that is lacking current research that addresses
solutions to the barriers to access for young people Warr and Hillier ’. In the twenty
years since this work, the barriers as identified by young people *¢ and stakeholders %'
remain similar with a lack of guidance or consistency in how to address them. This
project aimed to identify the issues that rural stakeholders and young people continue to
experience regarding sexual health provision and sought to collaborate with them to
create a practical framework that presents direction. A strength of this research is the
empowerment of a community to provide a solution that aligns with a number of the
“Priority Areas for Action” within the Fourth National Sexually Transmissible
Infections Strategy 2018-2022 ° (referred to for the remainder of this chapter as “the
Strategy”).

The seven “Priority Areas for Action” from the Strategy (as presented in Figure 8),
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contain 34 “Key Areas for Action” designed to support the achievement of the goals and
targets within the the Strategy. Figure 8 highlights which Key Areas for Action the
RuSHY Framework addresses within its implementation.

Figure 8 The Seven Priority Areas for Action and the Key Areas for Action that the
RuSHY Framework addresses

(Adapted from Fourth National Sexually Transmissible Infections Strategy, 2018 Pages
24-33 1%)
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Young people continue to experience a significant burden of STlIs in Australia *° and the
RuSHY Framework provides rural communities with a functional tool to implement
community based sexual health interventions and practices that enmesh closely with the

seven Strategy Priority Areas for Action represented in Figure 8.

In a setting with limited resources and a lack of prioritisation on sexual health, the
RuSHY Framework provides clear guidance in how to address the Strategy Priority
Areas including:

e “Education and Prevention”
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e “Addressing stigma and creating an enabling environment”, and
e “Workforce”

Within these Priority Areas for Action, the RuSHY Framework directly addresses

several identified Key Areas for Action, including providing guidance on how to:

e “Encourage partnerships between health services, schools, educational
institutions and community organisations to improve the delivery, availability
and accessibility of sexual health education and services for all young people
and strengthen linkages to testing and treatment (the Strategy, Key Area for

Action Number 5)” *°and,

e “Support the capacity and role of community organisations to provide education,
prevention, support and advocacy services to priority populations (the Strategy,
Key Area for Action Number 24)"%°,

The RuSHY Framework identifies four key factors for rural sexual health provision:
e Consistent and credible relationships and sexuality education and information
e Health service accessibility and competing priorities
e Discreet condom supply
e Communication and collaboration.

A core outcome of implementing the RuUSHY Framework is establishing collaborative
relationships between traditional and non-traditional sexual health provider settings to
address gaps in service and education provision in the rural area. The RUSHY
framework focuses on concepts that have potential for further generalisation and
modification for a range of health issues within the context of the rural setting.
Significant components of the framework consider how stakeholders can work within
the constraints of their current funding and service delivery models to improve sexual
health promotion and education. Given the intersections in the needs for young people in
terms of access, outreach, service provision and education in youth sexual health, mental
health, and alcohol and other drugs — there is potential to explore the insights and

recommendations from this research with other youth health issues in the rural setting.
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The RuSHY Framework supports Key Areas for Action that focus on improving
relationships and sexuality education; improving condom provision and acceptance
within the community; increasing comprehensive STI testing within the rural area in
priority populations; better connection to priority populations via outreach services; and

innovation that addresses workforce shortages.

Participatory Action Research Methodology

The PAR process necessitates a high level of engagement with participants. Discussion
and engagement with both the research process in general and the specific research
question led to several participants and associated stakeholders actively seeking to find
and implement localised solutions to the threats and weaknesses impacting on sexual
health provision in their community. During the early interview process that informed
the development of the draft RUSHY Framework, several participants took the
opportunity to ask questions relating to sexual health service provision within the setting
and sought new resources, developed interventions and accessed professional
development. Through discussion and feedback to stakeholders at key points during the
research on the themes that had developed within the youth and stakeholder research
process, there were subtle changes to local practice, new connections formed between
stakeholders to address issues and a response of action within the setting. These
energised moments within the setting had a transformative potential that represented a
deepened understanding and suggest the catalytic validity of the project using a PAR
approach %7, At the start of this project there was a lack of emphasis on sexual health as

a service priority for stakeholders within the setting.

Implementation of more streamlined methodologies for engagement of rural
communities may have produced an outcome faster and more efficiently than PAR
which is often described as time consuming and complicated 2 and reliant on a
commitment to collaborate through iterative process %’. There is discussion within the
literature about what level of “participation” is required for PAR to be truly participatory
111,116,128,129 ' Some researchers suggest that participants, in this case rural stakeholders
involved in youth sexual health, should be involved in each stage of the research process
including planning, data collection and analysis and publication'!®; while others view

participation as more of a continuum from simple participation in planning or instigating
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the project through to deeper research involvement3. This research project was
generated by the community and led by an insider who was volunteering time on sexual
health interventions within sporting clubs. Stakeholders were engaged within the PAR
process to assist in the initial planning of the project, involved as research participants
and key informants and were invited to comment on early data analysis and thematic
coding during the first stage of the PAR project. There are always compromises and
adjustments in PAR %2 and this PAR study attempted to realise a compromise between
the maximum amount of possible participation of local stakeholders other than the lead

researcher and the time constraints of doctoral research.

Participants were willing to make credible changes to practice or policy and create new
collaborations and relationships. However, with limited to no sexual health specific
funding available during this project, the scale of these changes within the setting was
limited. The lack of policy or political priority towards rural sexual health is
characterised by the absence of funding at either an over-arching project officer support
level or a localised intervention level. This deficit of focus and funding prohibits a
sustained focus on sexual health interventions and given the time limits and competing
priorities of rural communities, it is unsurprising that while participants were willing to
change where condoms were located within GP centres or create connections between

the GP and the school, the scale and sustainability of these interventions was limited.

The time required to implement major interventions and recommendations relating to the
developed Framework was greater than the time available for this doctoral research.
Therefore, these movements to action must be recognised as significant additional
outcomes of a project that primarily aimed to develop a process for catalysing change in

rural sexual health.

Positionality and Collaboration

The development of the Framework was reliant on collaboration, consultation and
prolonged engagement with the community through the participatory action research
process. The PAR process was conducted from an insider-research positionality for the
lead researcher %7 as a resident and health worker within the town, seeking to consult

with the local community; in collaboration with outsider-researchers, the PhD
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supervisory team.

The entry of the researcher into the PAR project was through a prolonged process of

engagement ** and collaboration 1%

with health stakeholders who expressed a desire to
act on sexual health provision deficits within the setting. After a six month period of
consultation and inquiry with initial stakeholders, this PAR project was developed to
answer localised need and address the lack of guidance within the research literature to
inform sexual health promotion in the rural Australian setting 2. A project focus on the
development of the Framework rather than piloting a series of ad hoc sexual health
interventions was determined between the lead researcher, supervisors and key initial

stakeholders in the development of the project.

The practical management of this insider-research positionality within a rural
community is discussed in detail earlier in Heslop, Burns and Lobo ! (Chapter 7),
including issues relating to management of power dynamics to ensure ethical practice
within the course of the project. At all times the lead researcher took care to present as a
relevant resource person ! capable of providing information or resources for
stakeholders and young people participating in the study and for stakeholders and
individuals outside the researcher-participant relationship. Clear processes were
established to ensure confidentiality and anonymity was maintained as much as possible
within a socially-close, interconnected rural network °” and concerted efforts were made
by the lead researcher to be visible, accessible and to associate with all potential
stakeholder groups prior to recruitment and after the PAR process had begun 1. The
lead researcher deliberately contacted participants from a diverse range of different
professional and organisational backgrounds, and young people within the community
and minimised bias by including both negative and positive voices and ensuring all

voices had the opportunity to be heard *.

It must be acknowledged that even as an ‘insider’ there are challenges relating to
outsider positionality that relate to gender, generational issues, ethnicity and sexuality.
The researcher is an cisgendered heterosexual male of European descent. Much of this
information can be ascertained by both youth participants and stakeholders visually upon

meeting the lead researcher, or through the interconnected nature of the setting.

135



Efforts was made to ensure that any gender or sexuality diverse participants were aware
of the allyship of the lead researcher through subtle but visible displays of LGBTI
friendly badges and stickers on the researchers equipment and bags. It is noted by the
lead researcher that this allyship can not replace lived experience and understanding. No
data was collected on gender or sexual diversity of participants to minimise the

likelihood of participants who were not “out” being exposed to the community.

In terms of generational issues, the lead researcher was able, as an “Elder Millennial” to
negotiate a “least adult” identity*3* 13! when working with youth participants. In
establishing a least-adult identity, the lead researcher consciously adapted language,
clothing and style to suit participants. The lead researcher did not wish to be seen as an
authority figure, but also not lose the cache of being a researcher working on a project
that required considered responses and engagement from participants. In contrast, when
working with stakeholders, the lead researcher would highlight their background in
health (acute nursing) and present in a more formalised manner in terms of appearance,

language and style to ensure participants were confident in the integrity of the research.

Rural Implementation of Methodology

PAR was an effective methodology for engaging with this rural community and fostered
a sense of collaboration and cooperation. It allowed for a two-way flow of information
between researcher and participant that may not have been possible through other
methodologies and allowed prolonged engagement from participants beyond interviews
32,107 The connected nature of a small rural community also created opportunities for
interaction between participants which was beyond the scope of the study and this
impacted positively on practice and organisational policy. Effort was always made to
ensure dependability of the project findings by following a systematic research process
and maintaining an audit trail 17, but there were occasions that the “messy nature” 28 ®
85) of PAR created challenges in completing the development of the RuSHY Framework

and enagaging with collaboration with stakeholders.

Through this study it was confirmed that rural stakeholders are willing to engage with
Delphi studies to provide feedback and that Delphi studies can be effectively utilised
within a PAR project to gather feedback from participants. Participation and response
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rates within the two embedded Delphi studies were acceptable and represented
considerable engagement from stakeholders who do not necessarily engage in sexual
health as a work role priority. There was no incentive, monetary or otherwise, offered to
participants in either Delphi study, beyond being involved in a study that aimed to
improve sexual health provision in the rural setting. The blurring of lines between
expert, participant and researcher 1% within PAR methodology encourages the utilisation
of Delphi technique methodology by re-engaging and empowering the local stakeholders
as subject area experts qualified to give feedback and analysis on the developed
Framework. Re-engagement and recognition of the localised expertise of stakeholders
involved in rural sexual health highlights the development of emancipatory knowledge
interest within the project %7, This re-engagement also provides the opportunity to
increase the credibility of the research through prolonged engagement, member checking
and triangulation 1, This reflective process for the stakeholders assured process validity
and trustworthiness of the RuSHY Framework 107108,

The second Delphi process (outlined in Chapter 11) provided the opportunity to re-
examine and evaluate the draft Framework, and to evaluate the effectiveness of the
Delphi process with rural stakeholders from outside the insider-researcher setting. The
high level of engagement with the first, localised Delphi study can be explained by a
combination of the insider-research phenomena and prior engagement with the earlier
phase of the study; however, the second Australia-wide Delphi study was successful in
recruiting independent participants that had no prior professional or personal connection
to the research team.

The Delphi method appeared to be acceptable to respondents as a process of gaining
consensus on the Framework and represents a pragmatic option for engaging with
multiple, geographically dispersed rural-based participants. It also provided the
opportunity for stakeholders to critique certain elements of the developed Framework
from their perspective. This triangulation allowed the Framework to be evaluated by
experts in rural sexual health provision from other settings that were not involved in the
development process; these participants had a sound understanding of the challenges that
rural-based providers faced. The Delphi feedback of the developed Framework in this

final stage of the PAR process reinforced the findings from earlier participatory phases,
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enhancing the trans-contextual validity of the Framework while also providing a
measure of the dependability of both the Delphi process and the PAR methodology used

to develop the Framework 2,

Limitations

The limitations of this study should be considered when reviewing the findings and the
developed Framework. The study experienced limitations from methodological,
contextual and personal levels. In designing this study, the lead researcher found a lack

of published research guidance on how to conduct PAR research within the rural setting.

The literature relating to PAR in the rural area described several methodological styles
but there was a lack of consistency in how to manage the process, particularly as an
insider-researcher 1212 Effort was made to review literature and discuss the research
design with supervisors and community stakeholders to determine the most appropriate
research method for the community and to achieve the research aims. Embedding the
Delphi study within the PAR study was considered to be a way of further strengthening
the participatory nature of this research in refining the Framework by providing another
opportunity for participants to be involved in the study. There were few examples within
the literature of embedding Delphi technique within PAR studies and a lack of
consistency in using the Delphi technique in terms of sample population, size and

consensus measures 3841,

The cultural diversity of participants and stakeholders was limited, which can be
attributed in some part to the setting, but the background of the lead researcher cannot be
discounted. Care must be taken when considering the transferability of this research to
settings with larger Aboriginal and Torres Strait Islander and/or Culturally and
Linguistically Diverse communities and further research in rural settings should consider
how to ensure cultural security, representation and connection. Services working with
those key population groups may already have appropriate, effective and efficient
multipurpose service delivery models that address youth sexual health in the rural setting

but may still find components of the RuSHY Framework useful and insightful.

As an insider researcher, there is potential that bias and localised relationships may

impact on selection bias of participants »* 132 133 Managing bias as an insider-researcher
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is described in more detail earlier in the published paper included in Chapter 7 1.
Considerable effort was made to limit the personal bias of the researcher within the
setting towards the selection of participants, the questioning techniques employed and
the analysis of transcripts. The lead researcher developed a list of potential stakeholders
in conjunction with his supervisory team, but also requested peer referral from
participants to ensure that recruitment was not limited to personal and professional
connections. The research team also purposefully approached stakeholders within the
setting with a diverse range of views, including advocates and leaders in sexual health
provision within the setting, and stakeholders that had either been vocally against
supporting sexual health interventions, ambivalent towards engaging with youth sexual
health at all or were conservative in their delivery of interventions approach. While not

all of these stakeholders chose to participate, several did give their time to the project.

In one case, a stakeholder had expressed no interest in dealing with sexual health within
their setting in the past and had a limited evidence-based knowledge on best practice
sexual health service provision. This individual became one of the more engaged
participants in the study and implemented several subtle changes within the setting to
provide sexual health knowledge and support for LGBTI youth and suggested several
strategies that became part of the developed Framework. Engaging with stakeholders
that were not the ‘obvious’ candidates in terms of youth sexual health provision was an
effective and important component of this project with many beneficial outcomes:
minimising selection bias; collecting diverse perspectives and solutions within the data;
and providing these stakeholders with the opportunity to ask questions, participate and

engage with the topic *.

There were also moments that being able to physically escape the setting became
important to the lead researcher in terms of managing the research environment and his
wellbeing. For example, the ability to avoid questions from study participants about the
research process when meeting in the locality, including questions about who else had
participated, or to complain about the lack of action from another stakeholder; was
important in terms of sustainability of the project. These moments to escape the insider-
research position within rural PAR should have been more structured, more productive

and more efficient, but represented an important break from good-willed pressure from
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participants and stakeholders.

One way of managing participants within this study has been via feedback. The lead
researcher relied on email, phone and personal contact with participants to provide
member-checking opportunities, research updates, publication or conference
presentation updates or to provide follow-up resources. Upon reflection, a more
formalised process via a newsletter or blog may have been a more structured method of
maintaining connection and providing updates; but this would have also required more
time and resources. There is a gap within this study and a recommendation of the
Framework for sustained communication between stakeholders beyond the PAR study;
which may represent a good continuation point for those stakeholders still engaged.

In a personal capacity, several limitations must be acknowledged for their impacts on the
development and progression of this project. This particularly relates to time constraints
and researcher capacity. While presenting as a resource person to participants was
important 11, the “pull” of stakeholder and participant needs was at times a time
management issue for the lead researcher. This “pull” was characterised as some
stakeholders wanting to engage the researcher in tasks and interventions that no longer
related to the original project. In these instances, some stakeholders began to see the
researcher as an antagonist or driver for initiating change with other youth and health
related issues and there was an expectation to become involved in some way. While
being accessible is an important part of being a good PAR facilitator, the social
proximity of the rural network often led to the researcher being “too accessible”.
Balancing the desire to remain useful to the original group of stakeholders and
participants while remaining appropriately engaged with the original research process
and avoiding becoming involved in unrelated projects was a balancing act at times for
the researcher. Some instances involved becoming partly involved as a referral agent or
early advisor to direct stakeholders more appropriately; while other instances required a

more stringent refusal due to lack of time.

Additionally, a lack of resource funding played a role in the slow development of the
Framework, with this project being undertaken without a formal scholarship, and the

lead researcher reliant on part-time employment to continue with the research. Given the
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heavy involvement of researchers in PAR projects 28, this placed considerable burden
on the project and led to a delay in publication and some stakeholders feedback
processes that may have negatively impacted on participant action and understanding
within the setting. A more responsive and completely immersed process may have led to
the Framework being more quickly developed or for the participants to have developed
an even richer understanding of both the necessity for sexual health interventions and the

PAR process.

