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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.
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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, deidentified 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
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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 1-3. This social proximity presents
several barriers when addressing youth sexual health in the rural setting, such as issues
managing confidentiality 3-8, role duality of health professionals 9, 10; and the limited
availability of personnel and resources 11.
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
6

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 16-18, with teachers recognised as the most
sustainable option for rural RSE 19. Broadly, as is seen in other similar countries20,
Australian school-based RSE lacks standardisation 21, 22, and is generally
heteronormative in terms of content 19, 23, 24 with a biological focus 16. 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, 25, 26
that is differentiated to student needs and experiences 25, 27.
Despite testing rates lower than 10%, chlamydia is the most common bacterial STI in
young Australian adults aged 16-24 years 12, while the highest gonorrhoea notification
rates are represented within the 20-29 year old male and 15-24 year old female age
categories 13. The structural barriers that rural youth face in terms of sexual health care
access 5, combined with the high prevalence of STIs among youth 6, 14 means this is an
area that must be addressed to meet targets in the Fourth National Sexually
Transmissible Infections Strategy 2018–202215.
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 28.
Significance
Young people experience a significant burden of STIs 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
7

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 29, 30. 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 31.
PAR can be characterised by the “shared ownership of research projects, communitybased analysis of social problems, and an orientation toward community action” 32. 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 29, 30. Despite PAR being used in
Toronto, Canada and Perth, Western Australia, in the development, implementation and
evaluation of youth sexual health programs 33, 34 there was limited available evidence in
the rural setting of PAR being used to improve youth sexual health services.
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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 35;
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 1;
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 36; 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 37.
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.
9

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 3841

. However, Fletcher and Marchildon 42 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.
•

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 36, 37)

•

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).
•

Validate the framework with key stakeholders within the setting using a
Delphi technique.

•

Evaluate the acceptability and validity of the framework through wider
consultation with youth-focussed professionals using a Delphi technique.
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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 15.
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 stakeholders43-45 in addressing the target group15, 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 15 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 health46. 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 insiderresearch. 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 services47. 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 48. 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.
5. 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.
6. 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.
7. 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.
8. 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.
9. This work provides a platform for further testing of the RuSHY Framework in
15

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 49 and transferability from one context to another in the rural
setting can be problematic 50.
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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
is 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 (STI) prevention strategies 51 and represented 75% of
identified chlamydia infections in 2017 13. 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 3, 24. The responsibility of providing RSE in many
countries, particularly in the rural setting, regularly falls upon schools 16-18, 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 45, 54, 55.
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 sex56 55, 57. 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 58-60. This
is despite effective RSE being strongly associated with increased odds of young people
using contraception and gaining higher levels of STI knowledge 61. 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.
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School-based sexual health education is not standardised nor mandatory across
Australia, often lacks a focus on negotiating consensual sex 21, and often fails to include
same-sex attraction 23, 24, 62. Hillier and Mitchell24 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 schoolbased 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 3, 21. An Australian study by
Powell exploring young women’s experiences around safe-sex practices and negotiating
safe sex also highlighted gaps in school-based education21. 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 “nonurban” 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
Relationships and sexuality Maternal care
education
Sexual health promotion

Mental health

Sexual health education

Alcohol and other drugs

Sexual health primary care

Obesity

Access to sexual health
Condom access or
provision
Sexual health knowledge
Intervention Target
Primarily young people

Children under 16 years

aged 16-24 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

14, 24, 28, 60, 63-79 80

.

Figure 1 Review flow chart
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Study characteristics
Participants
The earliest studies included in this review were published in 2009 74, 80 and the latest in
2018 71, 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 80.
Sample sizes in studies with participants varied greatly from 1378 to 4,28414, explained
through the varied methodology utilised. Twelve studies recruited young people only as
their sample population 14, 60, 65, 67, 69, 70, 73-76, 79, 80, while a further three combined data
collected from young people and health service providers or stakeholders 63, 72, 78. Three
studies only collected data from health service or education stakeholders 28, 66, 71, one
recruited parents of young people as their sample population 68 and two studies were
program evaluations without a sample population 64, 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 64, 77. One study invited participation
from all undergraduate students at a regional university 73, another invited participation
from all attendees training at regional sporting clubs 74, 75. Yeung14 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, 28, 68, 72,
76

