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Abstract 

Background: Sexual health is a state of being that goes far beyond the absence of sexually 

transmissible infections, encompassing the absence of coercion and the possibility of 

pleasure among other factors. Young Australians in general have been identified as a 

priority population in terms of sexual health, with a dramatic rise in the rate of notifications 

of sexually transmissible infections (STIs) among those aged 16 – 30, higher partner 

numbers, higher rates of sexual assault and less access to sexual health services and 

information. Besides the fact that many Australians from this age bracket are university 

students, university environments are important venues for sexual health promotion due 

to the high proportion of LGBTI and international students. This thesis aimed to 

determine the current state of sexual health promotion in Australian universities, how 

these events can better reach different groups of students and whether a peer-led, socially 

focused event can change attitudes towards sexual health testing. 

 

Methods: Interviews were conducted with university peer educators and professionals who 

had a role related to sexual health in the Australian Capital Territory (ACT). These 

interviews focused on the nature and challenges of the role, previous successful sexual 

health promotions and ideas for future improvement. Results from these interviews were 

used to design two anonymous cross-sectional surveys. The Promotion Survey was 

completed by student leaders in 23 universities across Australia allowing investigation of 

peer educator roles and current sexual health promotion events. The Student Survey was 

completed by randomly selected students at a university in the ACT and focused on 

previous sexual health learning, sexual experiences and preferences relating to sexual health 

promotion events at university. Results from interviews and surveys were used to inform 

the design of a peer-led, socially focused sexual health promotion event, Sexy Trivia. This 

event was run by peer educators at two university organisations, and participants were 

randomly assigned to either Sexy Trivia, or a sexual health talk from a local sexual health 

and family planning centre for comparison.  

 

Results: Peer educators were often not given sufficient support in their roles, leading to 

certain groups, such as international and LGBTI students missing out on relevant sexual 

health promotion opportunities. Students from these groups, along with higher-risk 
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students, showed marked differences in preferences for sexual health promotion events, 

however common features included the presence of friends as a motivator to attend and 

low self-perception of risk, even amongst higher-risk students. Sexy Trivia was successful in 

attracting attendees and was significantly more effective than a sexual health talk at 

increasing subjective norm scores about sexual health testing.  

 

Conclusion: While current university sexual health events include some features that align 

with student group priorities, elements beyond sexual health information, such as social 

activity, alcohol incentives and on-site sexual health testing, can be helpful tools to attract 

students not currently engaged with sexual health messages. This research will help to 

empower peer educators to more effectively engage different groups of university students 

and change attitudes towards sexual health. 
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Chapter 1: Introduction 
 

1.1 The importance of sexual health 

Sexual health is a state of being that goes beyond the mere absence of sexually transmissible 

infections (STIs). It is a term that encompasses not only a lack of STIs, but also a positive 

outlook on sexuality, the possibility of pleasure and the absence of violence and coercion 

(World Health Organisation, 2006). As such, this topic has been described as “an 

important and integral aspect of human development” (World Health Organisation, 2006, 

p. 2). The overlap of scientific, medical and societal issues inherent in sexual health make 

it ideal for study through both a science communication and a health promotion lens. This 

thesis will draw on both domains to examine university-based sexual health promotions in 

Australia. 

 

1.2 Sexual health and young Australians 

Worldwide, sexual health issues can have enormous impacts on both the afflicted 

individual and their community.  While often conceptualised as the easily observable 

symptoms of infection, such as sores or painful discharge, these cases only represent a 

fraction of the whole, with the majority of sexually transmissible infections going unnoticed 

due to their lack of obvious symptoms (Gottlieb et al., 2014). Unfortunately the absence of 

clear outward symptoms does not mean that these infections are harmless, with many 

linked to future health impacts  (Oakeshott et al., 2010; Newman et al., 2013; Gottlieb et 

al., 2014). 

 

In Australia, young people are disproportionately affected by sexual health issues, with the 

Australian Department of Health identifying young people (under 30) as a priority 

population based on STI epidemiology, sexual behaviour and factors impacting access to 

health services (Australian Government Department of Health, 2014). Australians aged 

under 30 are the group most likely to report multiple partners in the previous year (Rissel 

et al., 2014) and those aged 20-29 are the most likely to self-report an STI diagnosis in the 
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same period (Grulich et al., 2014b). In 2015, 77% of chlamydia notifications were from 15-

29 year olds (The Kirby Institute, 2016) and recent prevalence estimates for young 

Australians attending general practices are between 6.2% and 4.6% of the population 

(Lewis et al., 2012; Yeung et al., 2014). This considered, it is clear that the university age 

group should be undergoing more frequent STI testing. To a certain extent, this is reflected 

in current testing patterns, with the youth demographic reporting higher rates of testing 

than the general population (Grulich et al., 2014b). Approximately 27% of men and 39% 

women aged 20-29 reported having had an STI test in the previous year and 34% of women 

aged 16-19 did the same (Grulich et al., 2014b). However, young Australian males are 

considerably less likely to want to test (Lau et al., 2016). Amongst males aged 16-19 a mere 

19% reported testing despite their higher numbers of sexual partners (Grulich et al., 2014b; 

Rissel et al., 2014).  