This time constraint may have also played a part in the attempted development and
eventual abandonment of the photovoice component of this project with youth
participants. While the depth and quality of the data collected was sufficient to inform
the development of this Framework, the photovoice component would have provided
further triangulation of data and further participation opportunities for youth
participants. The lead researcher did ask all youth participants about further involvement
in the study via the photovoice project, but had only two expressions of interest from
within this group of participants. The remainder were not willing to be involved in the
photovoice project citing a range of reasons including not having enough time to engage;
a lack of incentives and a lack of interest in the method of engagement. Effort was made
to peer recruit but there was a lack of further recruitment. Given the lack of interest from
participants, the time and financial constraints of the project and the participatory nature

of this project; photovoice was not seen as viable to continue pursuing.

Concluding remarks

Moving forward, it is important to acknowledge there are limitations in what can be
achieved in rural communities towards sexual health provision in terms of funding and
sustainability. Youth sexual health in small rural communities is currently “nobody’s
priority” ¥". This is a direct reflection on the policy, funding and research focus. There
can be no argument against the need to fund programs that address the epidemic rates of
STIs in Northern Australian communities **; or the importance of preventive health
approaches with men who have sex with men (MSM) and CALD communities > 1*°,
The needs of rural youth must also be addressed. Despite being a priority population in
the Fourth National Sexually Transmissible Infections Strategy 2018—2022 %°, there is a
lack of effective focus or funding on how to respond to key issues for rural youth, such

141



as how to: bring STI screening rates towards recommended targets; provide rural based
teachers with appropriate professional development; provide evidence-based RSE with
skills and knowledge; or to connect rural stakeholders effectively to ensure that the gaps
are covered and that rural young people are receiving the basic level of sexual health

provision they deserve.

In planning this PAR project, there was a desire initially to create a complex and
integrated intervention program able to transect the rural community in an effort to meet
the needs of the young people in the town. While this would be a worthwhile
intervention project, it was reliant on the personal skills of the lead-researcher, as insider
within the community with both a clinical and health promotion background and an
extensive personal and professional network. An intervention project of this type would
have provided an opportunity to evaluate the effectiveness of providing multiple
interventions to young people within the setting, but it would not have contributed to
addressing the long-term sustainability of sexual health provision given many
interventions would be required to address all needs. The interventions would have
ceased at the end of the project, reliant on a central local figure, willing to champion the
initiative. This is the case for many rural towns, and the service provision settings that
lie within them. For example, sporting clubs that rely on a dedicated volunteer fail when
the person moves on 1%, Health services that have solid outcomes due to one or two
clinical leaders —lose capacity to deliver services once these leaders eventually retire or
move to the next town*. School teachers that provide exceptional RSE or life guidance,
but do it by ‘flying it all under the radar’ rather than challenging organisational or

societal norms %7,

Individuals or groups of individuals can affect change on a personal or interpersonal
level for the greater good of the community but cannot make effective long-term
changes at other socio-ecological layers'?! without time, energy, funding and mandate.
Rather than develop an intervention style project in the lead researcher’s town —heavily
reliant on their ability to pull the aspects of the project together and limited in
transcontextual validity— it was decided it was more important to take a step back away
from the ‘coal-face’ and examine what was lacking within the setting. Following a

thorough re-examination of the range of potential interventions suggested to be
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implemented within the setting, it became apparent that these interventions, settings and
stakeholders were clear to those with insider-knowledge — not from reviews of the
literature or previous evaluations. There was no clear guidance within the literature on
how to engage a rural community. The knowledge on how and where to implement
interventions was reliant on personal understanding and personal anecdote, not
comprehensive evidence. Addressing this gap led to this PAR project and the goal of
developing a framework to supply evidence, guidance and a research base for others to
work from into the future. The developed Framework and the evidence generated during
its development does not address the lack of funding for the rural setting or ensure long-
term sustainability for others supplying sexual health interventions in the community;
but it does provide stakeholders wanting to take action within their setting with practical

evidence to work from.

Sexual health provision within the rural setting needs a champion. This champion may
come from outside of traditional settings such as health, education and youth work. In a
setting where “accidental experts” are the providers called upon to drive sexual health
interventions within the community, having a local champion assists in maintaining
momentum and in many respects, keeping everyone on task. This project worked with
many “accidental experts”, who worked hard to meet the sexual health needs of young
people within the community *”. While accidental experts do their best amongst a lack of
prioritisation, training and funding it cannot be forgotten that traditional service
providers are required to provide the basic level of sexual health service provision
expected for young people within their town. Effort must be made to find solutions to
the well-known barriers to access; because while there has been a dearth of evidence on
effective processes to address these barriers, the barriers themselves are well
documented within the literature 37 37140 This Framework does not provide all the
answers on how to address these barriers — but it does provide stages and a Framework
for how to address the task. Young people must have access to appropriate and well-
resourced RSE, GP services and condoms, and services working with young people
should be doing all that is feasible within the constraints of the setting and funding to

work together in delivering these.

Primary health care providers must make efforts to engage with local schools and school
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nurses, to bridge the gap between education and health and ensure that there is
consistency in messaging. Connections between youth services, health and education
must be created within communities to ensure that sexual health interventions are not
provided in an ad hoc style that lacks structure, and fails to follow existing framework or
evaluation processes'#!, Effective programs that work in non-traditional settings such as
sporting clubs or youth groups do not excuse traditional stakeholders from the
responsibility of delivering their expected services. These traditional stakeholders do not
need to be the local champions for sexual health — but they must be engaged and be
willing to do some of the less favourable tasks in sexual health provision; such as
localised advocacy. A local champion can drive action in the setting, and by utilising
this RuSHY Framework, do so in a coordinated and effective manner. However, the
most appropriate stakeholders within the rural setting to be central to improving sexual
health provision in the rural area, the stakeholders with the greatest levels of
professional respect and social cache, are the traditional stakeholders such as GPs and
primary health care professionals, youth services workers, teachers and school nurses.
Without their engagement, non-traditional stakeholders lack the levels of respect and
authority to stand up to criticism or backlash when the community is challenged to

provide appropriate RSE and condom access.

This research aimed to give rural stakeholders and rural youth a voice while engaging
them to find a local solution of public interest. Through collaboration, stakeholders and
the researchers were able to gather evidence that had contributed to the rural sexual
health literature and provided a framework for future rural practice. Within the scope of
this PAR study, the RuSHY Framework has undergone stakeholder evaluation for its
credibility and transferability in the rural setting ** to ensure dialogic and outcome
validity " and integrity ''°. The RuSHY Framework produced by this PAR study is the
product of consolidated and triangulated data gathered from an iterative collaborative
process. While its transcontextual validity to other rural areas is yet to be fully
confirmed, it represents a working document that is appropriate for immediate utilisation
and application in the rural sexual health setting, particularly within the community of

its development.

This RUSHY Framework which was created through the actions of this study’s
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participants now requires further action to implement its findings both within the
community in which it was created and beyond. Rural stakeholders have lacked
guidance and direction when implementing and evaluating sexual health interventions
within their setting; and this Framework document provides evidence-based direction on
the key areas for sexual health provision and guidelines for implementation. Rural
stakeholders must take action and ensure that the young people within their community
are being provided with the minimum level of sexual health services and RSE that they
require. The obligation to provide equitable sexual health service provision must be
addressed and this Framework provides structural guidance on how to attempt this in an

environment of minimal funding and a lack of policy direction.

Fear and stigma remain key issues for rural stakeholders involved in sexual health 3
leading to conservative delivery of services and education rather than an effort to follow
the evidence and challenge rural communities to evolve. The emphasis on avoiding
backlash rather than advocating for understanding is a significant threat in the long-term
sustainability of any sexual health intervention within the rural setting. Rural
stakeholders can continue to “fly under the radar”, or they can implement this RUSHY
Framework and proactively advocate for the sexual health needs of rural youth. The
barriers to sexual health provision in the rural area, particularly around stigma and
embarrassment will not be addressed without effectively focussing on the organisational
and societal socio-ecological levels and attempting to reshape cultural norms and

community expectations.
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Chapter 14: Recommendations

The overall aim of this study was to use a participatory action research (PAR)

methodology to develop and validate a framework for planning, implementing and

evaluating community-based youth sexual health interventions in the rural setting. In

achieving this aim, several recommendations for practice and future research have been
identified.

Recommendations relating directly to the RUSHY Framework:

The RuSHY Framework represents a practical document that has been evaluated for

potential usefulness and transcontextual validity by rural-based stakeholders.

1.

In its current form, it is recommended the RUSHY Framework be immediately

implemented within the current setting.

Implementation of the RUSHY Framework should be observed and evaluated for

its effectiveness and potential long-term sustainability.

The RuSHY Framework is recommended for immediate testing and utilisation
within other rural settings. While its trans-contextual validity is yet to be fully
confirmed communities should acknowledge and evaluate setting specific

considerations realting to population demographics, service provision and local

policy.

The RuSHY Framework was developed for sexual health, however, could be
adapted for other areas of youth health. Given the synergies with interventions
that target mental health, sexual health and alcohol and other drugs; communities
could utilise the RuSHY Framework to guide the better planning,

implementation and evaluation of community-based interventions that target
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other health areas.

5. Traditional stakeholders such as General practitioners (GPs), health service,
youth services, school nurses and teachers must be active and engaged in their
support of non-traditional stakeholders to ensure youth sexual health needs are

comprehensively addressed within their specific community.

6. The RuSHY Framework should be disseminated broadly to allow rural
communities the opportunity to utilise it in its current form. Use of open access
and non-scholarly platforms such as web-page, social media and/or practice
networks for dissemination should be considered to increase accessibility to the

Framework.

Recommendations for policy
The RuSHY Framework provides an advocacy platform with a clear vision for

improving rural sexual health outcomes.

7. Rural sexual health provision requires a multi-pronged approach with broadened
responsibility and the need for strategic change can only be achieved through
ensuring sexual health promotion and RSE provision is supported through

adequate resourcing.

8. Ensure a suitable funding envelope alongside policy support for health
promotion research that focusses on how to further reduce the burden of STls,
the improved provision of RSE in the rural area and how to increase

collaboration in areas that lack specialist services.

9. There is a requirement for clear policy guidance on the provision of RSE
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education in schools. There is currently a lack of uniformity in what is being
taught within Australian schools and the provision of clearer policy support will

provide administrators and teachers greater guidance.

Recommendations relating to practice

The RuSHY Framework provides structural guidance on the facilitation of the

coordination and delivery of services and education within an environment of minimal

funding and a lack of clear policy direction to the grass-roots workforce.

10.

11.

12.

Rural stakeholders must confirm the threats, opportunities, weaknesses and needs
of young people within their setting and consider the setting specific context that
they are operating in. This initial assessment will inform planning and
implementation of interventions and reduce the likelihood that interventions will

be either ad hoc or not appropriate for the youth they target.

Rural stakeholders must be active within their community and ensuring young
people are being provided with the minimum level of sexual health services and
RSE required. Equitable sexual health service provision is reliant on the actions

of the community and its stakeholders.

While there is a lack of prioritisation within the rural setting, there will be a lack
of action towards the Fourth National Sexually Transmissible Infections Strategy
2018 — 2022 5. Prioritisation is reliant on policy level support and funding. Rural
based Local Government Agencies should explore how implementation of the
Framework could be supported by Community Development or Health
Promotion Officers. Within Western Australia, this could be supported through
acknowledgement and implementation strategies of the RuSHY framework with
Local Government Public Health Plans in line with the Public Health Act 2016;

or in other jursidictions through utilistation of community development
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13.

14.

15.

departmental funding. While this RuSHY Framework has been developed with
minimal funding in mind, the supporting implementation through administrative
or collaborative support from local government would reduce the administrative
burden on intervention focused stakeholders and facilitate greater engagement

and collaboration.

There is a need for greater funding in the rural area to support areas that lack
specialist rural sexual health services. Achieving the key action areas that
address youth from the Fourth National Sexually Transmissible Infections
Strategy 2018 — 2022 *° will not be possible without appropriate funding to

activate the strategy.

Rural stakeholders cannot continue to “fly under the radar” and deliver sexual
health services and RSE in a covert manner 3. Through avoiding backlash or
embarrassment, stakeholders are also avoiding the responsibility of making
change at organisational and community levels. Rural stakeholders can utilise the
RuSHY Framework to proactively advocate locally for the sexual health needs of
rural youth. There is a need for rural stakeholders to advocate on behalf of young
people to ensure that their needs are being met for services and education that are

at times embarrassing or stigmatised.

Rural stakeholders must be appropriately trained to deliver RSE, sexual health
testing and to provide information and youth-friendly interactions. Within the
scope of this research, stakeholders and young people agreed that consistent and
credible RSE and information was important in delivering youth sexual health
interventions. Extending this training beyond core personnel is important in
ensuring consistency and credibility. For example, school administrators should
ensure that not just the Health and Physical Education teacher receives training —
but training is extended to teachers that may provide RSE or act as a service
referral point; and administrative and support staff that may be the first point of
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contact for young people.

16. Rural health services need to connect with young people, with other stakeholders
and explore collaborations and outreach to improve service accessibility. Health
services should examine how to focus on more than the individual and consider

community level needs in service provision.

17. Rural communities need to provide condoms in a discreet and youth-friendly
manner that minimises contact with adults and peers; allows anonymous access
and reduces cost and gender barriers. Free condoms in appropriate locations,
self-services areas, and condom vending machines should be explored with local
young people to determine the most effective, appropriate and youth-friendly

way to ensure access.

18. Non-traditional settings such as sporting clubs, youth groups, arts groups and
clubs may be interested in supporting sexual health interventions and should be
approached and supported by stakeholders. Communication and collaboration are
important factors in the delivery of sexual health interventions in the rural area
and a coordinated approach allows credible and consistent messaging on sexual

health within the community and new opportunities for collaboration.

Recommendations for research
19. Further research be conducted from a rural insider-research positionality. This
positionality has provided rural youth, rural stakeholders and rural researchers
with a voice and the ability to shape practice, research and policy for the rural
setting, from the rural setting. This ability to plan, conduct, analyse and publish
research from not just a rural viewpoint, but a rural positionality reinforces that
research does not need to be created and conducted from metropolitan areas,

particularly research on and about the rural area.
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20. Further research examining the suitability of Delphi study technique within rural-
based research. The ability to provide anonymous feedback in a timely and
responsive manner within this research was of great value to the overall project
and it is suggested that Delphi methodology is appropriate for further use in the

rural setting.
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sexuality education; WA: Western Australia; NT: Northern Territory; QLD: Queensland; VIC: Victoria; NSW: New South Wales; TAS: Tasmania; FG: Focus Groups
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D. Youth focus group materials

Information sheet

Study Title: == | Curtin University

Developing a framework for community-wide sexual health interventions in the rural
setting: a participatory action research project.

Research Team:

Mr Carl Heslop, PhD student, Curtin University School of Public Health

Dr Roanna Lobo, Research Fellow, Curtin University School of Public Health

Associate Professor Sharyn Burns, Director of Health Promotion and Sexology, School of
Public Health Dr Ruth McConigley, Senior Lecturer, Curtin University School of Nursing and
Midwifery

About this project:

This is a supervised doctoral research project and the results of this research project will be
used by Carl Heslop to obtain a Doctor of Philosophy at Curtin University. This project is
funded by CurtinUniversity.

Aims of the project:

The aim of this project is to understand what issues, opportunities and barriers in sexual
health service provision exist for young people living in rural Western Australia. This study
will be usedto inform and better coordinate existing and potential programs. We would like
to know what you think would improve services in your town.

What will | have to do?

Our team would like to talk to you about your views about sexual health provision in country
towns for young people. You will not be asked to provide personal details of your sexual
activity. Any answers you give should be of a general nature, rather than personal stories.
You may also beasked to nominate other people who would be interested in participating.

If you agree to participate in the study you will need to sign a consent form if you are
interviewed. The interview or discussion will be audio-recorded, transcribed and the
information you provide will be analysed. The interview or focus group discussion will take
approximately 45-90 minutes to complete. The results of the study will be used to write a
report and will be published in national or international professional journals.

All information that you provide will remain anonymous and is only seen by the research
team. Any published works will not contain any details that could identify you. You are free to
decide whetheror not you want to participate in this study. If at any time you wish to
withdraw you are free to so.
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as confidential and used only in this project unless otherwise specified. The following people
will have access to the information we collect in this research: the research team and the
Curtin University Ethics Committee

Will you tell me the results of the research?

You will not be contacted individually with results of the study. Study results will be
reported in professional journals. Announcements and updates on publications will be
made via community newspapers and community or professional groups who were
involved in the study.

Do | have to take part in the research project?