; while two collected focus group data and interactive body mapping data 60, 69. Two
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studies described collection of data through purely interview 66, 71. 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 80. Survey was solely used in
a further four studies 67, 70, 73, 80, while being combined with interviews 65, semistructured interviews 63, reference group discussion 79, urine sample collection 74, 75 and
an STI screen 14. Of those studies that included survey, Kong74, 75 was the only papercollected survey; all others relied on online or electronic survey collection, with
Johnston, Harvey, Matich, Page, Jukka, Hollins 63 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 78.
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 74, 75. Tomnay, Bourke and Fairley 76 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 79; and participants received free
professional training in another study 66. 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 80 that measured pre- post- intervention outcomes. Two
studies were purely descriptive evaluations, one of advertising STI health services for
rural young people 64 and suitability and cost-effectiveness of condom-vending
machines in rural towns 77. Of other evaluation studies, there was a summative
evaluation of the Smart and Deadly initiative 72; a post-intervention evaluation of the
effectiveness of a university-based sexual health education program for under-graduate
students 73 and an evaluation of a webcam sexual health service 65. Several studies aimed
to examine or describe the suitability of various interventions including online testing 76,
acceptability of nurse-led clinics 66; and a case review of an outreach youth clinic at a
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rural secondary school 78.
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 60; how decisions were made about potential sexual partners
and STI knowledge 69; what young people wanted in sexuality and violence prevention
education 80; views and preferences for presenting to general practitioners 67; perceptions
on sexuality and relationships education content 70; and access to sexual health
services79. One paper compared youth perceptions to stakeholders in terms of youth
access to sexual health services 63 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 71 or what was needed to
support good sexual health for secondary school students 28. One study examined
parental attitudes towards sexual health education in schools 68.
A cross-sectional study provided an analysis on chlamydia prevalence in rural versus
urban communities 14; while others provided chlamydia prevalence data 74 and sexual
health decision making data 75 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 14, 63 explicitly acknowledging the possibility of selection bias
within their studies; while another acknowledged potential recall bias 70.
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 72, 80, 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)14 or attendees to a once-off STI screening
program run through sporting clubs (n = 709) 74, 75. 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 74. 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 65, direct marketing of STI testing services to young people 64,
and online testing initiatives 76 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

68

. 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 Standards81 and the Western Australian
School Curriculum and Standards Authority82 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 71, 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 72.
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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 70 and research that has gathered knowledge on current
knowledge of young people towards STIs, sexual health and sexual relationships 60, 69, 80.
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 83, 84 and
that are able to be sustained longer term through incorporation and assimilation to
community and structural contexts 85. 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 77. 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 72; 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 73, 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:
•

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)

•

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

•

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:
•

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)

•

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 town36)

•

A community mapping exercise (Chapter 8: Community Mapping)

•

Stakeholder interviews (Chapter 10: Stakeholder perceptions of
relationships and
sexuality education, backlash and health services in a rural town37).
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•

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.org/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
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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 Australia86.
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 49 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 87. 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 88-91. 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 92. 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 93, 94.
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 87. 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 STI 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 engagement29. 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 use30. 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 cosupervisor 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
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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”

95

(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:
•

Share — copy and redistribute the material in any medium or format

•

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.
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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 35 through a simplified
ground-truthing exercise. Ground-truthing has been utilised in participatory youth
research in the past 96 and can be utilised to gather visual and relational data rather than
geospatial mapping 97, 98. 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 99. 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 97.
Methods
Community mapping was utilised as an engagement and ice-breaker tool with youth
focus group participants 36. Focus groups were conducted in a small rural town in
Western Australia; population of approximately 5,500 and a youth population aged 1629 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 100 on a case-by-case basis utilising an adapted framework 101. 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”102.
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 97.
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 deidentify participants were excluded from discussion1 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

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 103, 104. 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 36.
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 69, 105, 106. 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 RuSHY
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
services in a rural town, Sex Education, DOI:
https://doi.org/10.1080/14681811.2019.1566120
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Chapter 10: Stakeholder perceptions of relationships and
sexuality education, backlash and health services in a rural town
This paper contains the analysis of the stakehodler interviews 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 chapter contains an authors original manuscript.
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): Stakeholder perceptions
of relationships and sexuality education, backlash and health services in a rural town,
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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 35 developed from youth
36

and stakeholder research37. The key outcome for both Delphi studies was to evaluate

the validity of the developed Framework 35.
Fletcher and Marchildon 42 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 40, 41. Delphi method is well suited to health promotion research 38;
however there are significant variations in how the methodology is employed to gather
consensus 39. 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 39. 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 practice32.
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 communitybased youth sexual health interventions in the rural setting 35. 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 trusworthiness107. A draft Framework
was initially developed following consultation and feedback from young people
(Chapter 9)36 and rural stakeholders (Chapter 10)37. Traditionally, Delphi studies seek to
canvas the opinion of expert practitioners relating to a specific field 40; 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 41.
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 37 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
interviews37 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 project35.
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 multistage implementation plan. A seven-point Likert scale was selected to allow greater
respondent preference and reliability109. 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 41, 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 40-42, 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 110. 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 40, 110.
Qualitative data were analysed using content analysis techniques to identify recurring
themes and core issues with the RuSHY Framework 40, 110. 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 collaboration36, 37.
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:
•

Consistent messaging throughout the community is 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.

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

Delphi 2
Consensus

Mean

Level
Consistent and credible

Consensus
Level

6.75

100%

6.75

100%

Health service accessibility

6.75

100%

6.75

100%

Discreet condom supply

6.58

92%

6.83

100%

Communication and

6.33

83%

6.75

100%

relationships and sexuality
education and information

collaboration

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
Mean

Delphi 2
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
Mean

Delphi 2
Consensus

Mean

Level
This Framework document

6.41

100%

Consensus
Level

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 'youth' would be good to have included.”