 

In Australia, 4% of men and 22% of women reported having ever been forced or frightened 

into some type of sexual activity (de Visser et al., 2014a). While over half of these cases 

happened before the age of 16, approximately 28% of males and 30% of females reported 

first being sexually coerced between the ages of 17 and 20 (de Visser et al., 2014a).  As 

people who are subject to sexual coercion experience both direct and indirect effects on 

their physical and psychological health (Brown et al., 2009; Jozkowski and Sanders, 2012; 

de Visser et al., 2014a), this demonstrates that sexual assault is a pressing topic for 

university-aged Australians. 

 

1.3 University students and sexual health 

Higher education students make up 6% of the Australian population and while not all of 

these students fit the youth demographic, the majority of university students are aged 

between 15 and 24 (Australian Bureau of Statistics, 2013). Many higher education students 

will change households to be closer to their educational institution (Australian Bureau of 

Statistics, 2013), and for many this will correspond with a period of greatly increased 

independence that can have a substantial impact on health outcomes (de Visser et al., 

2006).  
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These students do not enter university with a uniform level of sex education. Educating 

young people about sex and sexuality remains a contentious issue, with some Australian 

schools refusing to teach students about sexuality despite expert medical opinion of a crisis 

in this area (Wiltshire and Donnelly, 2014). Even when it is taught, teachers often lack 

training for effective sex education (Carman et al., 2011), resulting in students feeling 

underprepared, especially with regard to sexuality, sex and pleasure, accessing youth health 

services, healthy relationships and HIV/AIDS (Giordano and Ross, 2012).  

 

International students studying in Australia make up 25% of all higher education 

enrolments (Australian Government Department of Education and Training, 2014), and 

these students experience additional challenges due to their shift away from their home 

culture (Rosenthal et al., 2008). Previous studies have found that international students 

may have lower sexual health literacy and higher notification levels of chlamydia than their 

Australian counterparts (Rosenthal et al., 2008; Simpson et al., 2015). 

 

Universities are also an important setting for sexual health promotion given that 

homosexual identity is more common amongst those with a tertiary education (Richters et 

al., 2014) and same sex-attraction is becoming more common, especially amongst 

millennials (Gallup, 2017). LGBTI students face different and often more challenging 

sexual health issues, including verbal and physical abuse due to homophobia (Hillier et al., 

2010; Robinson et al., 2014) as well as higher partner numbers and STI diagnoses among 

men who have sex with men (Grulich et al., 2014a; Rissel et al., 2014). Given that the 

majority of Australian LGBTI students felt excluded by their high school’s approach to sex 

education (Giordano and Ross, 2012), it is clear that universities could play an important 

role in LGBTI sexual health promotion. 

	

1.4 Previous university sexual health research 

In Australia comparatively little research has been done that specifically looks at the 

promotion of sexual health to university student audiences. Many of the studies that have 

been done focus on whether or not students have “deficiencies in knowledge” of sexual 

health issues (Calabretto, 2009; Mohoric-Stare and De Costa, 2009; Phillips et al., 2012, p. 

301). This approach implies that negative sexual health outcomes are solely the 
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consequence of an uninformed public, echoing the deficit model of science 

communication. While this model has been repeatedly called into question at an academic 

level (Sturgis and Allum, 2004; Trench and Bucchi, 2010; Pouliot and Godbout, 2014), it 

remains a dominant approach for many policy makers and researchers (Bubela et al., 2009).  

However, this is not the only approach to university sexual health that can be employed, 

with methods that encourage a dialogue with students about their needs also possible. Such 

dialogue-based studies have already discussed what students want and currently have access 

to in terms of sexual health resources and education on university campuses in the United 

States (Eisenberg et al., 2012; Lechner et al., 2013). This thesis will follow similar aims, with 

the interviews and surveys intending to learn from students rather than assess what they 

have or have not learnt. As such, this thesis focuses largely on examining the experiences 

of student leaders who play a role in supporting sexual health promotion (peer educators) 

and the needs and preferences of different groups of university students, in line with calls 

for innovative peer-led approaches to sexual health issues in Australia (Commonwealth 

Youth Programme, 2016).  