Taking part in a research project is voluntary. It is your choice to take part or not. You do not
have to agree if you do not want to. If you decide to take part and then change your mind,
that is okay, you can withdraw from the project. You do not have to give us a reason; just tell
us that you want to stop. Please let us know you want to stop so we can make sure you are
aware of any thing that needs to be done so you can withdraw safely. If you chose not to take
part or start and then stop the study, it will not affect your relationship with the University,
staff or colleagues. If you chose to leave the study we will use any information collected
unless you tell us notto.

What happens next and who can | contact about theresearch?

If you have questions about the study at any time you can contact can contact Associate
Professor Sharyn Burns on 08 9266 4123 or S.Burns@curtin.edu.au.

If you decide to take part in this research we will ask you to sign the consent form. By signing
itis telling us that you understand what you have read and what has been discussed. Signing
the consent indicates that you agree to be in the research project and have your health
information usedas described. Please take your time and ask any questions you have before
you decide what to do.You will be given a copy of this information and the consent form to
keep.

What if | need more information?
If you have questions about the study at any time you can contact Associate Professor Sharyn
Burns on 08 9266 4123 or S.Burns@curtin.edu.au.

Concerns or complaints?
Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC
number 96/2015). All research in Australia involving humans is reviewed by an independent
group of people called a Human Research Ethics Committee (HREC). The ethical aspects of this
research projecthave been approved by the Curtin University HREC. This project will be carried
out according to the National Statement on Ethical Conduct in Human Research (2007). If you
have any concerns and/or complaints about the project, the way it is being conducted or your
rights as a research participant, and would like to speak to someone independent of the project,
please contact: The Curtin University Ethics Committee by
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telephoning 9266 2784 or by emailing hrec@curtin.edu.au.

Any complaint you make will be treated in confidence and investigated, and you will be
informed of the outcome.
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Consent form
Consent form Interview/Focus Group L Curtin Ul‘"l'iUEf"Sitl:l

CONSENT FORM FOR PARTICIPANTS

Study title: Developing a framework for community-wide sexual health interventions in the rural setting: a
participatory action research project.

| have been given clear, written information about this research project and have been given time to consider
whether or not | wish to take part.

| understand this is a supervised doctoral research project and the results of this research project will be used by
Carl Heslop to obtain a Doctor of Philosophy at Curtin University.

| understand and accept the nature of the project, which has been explained to my satisfaction. | understand that
my interview or focus group discussion will be audio-taped and transcribed.

| know that my participation in this project is strictly voluntary. | know that | have the right to withdraw at any time.

If I have any questions about the project or about being a participant, | can contact Associate Professor Sharyn
Burns on 08 9266 4123 or S.Burns@curtin.edu.au.

| understand that this project has been approved by Curtin University Human Research Ethics Committee (HREC
number: HR96/2015) and will be carried out in line with the National Statement on Ethical Conduct in Human
Research (2007) — updated March 2014.

I know that | can contact the Research Ethics Officer at Curtin University on (08)9266 2784 if | wish to discuss any
aspects of the program on a confidential basis.

| agree to participate in this project.
| have been assured that my identity will not be revealed while the program is being conducted or when the

program is published — however | understand and acknowledge this research is taking place in a highly connected
small rural town and others may be aware | am participating.

Participant’s Name Participant’s Signature

Parent’s Name Parent’s Signature

| have supplied an Information Letter and Consent Form to the participant who has signed above, andbelieve that
they understand the purpose, extent and possible risks of their involvement in this project.

Researcher’s Name Researcher’s Signature

Date:

Please keep a copy of this form for your records
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Consent evaluation form and flowchart

Step Procedure

1. Prior to an interview each adolescent participant will be:

i. informed verbally and in writing about the study purpose and procedures,
expected outcomes, potential risks if any, anticipated benefits to the adolescent or
to others, stating explicitly that participation is voluntary, and how to contact the
investigator after participating in the study

ii. assessed on their understanding of the information provided and consequent
decision-making to determine cognitive maturity levels and eligibility

iii. asked to provide active informed consent by completing a consent form stipulating
that their participation is voluntary, they have the right to withdraw from the study
at any time, and that confidentiality and anonymity will be maintained.

2. The research student will only obtain participant consent if they are completely satisfied
that, based on the information provided, the individual is able to:

i.  retain an understanding
ii. appreciate its importance
iii. seehow it applies to them
iv.  weigh the issues in the balance
v. arrive at a decision.

3. If a young person is unable to make an autonomous decision about research
participation, it will be assumed they are not eligible to participate and informed inan
appropriate manner.

4. The research student will ensure that participants are free from pressure, panic, painand
other ‘temporary factors’ that could impair judgment.

5. All interviews will be conducted at locations chosen with particular care for participants’
privacy and safety.

6. In the event that a participant experiences distress during an interview or focus group,
the session will be ceased and participants will be encouraged to seek confidential
assistance following their participation if the study raises issues that create the need for
further information or support.

7. All interviews will be conducted by the research student. A standard protocol will be
used and will include participant eligibility, ethical consent, interview administration, use
of the computers, adverse response protocol and confidentiality procedures.

Adapted from Arora, A., S. Rajagopalan, N. Shafiq, P. Pandhi, A. Bhalla, D. P. Dhibar, and S. Malhotra.2011.
Development of tool for the assessment of comprehension of informed consent form in healthy
volunteers participating in first-in-human studies. Contemporary Clinical Trials 32 (6):814-817,

Katzman, D. K. 2003. Guidelines for adolescent health research. The Journal of adolescent health : official
publication of the Society for Adolescent Medicine 33 (5):410-415,

Rew, L., M. Taylor-Seehafer, and N. Thomas. 2000. Without Parental Consent: Conducting Research With
Homeless Adolescents. Journal for Specialists in Pediatric Nursing 5 (3): 131-138,and

Shaw, M. 2001. Competence and consent to treatment in children and adolescents. Advances in Psychiatric
Treatment 7 (2): 150-159.
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MATURE MINOR STATUS CHECKLIST

Question

1. Based on what you just read and have been
told what would you say is the purpose of the
study?

2. Based on this information what is your

understanding of what you are being asked to
do?

3. Doyou understand that it is entirely your own
decision if you want to take part in this study
and that you can withdraw at any stage if you
wish?

4. What is your understanding of what will be

done with information we collect from you in
thesurvey?

5. What would you say about how much is time
required from you to participate in the study?

6. Based on this information what benefits is the
study likely to have for young peoplein
general?

Interviewer:

Acceptable Responses

Find out about what young people think/know about sexual health service:
Improve young people’s health by better understanding what sexual healt!
Find out what barriers or opportunities exist for young people in accessing
Participate in a focus group session or interview talking about sexual healtl
Participate in a community mapping exercise where | will be asked to draw

Yes

Information will be kept anonymous and confidential

No one will be able to see the responses apart from the project staff

No personal details will be recorded during the interview therefore it will n
participated in it

Individual information will not be reported in any form, only grouped
Personal contact information will only be kept if | wish to be involved in sut
(photovoice, subsequent interviews, Delphi study)

Only the person conducting the interview will have my personal contact de
to this information

45 - 90 minutes once for the focus group/community mapping
45 - 90 minutes once for any participants selected for re-interview

Collected information will helpto:

understand better what impacts on young people’s sexual health service a
develop/improve sexual health programs

Study ID: Date: Location
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Mandatory reporting flowchart

Researcher made aware of
minor engaged in sexual activity
{under 16 years) or aduits
engaged in sexual activity with
minors

Researcher documents
details of situation or

scenario

Researcher informs
supervisors of
situations of scenario

f

.

Researcher In conjunction with

supervisors assess situation in context of
Children and Community Services Act 2004
and the Criminol Code Act Compilotion Act
1913 (Section 321)

l

Sexual activity considered

consensual?

Yes

Child over age of 13

Yes

Judged to be able to give
consent

Yes

No

¥

Adverse incident documented,
Participants educated on legal
responsibilities and consent,

No

No

(- )

Situation reported under
Mandatory Reporting
Guidelines.

Adverse incident documented

\_ .
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Questions

Part 1. Demographics and basic information (written survey)

oA WwNR

What is your Age?

What is your gender?

Are you still in school?

What is the highest year level of school you have completed?

Do you live in the town of Denmark?

Do you have your own Medicare card — or are you still listed on your parent’s

card? Part 2. Semi-structured interview questions (framed around socio-ecological

model).

1.

ok WwN

Do you feel that young people in this town have adequate access to sexual health care services in
the

town?

Do you feel that young people in this town receive adequate sexual health education atschool?
What barriers exist for young people in accessing sexual health services and education in this town?
Do you feel that services that work with young people communicate well with each other?

What levels of the socio-ecological model do you think this town addresses youth sexual health?

What things do you think the community could do to support young people regarding sexual
health?

What things do you think the community would not be willing to do to support young people
regarding sexual health?

Part 3. Community mapping exercise

Participants will be asked to draw the town and community as they see it. Participants will be asked

to draw and label major landmarks in a collaborative exercise, mapping out key areas that young people
spend time, key transport routes and options, places to access health services and information and how
thesethings interact.

The nature of this activity is an interactive visual and relational data-gathering technique, rather thana
geophysical mapping activity.
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Supporting materials

Youth and Sexual Health Services

Denmark contacts:

Denmark Medical Centre — Doctor’s surgery for general health, sexual health
and STI testing (appointments and Medicare Card required)
http://www.denmarkmedicalcentre.com.au/

Unit 3, 3 Mount Shadforth Road,

Denmark WA

(08) 9848 4111

Jane James Surgery - Doctor’s surgery for general health, sexual health and STI
testing (appointments and Medicare Card required)
www.denmarksurgery.com.au

70 Strickland Street

Denmark WA

(08) 9848 1410

Denmark Health Service (hospital service)
50 Scotsdale Rd,

Denmark WA 6333

(08) 9848 0600

Tha’ House Youth Services (support services and counselling for young people
12-17)

McLean Oval, Brazier Street,

Denmark WA

(08) 9848 2377

Tha’ House Youth Services (support services and counselling for young people
12-17)

McLean Oval, Brazier Street,

Denmark

Denmark Police

49 South Coast Highway,
Denmark WA 6333.

(08) 9848 0500

Great Southern Contacts:

Great Southern Population Health — ST testing (Medicare Card Required)
84 Collie Street, Albany

(08) 9842 7500

headspace Albany — (General GP health, sexual health, STl testing and
counselling)
http://www.headspace.org.au/headspace-centres/headspace-albany
3/15 Peels Place

Albany WA 6330

(08) 9842 9871

State-wide contacts:

Sexual & Reproductive Health WA
70 Roe St, Northbridge, WA, 6003
http://www.srhwa.com.au/
089227 6177

Sexual Health Helpline
1800 198 205 (country callers)
Weekdays 10am to 4pm

Sexual Assault Resource Centre (SARC) - Emergency Contact
24 hour Emergency Line for recent sexual assault (08) 9340 1828

Department for Child Protection (Crisis Care)
1800199 008 (24 hrs)

Lifeline (Crisis Support)
131114 (24 hrs)

Health Direct (quality health information and advice online and over the phone)
1800 022 222 (24 hrs)

Kids Helpline (free, private and confidential, telephone and online counselling
service specifically for young people aged between 5 and 25) 1800 55 1800
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E. Community Mapping diagram
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F. Stakeholder Interview materials
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Participant Information sheet

. . o &= | Curtin University
Study Title: Developing a framework for community-wide

sexual health interventions in the rural setting: a participatory action research project.

Research Team:

Mr Carl Heslop, PhD student, Curtin University School of Public Health

Dr Roanna Lobo, Research Fellow, Curtin University School of Public Health

Associate Professor Sharyn Burns, Director of Health Promotion and Sexology, School of Public Health
Dr Ruth McConigley, Senior Lecturer, Curtin University School of Nursing and Midwifery

About this project:
This is a supervised doctoral research project and the results of this research project will be used by Carl
Heslop to obtain a Doctor of Philosophy at Curtin University. This project is funded by Curtin University.

Aims of the project:

The aim of this project is to understand what issues, opportunities and barriers in sexual health service
provision exist for young people living in rural Western Australia. This study will be used to inform and
better coordinate existing and potential programs. We would like to know what you think would
improve services in your town.

Why have | contacted you?
You have been identified as a stakeholder in youth services, youth health care or youth related activities
in the rural area.

What will | have to do?

Our team would like to talk to you about your views about sexual health provision in country towns for
young people. You will not be asked to provide personal details of your sexual activity. Any answers you
give should be of a general nature, rather than personal stories. We are interested in your views as a
professional living and working in the rural setting. You may also be asked to nominate other people
who would be interested in participating.

If you agree to participate in the study you will need to sign a consent form if you are interviewed. The
interview or discussion will be audio-recorded, transcribed and the information you provide will be
analysed. The interview will take approximately 45-90 minutes to complete. The results of the study
will be used to write a report and will be published in national or international professional journals.

All information that you provide will remain anonymous and is only seen by the research team. Any
published works will not contain any details that could identify you. You are free to decide whether or

not you want to participate in this study. If at any time you wish to withdraw you are free to so.

You must understand and acknowledge this research is taking place in a highly connected small rural
town and others may be aware you are participating in this project.

Will | be paid to participate in the study?
You will not be paid to participate in this study. However, it will not cost you anything to participate.

Are there any risks involved?

The topic of provision of sexual health, particularly to young people; can be controversial or embarrassing.

The project team assures that your identity will not be revealed while the program is being conducted or
when the program is published — however you must understand and acknowledge that this research is
taking place in a highly connected, small rural town and your participation in this project may become
public knowledge.
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Who will have access to my information?

The information collected in this research will be re-identifiable (coded). This means that the stored
information will be re-identifiable which means we will remove identifying information on any data or
sample and replace it with a code. Only the research team have access to the code to match your name
if it is necessary to do so. Any information we collect will be treated as confidential and used only in this
project unless otherwise specified. The following people will have access to the information we collect in
this research: the research team and the Curtin University Ethics Committee

Will you tell me the results of the research?

You will not be contacted individually with results of the study. Study results will be reported in
professional journals. Announcements and updates on publications will be made via community
newspapers and community or professional groups who were involved in the study.

Do | have to take part in the research project?

Taking part in a research project is voluntary. It is your choice to take part or not. You do not have to
agree if you do not want to. If you decide to take part and then change your mind, that is okay, you can
withdraw from the project. You do not have to give us a reason; just tell us that you want to stop. Please
let us know you want to stop so we can make sure you are aware of any thing that needs to be done so
you can withdraw safely. If you chose not to take part or start and then stop the study, it will not affect
your relationship with the University, staff or colleagues. If you chose to leave the study we will use any
information collected unless you tell us not to.

What happens next and who can | contact about the research?

If you have questions about the study at any time you can contact can contact Associate Professor Sharyn
Burns on 08 9266 4123 or S.Burns@curtin.edu.au.

If you decide to take part in this research we will ask you to sign the consent form. By signing it is telling
us that you understand what you have read and what has been discussed. Signing the consent indicates
that you agree to be in the research project and have your health information used as described. Please
take your time and ask any questions you have before you decide what to do. You will be given a copy of
this information and the consent form to keep.

What if | need more information?
If you have questions about the study at any time you can contact Associate Professor Sharyn Burns on
08 9266 4123 or S.Burns@curtin.edu.au.

Concerns or complaints?

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC number
96/2015). All research in Australia involving humans is reviewed by an independent group of people
called a Human Research Ethics Committee (HREC). The ethical aspects of this research project have
been approved by the Curtin University HREC. This project will be carried out according to the National
Statement on Ethical Conduct in Human Research (2007). If you have any concerns and/or complaints
about the project, the way it is being conducted or your rights as a research participant, and would like
to speak to someone independent of the project, please contact: The Curtin University Ethics
Committee by telephoning 9266 2784 or by emailing hrec@curtin.edu.au.

Any complaint you make will be treated in confidence and investigated, and you will be informed of the
outcome.
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Invitation email

Professional Contact Email/Letter details
Hi [xxxxxxx],

I would like to invite you to participate in this research project that | am undertaking, focusing on
sexual health provision in the rural setting. The study title is: Developing a framework for
community-wide sexual heath interventions in the rural setting: a participatory action research
project.

Research Team:

Mr Carl Heslop, PhD student, Curtin University School of Public Health

Dr Roanna Lobo, Research Fellow, Curtin University School of Public Health

Associate Professor Sharyn Burns, Director of Health Promotion and Sexology, School of Public
Health

Dr Ruth McConigley, Senior Lecturer, Curtin University School of Nursing and Midwifery

Aims of the project:

The aim of this project is to understand what issues, opportunities and barriers in sexual health
service provision exist for young people living in rural Western Australia. This study will be used to
inform and better coordinate existing and potential programs. We would like to know what you
think would improve services in your town.

The results of this research project will be used by Carl Heslop to obtain a Doctor of Philosophy at
Curtin University and is funded by the University.

Why have | contacted you?

You have been identified as a stakeholder in youth services, youth health care or youth related
activities in the rural area.

What will I have to do?