“maybe more about involving young people in the discussions. I 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 111 and process validity of the research 108. 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 reengagement 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 108, 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 consultation37. 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 project42, 112, 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 setting1.
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 studies108. 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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consultation37, 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
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, however the process should allow results to develop group opinion and allow experts

to provide judgment to confirm statements or judgements 114, 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 113. 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 35-37. 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 reidentify 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 setting107. This ecological 116
and democratic 117 validity are important in ensuring the trustworthiness 107, 108 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 107.
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 document111.
A Delphi study embedded within the PAR framework was utilised in this stage to
encourage feedback and allow refinement of the draft Framework 35. Typically Delphi
studies assemble a panel of experts to establish consensus on a topic 41. 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 107 and the re-engagement with local stakeholders as experts
to analyse the developed framework demonstrates this concept. The embedding of the
Delphi technique methodology within PAR methodology provides process validity
through the opportunity for refinement, participant engagement and reflection 107.
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 111, but also
engagement in the PAR process to ensure outcome validity 107 via integrity 119 and
researcher skilfulness 120 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 111. 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:
•

There is rarely a lead agency or dedicated service

•

The rural 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 between stakeholers

•

Sexual health is not a priority for many services

•

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
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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 81, 82. 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 Medicare1 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.
1

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 RuSHY Framework guides community-based need for improving sexual
126

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
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to 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

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 42, 123
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 124-127. It 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 7. In the twenty
years since this work, the barriers as identified by young people 36 and stakeholders 37
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 15 (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 15)

Young people continue to experience a significant burden of STIs in Australia 15 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:
•

“Education and Prevention”
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•

“Addressing stigma and creating an enabling environment”, and

•

“Workforce”

Within these Priority Areas for Action, the RuSHY Framework directly addresses
several identified Key Areas for Action, including providing guidance on how to:
•

“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)” 15and,

•

“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)”15.

The RuSHY Framework identifies four key factors for rural sexual health provision:
•

Consistent and credible relationships and sexuality education and information

•

Health service accessibility and competing priorities

•

Discreet condom supply

•

Communication and collaboration.

A core outcome of implementing the RuSHY 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 107. 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 128 and reliant on a
commitment to collaborate through iterative process 107. 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 publication116; 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 involvement31. 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 128, 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 107 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 111 and collaboration 107 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 120. 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 1 (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 111 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 107 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 111. 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 1.
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.
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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” identity130, 131 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 107, but there were occasions that the “messy nature” 128 (p
855)

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 107 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 107. This re-engagement also provides the opportunity to
increase the credibility of the research through prolonged engagement, member checking
and triangulation 111. This reflective process for the stakeholders assured process validity
and trustworthiness of the RuSHY Framework 107, 108.
The second Delphi process (outlined in Chapter 11) provided the opportunity to reexamine 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 111.
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 124-127. 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 38-41.
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 1, 132, 133. Managing bias as an insider-researcher
138

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 1.
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 insiderresearch 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 111, 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 128, 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” 37. 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 134; or the importance of preventive health
approaches with men who have sex with men (MSM) and CALD communities 15, 135.
The needs of rural youth must also be addressed. Despite being a priority population in
the Fourth National Sexually Transmissible Infections Strategy 2018–2022 15, there is a
lack of effective focus or funding on how to respond to key issues for rural youth, such
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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 104. 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 town136. 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 37.
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 layers121 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 longterm 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 37. 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 3, 7, 137-140. 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 wellresourced 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 processes141. 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 111 to ensure dialogic and outcome
validity 107 and integrity 119. 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 37
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.

2. Implementation of the RuSHY Framework should be observed and evaluated for
its effectiveness and potential long-term sustainability.

3. 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.

4. 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 STIs,
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. 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.

11. 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.

12. 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 15. 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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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.

13. 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 15 will not be possible without appropriate funding to
activate the strategy.

14. Rural stakeholders cannot continue to “fly under the radar” and deliver sexual
health services and RSE in a covert manner 37. 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.

15. 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 ruralbased 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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156

157

158

159

D. Youth focus group materials
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 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.
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.
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 whether or 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 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 not to.
What happens next and who can I 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 I 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
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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

CONSENT FORM FOR PARTICIPANTS
Study title: Developing a framework for community-wide sexual health interventions in the rural setting: a
participatory action research project.
I have been given clear, written information about this research project and have been given time to consider
whether or not I wish to take part.
I 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.
I understand and accept the nature of the project, which has been explained to my satisfaction. I understand that
my interview or focus group discussion will be audio-taped and transcribed.
I know that my participation in this project is strictly voluntary. I know that I have the right to withdraw at any time.
If I have any questions about the project or about being a participant, I can contact Associate Professor Sharyn
Burns on 08 9266 4123 or S.Burns@curtin.edu.au.
I 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 I can contact the Research Ethics Officer at Curtin University on (08)9266 2784 if I wish to discuss any
aspects of the program on a confidential basis.
I agree to participate in this project.
I have been assured that my identity will not be revealed while the program is being conducted or when the
program is published – however I understand and acknowledge this research is taking place in a highly connected
small rural town and others may be aware I am participating.