 

1.5 The original contribution of this research 

This thesis examines perspectives of peer educators and other students with regard to the 

sexual health promotions already taking place in their communities, and how these events 

could be improved. While there has been some previous Australian research that looks at 

what young people want from sexual health promotion, this has largely focused on high 

school sex education (Hillier and Mitchell, 2008; Giordano and Ross, 2012). Given the 

challenges described above and the growing number of Australians undertaking university 

education (Norton and Cakitaki, 2016), it is clear that this research is increasingly relevant. 

If current strategies are not effective at attracting their target audience or are ineffective at 

conveying their message this represents not only a loss of time and resources, but also a lost 

opportunity to access a large proportion of this priority population. By comparing the needs 

of different groups of students with current sexual health promotions (as reported by 

student leaders) this research will assist in the creation of more effective sexual health 

promotions aimed at Australian university students. Based on the unmet needs identified 

by this approach, this thesis presents and evaluates a novel sexual health promotion event 

aimed specifically at higher-risk students.   
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1.6 Research questions 

The overarching question at the centre of this thesis is “How can sexual health promotion 

in Australian universities be improved?” To answer this question, three research questions 

were devised as follows: 

1) What is the current state of sexual health promotion in Australian universities?  

2) How can university sexual health promotion events better reach different groups of 

students? 

3) Can a peer-led, socially focused event change attitudes towards sexual health testing? 

	

The majority of these questions were addressed across multiple stages of the method to 

refine the understanding gained and address new sub-questions. 

 

1.7 Thesis structure 

This thesis comprises seven chapters. After this initial introductory chapter, the second 

chapter introduces the background relevant to the research, drawing from sexual health, 

health promotion and science communication literature. The third chapter explains the 

rationale for the mixed methods approach taken and presents the research methods used 

throughout the study; semi-structured interviews of peer educators and sexual health 

professionals, surveys of university students and student leaders and a trial of a new sexual 

health promotion event. The next three chapters describe the results of those methods, 

with each results chapter focusing on one of the research questions listed in section 1.6. 

Chapter four presents the current state of sexual health promotion in Australian 

universities, drawing on the results of interviews with Australian Capital Territory (ACT) 

based peer educators and sexual health professionals and the nationally distributed survey 

for peer educators and other student leaders. Chapter five compares the results of this 

survey with the ACT based survey of student experience and preferences to examine how 

university sexual health promotion events can better reach different groups of students, 

with a focus on higher risk students, LGBTI groups, international students and gender 

based differences. Chapter six presents the results of a trial of a peer-led, socially focused 

event based on the data gathered in the previous two chapters, and shows how this 

approach could be used to change attitudes towards sexual health testing.  In the seventh 
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and final chapter, these results are discussed with reference to the research questions and 

existing literature. Then the limitations of the work and future research stemming from 

this thesis are presented before the final conclusion.  
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Chapter 2: Literature Review 
 

2.1 Introduction 

This literature review chapter first examines the definition of sexual health before exploring 

the science communication and health promotion theories relevant to this thesis. It then 

explains the physical and social consequences of sexually transmissible infections (STIs) 

and describes the different types of strategies that can be used to reduce their impact, based 

on the theory of STI control. The next section discusses the importance of sexual health 

promotion for a youth and university audience, with particular focus on key relevant issues 

including STIs, sexual health testing, sex and satisfaction, sexual assault, LGBTI issues and 

previous sexual health education. Finally this chapter provides background for 

predominant approaches in sexual health promotion used throughout the thesis with a 

focus on previous university promotions, peer educators and positive, in-person events. 

 

2.2 What is sexual health? 

This thesis is specifically focused on the promotion of sexual health. While perhaps most 

commonly associated with messages of condom use and pregnancy prevention, sexual 

health is a much broader topic. The World Health Organisation defines sexual health as: 

 

a state of physical, emotional, mental, and social well-being related to sexuality; it is 
not merely the absence of disease, dysfunction, or infirmity. Sexual health requires a 
positive and respectful approach to sexuality and sexual relationships, as well as the 
possibility of having pleasurable and safe sexual experiences, free of coercion, 
discrimination, and violence. For sexual health to be attained and maintained, the 
sexual rights of all persons must be respected, protected, and fulfilled. (World Health 
Organisation, 2006, p. 5) 

 

In view of this, sexual health promotion is not merely advocating the use of condoms or 

encouraging testing for sexually transmitted diseases. Instead it is a holistic enterprise aimed 

at increasing a person’s control over their own sexual health (World Health Organisation, 

1986), encompassing a broad range of scientific, medical and social issues. Given this 

intersection of scientific and social issues, and the significance of the topic, which has been 

described as “an important and integral aspect of human development” (World Health 
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Organisation, 2006, p. 2), this area seems perfect for investigation using theories from both 

science communication and health promotion.  