Our team would like to talk to you about your views about sexual health provision in country towns
for young people. You will not be asked to provide personal details of your sexual activity. Any
answers you give should be of a general nature, rather than personal stories. You may also be asked
to nominate other people who would be interested in participating.

Do | have to take part in the research project?

Taking part in a research project is voluntary. It is your choice to take part or not. You do not have to

agree if you do not want to. If you decide to take part and then change your mind, that is okay, you
can withdraw from the project.

What happens next and who can | contact about the research?

If you have questions about the study at any time you can contact Carl Heslop on 0439 690 225 or
carl.heslop@curtin.edu.au.

Concerns or complaints?

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC number
XX/XXXX). All research in Australia involving humans is reviewed by an independent group of people
called a Human Research Ethics Committee (HREC).

| hope that you will consider taking part in the project. If you do not wish to take part or wish to
discuss why you have been contacted — please feel free to contact me directly.

Yours sincerely,

Carl Heslop, PhD Candidate
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Consent form

Consent form Interview/Focus Group L Curtin Ul‘"l'iUEf"Sitl:j

CONSENT FORM FOR PARTICIPANTS

Study title: Developing a framework for community-wide sexual health interventions in the rural setting: a
participatory action research project.

| have been given clear, written information about this research project and have been given time to consider
whether or not | wish to take part.

| understand this is a supervised doctoral research project and the results of this research project will be used by
Carl Heslop to obtain a Doctor of Philosophy at Curtin University.

| understand and accept the nature of the project, which has been explained to my satisfaction. | understand that
my interview or focus group discussion will be audio-taped and transcribed.

| know that my participation in this project is strictly voluntary. | know that | have the right to withdraw at any time.

If I have any questions about the project or about being a participant, | can contact Associate Professor Sharyn
Burns on 08 9266 4123 or S.Burns@curtin.edu.au.

| understand that this project has been approved by Curtin University Human Research Ethics Committee (HREC
number: HR96/2015) and will be carried out in line with the National Statement on Ethical Conduct in Human
Research (2007) — updated March 2014.

| know that | can contact the Research Ethics Officer at Curtin University on (08)9266 2784 if | wish to discuss any
aspects of the program on a confidential basis.

| agree to participate in this project.
| have been assured that my identity will not be revealed while the program is being conducted or when the

program is published — however | understand and acknowledge this research is taking place in a highly connected
small rural town and others may be aware | am participating.

Participant’s Name Participant’s Signature

| have supplied an Information Letter and Consent Form to the participant who has signed above, andbelieve that
they understand the purpose, extent and possible risks of their involvement in this project.

Researcher’s Name Researcher’s Signature

Date:

Please keep a copy of this form for your records
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Questions
‘ ID ‘ IS8 Curtin University

Stakeholder interview

1.0 Demographics and basic information

1.1 What is your gender? Male Female Other

1.2 What is your job or role in this organisation?

1.3 What qualifications do you hold relating to this job or role?

1.4 How many years have you working in your current job or role?

1.5 Do you live in the town of Denmark? YES or NO
1.6 Does your organisation deal directly with young people in the town? YES or NO
1.7 Does your organisation deal directly with youth sexual health? YES or NO

1.8 Is your role or job affected by WA’s mandatory reporting legislation? YES or NO

What strengths does you organisation have in dealing with youth sexual health?

1.9 What weaknesses does your organisation have in dealing with youth sexual health?

Curtin University is a trademark of Curtin University of Technology. Security Classification: CRICOS Provider Code 00301J (WA), 026378 (NSW)
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ID

2.0 Recorded Interview
These questions will be recorded and transcribed.
All questions relate to the socio-ecological model adapted from Bronfenbrenner (1979)
Bronfenbrenner’s ecological framework for human development perspective provides a
framework for highlighting and examining individual, interpersonal, organisational and

community inter-relationships.

2.1 Do you feel that young people in this town have adequate access to sexual health care
services in the town?

2.2 Do you feel that young people in this town receive adequate sexual health education at
school?

2.3 What barriers exist for young people in accessing sexual health services and education in
this town?

2.4 Do you feel that services that work with young people communicate well with each other?

2.5 What levels of the socio-ecological model do you think this town addresses youth sexual
health?

2.6 What things do you think the community could do to support young people regarding sexual

health?

2.7 What things do you think the community would not be willing to do to support young people

regarding sexual health?

SOCIETAL

(cultural values, norms)

COMMUNITY

{ervironment, ethos)

INTERPERSONAL

(socal network)

INDIVIDUAL
{Knowledge, attitude, skills)

Curtin University is a trademark of Curtin University of Technology. Security Classification: CRICOS Provider Code 00301J (WA), 026378 (NSW)

Bl Curtin University
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G. Delphi Study Materials
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Information sheet
Study Title: Developing a framework for community-wide sexual health interventions in the
rural setting: a participatory action research project.

Research Team:

Mr Carl Heslop, PhD student, Curtin University, School of PublicHealth

Dr Roanna Lobo, Research Fellow, Curtin University, School of PublicHealth

Associate Professor Sharyn Burns, Curtin University, School of Public Health

Dr Ruth McConigley, Senior Lecturer, Curtin University School of Nursing and Midwifery

About this project:

This is a supervised doctoral research project and the results of this research project will be used by

Carl Heslop to obtain a Doctor of Philosophy at Curtin University. This project is funded by Curtin
University.

Aims of the project:

The aim of this project is to understand what issues, opportunities and barriers in sexual health
service provision exist for young people living in rural Western Australia. This study will be usedto
inform and better coordinate existing and potential programs. We would like to know what you
think would improve services in your town.

Why have | contacted you?
You have been identified as a stakeholder in youth services, youth health care or youth related
activities in the rural area.

What will I have to do?
Our team would like to invite you to participate in a Delphi study. This is in the form of an online
questionnaire that should take 15-20 minutes to complete.

This Delphi study provides you with the opportunity to evaluate how appropriate and effective
the attached Draft framework will be in addressing community-based youth sexual health
interventions in the rural setting.

Your initial responses will be analysed, and you may be asked to respond to repeat cycles of the
guestionnaire to clarify responses. All questions will relate to the Draft framework, you will not

be asked to provide personal details of your sexual activity. Any answers you give should be of a
general nature, rather than personal stories.

We are interested in your views as a professional living and working in the rural setting. You may
also beasked to nominate other people who would be interested in participating. All information
that you provide will remain anonymous and is only seen by the research team.Any published
works will not contain any details that could identify you. You are free to decide whether you
want to participate in this study. You are free to withdraw at any time.

Will | be paid to participate in the study?
You will not be paid to participate in this study. However, it will not cost you anything to
participate.

Are there any risks involved?
The topic of provision of sexual health, particularly to young people; can be controversial or
embarrassing.
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The project team assures that your identity will not be revealed while the program is being
conducted or when the program is published — however you must understand and acknowledge that
this research is taking place in a highly connected, small rural town and your participation in this
project may become public knowledge.

Who will have access to my information?

The information collected in this research will be re-identifiable (coded). This means we will
remove identifying information on any data or sample and replace it with a code. Only the
research team will have access to the code to matchyour name if it is necessary to do so. Any
information we collect will be treated as confidential and used only in this project unless
otherwise specified. The following people will have access to the information we collect in this
research: the research team and the Curtin University Ethics Committee.

Will you tell me the results of the research?

You will not be contacted individually with results of the study. Study results will be reported
in professional journals. Announcements and updates on publications will be made via
community newspapers and community or professional groups who were involved in the
study.

Do I have to take part in the research project?

Taking part in a research project is voluntary. It is your choice to take part or not. You do not have
to agree if you do not want to. If you decide to take part and then change your mind, that is okay,
you can withdraw from the project. You do not have to give us a reason; just tell us that you want
to stop. Please let us know you want to stop so we can make sure you are aware of any thing that
needs to be done so you can withdraw safely. If you chose not to take part or start and then stop
the study, it will not affect your relationship with the University, staff or colleagues. If you chose to
leave the study, we will use any information collected unless you tell us notto.

What happens next and who can | contact about theresearch?

If you have questions about the study at any time you can contact can contact Associate Professor
Sharyn Burns on 08 9266 4123 or S.Burns@curtin.edu.au or Carl Heslop on 0439 690 225 or
carl.heslop@postgrad.curtin.edu.au

If you decide to take part in this research, we will ask you to sign the consent form. By signing itis
telling us that you understand what you have read and what has been discussed. Signing the
consent indicates that you agree to be in the research project and have your health information
usedas described. Please take your time and ask any questions you have before you decide what
to do.You will be given a copy of this information and the consent form tokeep.

Concerns or complaints?

Curtin University Human Research Ethics Committee (HREC) has approved this study (HREC
number 96/2015). All research in Australia involving humans is reviewed by an independent
group of people called a Human Research Ethics Committee (HREC). The ethical aspects of this
research projecthave been approved by the Curtin University HREC. This project will be carried
out according tothe National Statement on Ethical Conduct in Human Research (2007). If you
have any concernsand/or complaints about the project, the way it is being conducted or your
rights as a research participant, and would like to speak to someone independent of the project,
please contact: The Curtin University Ethics Committee by telephoning 9266 2784 or by emailing
hrec@curtin.edu.au.

Any complaint you make will be treated in confidence and investigated, and you will be informed of
the outcome.
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Invitation email
Dear xxxxx,

Thank you for nominating to take part in the study “Developing a framework for community-wide sexual
health interventions in the rural setting: a participatory action research project.” The aim of this project
is to understand what issues, opportunities and barriers in sexual health service provision exist for
young people living in rural Western Australia.

You have been identified as a rural based or rural focussed worker or volunteer than can provide insight
in to sexual health provision in the rural setting. You may not be an expert on sexual health, but your
experience in this area will be an important inclusion to the study.

You will complete a Delphi study questionnaire. The Delphi technique is a widely used and accepted
method for gathering data from respondents within their domain of expertise.

Attached to this email is the link to the study questionnaire, the Draft Framework and the participant
information sheet.

Should you wish to participate in this study please:

1. Read the Participant Information Sheet.
2. If you agree with this information, read the Draft Framework
3. Then click on the link to complete the questionnaire

Thanks again for agreeing to participate in this study, and if you have any questions, please do not
hesitate to contact the research team with the information in the Participant Information Sheet.

Sincerely,

Carl Heslop
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Delphi 1 Questions

Developing a framework for community-wide sexual health interventions In the rur

Developing a framework for community-wide sexual health interventions in the rural setting.

Thank you for participating in this Delphi study and taking the time to evaluate the attached Framework, The Delphi
technique |s a widely used and accepted muhod \‘or gathering data from respondents within thelr domain of expertise.
The technique is designed as a group pr which aims to achieve a convergence of opinion on a
specific real.world issue,

The aim of this project is to understand what issues, opportunities and barriers in sexual health service provision exist
for young peopie living in rural Western Australia, This study will be used o inform and better coordinate existing and
potential service delivery programs through the development of the attached Framework.

This Framework has been developed after Interviews with stakeholders representing health providers, educators,
sporting clubs, local government and youth services; as well as youth focus groups. The data collected were used to
inform the development of this F k.

Before answering the questions, please take time to read the attached Framework for sexual health provision in the
rural setting,

Once you start the questions, please complete all questions until the end of the survey. Each page of questions will
refate directly to a section from the Framework for sexual health provision in the rural setting. It may help to have this
open in another window on your computer or printed for you to refer to.

Please answer each question as you feel it relates to your role in your organisation. Some questions are tick box while
others are free text answers. If something is not clear to you, please provide feedback within the relevant section or at
the end of the survey.

Piease complete the following detalls for consent purposes and to be emalled a finalised version of the
Framework for review:

Your survey responses will be kept anonymous.
Name

Emall address

Do you consent to participate in this study?

7 I nave reud the sbove fext and the P Shoet and consent to particpeting in the Deiphi study

| do not wish to participate in this study

Demographics and basic information

lol 15

Ensure that you have read the attached Framework for sexual health provision in the rural setting or have it

available to refer to before starting this section,

Please complete all questions In this section as they relate to your current role within your organisation

Click to write the question text
- Mae

- Famale

RUO42019, 1:00 pm
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What sector do you work in?
L) ¥oakn

0 Educabon

1) Youth or community services

[J Research

) Spert and Recreation

] Other

What is your job title in this organisation (Including volunteer position)?

Do hold any formal qualifications relating to this job or role?
None
= Dploma or semdar ievel
* Graduale Degree

° Poslgmacuate degree

How many years have you been working in your current job or role?
Leoes than 12 montte
= 12 manths 1o five years
 Longer than five yesrs

What is your postcode?

Does your organisation provide direct youth sexual health services?
2 Yes

- No

What services does your organisation provide?
L) Counseling or suppart
) 8T testing
L1 Condom supply
O Education
O Pamphiets or information shasts
O Pregnancy testrg or testing ks
O Othar

Read tho Framaowork

Delphi questions - “Overview of Framework"

20l15

These questions and statements relate to the section: “An introduction to the Framework"

Please read that section of the Framework and answer the questions.

RO42019, 1:00 pm
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Some questions require a written response, some ask for a response based on your understanding of the section,

| understand the aim of this Framework

© Strangly agree

' Agree

L Somewhat agree

Nemher agree noe disagree

0 Somewhat dsagree

' Omagree
Strongly d=agree

It is clear that the four Framework concepts were developed from this research

- Strangly agres

L Agrea

= Somewhat agree

' Nethwr agree ree dissgree
' Somewhat Ssagrea

' Dsageee

' Strangly dsagrea

In your opinion, Is there anything else that needs to be included or excluded from this section?

7 No

' Yes

Key Concepts

3ol 15

These questions relate to the section: “Key Concepts in the Framework".

Please refer to cach Key concept to answer the questions or statements

The statements in this section relate to Key Concept:
1. Consistent and credibie sex and relationships education and information
Koy Concept: The sexuality and relationship education delivered is relevant, acknowledges diversity and moves

beyond the biological aspects of sexual health and provides young people with the skills and information that they
want and need.

Consistent &
credible sex and

RI04/2019, 1:00 pm
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This concept area is Important when delivering sexual health interventions in the rural area
© Strangly sgree
~ Agree
7 Somental agtve
O Neihet sgroe ree dissgree
- Somewhat dsagree
2 Dmugres
= Strangly dssgree

The details listed In this concept area are appropriate/important in delivering rural sexual health
= Strangly agree

Agrea
' Scmewhat agroe

© Meofher agree nec disagree
° Somewhat @sagree

O Do

= Strongly dsagree

This concept area is clear to understand
' Strangly sgree
D Agres
2 Somewhat agree
Netwel agree nee disagroe
2 Somewhat Sagies
= Dsagree
’ Strangly daagree

In your opinion, Is there anything else that needs to be included or exciuded from this section?
o No
' Yes

Health service accessibility

The statements In this section relate to Key Concept:

2. Health service accessibility and competing priorities

Key concept: Young people want uncomplicated access to sexual health services and information in their community.

dolls RAO4/20119, 100 pm
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This concept area is important when delivering sexual heaith interventions in the rural area
= Strongly agres

O Agree

O Somewhat agre

0 Melher agreo neoy disagiee

O Somewhat Gragres

O Dsageea

© Strongly dsagreo

The detalls listed In this concept area are appropriate/important in delivering rural sexual health
= Strongly agree

- Agree

© Somewtat agree

) Nefher agree nor disagree

0 Somewhat dsagree

© Dmagree

© Strongly dsagree

This concept area is clear to understand
' Strangly agrew

U Agree

) Somewhat agree

U Nelther agmee ner dkagiee

U Somewhat dsagrea

In your opinion, is there anything eise that needs to be included or exciuded from this section?
2 No
2 You

'Discrest condom supply

The statements in this section relate to Key Concept:

3. Discreet condom supply
Sol1s RO42019, 1:00 pm
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Key concept: Young people want to buy condoms cheaply and anonymously from easily accessible places. Stealing
condoms may be preferred to avoid interacting with others when accessing condoms.

This concept area is Important when delivering sexual health Interventions in the rural area
= Strangly sgree

[»] Agree

2 Somewtal agree

2 Neiher agree nor disagree

2 Somewhat dsagree

2 Dmagree

1 Strangly dsagree

The detalls listed In this concept area are appropriate/important delivering rural sexual health
= Strongly agree

O Agree

> domewhat agree

7 Neither agree nor disagree

 Somewhat dsagree

 Dsagron

> Strongly dsagree

This concept area is clear to understand
© Strangly agtee

O Agree

© Somewhat agree

' Neitar agme ror dissgree

O Somewhat Ssagree

O Dsagres

© Strangly dsagres

In your opinion, Is there anything else that needs to be included or excluded from this section?
[ m
o Yes

' Communication and collaboration.

6ol 15

£104/2019, 1:00 pm

186



Tolls

The statements In this section relate to Key Concept:
4, Communication and collaboration.