Participant’s Name

Participant’s Signature

Parent’s Name

Parent’s Signature

I have supplied an Information Letter and Consent Form to the participant who has signed above, and believe 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.

ii.
iii.

2.

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

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.
ii.
iii.
iv.
v.

retain an understanding
appreciate its importance
see how it applies to them
weigh the issues in the balance
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 in an
appropriate manner.

4.

The research student will ensure that participants are free from pressure, panic, pain and
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. Do you 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
the survey?

•

•
•
•
•
•

Yes

Find out about what young people think/know about sexual health services
Improve young people’s health by better understanding what sexual health services they want or need
Find out what barriers or opportunities exist for young people in accessing sexual health services
Participate in a focus group session or interview talking about sexual health services
Participate in a community mapping exercise where I will be asked to draw the town and its services.

Acceptable Responses

•
•
•
•
•

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 not be possible to find out who
participated in it
Individual information will not be reported in any form, only grouped
Personal contact information will only be kept if I wish to be involved in subsequent stages of the project
(photovoice, subsequent interviews, Delphi study)
Only the person conducting the interview will have my personal contact details – no one else will have access
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 help to:
• understand better what impacts on young people’s sexual health service access
• develop/improve sexual health programs

•

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 people in
general?

Location:
Study ID:

Date:

Interviewer:

Competent to C

(Y/N)

Sufficient Under
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Mandatory reporting flowchart
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Questions
Part 1. Demographics and basic information (written survey)
1.
2.
3.
4.
5.
6.

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. Do you feel that young people in this town have adequate access to sexual health care services in
the
town?
2. Do you feel that young people in this town receive adequate sexual health education at school?
3. What barriers exist for young people in accessing sexual health services and education in this town?
4. Do you feel that services that work with young people communicate well with each other?
5. What levels of the socio-ecological model do you think this town addresses youth sexual health?
6. What things do you think the community could do to support young people regarding sexual
health?
7. 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
these things interact.
The nature of this activity is an interactive visual and relational data-gathering technique, rather than a
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 – STI testing (Medicare Card Required)
84 Collie Street, Albany
(08) 9842 7500
headspace Albany – (General GP health, sexual health, STI 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/
08 9227 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)
1800 199 008 (24 hrs)
Lifeline (Crisis Support)
13 1114 (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
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 I 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. 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 I 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 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 not to.
What happens next and who can I 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 I 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 I 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 I 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 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.
What happens next and who can I 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).

I 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
Carl Heslop 12641996 Developing a framework for community-wide sexual heath interventions in
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Consent form
Consent form Interview/Focus Group

CONSENT FORM FOR PARTICIPANTS
Study title: Developing a framework for community-wide sexual health interventions in the rural setting: a
participatory action research project.
I have been given clear, written information about this research project and have been given time to consider
whether or not I wish to take part.
I 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.
I understand and accept the nature of the project, which has been explained to my satisfaction. I understand that
my interview or focus group discussion will be audio-taped and transcribed.
I know that my participation in this project is strictly voluntary. I know that I have the right to withdraw at any time.
If I have any questions about the project or about being a participant, I can contact Associate Professor Sharyn
Burns on 08 9266 4123 or S.Burns@curtin.edu.au.
I 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 I can contact the Research Ethics Officer at Curtin University on (08)9266 2784 if I wish to discuss any
aspects of the program on a confidential basis.
I agree to participate in this project.
I have been assured that my identity will not be revealed while the program is being conducted or when the
program is published – however I understand and acknowledge this research is taking place in a highly connected
small rural town and others may be aware I am participating.

Participant’s Name

Participant’s Signature

I have supplied an Information Letter and Consent Form to the participant who has signed above, and believe 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
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), 02637B (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?

Curtin University is a trademark of Curtin University of Technology.

Security Classification:

CRICOS Provider Code 00301J (WA), 02637B (NSW)
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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 Public Health
Dr Roanna Lobo, Research Fellow, Curtin University, School of Public Health
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 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 I 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
questionnaire 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 be asked 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 I 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 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 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 not to.
What happens next and who can I 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 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 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.
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
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
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Delphi 2 Questions
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Stakeholder response table – Delphi 1

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

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 I 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 I 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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1
2
3

4

5

6

7
8
9
10

11
12
13

13

Q4.5 (Overview of framework) What else needs to be
included in this section?
Clear, direct and precise as is
how to increase the capacity of existing services,
how the framework can embed the requirement for
community-wide sexual health interventions to
remain a priority in a regional setting where
population will dictate funding for health sector FTE
funds
The age range for 'youth' would be good to have
included. Also where it refers to 'the research and
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.
Are 'opportunities' the same as 'strengths'?

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?
Q4.6 (Overview of framework ) What could be left out
of this section?
Nothing
Nil
Nil
Nothing
Q5.7 What else needs to be included within this
concept area? (please type your answer) Consistent
and credible sex and relationships education and
information
Again, very precise and to the point. Explains exactly
what the Key Concept is.
Capacity building of existing services
The key guidelines consistently refer to schools, while
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

The key guidelines consistently refer to schools, while
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.
Does diversity take into account religious beliefs?