 

2.3 Science communication, the deficit model and dialogues 

Science communication as a research field is still a relatively recent development, with the 

discipline only beginning to differentiate itself from science journalism around the 1990s 

(Gilbert and Stocklmayer, 2013). While much remains to be defined regarding the 

boundaries of science communication, it is already accepted that medical and health 

professionals are highly relevant to the discipline (Stocklmayer, 2013). By drawing on 

psychology, sociology and other approaches to investigate the impact of science on 

individuals and communities, the discipline is well placed to understand and further the 

improvement of issues such as health (Gilbert and Stocklmayer, 2013).  

 

In science communication the deficit model remains a dominant approach for many policy 

makers and scientists (Bubela et al., 2009). The deficit model describes a certain mode of 

thinking where one conceptualises resistance to scientific progress or issues as being caused 

by the public not having enough information (Bubela et al., 2009; Pouliot and Godbout, 

2014). Under this model, if enough information is successfully disseminated, then the 

problem will be fixed (Bubela et al., 2009). A general, homogenised, non-expert audience 

is conceived as an empty vessel, waiting to be filled.  

 

This perceived causal link between a lack of knowledge on the part of the public and less 

favourable attitudes towards science was a formative element in the Public Understanding 

of Science movement, as evidenced by the approach of the former Committee for Public 

Understanding of Science (COPUS) in the United Kingdom (Sturgis and Allum, 2004). 

As such, the concept of “scientific literacy” among the general public was of utmost 

importance. In this environment there was considerable anguish when surveys of the 

general public reported results such as “only 34% of Britons and 46% of Americans 

appeared to know that the Earth goes around the sun once a year” (Durant et al., 1989, p. 

11). For an approach based on the idea that the more one knows about science, the more 

favourable one’s view on it will be, these results are depressingly low. 
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However despite the prevalence of the deficit model in practical applications, it has been 

repeatedly called into question at an academic level (Sturgis and Allum, 2004; Trench and 

Bucchi, 2010; Pouliot and Godbout, 2014). “The public” is not one homogenous mass, 

nor are individuals “empty” until filled with knowledge. No one is a blank slate waiting for 

a good scientific theory to fill them up. Every one of us has pre-existing attitudes, cultural 

values and ethical standpoints that may influence our views on scientific issues and shape 

the way that we process information about them (Sturgis and Allum, 2004; Kahan et al., 

2010). This is not to say that understanding science does not have any link with positive 

attitudes towards science, indeed, the opposite has been found (Sturgis and Allum, 2004). 

However that is not proof of causality, with a clear possibility that positive attitudes towards 

science may predispose one to learning more about it. This seems more likely given that 

learning more information about controversial scientific issues has even been shown to 

further polarise individuals; heightening the fears of those already wary and reassuring 

those already trusting (Kahan, 2010).  

 

However, whilst dominant, the deficit model is not inevitable. More recently the dialogue 

model has been supported as providing a more productive means of approaching science 

communication. Rather than the one-way transmission of information envisaged in the 

deficit model, dialogue understands science communication to be a two-way process where 

both parties can benefit from the contributions of the other (Burns et al., 2003). With both 

entities exchanging information, a dialogue requires the negotiation of meaning and at its 

base it “is not about winning or convincing, but about informing the other or oneself about 

facts, concepts, notions, feelings, emotions and fears” (van der Sanden and Meijman, 2008, 

p. 91). Such an approach is useful in both science communication and health promotion 

due to the many theoretical commonalities between the two fields (van der Sanden and 

Meijman, 2008). This PhD is an attempt to construct a dialogue between experts and the 

target audience, seeing what sexual health promotions young people actually want. Rather 

than testing young people on how much knowledge they have “absorbed” this study invites 

students to participate in shaping sexual health that is meaningful to them, in line with 

calls for youth involvement to be a priority (Villa-Torres and Svanemyr, 2015).  
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2.4 Health promotion and models for understanding health 
behaviours 