Key concept: Small towns are interconnected and socially close, yet services can still operate in isolation, |nitiate
contact and spark collaboration in effective and sustainable ways.

This concept area is important when delivering sexual health interventions in the rural area

. Nemher agrea ree disagren
( Somentat ERagres

O Daagros

2 Strangly dangres

The details listed In this concept area are appropriate/important delivering rural sexual heaith
+ Strangly agree

0 Agree

7 Somewhat agree

0 Nemher agree nor disagree

 Somewhat dsagree

0 Someahal agres
) Nolwr agrea ror disagrae
0 Somewhat Ssagres

Is there anything else that needs to be Included In this section? (please type your response)
o No

2 Yes

RO4/2019, 1:00 pm
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“Applying the Framework"

These questions relate to the section: "Applying the Framework”,
Please refer to this section and the subheadings:

Phase 1: Community Scan and TOWN analysis

Phase 2: PLAN (Plan, Listen, Allocate, Network)

Phase 3: ACT (Advocacy, Coordination, Targeted interventions)
Phase 4: Review

Please read that section of the Framework and answer the questions.

Some questions require a written response, some ask for & response based on your understanding of the section,

Community
Scan &
TOWN

Rapid Community Scan and TOWN analysis

Phase 1: Community Scan and TOWN analysis

These questions and statements directly relate to Phase 1 in the Framework document.

Bolls RO42019, 1:00 pm
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Opportunitiss

Community
Scan

This phase relates well to sexual health service provision in the rural area

Strangly agree

' Agree

Somawhat agrea

Naiher agreo nec disagroe
Somewhat Ssagree
Disagrea

Strangly dsagree

| understand the steps In this phase
2 Strangly agree

Agree

Somewtat agree

- Nefhor agree nor disagree

Somentat Gsagree

Omagree

- Strongly dsagree

The steps clearly relate to each other

Strangly agree

Agreo

Somewhat agree

Nehwr agree nor diagree
Somewhat dsagres
Osagrea

Strangly dsagree

RO4°2009, 1:00 pm
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Is there anything else that needs to be included in this section? (please type your response)
© No

© Yes

1s there anything else that could have be left out of this section? (please type your response)
O Mo

© Yes

'b. Phase 2: PLAN (Plan, Listen, Allocate, Network)

Phase 2: PLAN (Plan, Listen, Allocate, Network)

These questions and statements directly relate to Phase 2 in the Framework document,

Prepare

100l 15

K0412019, 1:00 pm
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This phase relates weidl to sexual health service provision in the rural area
' Strongly agree
Agree
» Someatat agree
Nomher agree ror disagree
Somewtat dsagree
Osagree
I Strongly dsagree

| understand the steps in this phase
= Strangly sgree
O Agree
= Somewhat sgree
7 Nelthwr agroe roe disagren
' Somewhat dsagres
= Strangly dsagree

The steps clearly relate to each other
' Strangly agree
' Agree
> Somewhat agree
Nemer agree ror disagree
' Somewtat dsagree
0 Dsagree
Strangly dsagree

Is there anything else that needs to be included in this section? (please type your response)
N

2 Yes

Is there anything eise that could have be left out of this section? (please type your response)
D No

“ Yeow

c. Phase 3: ACT {Advocacy, Coordination, Targeted interventions)

Phase 3: ACT (Advocacy, Coordination, Targeted interventions)

These questions and statements directly relate to Phase 3 in the Framework document.

1olls RO4/2019, 1:00 pm
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Is there anything else that needs to be included in this section? (please type your response)
O No

> Yes

is there anything else that could have be left out of this section? (please type your response)
O Mo
© Yes

d. Phase 4: Review

a. Phase 4: Review

These questions and statements directly relate to Phase 4 in the Framework document,

Evaluate Review
evaluation PLAN

This phase relates well to sexual health service provision in the rural area
 Strongly agree
O Agraa
' Somewhat agioe
1 Nelher agree rer disagree
 Somewhat asagroe
O Dsagree
1> Strongly dsagree

130l 15 RO4/2019, 1:00 pm
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120015

This phase relates well to sexual health service provision in the rural area
U Agree

U Somewhat agree

U Nelthwr agren ree disagiee

' Somewhat dsagree

0 Strangly dsagrea

| understand the steps In this phase
= Strongly agree
O pgree

RIO412019, 1:00 pm
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Is there a Key Framework Concept are that you feel is the most important?

o = and L and and r
T Moakn service and peting p
Oscreet condom supply

0 Commurication and colaborabon

What is the most important implementation phase of the Framework for you?
O Community Scan and TOWN anatysis

1 PLAN (Plan, Listen, Alccate, Network)
0 ACT {Advacacy. C \ Targeted intervarticns)
O Review

T Nane of the above

This Framework document would be useful in my community
2 Strangly agree
3 Agree
7 Nemher agree nor disagree
2 Somewhat dsagree
> Dhageos
2 Strangly dsagree

Can you suggest changes that could make this Framework sasier o use?

~ Na

2 Yes

Are there any other changes would you suggest to this framework?
O Not al this stage
v-’| Y.'

Do you have any final comments on this framework document?
o No

150l 15 RO4/2019, 1:00 pm
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| understand the steps (n this phase
' Strongly agree
Agree
» Someatat agree
Nomher agree ror disagree
Somewtat dsagree
| Dsagree
I Strongly dsagree

The steps clearly refate to each other
= Strangly sgree
O Agree
= Somewhat sgree
7 Nelthwr agroe roe disagren
' Somewhat dsagres
= Strangly dsagree

Is there anything else that needs to be inctuded in this section? (please type your response)
T No

> Yes

Is there anything else that could have be left out of this section? (please type your response)

“ No

O Yes

4. Overall

This section reiates to the entire Framework as a compiete document.

| understand that the Framework is asking me to examine differant levels or relationships
= Strangly agree
- Agres
Somenhsl 3gme
= Nelthwr agiee roe disagree
= Somewhst Ssagree
Dsagron
' Strangly dssgres

140l15 RO4/2019, 1:00 pm
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Delphi 2 Questions
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Stakeholder response table — Delphi 1

Dear Participant,

Thank you for taking part in this study “Developing a framework for community-wide sexual health interventions in the rural setting: a participatory action research
project.” If you were unable to participate in the initial stage of the Delphi questionnaire do to time constraints, workloads or any other reason — please consider
sending a reply email to this with a brief note on why you could not participate, as this will assist in my data analysis.

We received some fantastic feedback on the Framework document, and | wanted to supply both the amended Framework and a list of specific responses to you all as
part of the participatory process. If you could have a look at the latest version of the document and let me know if there is anything you think, that would be
fantastic.

Key changes to the document that have been made on reviewing the comments and suggestions:

- Changes to the language and layout of the document to make it simpler to read
- More explanation of some of the key concepts

- More background information on why the Framework was required

- More detail on the process of the development of the document

- Some more diagrams and update of come diagrams to improve readability

We have tried to incorporate as much of the supplied feedback as possible in to the document itself and would like to thank everyone for their feedback and advice.
Further development of the document and adding things such as resource lists and methods for engaging youth in your local area will be developed as part of the
finalised document for circulation.

Thanks again for agreeing to participate in this study, and if you have any questions, please do not hesitate to contact the research team with the information in the
Participant Information Sheet.

The next phase of the project will be sending the document further afield to get a new set of eyes on it — however, if you would like to participate in this third phase
of the project, please let me know via email and | will include you in the mail out list in the coming weeks.

Additionally, if there is anything else you think you need in terms of information relating to sexual health in this setting, please let me know.

Sincerely,

Carl Heslop
PhD Candidate
Curtin University
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Clear, direct and precise as is

‘

Noted

2 how to increase the capacity of existing services, This has been incorporated more clearly within the entire document.

3 how the framework can embed the requirement for Thanks for this note. This is a critical issue and one that while we have tried to address this within the
community-wide sexual health interventions to research and the document — the realities of rural health prioritisation are what they are. It is hoped
remain a priority in a regional setting where that the document can provide support and guidance to stakeholders already involved in sexual health
population will dictate funding for health sector FTE regardless of FTE or funding to improve current practice and build capacity, however we acknowledge,
funds in a setting where sexual health is often nobody’s priority — it can easily fall away.

14 The age range for 'youth' would be good to have Thanks for this point. We have amended this section to clearly explain what research is being
included. Also where it refers to 'the research and referenced; and to add a clear definition of youth for the purpose of this project.
literature' in the paragraph relating to The lens of the
framework: ecological framework - it would be good
to reference 'what' research & literature... as it's not
clearly identified.

5 Are 'opportunities' the same as 'strengths'? Thanks for this note. Within the assessment of sexual health in this setting, we chose to focus on the

community needs for this analysis of the setting as the document is focussed on practical application
and meeting the needs of young people and stakeholders within the setting.

3}

A few lines about why is this framework needed for
those of us that dont work in the sector? Has their

been an inadequacy in past services or a rise in STIs?

Noted. We have included a short background on the development of the framework and sexual health.
It is envisaged a larger background will be provided with the final document.

7 Nothing
3 Nil Noted
E) Nil Noted

10

Nothing

Again, very precise and to the point. Explains exactly
what the Key Concept is.

Noted

Noted

12 | Capacity building of existing services Thanks for this point. This has been included in to the document.
13 | The key guidelines consistently refer to schools, while | This is a fantastic point and the document has been amended to clearly reference these areas.
not all young people attend school - some may be at
other education institutes (TAFE, private RTOs),
working or doing internships/traineeships or be home
schooled.
13 | The key guidelines consistently refer to schools, while | This is a fantastic point and the document has been amended to clearly reference these areas.
not all young people attend school - some may be at
other education institutes (TAFE, private RTOs),
working or doing internships/traineeships or be home
schooled.
14 | Does diversity take into account religious beliefs? Diversity in this context refers to sexual and gender diversity. Religious diversity and components of a
community is addressed more within the community scan.
15 | List of credible resources Thanks for this. A list of resources is something that may be included in the finalised document. For the

purposes of keeping this document as small as possible for review by our panel of experts, we did not
include may direct links or resources.

16 | Nothing Noted
17 | All areas are important. Noted
18 | Nothing Noted
19 | Nothing Noted

uncomplicated and private access (especially in a
small rural town where everyone knows everybodies
business)

Thanks for this note — it mirrors what was within the research, so we have made it explicitly clear within
this concept area.

21 | training of staff in regards to delivering youth friendly | Thanks for this. We have made this clearer within this concept area.
services, Peer to peer support to enhance delivery of
information
22 | transport is a big issue; clients can often live out of Thanks for this. We have included this in the concept area as it is relevant in rural sexual health.
town without transport options and rely upon myself
or another responsible adult to take them
23 | How is accessibility defined and what does it include? | Thanks for this note. Accessibility in this context refers to how easy it is for young people to access
health services within their town. The guidelines in this concept area refer to improving accessibility.
24 | Nothing Noted

25 | Nothing Noted

26 | Not all are relevant in Denmark. | couldn't imagine Thanks for this. Not all interventions would work for all young people in a particular setting, but within
any of my clients attending information sessions, but | the data collected, there was support for this style of intervention continuing.
it would be good to have this for people who work
with young people

27 | Nil Noted
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28

Nothing

Noted

29 | Ability to have free condoms available for those that | Thanks, we have amended some of the wording in this section so it more clearly explains this.
cannot afford them.

30 | Young people can have access to condoms but there Thanks for this note. This is a very important point, and illustrated the need for RSE to be more than
needs to be work in regards to increasing decision biological in focus and ensure that it incorporates all aspects of the curriculum (in this case, the WA
making abilities and resilience in order to negotiate curriculum). We have incorporated this comment in to the concept area “Consistent and credible sex
condom use. and relationships education and information”

31 | Include femidoms too (if available). It would be good | Thanks for both of these comments. Within the setting and the research, there had been no mention of
to have something regarding parents 'concerns' about | female condoms as an issue or an expressed need from participants. We’d like to acknowledge that
availability of condoms being seen as promoting sex there are merits in the provision of female condoms in sexual health interventions; however given that
or promiscuity. This is something I've come across they are not as widely available, the focus of this research has been on provision of male condoms.
from some parents. Regarding the parental concerns, we have expanded on this topic both within this section of the

document and the advocacy section of the implementation guide as it is important that it is clearly a
concern.

32 | hiding condoms in bathrooms is a great idea. Also Thanks for this note. We have incorporated what you have mentioned as an expansion of what was
encouraging health/youth workers to be open about | already listed within this concept area.
talking about condoms and handing them out if
conversation arises.

33 | The concept is very clear. Noted

34 | Education for the community that the purchase of Thanks for this note. Please see the above response.
condoms is not illegal/dirty/wrong. It should be
embraced.

35 | Understand the urge to steal, however, free Agreed. The greater access young people have, the less likely they are to steal.
quantities available in discreet area will remove this
need.

36 | Do young people really want to 'buy' condoms or do Within the research conducted with young people, participants were happy to pay for condoms if there
they want free, discreet and easy access? were youth-friendly options. This were particularly condom vending machines or self-service checkouts.

37 | Nothing Noted

38 | Agree with concept - have to either engage in groups | Noted
for education or provide discretion such as self serve
checkouts that now exist in supermarkets

39 | Again students need to learn about resilence and Please see comment 30
decision making and these core concepts need to be
initiated and discussed

40 | confidentiality as a priority Thanks for this comment. This has been further highlighted throughout the concept area.

41 | Identifying a lead 'agency' to ensure communication is | Thanks for this comment. We have further expanded on this concept within this concept area, as well a:
collaborative, inclusive and updated would be great. throughout the document in the supporting information and the implementation guide.

42 | not too clear on the purpose of collaboration and Thanks for this comment. Throughout the data gathered from stakeholders in the setting, there was an
communication between services, and why this would | expressed desire for improved communication and collaboration between services that engage with
be useful in this context young people as it was seen to be lacking in the setting. This improved collaboration may lead to

exploring initiatives such as GP’s supporting delivery of RSE in schools, school teachers keeping other
services up to date on what is being taught to the students or what schools are doing around condom
access. There is also the opportunity to collaborate with non-traditional providers such as sporting club:
or youth groups.

43 | Does the concept include 'confidentiality'? This concept largely refers to communication between services. With this is mind, we have provided as

statement on confidentiality of communication within this concept area.

44 | It would be great to see something about reaching Thanks for this note. This has been incorporated in to this concept area and the implementation guide.
and communicating with hard to reach young people
ie homelessness and disadvantage

45 | How can school nurse promote herself more re sexual | Thanks for this note. We have amended this statement within the document slightly to provide more
health consultation. guidance.

46 | This seems to be a critical outcome of the framework, | Noted with thanks.
that it can be a document to gather together diverse
service organisations and help strengthen
relationships - not something that needs to go into
this concept area, just a comment.

47 | See previous point Relates to

48 | Nothing Noted

49 | How do you quantify services operating in isolation? Thanks for this. Within the data collection, it was acknowledged that services had little knowledge of

each other, of support services in neighbouring towns and little idea of what other services were
providing, effectively operating in isolation while addressing sexual health. We have amended the key
concept heading of this concept to provide greater clarity.

50 | Nothing Noted
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1 | Strengths - include what already works and is in place | Thanks for this. This has been amended in to the document.
Results

2 | Focus groups with young people. Focus groups to
educate parents and seek their feedback. Initiatives to
identify and address parental concerns (where

relevant / possible).

1

Thanks for this. We have included a statement on collecting this level of information within he
guidelines (2.n.)

53 | Not totally clear on how we as an organisation plays a | Thanks for this note. We have attempted to provide more clarity on this in the introduction.
role here..

54 | Strengths Noted

55 | Nothing - very extensive Noted

56 | Results Noted

57 | what is the review process Thanks — this is covered in the review section of the document.

58 | Strengths Thanks for this. We have expanded the wording in this section to give more clarity on this.
59 | Linking scanning to hard to reach young people who Thanks for this. This has been incorporated in to the document.

do not engage community group etc
Nothing

)
o

Noted

51 | Nothing Noted

52 | Good information, although the purpose of our role in | Thanks for this note. Please see comment 53
the phase isn't clear

53 | Should the cycle elements be restructured similar toa | Thanks for this. Please see comment 5.
SWOT analysis eg. Strengths, Weaknesses,
Opportunities and Threats.

54 | Nothing Noted

55 | Nothing Noted
56 | intervals for review Thanks for this. This has been incorporated in to this section and the review section.
57 | maybe more about involving young people in the Thanks. We have expanded this in more detail.
discussions. | see that it's in there, but it would be
great to learn more about this.
58 | I am unsure about the continuity of these elements Thanks for this note. We have attempted to provide greater clarity in the document to address this.
and how they relate to one another.
59 | I'think this is excellent, and very useful across a range | Thanks for this.
of community development areas, not just sexual
health. The 'Network' step is often missed out and
ultimately its this step that allows for responsive and
continuous improvement.
70 | How to connect with young people in the area? Thanks for this. We haven’t provided a large amount of specific strategies on how to engage or access

young people as it changes from setting to setting. We have included a statement on this within the
Phase two guidelines “Seek advice on best strategies connect with young people from local youth
focussed community groups.” And would consider a list of potential strategies in the final (larger)
document.