15

List of credible resources

16
17
18
19

20

21

22

23
24

25
26

27

Q5.8 What could be left out of this concept area?
Consistent and credible sex and relationships
education and information
Nothing
All areas are important.
Nothing
Nothing
Q6.6 What else needs to be included within this
concept area? (please type your answer) Health
service accessibility and competing priorities
uncomplicated and private access (especially in a
small rural town where everyone knows everybodies
business)
training of staff in regards to delivering youth friendly
services, Peer to peer support to enhance delivery of
information
transport is a big issue; clients can often live out of
town without transport options and rely upon myself
or another responsible adult to take them
How is accessibility defined and what does it include?
Nothing
Q6.7 What could be left out of this concept area?
Health service accessibility and competing priorities
Nothing
Not all are relevant in Denmark. I couldn't imagine
any of my clients attending information sessions, but
it would be good to have this for people who work
with young people
Nil

Noted
This has been incorporated more clearly within the entire document.
Thanks for this note. This is a critical issue and one that while we have tried to address this within the
research and the document – the realities of rural health prioritisation are what they are. It is hoped
that the document can provide support and guidance to stakeholders already involved in sexual health
regardless of FTE or funding to improve current practice and build capacity, however we acknowledge,
in a setting where sexual health is often nobody’s priority – it can easily fall away.
Thanks for this point. We have amended this section to clearly explain what research is being
referenced; and to add a clear definition of youth for the purpose of this project.

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.
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.

Noted
Noted
Noted
Noted

Noted
Thanks for this point. This has been included in to the document.
This is a fantastic point and the document has been amended to clearly reference these areas.

This is a fantastic point and the document has been amended to clearly reference these areas.

Diversity in this context refers to sexual and gender diversity. Religious diversity and components of a
community is addressed more within the community scan.
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.

Noted
Noted
Noted
Noted

Thanks for this note – it mirrors what was within the research, so we have made it explicitly clear within
this concept area.
Thanks for this. We have made this clearer within this concept area.

Thanks for this. We have included this in the concept area as it is relevant in rural sexual health.

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.
Noted

Noted
Thanks for this. Not all interventions would work for all young people in a particular setting, but within
the data collected, there was support for this style of intervention continuing.

Noted
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28

29
30

31

32

33
34

35

36
37

38

39

40
41
42

Nothing
Q7.6 What else needs to be included within this
concept area? (please type your answer) Discreet
condom supply
Ability to have free condoms available for those that
cannot afford them.
Young people can have access to condoms but there
needs to be work in regards to increasing decision
making abilities and resilience in order to negotiate
condom use.
Include femidoms too (if available). It would be good
to have something regarding parents 'concerns' about
availability of condoms being seen as promoting sex
or promiscuity. This is something I've come across
from some parents.

hiding condoms in bathrooms is a great idea. Also
encouraging health/youth workers to be open about
talking about condoms and handing them out if
conversation arises.
The concept is very clear.
Education for the community that the purchase of
condoms is not illegal/dirty/wrong. It should be
embraced.
Q7.7 What could be left out of this concept area?
Discreet condom supply
Understand the urge to steal, however, free
quantities available in discreet area will remove this
need.
Do young people really want to 'buy' condoms or do
they want free, discreet and easy access?
Nothing
Q8.6 What else needs to be included within this
concept area? (please type your answer)
Communication and collaboration

Agree with concept - have to either engage in groups
for education or provide discretion such as self serve
checkouts that now exist in supermarkets
Again students need to learn about resilence and
decision making and these core concepts need to be
initiated and discussed
confidentiality as a priority
Identifying a lead 'agency' to ensure communication is
collaborative, inclusive and updated would be great.
not too clear on the purpose of collaboration and
communication between services, and why this would
be useful in this context
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Does the concept include 'confidentiality'?

44

48
49

It would be great to see something about reaching
and communicating with hard to reach young people
ie homelessness and disadvantage
How can school nurse promote herself more re sexual
health consultation.
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 - not something that needs to go into
this concept area, just a comment.
See previous point
Q8.7 What could be left out of this concept area?
Communication and collaboration
Nothing
How do you quantify services operating in isolation?

50

Nothing

45
46

47

Noted

Thanks, we have amended some of the wording in this section so it more clearly explains this.
Thanks for this note. This is a very important point, and illustrated the need for RSE to be more than
biological in focus and ensure that it incorporates all aspects of the curriculum (in this case, the WA
curriculum). We have incorporated this comment in to the concept area “Consistent and credible sex
and relationships education and information”
Thanks for both of these comments. Within the setting and the research, there had been no mention of
female condoms as an issue or an expressed need from participants. We’d like to acknowledge that
there are merits in the provision of female condoms in sexual health interventions; however given that
they are not as widely available, the focus of this research has been on provision of male condoms.
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.
Thanks for this note. We have incorporated what you have mentioned as an expansion of what was
already listed within this concept area.

Noted
Thanks for this note. Please see the above response.

Agreed. The greater access young people have, the less likely they are to steal.