Nothing
2 | Unsure
How to connect with young people in the area?

~

Noted

Noted
Thanks for this note. We have provided more information within this section to provide greater clarity

Nothing
5 | How does 'listen' and 'allocate’ and 'network' differ in

~

it's processes?

on this.

Nothing

As is - Explains clearly what is required in this phase
and demonstrates steps

Noted

Noted

~

again...evaluation and sub set review

Thanks for this. This is covered in more detail within the review section of the document.

~

Is there any scope to gauge success and adopt a
reflective practice.

Thanks for this. We have included a section addressing this within this area and increased reference to
this within the review area.

w

More complete descriptions and examples of what is
being understood by Advocacy? it currently reads as
advocacy thought local media being a primary step
and I'm unsure of the effectiveness of this in reaching
the target group.

Thanks for this. We have expanded this and provided more information on the need to advocacy and
some steps for stakeholders to take.

w

Nothing

Noted
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3. Nothing Noted
3. see above comment Addressed.
3 Nothing Noted

w

3 Full stop at the end of coordination in the diagram! Noted. Thanks for being so thorough!
3 Nil Noted
3 Nothing Noted

Clear and precise

Noted

w

examples of potential service collaborations

Thanks. This is noted and added to the TOWN analysis.

w

Should this phase remain as a linear progression or
should elements be represented as interrelated
components?

Thanks for this note. The decision for the review process to be linear rather than interrelated allows
greater depth of analysis and evaluation of each stage. Each stage of this implementation guide is
unique and while there are aspects that are interrelated, they are quite separate to each other and
require independent review.

w

E] This is great - | especially appreciate evaluate our Noted with thanks.
evaluation 'you become what you measure!'
J. Nothing Noted

Nothing

Noted

w

Unsure about maintenance of network as could also
incorporate enaction.

Thanks for this. We have expanded on this section to provide greater guidance on what is involved to
maintain the network while also expanding on reasons that inactivity may have occurred.

w

Evaluate evaluation this is included in evaluation so
seem to be maybe an required step

Noted.

w

w

Nothing

Noted

Nothing

Noted

w

Unsure as there are to Evaluation processes.

Processes would depend on the interventions that were being implemented and the capacity of the
community to undertake complex evaluation. We have not been overtly prescriptive in when referring
to evaluation as some communities would not have the capacity to undertake complex scale evaluation

w

Nothing

Noted

-

Nothing

Noted

—-

| agree subject to the framework being implemented
as part of the curriculum and not as a one off study.

Noted. Thanks for this comment. We have included a statement on this within the introduction: “The
Framework is a tool designed to improve what may already be happening and explore improved
coordination. It should not be applied in isolation and should incorporate local guidelines and
curriculum.”

—-

Has consideration been given for financial and
economic implications? How will the model continue
without funding?

Noted. The framework is not designed to be reliant on external funding, but more as a guide for existing
services wishing to improve current practice. We have included this statement in the introduction:
“There is rarely funding for sexual health services in rural towns. This framework aims to assist
stakeholders improve current practice to meet needs rather than act as a standalone project reliant on
external funding.”

-
'y

-
&

The strategies involved to access the young people

See 70

Excellent as is

Noted

—-
[v]

It could be edited to be made more 'user friendly' -
simpler language for those not used to this type of
project (ie, engaging with sporting associations,
parents, young people themselves).

Noted. We have made an effort to improve readability.

-

more details diagrams/visuals

Noted. We have made an effort to include more/clearer diagrams

—-

Please see section marked as uncertain ie neither
disagree or agree as this requires clarity

Noted. This is addressed above.

—-

Nothing

Noted

1 Community Noted

110 | all stages however Stage 4 - Review provides the Noted
important details.

1 Each element is important. Community scan is Noted
important to ensure a baseline, engaging with target
audiences is as important to ensure messages are well
targeted and appropriately delivered, and evaluation
is also required so continuous improvement of the
strategy/framework can continue.

112 | Planning, evaluation and consultation Noted

1 The framework concepts are great and as is applying Noted
the framework and planning great work!

1 Framework concepts Noted

115 | Applying the Framework Noted
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Stakeholder response table — Delphi 2

Dear Participant,

Thank you taking the time to be a part of this study “Developing a framework for community-wide sexual health interventions in the rural setting: a participatory

action research project.” |

We received some fantastic feedback on the Framework document, and | wanted to supply both the amended Framework and a list of specific responses to you all as
part of the participatory process. This is our chance to close the loop on the development process.. | hope that your suggested amendments have improved the
document where possible. We really acknowledge that it is not perfect, and look forward to the chance to test and refine it in the field in the future.

Key changes to the document that have been made on reviewing the comments and suggestions:

- Clarification to some key guidelines and areas based on your feedback

- Some expanded details based on your feedback

- Exploration of how to improve the readability of the document.

We have tried to incorporate as much of the supplied feedback as possible in to the document itself and would like to thank everyone for their feedback and advice.
This document is not the sole answer on how to address sexual health in the rural area, but it helps lay some groundwork for the future.

Thanks again for agreeing to participate in this study, and if you have any questions, please do not hesitate to contact the research team with the information in the

Participant Information Sheet.

Sincerely,

Carl Heslop
PhD Candidate
Curtin University

1 | am interested in the degree of participation of young Thanks for this comment. There were a number of youth consults conducted to further inform
people in the data collection the information collected from stakeholders in this project. The “participants” for this
participatory action project were rural stakeholders rather than rural youth. It was important to
involve youth in the verification of the key issues and themes that they faced, and they provided
some excellent solutions. The stakeholders were the drivers behind change within their
organisations and the development of this framework.
2 In the Victorian roll out of Respectful Relationships Thanks for this great point. We have reviewed the framework document and attempted to
education the developers noticed increased reporting of reflect this information within it.
sexual abuse. Providers of education about healthy and
unhealthy relationships need to be made aware of this and
have a plan for reporting and referral to supporting agencies
with this work.
Negotiating and understanding consent Noted
Be aware of acronyms - this is the first concept and Thanks for the note on acronyms. We have scanned the document and made some changes.
acronyms are used, which if you are not in SRE, would be Regarding schools; we completely agree that schools should know this and already be
unfamiliar - eg WAAC, SRE, DR Yes and LGBTi :) Also seems implementing sexuality and relationships education in line with the curriculum framework in an
there is a lot of mention of schools. Wondering if you can inclusive, evidence based manner. Unfortunately, within this research and further literature, this
beef up the idea of coaches and supporting them. | feel that | is not the case. We want to really reinforce the role that schools must play in the rural setting.
schools should know this and already be implementing SRE. Regarding coaches and outside support sourced, we have reviewed the document and made
With lots of mention of the role of the school in being some changes to reflect this. We have also adjusted the order of the guidelines to encourage
responsible for this first concept, do you think that any one people to not put it down.
reading this would be thinking - "well its the schools
responsibility, not mine". and they would put it down?
5 Young people don't actually need medicare cards to access Thanks for this important point. We have reworded some guidelines within this section to reflect
services, but reception need to be training in working with your suggests as best we could.
young people to a access medicare. Information about
privacy important, particularly in working with under 14s
due to lack of privacy in medicare billing and my health
records. | would frame this as an understanding of the
medicare system and privacy laws. Then go onto describe
how towns can support privacy in regards to accessing
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Young people don't actually need medicare cards to access
services, but reception need to be training in working with
young people to a access medicare. Information about
privacy important, particularly in working with under 14s
due to lack of privacy in medicare billing and my health
records. | would frame this as an understanding of the
medicare system and privacy laws. Then go onto describe
how towns can support privacy in regards to accessing
further services such as pharmacy (we carry an inprest stock
of contraception and morning after pills for better access
and to ensure that young people worried about
confidentiality at the pharmacy don't face extra barriers.

Thanks for this important point. We have reworded some guidelines within this section to reflect
your suggests as best we could.

3H

Clear referral pathways and options (ie termination of
pregnancy

Thanks for this point. We feel this would be better addressed in communication and
collaboration and have chosen to focus on it in that section.

7 Services need the ability and capacity to provide flexible Thanks for this note. We have reworded a section to provide greater emphasis on this.
informal services to promote accessibility and engage with
young people

3 Not essential, but | would be curious to know if there was Thanks for this question. There was not major differences between young men and women

any notable difference between the wishes of young men
and young women

Condom supply is half of the equation or couples also at risk
of unintended pregnancy. | think this point could include
discreet access to to affordable contraception also....but |
know that it is late in the piece. Did this not come up in the
Youth interviews. Barrier to appropriate and affordable
contraception is a huge issue for us.

within this study, however the sample group was quite small. There is a published paper on the
youth interviews/focus groups available in Sex Education
https://www.tandfonline.com/doi/ref/10.1080/14681811.2019.1566120?scroll=top

Please contact me if you require full access.

Thanks for this great point. Within the youth focus groups and stakeholder consultations, the
main issue was time and time again — condoms. Oral contraception was mentioned by one focus
group, but only in the context that they felt comfortable asking their GP for scripts. We did
approach two chemists, both locally and regionally to provide their comments on the framework
to gain a greater context of the access issues in that setting, but neither were able to participate.
Pregnancy tests also came up in a small way with young people, but not as a major issue or
theme.

10 | I would love to see something that addresses the Thanks for this point. We’ve made some of the guideline documents to make this a little more
stigma/shame of buying condoms, and break it so that young | obvious.
people are more likely to use them and not be embarrassed
to purchase/access them. (same for the pill etc too)

11 | Seeking external funding for supply Thanks for this point.

12 | Increase accessibility to latex free condoms, dental dams Thanks for this. Within research there was no mention of dental dams by participants. The usage
statistics of dental dams are quite low, and while promotion of these is important, within the
scope of this research, the need for condom access was a more pressing theme.

13 | maybe an indication of where people can access free Thanks for this point. We have modified the guidelines to reflect this.

condoms to give away . If you are not int eh sector, you may
have no idea where to get 100 condoms to give away free.
Might be good to mention access to lube here too.

PASH consortium was developed based on this concept
/evidence for sustainability

Thanks for this comment. A great model for collaboration.

15 | this section seems to mainly refer to health promotion Thanks for this point. We have reviewed the guidelines and made some adjustments to wording
activities, not inter-service communication. | think this is to hopefully reflect this. While there is a strong emphasis on sexual health promotion within the
being left out. For young people requiring specialist services | framework, collaboration and communication between groups — be that GP’s using sporting club
such as insertion of 1UD or terminations, PREP and other networks to run pop-up clinics, services having clearer communication between each other,
services perhaps not supplied rural settings, collaboration services maintaining confidential communication between each other in a clinical setting should
and communication with major centres will be required. | include inter-agency communication.
think this goes beyond the social and peer network into
formal health organisations partnerships but I'm not so sure
that the details in this section cover this. Rural GPs need
orientation to services in local areas. In vic, access to medical
termination and surgical termination services is a huge issue.

16 | Interaction with all community groups in the area

17 | I found by this point, as some one skimming the document, | | Thanks for the feedback. It is a bit wordy and we’d love to reduce the word count a little. We've
found this section a bit too long and | didn't feel like riding all | reviewed the guidelines and tried to make it a bit easier to read.
the Key Guidelines :)

18 | Nothing Communication and collaboration is essential in Thanks for this note. We agree and feel that this guidelines sums up that sentiment: “Services
rural areas - however clear delineation between clinical and | must maintain confidentiality when communicating about individuals or groups.”
consultative communication and collaboration is required to
maintain confidentiality and the perception of confidentiality

19 | check words? / interconnected and social*LY* close / Thanks for these notes. We've addressed the typos and included emergency contraception in the

Services need *to be* awareness / maybe adding access to
emergency contraception could be a good example for this
one too

Good prompts at each point

comments.

Thanks for that.
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Definition/Further explanation about what exactly threats,
opportunities, weaknesses, needs. Perhaps include what is
'nside own organisation/setting and what is external (ie
oartnerships, etc.)

Thanks for this note. While we’d love to have a lot more explanation, we are trying to balance the
wordiness of the document against what needs to be included. We have included a small statement
on internal/external and tried make the guiding questions reflect this.

When identifying the needs of the community is there a
requirement for identification of skills (?professional) that the
community may not have ready access to? and is there support
for how to access these skills eg. advocacy evaluation

Thanks for this point. We have added further detail to a prompt about what skills are lacking under
weaknesses.

Use Co-design with the local young people

Thanks for this. Young people are involved in the planning phase within this framework as a method
of checking and defining the actions and implementation of the interventions. This involvement
comes after the lead organisation has concluded the Community Scan and TOWN and could involve
co-design if feasible in the setting.

Not sure how to include, but feel like this is the bit that is hard
to do, under resourced and under funded!

Thanks for this note. It is the hard part and the one that does lack funding.

| think linking the targeted intervention section , back to the
framework key concepts. it think | was reading this section as
just about advocacy - rather than any delivery of SRE.

Thanks for this great point. We have made some subtle changes to the guidelines to improve this.

Perhaps highlight that evaluation needs to happen
continuously, not just at the end of each step

Thanks for this. We have added some statements that relate directly to this point.

nave to admit the - evaluate evaluation put me off a bit. Makes
it sound like serious amount of evaluation ! :)

Noted!

This document may need to be adapted to different sectors.
This seems written for health promoters to enact. As service
oroviders we would be invited into some of these activities
rather than having overview. | would recommend companion
zuides for different frontline workers to describe some of this
work from different perspectives and why you might be
angaged in the project in this way. From a theoretical
oerspective | think its very well grounded in the relevant
theory. As a practical guide....| think there is a next evolution.
Well done though. Excellent work.

Thanks for this note. As you would be aware, rural sexual health is an area of multiple professions
converging on a common problem from different backgrounds, training and experiences. This
framework has been created from a health promotion perspective rather than a pure clinical
perspective as its focus has been on primary prevention and early intervention rather than clinical
services and testing. These are really important areas of rural sexual health, and would require
slightly different approaches to address. | like the idea of companion guides that address how this
framework would be further implemented by a frontline clinical work force to address their needs.
This framework document has always aimed to be a first step in how to improve delivery and
coordination in this area, rather than a complete solution — we’d love to further test the framework

~~

8 | This document may need to be adapted to different sectors.
This seems written for health promoters to enact. As service
providers we would be invited into some of these activities
rather than having overview. | would recommend
companion guides for different frontline workers to describe
some of this work from different perspectives and why you
might be engaged in the project in this way. From a
theoretical perspective | think its very well grounded in the
relevant theory. As a practical guide....I think there is a next
evolution. Well done though. Excellent work.

Thanks for this note. As you would be aware, rural sexual health is an area of multiple
professions converging on a common problem from different backgrounds, training and
experiences. This framework has been created from a health promotion perspective rather than
a pure clinical perspective as its focus has been on primary prevention and early intervention
rather than clinical services and testing. These are really important areas of rural sexual health,
and would require slightly different approaches to address. | like the idea of companion guides
that address how this framework would be further implemented by a frontline clinical work force
to address their needs. This framework document has always aimed to be a first step in how to
improve delivery and coordination in this area, rather than a complete solution — we’d love to
further test the framework in a couple of different rural communities to further improve,
reframe and develop it. Perhaps a post-doctoral research opportunity if someone in this network
is keen to host us!

~
©

way less text :) or text in a far more design friendly format

w

0 | Looks good and would be a very useful tool for educators to
use to inform what they should be teaching and the places
they can go to collaborate in order tp provide consistent

Thanks for this. We'd love to further reduce it — but also need the backing content. Perhaps an
abridged version with the briefest of details would be a great introductory document.

Thanks for this note.

31 | This area is very outdated and in great need of new support. | Thanks for that.
32 | nice work Carl! Thanks.
33 | Great work - | can definitely see benefits of following this Thanks for the comment.

process in our communities
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H. Frameworks

This appendix contains the initial draft framework sent to stakeholders and the finalised
RuSHY Framework.
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Draft framework

Developing a framework for community-wide sexual health interventions Curtin Universitu
in the rural setting: a participatory action research project. . .

1. Anoverview of the framework

2. The Framework for sexual health provision In the rural setting
3. The four-stage guide for implementing the framework in the community setting

Overview
Framework concepts

This framework was developed to glve champlons and rural sexual health leaders a clear tool-kit for
implementing community-wide sexual health interventions that involve other stakehoiders.

This framework was developed from analysing data collected from community based stakeholders and
young people on their experiences and perspectives relating to sexual health and relfationships and sexuality
education provision in the rural area. The first phase of this project involved in-depth interviews with 16
community-based stakeholders either directly or indirectly involved in sexual health in the rural area and
focus groups and interviews with 15 young people living in the rural area, These interviews and focus groups
provided the basis for the framework and its implementation phase.