Within the research conducted with young people, participants were happy to pay for condoms if there
were youth-friendly options. This were particularly condom vending machines or self-service checkouts.
Noted

Noted

Please see comment 30

Thanks for this comment. This has been further highlighted throughout the concept area.
Thanks for this comment. We have further expanded on this concept within this concept area, as well as
throughout the document in the supporting information and the implementation guide.
Thanks for this comment. Throughout the data gathered from stakeholders in the setting, there was an
expressed desire for improved communication and collaboration between services that engage with
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 clubs
or youth groups.
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.
Thanks for this note. This has been incorporated in to this concept area and the implementation guide.

Thanks for this note. We have amended this statement within the document slightly to provide more
guidance.
Noted with thanks.

Relates to

Noted
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.
Noted
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53
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Q10.6 What else could be included in this phase?
Phase 1: Community Scan and TOWN analysis
Strengths - include what already works and is in place
Results
Focus groups with young people. Focus groups to
educate parents and seek their feedback. Initiatives to
identify and address parental concerns (where
relevant / possible).
Not totally clear on how we as an organisation plays a
role here..
Strengths
Nothing - very extensive
Q10.7 What is missing from this phase? Phase 1:
Community Scan and TOWN analysis
Results
what is the review process
Strengths
Linking scanning to hard to reach young people who
do not engage community group etc
Nothing
Q10.8 What could be left out of this phase? Phase 1:
Community Scan and TOWN analysis
Nothing
Good information, although the purpose of our role in
the phase isn't clear
Should the cycle elements be restructured similar to a
SWOT analysis eg. Strengths, Weaknesses,
Opportunities and Threats.
Nothing
Q11.6 What else could be included in this phase?
Phase 2: PLAN (Plan, Listen, Allocate, Network)
Nothing
intervals for review
maybe more about involving young people in the
discussions. I see that it's in there, but it would be
great to learn more about this.

I am unsure about the continuity of these elements
and how they relate to one another.
I think this is excellent, and very useful across a range
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.
How to connect with young people in the area?

Q11.7 What is missing from this phase? Phase 2: PLAN
(Plan, Listen, Allocate, Network)
Nothing
Unsure
How to connect with young people in the area?
Q11.8 What could be left out of this phase? Phase 2:
PLAN (Plan, Listen, Allocate, Network)
Nothing
How does 'listen' and 'allocate' and 'network' differ in
it's processes?
Nothing
Q12.6 What else could be included in this phase?
Phase 3: ACT (Advocacy, Coordination, Targeted
interventions)
As is - Explains clearly what is required in this phase
and demonstrates steps
again...evaluation and sub set review
Is there any scope to gauge success and adopt a
reflective practice.
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.
Nothing

Thanks for this. This has been amended in to the document.
Thanks for this. We have included a statement on collecting this level of information within he
guidelines (2.n.)

Thanks for this note. We have attempted to provide more clarity on this in the introduction.
Noted
Noted

Noted
Thanks – this is covered in the review section of the document.
Thanks for this. We have expanded the wording in this section to give more clarity on this.
Thanks for this. This has been incorporated in to the document.
Noted

Noted
Thanks for this note. Please see comment 53
Thanks for this. Please see comment 5.

Noted

Noted
Thanks for this. This has been incorporated in to this section and the review section.
Thanks. We have expanded this in more detail.

Thanks for this note. We have attempted to provide greater clarity in the document to address this.
Thanks for this.

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.

Noted
Noted
See 70

Noted
Thanks for this note. We have provided more information within this section to provide greater clarity
on this.
Noted

Noted
Thanks for this. This is covered in more detail within the review section of the document.
Thanks for this. We have included a section addressing this within this area and increased reference to
this within the review area.
Thanks for this. We have expanded this and provided more information on the need to advocacy and
some steps for stakeholders to take.

Noted
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Q12.7 What is missing from this phase? Phase 3: ACT
(Advocacy, Coordination, Targeted interventions)
Nothing
see above comment
Nothing
Q12.8 What could be left out of this phase? Phase 3:
ACT (Advocacy, Coordination, Targeted interventions)
Full stop at the end of coordination in the diagram!
Nil
Nothing
Q13.6 What else could be included in this phase?
Review
Clear and precise
examples of potential service collaborations
Should this phase remain as a linear progression or
should elements be represented as interrelated
components?
This is great - I especially appreciate evaluate our
evaluation 'you become what you measure!'
Nothing
Q13.7 What is missing from this phase? Review

Noted
Addressed.
Noted

Noted. Thanks for being so thorough!
Noted
Noted

Noted
Thanks. This is noted and added to the TOWN analysis.
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.
Noted with thanks.
Noted

Nothing
Unsure about maintenance of network as could also
incorporate enaction.
Evaluate evaluation this is included in evaluation so
seem to be maybe an required step
Nothing
Q13.8 What could be left out of this phase? Review

Noted
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.
Noted.

97
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Nothing
Unsure as there are to Evaluation processes.

99

Nothing

Noted
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.
Noted

95
96

Noted

Q14.3 What is missing from the Framework?
100 Nothing
101 I agree subject to the framework being implemented
as part of the curriculum and not as a one off study.