Following analysis, there are four key elements of that emerged from the data collected in the first phase of
this research project and represent what was identified by participants as important in providing sexual
health interventions in the rural setting,

bigure 1. The Four kzy efements that emerged from the dato

The four elements represent the core ideals in delivering sexual health in the rural setting as identified by
the research participants. Within the framework, there are several guldelines that emerged from the data
that directly relate to the successful implementation of these four key concepts, These represent the lived
experience of the research participants as expressed during the initial research phase.

Applying a theoretical lens to the framework: ecological framework

The framewaork applies Bronfenbrenner's Ecological Framework for Human Development as a theoretical
lens to assist in highlighting and examining indnvidual, interpersonal, organsational and community level
interactions in the setting. The framework uses this lens to shine a light on how these different levels
connect to the four framework implementation phases and the core concepts of the framework as Identified
in the data collection and relevant research literature,

Framewovk for sexual health prowsion in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
THIS RESEARCH PROJECT 1
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Developing a framework for community-wide sexual health interventions
in the rural setting: a participatory action research project.

COMMUNITY

ORGANISATIONAL
INTERPERSONAL .

INDIVIDUAL

Figure 2. Branfenbvenner's sacko-ecological framewark

The core concept of Bronfenbrenner’s framework i that an individual does not exist in isolation. There are
multiple players and factors that impact on the individual. For this project, this concept is applied in the
sense that Interventions or Initiatives that target the individual without addressing other socio-ecological
levels may not be as effective in addressing youth sexual health in the rural area, In other research, it has
been shown that programs recognising socio-ecological Influences have been found to be most effective In
impraving sexual health outcomes for young people.

Applying the framework

This conceptual framework for the planning, implementation and evaluation of community-based youth
sexual health interventions in the rural setting comprises of four major implementation phases:

1. Community Scan and TOWN analysis

2. PLAN (Plan, Listen, Allocate, Network)

3. ACT (Advocacy, Coordination, Targeted interventions)
4. Review

It has been highlighted within the research that there Is rarely a "lead™ agency for sexual health in the rural
setting and that the workforce and health service provision is generalist in nature. There is a lack of
prioritisation on sexual health and what is provided within the setting is often driven by individuals
implementing single initiatives., This framework should be read from the perspective that there is
community-based need for improving sexual health within the setting and the assumption that there is a
leader or champion investigating how to improve sexual health within their community. The core concepts
and guidelines are suggestions that have emerged from the research and not every community or setting
will have the capacity or ability to deliver all concepts and guidelines,

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
THIS RESEARCH PROJECT 2

207



Developing a framework for community-wide sexual heaith interventions Curtin Universituy
in the rural setting: a participatory action research project. =

Key Concepts in the framework

Consistent and credible sexuality and relationships education and information

Key Concept: The sexuality and relationships education delivered is relevant,
acknowledges diversity and moves beyond the biological aspects of sexual heaith
and provides young people with the skills and information that they want and
need.

Key guidelines from this research:

- Schools are important in sexuality and relationships education (SRE) provision and interventions.

- Schools should be well connected with health providers and youth services

= Consistent messaging Is important,

= SRE should be part of a comprehensive school health promotion approach

- SRE should be delivered by a credible presenter.

- If schools feel that outside presenters are more appropriate - they should actively seek or source
them from either within their community (such as GPs) or beyond (WAAC, Dr YES).
Outside presenters can enhance the SRE curriculum but teachers should lead delivery,

- Teachers should have access to SRE professional development opportunities.

- SRE programs and services should be inclusive of LGBTI youth,

- Sporting coaches and club members can be educated to act as a first point of contact for youth.

Health service accessibility and competing priorities

Key concept: Young people want uncomplicated access to sexual health services
and information in their community.

Key guidelines from this research:

- Where specialist services are uncommon; existing services must deliver sexual health services as
best they can.
Young people trust the confidentiality of medical services.

- There are concerns around anonymity accessing services (waiting room or dellvering pathelogy).

- Services should identify opportunities to engage and connect with young people.

- Regular outreach clinics may not be feasible, but one-off clinics or information sessions in non-
clinical settings {sporting clubs, youth clubs} have been successful.

- Health services need clear paolicies {bulk-billing and youth access) that are clearly communicated
internally; and advertised to young people via a variety of networks.
Health services should explain access issues such as the need for Medicare cards or identification,
parental consent or presence, booking procedures and confidentiality,

- Services should be promoted through traditional and non-traditional settings.

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
THIS RESEARCH PROJECT 3
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Developing a framework for community-wide sexual heaith interventions Curtin University

in the rural setting: a participatory action research project.

Discreet condom supply

Key concept: Young people want to buy condoms cheaply and anonymously
from easlly accessible places. Stealing condoms may be preferred to avoid
Interacting with others when accessing condoms.

Key guidelines from this research:

Improving access to condoms requires community and societal level advocacy interventions.,
Traditional services (local government, education, youth and health) should lead advocacy.
Credibility is critical and traditional services are respected.

Condom vending machines are supported by young people.

Young people prefer to access services such as self-serve checkouts when buying condoms,
Sporting clubs, youth centres and GP consulting rooms are acceptable places 1o access condoms —
provided there is minimal Iinteraction with peers or adults.

Condoms in busy areas (waiting rooms) are less acceptable due to a sense of being watched.
Young women want access to condoms.

Communication and collaboration.

Key concept: Small towns are Interconnected and social close, yet services can
still operate in isolation. Initiate contact and spark collaboration in effective
and sustainable ways.

Key guidelines from this research:

Communication should rely on organisational connections rather than personal.

Services need to be aware of current sexual health services; what students are learning about sexual
health and where to access things like condoms or pregnancy tests is important.

Active and visible school health nurses can act as an adjunct between health and education,

Clear internal communication improves an organisation’s ability to communicate with other
stakeholders.

New connections and collaborations with non-traditional settings such as sporting clubs and youth
groups are possible, These collaborations rely on positive relationships with club presidents and
members to ensure engagement and support.

Collaborations often focus on male-dominated sports, Consider gender equity in seeking new
collaborations to ensure equal access to information, education and condoms.

Reach young people by advertising services or Information in In high-traffic youth friendly shopping
or recreation areas.

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
THIS RESEARCH PROJECT 4
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Developing a framework for community-wide sexual health interventions Curtin Universitu
in the rural setting: a participatory action research project. 2

Applying the framework

It Is proposed that this framework is implemented in four phases.

Each phase should consider the socio-ecological system levels interaction and support and acknowledge the
four key concepts of the framework.

The framewaork should be initiated by a lead agency, champion or collaboration and use Phase 1 to identify
other stakeholders to co-opt or collaborate with for Phases 2-4, Whao this lead agency or champion is will
change from community to community, It may be driven from education, health, youth services or from

sport and community groups — but should look to identify and engage as many other stakeholders and
settings within the community as possible.

Figure 3_ Framework implementation phoses

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
THIS RESEARCH PROJECT 5
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Developing a framework for community-wide sexual healith interventions
in the rural setting: a participatory action research project.

Phase one ~Community Scan and TOWN analysis

The improved coordination and implementation of sexual health interventions in the rural area is dependent
on the understanding of the setting and community. This understanding would consider the multi-level
interrelationships that exist and how these interactions impact on the ability to address sexual health in the
rural area. The Community Scan and TOWN analysis allows the examination of the setting In close detail,

Opportunities

Threats

Community
Scan

1. Community Scan - Understand the context

a.
b.
c.

d.

What is already happening in our community?

What has our community done in the past relating to sexual health?

What history and past events will affect how we encourage stakeholder involvement in a local
intervention sexual health strategy?

What characteristics and cultural values in our community will affect how we encourage
involvement in a local interventlon sexual health strategy?

2. Community Scan - Involvement and relationships

a,
b.

What/who are the key youth or health related agencies or organisations in our community?
Wha is already involved in providing sexual health for young people in our community? (Include
education; sexual health services; youth services)

Where do young people spend their time in our community? What groups? Schools? Stores?
Venues? Places?

Where can people access condoms and pregnancy tests? Are they affordable for young people?
Are they accessed anonymousty?

Where can young people access STI tests? Where do they have to deliver pathology?

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
THIS RESEARCH PROJECT 6
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Developing a framework for community-wide sexual health interventions ?} Curtin University
in the rural setting: a participatory action research project. 2 -

f. How many GPs are available in the community? How many have sexual health training? How
many specialise in youth? What does it cost to see a GP? What is the booking process?

g Do the schools in the community provide RSE? Who delivers it? Do teachers have access to

regutar RSE professional development? Is the school connected to the GPs? Is there a school

nurse? What is the role of the school nurse? Is there a sick bay?

What clubs, groups and organisations connect with young people on a regular basis?

What outside experts and regional services are already involved or active in our community?

How can we communicate? How can we connect with or communicate with young people?

What networking/collaborative mechanisms already exist between stakeholders and

organisations?

E i

3. TOWN Analysis (Threats, Opportunities, Weaknesses, Needs)
a. Threats:
i. What threats could prevent our collaboration/s?
il What threats need to be addressed immediately?
il What threats pose the greatest risk towards the provision of sexual heaith education
and services for young people in this community?
iv. What relationships already exist with local press?
v. How active is our local community on social media?
b. Opportunities:
i, What opportunities are already available to us?
il. What opportunities are possible through our collaboration?
iil,  What community strengths and resources could we mobllise?
. What relationships could be developed?
. Weaknesses:
L. What weaknesses do we have as a group? As a community?
ii. How can these be addressed?
ii, Do we need outside help?
. Who is ‘on board' already? Who isn't?
v. How do young people view our services right now?

i. What does our community need?
ii. What needs to happen right now?
fii. 'What other relationships with key stakeholders will be important to acknowledge
and develop?
iv. What is our communication strategy to facilitate greater understanding of and
engagement with this process?

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
THIS RESEARCH PROIECT 7
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Developing a framework for community-wide sexual heaith interventions Curtin Universitu
in the rural setting: a participatory action research project. o

Phase two — PLAN (Prepare, Listen, Allocate, Network)

The purpose of stage two is to bring all identified stakeholders from the Community Scan together, consider
TOWN analysis and prepare the intervention program. All analysis considers the socio-ecological system
levels and hiow these will impact on the delivery of interventions.

Prepare

are

Review the TOWN analysis and consider the goals of your collaboration.

Investigate Threats and Weaknesses. Identify how collaborative partners will address.
Prepare advocacy strategy — ensure key messages are clear and evidence-based.
Investigate Opportunities and gather resources and stakeholders,

Prepare consistent messaging for all stakeholders to use within their interventions,
Prioritise the Needs of your community and identify strategies for how and when these will be
met. Can the stakeholders meet these needs?

Identify clear goals the collaboration will seek to achieve.

Establish a list of interventions that collaborative partners will undertake.

I Set clear methods for evaluating the activity of the collaboration.

1. Prep.

msanpge

T®

2. Listen
a. Connect with young people within your community and gain their feedback on the TOWN
analysis. Are your needs similar? Are you addressing their needs? Are the weaknesses
identifying the same?
b. Gather feedback on proposed interventions from the youth feedback group. Identify missing
Interventions. Incorpoerate youth feedback into your preparation.
¢. Communicate within your collaboration to establish what Is possible

3. Allocate

a. Allocate a time frame for the intervention project.

b. Wha is driving the collaboration? Who oversees maintaining communication? Who is providing
resources? Who will provide support or expertise?

¢. Allocate roles within the collaboration. Which interventions will each partner deliver?

d. Who oversees evaluation of the intervention? Is evaluation support needed?

e. Who is the advocacy lead for the collaboration? Who will monitor and respond to local media
and social media issues on behalf of the collaboration?

4. Network

Ensure relationships between collaborative partners can be easily maintained.

Provide opportunities for collaborative partners to easily connect and share.

Allow new stakeholders and new partners to be easily integrated into the collaboration.
Ensure connection with youth so they can provide additional feedback when required.
Ensure all collaborative partners are aware of the goals and evaluation methods,

sapow

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
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Developing a framework for community-wide sexual healith interventions
in the rural setting: a participatory action research project.

Curtin University

Phase Three — ACT {Advocacy, Coordination, Targeted interventions)

The purpose of Phase three is to implement and action the planned inventions. A key component of Phase
Three is advocacy and coordination, Care should be taken to ensure that coordination and communication is
maintained, and all information is consistent, relevant and credible.

A g

Targeted interventions

1. Advocacy
a. Commence advocacy strategy prior to commencement of interventions,
b. Connect with local media to initiate advocacy within the local media.
¢. Ensure advocacy opportunities are responded to swiftly using the clear messages.

2. Coordination
2. Maintain communication between collaborative partners.
b. Ensure co-ordinated response is prioritised by collaborative partners.
c. Ensure collaborative partners are aware of what is happening throughout the network.

3, Targeted interventions
a. Deliver the targeted interventions in our community,
b. Ensure interventions are delivered in the agreed manner. If variation is needed, ensure
coordination is maintained and evaluation processes are acknowledged.

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
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Phase Four — Review
The purpose of Phase Four is to reflect and evaluate on the previous phases, examine what worked and
what didn’t and maintain the group. All evaluation should consider the systems at all levels.

Evaluate

1. Evaluate Phase Three
a. Was the Advocacy Strategy effective? What was missing? Was criticism addressed
appropriately? Were responses from the collaboration timely and evidence-based?
Did partners maintain communication and coordination for the entire program?
t. How successful were targeted interventions in meeting the collaborative goals for our
community? Which goals were not met? What needs remain unmet?

2. Evaluate our evaluation
a. Did we successfully evaluate our interventions?
b. Were our evaluation processes effective?
c. What ather layers of evaluation could have been implemented?
d. What support did we need for our evaluation?

3. Review Phase Two
& What did we miss during the PLAN phase of our project?
b. Was our network effective in delivering our goals?
c.  What preparation could be improved upon within the next phase of the project?
d. Did the allocated coliaborative partners deliver their roles?

4. Maintain Network
3. Whao is still engaged? Who isn't?
b. Who do we need to bring into our collaboration?
¢. How can we improve communication within our network? What worked and what didn't?
d. Who needs to take control of this process? What needs to happen next for our community?

5. Recommence Phase One
a. Perform another Rapid Community Scan and TOWN analysis.

Framework for sexuol health provision in the rural setting - THIS DOCUMENT IS NOT FOR USE OR DISTRUBUTION BEYOND
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Finalised framework

The Rural Sexual Health in Youth (RuSHY) Framework
This document has three sections:
1. The introduction and background to the RuSHY Framework
2. The RuSHY Framework
3. The implementation guide

An introduction to the Framework

Background

The RuSHY Framework was developed as part of a participatory action research project? in a small rural town in
Western Australia after an expressed need from the community to address sexual health?®. It aims to improve
coordination of sexual health in small towns and provide guidance to rural communities in how to meet the needs of
young people (age 16-24) in their towns. With limited literature about relationships and sexuality education (RSE)
and health provision in rural Australia %, this study gives voice to rural workers providing these services — at times
through circumstance rather than planning®. The rural workforce often consists of generalists who work in isolation
with limited formalised qualifications or previous experience . There is a lack of clear guidance and a lack of
consistency in how to implement community level sexual health interventions.

Sexual health is a major issue for young people aged 16-24 years in Australia 8 and despite testing rates lower than
10%, chlamydia is the most common bacterial sexually transmissible infection (STI) in young Australian adults °, with
a high prevalence seen in young men and women attending rural General Practitioner (GP) clinics *°. Finding
strategies to improve implementation of sexual health interventions and RSE in small communities is important in
addressing this issue. The responsibility of providing rural RSE regularly falls upon schools *** however there are
often gaps in students’ sexual health knowledge and dissatisfaction with the relevance of the provided RSE %7,
While small towns have limited ability to deliver many services, this framework aims to give workers or volunteers
guidance and when addressing sexual health in their own community.

Developing the RuSHY Framework concepts

The RuSHY Framework development involved analysing data collected from community-based stakeholders and
young people. Participants explained experiences and perspectives relating to sexual health and relationships and
sexuality education provision in the rural area.

Stakeholder
interviews
[n=1F] 1

vauth
Interviews > Data analysis
[n=1%) "

Review of
literature

Projecl
commenced -

Community >

] 1Y

—>

nrafl

Review of
literature

Local Delphi Review of
Study (n=18) Framework

Firs

Framewaork Framework

This collected data on rural sexual health and RSE provision suggests:
e There s rarely a lead agency or dedicated service

Figure 1. Process of developing this Framework

The workforce can lack specialist skills and recent professional development
There is a lack of funding for sexual health

There is a current lack of collaboration

Sexual health not a priority for many services

There is a fear of community backlash if services are “promoting sexual activity”
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Framework concepts
There are four key concepts that appeared from the collected data. These concepts are what was named by
participants as important in providing sexual health interventions in the rural setting:

¢u{:nl§ismut. credible RSE and information

Health service accessibility

)
’Diumt condom supply

4

‘\Q

¥ Communication & collaboration

Figure 1. The Four key elements that emerged from the data

Within the four concepts, there are suggested guidelines included that emerged from collected data and reviews of
contemporary rural sexual health research literature. These guidelines are the lived experience of the research
participants and are not an exhaustive list of guidelines or suggestions for every community.