102 Has consideration been given for financial and
economic implications? How will the model continue
without funding?

103 The strategies involved to access the young people
Q14.4 What could be changed to make this
Framework easier to use?
104 Excellent as is
105 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).
106 more details diagrams/visuals
107 Please see section marked as uncertain ie neither
disagree or agree as this requires clarity
108 Nothing
Q14.5 What is the most important stage of the
Framework for you?
109 Community
110 all stages however Stage 4 - Review provides the
important details.
111 Each element is important. Community scan is
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

113 The framework concepts are great and as is applying
the framework and planning great work!
114 Framework concepts
115 Applying the Framework

Noted
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.”
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.”
See 70

Noted
Noted. We have made an effort to improve readability.

Noted. We have made an effort to include more/clearer diagrams
Noted. This is addressed above.
Noted

Noted
Noted
Noted

Noted

Noted
Noted
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.” I
We received some fantastic feedback on the Framework document, and I 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.. I 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
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In your opinion, is there anything else that needs to be
included or excluded from this section? (“Overview of
Framework")
I am interested in the degree of participation of young
people in the data collection

In your opinion, is there anything else that needs to be
included or excluded from this section? (Key Concept:
Consistent and credible sex and relationships education and
information)
In the Victorian roll out of Respectful Relationships
education the developers noticed increased reporting of
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
Be aware of acronyms - this is the first concept and
acronyms are used, which if you are not in SRE, would be
unfamiliar - eg WAAC, SRE, DR Yes and LGBTi :) Also seems
there is a lot of mention of schools. Wondering if you can
beef up the idea of coaches and supporting them. I feel that
schools should know this and already be implementing SRE.
With lots of mention of the role of the school in being
responsible for this first concept, do you think that any one
reading this would be thinking - "well its the schools
responsibility, not mine". and they would put it down?
In your opinion, is there anything else that needs to be
included or excluded from this section? (Key concepts:
Health service accessibility and competing priorities)
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. I 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

Thanks for this comment. There were a number of youth consults conducted to further inform
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.

Thanks for this great point. We have reviewed the framework document and attempted to
reflect this information within it.

Noted
Thanks for the note on acronyms. We have scanned the document and made some changes.
Regarding schools; we completely agree that schools should know this and already be
implementing sexuality and relationships education in line with the curriculum framework in an
inclusive, evidence based manner. Unfortunately, within this research and further literature, this
is not the case. We want to really reinforce the role that schools must play in the rural setting.
Regarding coaches and outside support sourced, we have reviewed the document and made
some changes to reflect this. We have also adjusted the order of the guidelines to encourage
people to not put it down.

Thanks for this important point. We have reworded some guidelines within this section to reflect
your suggests as best we could.
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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. I 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.
Clear referral pathways and options (ie termination of
pregnancy
Services need the ability and capacity to provide flexible
informal services to promote accessibility and engage with
young people
Not essential, but I would be curious to know if there was
any notable difference between the wishes of young men
and young women

Thanks for this important point. We have reworded some guidelines within this section to reflect
your suggests as best we could.

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.
Thanks for this note. We have reworded a section to provide greater emphasis on this.

Thanks for this question. There was not major differences between young men and women
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.

In your opinion, is there anything else that needs to be
included or excluded from this section? (Key factors: Discreet
condom supply)
Condom supply is half of the equation or couples also at risk
of unintended pregnancy. I think this point could include
discreet access to to affordable contraception also....but I
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.

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.
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)
Seeking external funding for supply
Thanks for this point.
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.
maybe an indication of where people can access free
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.
In your opinion, is there anything else that needs to be
included or excluded from this section? (Key Factor:
Communication and collaboration)
PASH consortium was developed based on this concept
/evidence for sustainability
this section seems to mainly refer to health promotion
activities, not inter-service communication. I think this is
being left out. For young people requiring specialist services
such as insertion of IUD or terminations, PREP and other
services perhaps not supplied rural settings, collaboration
and communication with major centres will be required. I
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.
Interaction with all community groups in the area
I found by this point, as some one skimming the document, I
found this section a bit too long and I didn't feel like riding all
the Key Guidelines :)
Nothing Communication and collaboration is essential in
rural areas - however clear delineation between clinical and
consultative communication and collaboration is required to
maintain confidentiality and the perception of confidentiality
check words? / interconnected and social*LY* close /
Services need *to be* awareness / maybe adding access to
emergency contraception could be a good example for this
one too
Is there anything else that needs to be included in this
section? (please type your response) - Rapid Community
Scan and TOWN analysis
Good prompts at each point

Thanks for this point. We have modified the guidelines to reflect this.

Thanks for this comment. A great model for collaboration.
Thanks for this point. We have reviewed the guidelines and made some adjustments to wording
to hopefully reflect this. While there is a strong emphasis on sexual health promotion within the
framework, collaboration and communication between groups – be that GP’s using sporting club
networks to run pop-up clinics, services having clearer communication between each other,
services maintaining confidential communication between each other in a clinical setting should
include inter-agency communication.

Thanks for the feedback. It is a bit wordy and we’d love to reduce the word count a little. We’ve
reviewed the guidelines and tried to make it a bit easier to read.
Thanks for this note. We agree and feel that this guidelines sums up that sentiment: “Services
must maintain confidentiality when communicating about individuals or groups.”