Applying a theoretical lens to the framework: ecological framework
5 I The Framework applies Bronfenbrenner’s Ecological Framework
¥t for Human Development as a theoretical lens®. The Framework
uses this lens to shine a light on how different the levels of
interaction connect to the four concepts.

| —

In Bronfenbrenner’s framework an individual does not exist in
isolation. There are multiple layers and factors that impact on
the individual’s lived experience.

When applying this idea to this Framework, it is suggested
stakeholders and communities target more than the individual
and consider the all levels of the socio-ecological model:

e Individual

e Interpersonal
e Organisational
e Community

e Societal

Figure 2. Bronfenbrenner’s socio-ecological framework

217



How to apply the framework

The Framework guides community-based need for improving sexual health in small towns. This may be from
community-voiced need; stakeholders wanting to improve practice or changes in local strategy. The Framework
consists of four implementation phases. Each phase should consider each socio-ecological level and respond to the
four key concepts of the framework:

Community Scan and TOWN analysis

PLAN (Plan, Listen, Allocate, Network)

ACT (Advocacy, Coordination, Targeted interventions)
Review

PWNPE

Community
Scan &
TOWN

Figure 1. The framework implementation in four phases
Each implementation phase has steps and guidelines giving greater detail.
Understanding the setting

This Framework development gives rural sexual health leaders clearer direction in implementing community-wide
sexual health interventions. In developing the Framework and suggesting its implementation, we acknowledge:

The Framework needs an intial leader, champion or collaboration. This will change community to community and
may be driven from education, health, youth services or from sport and community or volunteer groups.

Not every community or setting has the capacity or ability to deliver all concepts and guidelines.
The recommendations are not prescriptive nor exhaustive.

The Framework is a tool designed to improve what may already be happening and improve coordination.
It should not be applied in isolation and should incorporate local actions, guidelines and curriculum.

There is rarely funding for sexual health services in rural towns. This framework aims to assist stakeholders improve
current practice to meet needs rather than a tool for a standalone project reliant on external funding.
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The Framework: key concepts

Consistent and credible relationships and sexuality education and
information

Key Concept: The relationships and sexuality education delivered is relevant,
acknowledges diversity and moves beyond the biological aspects of sexual
health and provides young people with the skills and information that they
want and need.

Key guidelines from this research:

- Consistent messaging throughout the community s important,

< Relationships and sexuality education (RSE) programs and services should be inclusive of LGBTI youth,

- Sporting coaches and club members can be educated to act as a first point of contact for youth, RSE should
be delivered by a credible presenter in all settings.

- Schools are important in sexuality and relationships education provision and interventions.

- Schools should be well connected with health providers and youth services

- Communities must also to consider how to reach young people not in school.

- Relationships and sexuality education should be part of a comprehensive school health promotion approach

- Relationships and sexuality education should be led by the curriculum and not biologically focussed.
- Young people need education and support around negotiating refationships and consent, resilience, etc

- If schools feel that outside presenters are more appropriate — they should actlvely seek or source them from

either within their community {such as GPs or school nurses) or beyond {Aids Councils, Youth Doctor
programs).

- Outside presenters can enhance the RSE curriculum but teachers should lead delivery.

- Teachers should have access to RSE professional development opportunities to build capacity,

x Health service accessibility and competing priorities
i l ﬂ Key concept: Young people want uncomplicated and confidential access to
™ g ',;f’  sexual health services and information in their community.

Key guidelines from this research:

- Where specialist services are uncommon; existing services must deliver services as best they can.

- Maintaining confidentiality ks critical. Young people trust the confidentiality of medical services.

- There are concerns around anonymity accessing services {waiting rooms or delivering pathology).

- Services should find opportunities to engage and connect with young people.

- Regular outreach clinics may not be workable, but one-off clinics, flexible informal services or information
sessions in non-clinical settings {sporting clubs, youth clubs) have been successful,

- Health services need clear policies (bulk-billing and youth access) dearly communicated internally; and
advertised to young people via a variety of networks,

- Heaith services should explain access issues such as when Medicare cards are or are not needed; what
identification is needed; parental consent or presence; booking procedures; and confidentiality.

- Services should promote themselves through traditional and non-traditional settings.

- Consider transport to services as a barrier

- Services need training and professional development in delivering youth friendly services and can utilise

peer-to-peer support to enhance delivery of information. This includes reception, administrative and support

staff,
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‘ ’ Discreet condom supply
Key concept: Young people want to buy condoms cheaply and anonymoushy
’ from easily accessible places. Stealing condoms may be preferred to avoid
’ interacting with others when accessing condoms.

Key guidelines from this research:

- Young women want access to condoms,

- Young people are willing to buy condoms if they are cheap and anonymously accessible.

- Improving access to condoms needs community and organisational level advocacy.

- Communicating the need for condoms to the community is important to reduce backlash or stigma.
Traditional services {local government, education, youth and health) should lead advocacy. Credibility is
critical and traditional services are respected.

- Health, youth and education workers should have support in talking about condoms with young people,

- Young people prefer to access self-serve checkout services when buying condoms,

- Young people support condom vending machines.

- Sporting clubs, youth centres and GP consulting rooms are acceptable places to access free condoms ~
provided there is minimal interaction with peers or adults. External funding to source condoms and lubricant
is often available,

- Condoms in busy areas {waiting rooms) are less acceptable due to a sense of being watched.

versity

. Communication and collaboration.

. Key concept: Small towns are interconnected and soclally close, yet services
can still work in isolation with limited collaboration or communication.
Services should initiate contact and spark collaboration in effective and
sustainable ways.

Key guidelines from this research:

- Communities lacking lead or specialist sexual health agencies need to identify who is involved and what is
working.

- Increased collaboration ensures needs are met, there is less isolation and less chance of duplication.

- Communication between services should rely on organisational rather than personal connections.

- Services must maintain confidentiality when communicating clinical information.

- Collaboration increases the reach of messages.

- Services need orientation and awareness of sexual health services and referral pathways; what SRE students
are learning and where young people can access condoms, emergency contraception or pregnancy tests.

- Services need to know how to refer young people to other services beyond their town —and how to
collaborate and communicate confidentially to support these needs [PrEP, termination, specialist services),

- Active and visible school health nurses can act as an adjunct between health and education, School nurses
need to promote services that are available via teachers, stakeholders and other youth settings; and directly.

- Clear internal communication improves an organisation’s ability to communicate with other stakeholders.

- New connections and collaborations with non-traditional settings such as sporting clubs and youth groups
and the wider community are possible, These collaborations rely on positive relationships with club
presidents and community members to ensure engagement and support.

- Collaborations often focus on male-dominated sports. Consider gender equity in seeking new collaborations
to ensure equal access to Information, education and condoms.

- Reach young people by advertising services or Infermation in In high-traffic youth friendly shopping or
recreation areas.
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Phase one ~Community Scan and TOWN analysis
Phase one is rellant on someone or an agency seeing a need to Improve sexual health and RSE delivery In the
community. It needs consultation with other groups; or seeking contributions of information or time.

The improved coordination and implementation of sexual health interventions in the rural area is dependent on the
understanding of the setting and community. This understanding would consider the multi-level interactions that
exist and how these Impact on how sexual health is provided in the rural area.

The Community Scan and TOWN analysis allows the examination of the setting in close detail. It is practically

focussed and should address the needs of the community, It should consider internal and external threats,
opportunities and weaknesses and be collaborative and open to innovation.

Opporunities

Community

Scan

1. Community Scan - Understand the context

a. What is already happening in our community?

b. What has our community done in the past relating to sexual health?

¢, What budget (If any) is there for sexual health in our community?

d. What history and past events will affect how we encourage stakeholder involvement in a local
intervention sexual health strategy?

e. What characteristics and cultural values in our community will affect how we encourage involvement in
a local intervention sexual health strategy?

2. Community Scan — Involvement and relationships
2. What/who are the key youth or health related agencies or organisations in our community?
b. Who is already involved in providing sexual health for young people in our community? (Include
education; sexual health services; youth services)
What is working in our community?
d. Where do young people spend their time in our community? What groups? Schools? Stores? Venues?
Places?
e, How do we reach homeless or hard to reach young people? What agencies work with this groups?

o

f. Where can people access condoms and pregnancy tests? Are they affordable for young people? Are they
accessed anonymously?
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g Where can young people access STl tests? Where do they have to deliver pathology?

h. How many GPs are available in the community? How many have sexual health training? How many

specialise in youth? What does it cost to see a GP? What is the booking process?

I, Do the schools in the community provide RSE? Who delivers it? Do teachers have access to regular RSE
professional development? Is the school connected to the GPs? Is there a school nurse? What is the role
of the school nurse? |s there a sick bay?

What clubs, groups and organisations connect with young people on a regular basis?
What outside experts and regional services are already involved or active in our community?
How can we communicate? How can we connect with or communicate with young people?

. What networking/collaborative mechanisms already exist between stakeholders and organisations?
Do we have enough information? Do we need to conduct forums or focus groups with young people,
parents or the community to gather more information?

Developing a framework for community-wide sexual heaith interventions in the

_::3.—:!?'.-'

3. TOWN Analysis: How will local and external Threats, Opportunities, Weaknesses, Needs impact on our
ability to address the four key concept areas of the framework?
a. Threats:
. What threats could prevent our collaboration/s?
Il. What threats need to be addressed at once?

ili. What threats pose the greatest risk towards the provision of sexual health education and
services for young people in this community?

iv. What relationships already exist with local press?

v. How active is our local community on social media?

b. Opportunities:
. What opportunities are already available to us?

ii. What opportunities are possible through our collaboration?

ili. How can we involve young people in our planning?

iv. What collaborations are possible in our setting? Could GP’s visit the schools to help in
delivering RSE? Can health teachers communicate with youth and health services about
what is being taught to students? Could sporting clubs have clear Information on how to
refer young people to health or youth services? Who could supply condoms for free in our
area? Would local government support condom vending machines?

v. What community strengths and resources could we mobilise?

vi. What relationships could be developed?

¢ Weaknesses:
I What weaknesses do we have as a group? As a community?

il. How can these be addressed?

lil. Do we need outside help? What skills are we lacking? Where can be source them?

iv. Who is ‘on board’ already? Wha is not?

v. How do young people view our services right now?

d. Needs:
I, What does our community need?

il. What needs to happen right now?

iii. What other relationships with key stakeholders will be important to acknowledge and
develop?

iv. How will we communicate with parents? How will we communicate with young people?
How will we manage parental concerns?
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Phase two — PLAN (Prepare, Listen, Allocate, Network)

The purpose of stage two is to bring all identified stakeholders from the Community Scan together, consider the
TOWN analysis and prepare an intervention program, This may happen via meetings, emails circulars or forums. All
analysis considers the socio-ecologlcal system levels and how these will affect on the delivery of interventions,

Prepare

1. Prepare — pre-planning and prioritising

a. Review the TOWN analysis and consider the goals of your collaboration.

b. Consider what is feasible. Do not pfan to do too much or too big.

c. Investigate Threats and Weaknesses. Identify how collaborative partners will address.

d. Prepare advocacy strategy to target parents and community — ensure key messages are clear and evidence-
based, Consider utllising an advocacy toolkit for guidance.

e Investigate Opportunities and gather resources and stakeholders.

f.  Prepare consistent messaging for all stakeholders to use within their interventions.

g- Prioritise the Needs of your community and find strategies for how and when these will be met. Can the
stakeholders meet these needs?

h. Name clear goals the collaboration will seek to achieve.

i, Establish a list of interventions that collaborative partners will undertake.

Jo Setclear methods for evaluating the activity of the collaboration and clear time lines for evaluation cycles,

2. Listen - reach out to young people and gather feedback

3. Connect with young people in your community and gain feedback on the TOWN analysis and interventions.
Seek advice on best strategies connect with young people from local youth focussed community groups.

b, Consider advice from diverse groups of young people from your community — school age, new to workforce,
engaged In sport, hard to reach, homeless, Are needs similar? Are you addressing their needs? Are
weaknesses showing the same? Are hard-to-reach youth supported?

c.  Analyse feedback the youth group. Identify missing interventions. Incorporate feedback into preparation.

d. Communicate within your collaboration to establish what is possible when addressing youth needs.

3. Allocate - provide clarity in roles

a. Allocate a period for the intervention project,

b, Allocate a period for evaluation, Who oversees evaluation? Is evaluation support needed?

c.  Who is the lead for the collaboration? Who oversees supporting communication? Who is supplying resources?
Who will supply support or expertise? Who does not see a role for themselves?

d. Allocate roles within the collaboration. Which interventions will each partner deliver?

e.  Whoisthe advocacy lead? Who checks and responds to local and social media issues for the collaboration?

4, Network — support your collaborative network

a. Ensure relationships between collaborative partners can be easily supported.

b. Provide opportunities for collaborative partners ta easily connect and share.

c. Allow new stakeholders and new partners to easy integrated into the collaboration.

d. Ensure ongoing connection with youth so they can supply additional feedback when required.

e. Ensure all collaborative partners are aware of the goals and evaluation methods.
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Phase Three — ACT (Advocacy, Coordination, Targeted interventions)
The purpose of Phase three is to implement and action the planned inventions,

Key components of delivering interventions are advocacy and coordination. Care should be taken to ensure that
coordination is supported, and all information communicated as part of advocacy Is consistent and relevant.
Stakeholders will lose support from both young people and the community If they are not seen to be credible,

Targeted
interventions

1. Advocacy: Sexual health can be a controversial community topic — control the conversation and be
prepared with facts, support and a clear message

b,

n

e,

Have a clear advocacy strategy. Consider using advocacy guides to help your group if you lack
experience. Frame your message. 8e prepared. Plan for small wins and small gains,

Commence advocacy strategy prior to commencement of interventions, Proactively educating the
community on the need and the opportunities for sexual health is important.

Focus advocacy on the four key framework concepts,

Connect with local media to start advocacy. Local media can hold strong power in small communities,
While local media may not be the most effective way to reach young people ~ ensuring you have a good
working relationship with before letters to the editor appear may help minimise backlash,

Ensure advocacy opportunities are responded to swiftly using the clear, prepared messages,

2. Coordination: Ensure communication and focus on Communication and Collaboration framework concept
Is sustained

b.

<,

Maintain communication between collaborative partners. Communication needs to be simple and
effective. Consider and adjust to what is right for your community (meetings, emails, newsletters,
workshops, seminars, working groups, etc.)

Ensure co-ordinated responses are prioritised by collaborative partners. A lack of collaboration and
cooperation can lead to duplication of services,

Ensure collaborative partners are aware of what is happening throughout the network,

3. Targeted interventions: Interventions should address the four key framework concepts

a.
b,

Deliver the targeted interventions in our community that address the key framework concepts.
Ensure interventions are delivered in the agreed manner, If varlation is needed, ensure coordination is
supported and evaluation processes are acknowledged.,

What interventions are successful so far? What is not working? What needs to be changed now to
improve the current interventions? What factors have not been addressed?

Document what is happening. Document for your evaluation, Is the evaluation method forgotten?
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Phase Four — Review
The purpose of Phase Four is to reflect and evaluate on the earlier phases, examine what worked and what didn't
and maintain the group. All evaluation should consider the systems at all levels and be continuous in nature.

Evaluate Maintain
evaluation Network

Developing a framework for community-wide sexual health interventions in the Curtin U
AU n

1. Evaluate Phase Three
a. Was the Advocacy Strategy effective? What was missing? Was criticism addressed appropriately? Were
responses from the collaboration prompt and evidence-based?
b. Did partners keep communication and coordination for the entire program?
¢. How successful were targeted interventions in meeting the collaborative goals for our community?
Which goals were not met? What needs are still unmet?
d. What key framework factors require greater focus?

2. Evaluate our evaluation
A, Was evaluation carried out continuously as we worked?
b. Did we successfully evaluate our interventions?
c. Were our evaluation processes effective?
d. What other layers of evaluation could have been implemented?
e. What support did we need for our evaluation?

3. Review Phase Two
a, What did we miss during the PLAN phase of our project?
b. What is still needed?
c. Was our network effective in delivering our goals?
d. What preparation could be improved upon within the next phase of the project?
e, Did the collaborative partners deliver their roles?

4. Maintain Network
a. Who is still engaged? Who is not? Who needs to move on? Why did people leave or not take part as
they indicated they would?
b. Who do we need to bring into our collaboration?
¢ How can we improve communication within our network? What worked and what did not?
d. Who needs to take control of this process? What needs to happen next for our community?

5. Recommence Phase One
a. Perform another Rapid Community Scan and TOWN analysis.
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