Thanks for these notes. We’ve addressed the typos and included emergency contraception in the
comments.

Thanks for that.
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Definition/Further explanation about what exactly threats,
opportunities, weaknesses, needs. Perhaps include what is
inside own organisation/setting and what is external (ie
partnerships, etc.)
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
Is there anything else that needs to be included in this section?
(please type your response) - Phase 2: PLAN (Plan, Listen,
Allocate, Network)
Use Co-design with the local young people

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.
Thanks for this point. We have added further detail to a prompt about what skills are lacking under
weaknesses.

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.
Thanks for this note. It is the hard part and the one that does lack funding.

Not sure how to include, but feel like this is the bit that is hard
to do, under resourced and under funded!
Is there anything else that needs to be included in this section?
(please type your response) - Phase 3: ACT (Advocacy,
Coordination, Targeted interventions)
I think linking the targeted intervention section , back to the
Thanks for this great point. We have made some subtle changes to the guidelines to improve this.
framework key concepts. it think I was reading this section as
just about advocacy - rather than any delivery of SRE.
Is there anything else that needs to be included in this section?
(please type your response) - Phase 4: Review
Perhaps highlight that evaluation needs to happen
Thanks for this. We have added some statements that relate directly to this point.
continuously, not just at the end of each step
have to admit the - evaluate evaluation put me off a bit. Makes Noted!
it sound like serious amount of evaluation ! :)
Can you suggest changes that could make this Framework
easier to use? - Yes - Text
This document may need to be adapted to different sectors.
Thanks for this note. As you would be aware, rural sexual health is an area of multiple professions
This seems written for health promoters to enact. As service
converging on a common problem from different backgrounds, training and experiences. This
providers we would be invited into some of these activities
framework has been created from a health promotion perspective rather than a pure clinical
rather than having overview. I would recommend companion
perspective as its focus has been on primary prevention and early intervention rather than clinical
guides for different frontline workers to describe some of this
services and testing. These are really important areas of rural sexual health, and would require
work from different perspectives and why you might be
slightly different approaches to address. I like the idea of companion guides that address how this
engaged in the project in this way. From a theoretical
framework would be further implemented by a frontline clinical work force to address their needs.
perspective
I
think
its
very
well
grounded
in
the
relevant
This framework
always aimed
to be
a first step
in how to improve delivery and
Developing a framework for community-wide sexual health interventions
in the ruraldocument
setting: ahas
participatory
action
research
project
theory. As a practical guide....I think there is a next evolution.
coordination in this area, rather than a complete solution – we’d love to further test the framework
Well done though. Excellent work.
28 This document may need to be adapted to different sectors. Thanks for this note. As you would be aware, rural sexual health is an area of multiple
This seems written for health promoters to enact. As service professions converging on a common problem from different backgrounds, training and
providers we would be invited into some of these activities
experiences. This framework has been created from a health promotion perspective rather than
rather than having overview. I would recommend
a pure clinical perspective as its focus has been on primary prevention and early intervention
companion guides for different frontline workers to describe rather than clinical services and testing. These are really important areas of rural sexual health,
some of this work from different perspectives and why you
and would require slightly different approaches to address. I like the idea of companion guides
might be engaged in the project in this way. From a
that address how this framework would be further implemented by a frontline clinical work force
theoretical perspective I think its very well grounded in the
to address their needs. This framework document has always aimed to be a first step in how to
relevant theory. As a practical guide....I think there is a next
improve delivery and coordination in this area, rather than a complete solution – we’d love to
evolution. Well done though. Excellent work.
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!
29 way less text :) or text in a far more design friendly format
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.
Do you have any final comments on this framework
document? - Yes - Text
30 Looks good and would be a very useful tool for educators to Thanks for this note.
use to inform what they should be teaching and the places
they can go to collaborate in order tp provide consistent
messages
31 This area is very outdated and in great need of new support. Thanks for that.
32 nice work Carl!
Thanks.
33 Great work - I 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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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 project1 in a small rural town in
Western Australia after an expressed need from the community to address sexual health2-5. 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 6, this study gives voice to rural workers providing these services – at times
through circumstance rather than planning4. The rural workforce often consists of generalists who work in isolation
with limited formalised qualifications or previous experience 7. 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 9, with
a high prevalence seen in young men and women attending rural General Practitioner (GP) clinics 10. 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 11-13 however there are
often gaps in students’ sexual health knowledge and dissatisfaction with the relevance of the provided RSE 14-17.
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.

This collected data on rural sexual health and RSE provision suggests:
• There is 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:

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
The Framework applies Bronfenbrenner’s Ecological Framework
for Human Development as a theoretical lens18. 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:
•
•
•
•
•

Individual
Interpersonal
Organisational
Community
Societal

Figure 2. Bronfenbrenner’s socio-ecological framework
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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:
1.
2.
3.
4.

Community Scan and TOWN analysis
PLAN (Plan, Listen, Allocate, Network)
ACT (Advocacy, Coordination, Targeted interventions)
Review

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:
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