Health education can be defined as “any combination of planned learning experiences 

using evidence based practices and/or sound theories that provide the opportunity to 

acquire knowledge, attitudes, and skills needed to adopt and maintain healthy behaviors” 

(American Association for Health Education, 2012, p. 12). Through this emphasis on 

evidence-based practice and the ability to engage with the public around science and 

medicine related topics, there is a clear overlap with science communication. Health 

promotion takes the concepts of health education one step further. Rather than simply 

providing planned learning experiences in an effort to support healthy behaviours, health 

promotion also incorporates “…political, environmental, regulatory or organizational 

mechanisms that support actions and conditions of living conducive to the health of 

individuals, groups and communities” (American Association for Health Education, 2012, 

p. 14). 

 

In an attempt to better understand our health choices and create more effective health 

promotions, a number of theories have been proposed, ranging from a focus on the 

individual to looking at entire communities. This section charts the progression of ideas in 

understanding health behaviours and highlights approaches that will be used in this thesis.  

Since its beginnings in the US public health service in the 1950s, the Health Belief Model 

has been used by many researchers to help explain preventative health behaviours 

(Rosenstock, 1974). The model uses three different factors, as perceived by the subject, to 

try to predict health behaviours: perceived susceptibility, perceived seriousness and 

perceived benefits and disadvantages (Rosenstock, 1974). From this approach, a 

hypothetical sexual health promotion looking at increasing chlamydia testing could seek to 

explain the prevalence and means of transmission of the STI (susceptibility), the 

consequences of infection such as higher chances of becoming infertile (seriousness) and 

emphasise the benefits like peace of mind while suggesting ways to minimise disadvantages 

such as the cost and distance from testing services (benefits and disadvantages). However, 

despite being one of the most well-known models for conceptualising health related 

behaviour, the Health Belief Model is also criticised for its emphasis on the individual and 

its disregard for the impact of social influences (Green and Murphy, 2014). These criticisms 
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align with science communication studies pointing to the influences beyond simple 

information, such as cultural attitudes that may influence our understanding of an issue 

(Sturgis and Allum, 2004; Kahan et al., 2010). 

 

One approach that takes social influences into account is the Theory of Reasoned Action 

(Fishbein and Ajzen, 1975). This theory is based on the premise that one’s intention to 

perform in a certain way is the best predictor of whether it will happen, and that this 

intention is based on a combination of attitudes and subjective norms (LaCaille, 2013). 

While the attitudes component of the model deals with similar factors as the Health Belief 

Model, focusing on the individual’s perception of possible outcomes, it is in the subjective 

norm that we see the inclusion of factors outside the individual (LaCaille, 2013). A 

subjective norm refers to how a person perceives the attitudes of others who are important 

to them towards a behaviour (Fishbein and Ajzen, 1975). To use the chlamydia testing 

health promotion example from above, with the Theory of Reasoned Action it becomes 

clear that not only will the individual’s perception of testing matter, but also their 

perception of whether the people who are important to them such as friends, partners and 

family would approve. The Theory of Reasoned Action was later modified to include 

perceived behavioural control, with this new approach called the Theory of Planned 

Behaviour (Ajzen, 1985). Perceived behavioural control was added in order to account for 

the impact of an individual’s perception of how easy or difficult it would be to perform a 

certain action, including both self-efficacy and the role of external factors such as resources 

and time (LaCaille, 2013).  

 

The fact that it is the individual’s perception of these norms is particularly important when 

it comes to the subject of sexual health promotion. As sex is a subject that is often still 

shrouded in secrecy, it can be difficult to accurately guess what’s going on in other’s private 

lives and as a result, the perceived norms can be drastically different to reality. One study 

clearly demonstrated this difficulty when it surveyed students from universities in the 

United States, asking respondents both about their own sexual practices and their 

perceptions of their peers practices (Scholly et al., 2005). When reporting on their own 

sexual practices, 80% of the students said they had either 0 or 1 sexual partner in the 

previous year, however they estimated that only 22% of their peers had done the same 

(Scholly et al., 2005). Similar research looking at Australian young people reinforces these 
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findings, reporting that 16-29 year olds were likely to overestimate the number of sexual 

partners their peers had, with females aged 16-19 most affected (Lim et al., 2009). 

 

This gap between the perception of peer behaviour and actual behaviour has led to the 

development of social-norms campaigns (Schultz et al., 2007). Based on the premise that 

people consistently overestimate the prevalence of many negative behaviours amongst their 

peers and that we use our peers’ behaviour to judge our own actions (Schultz et al., 2007), 

social-norms campaigns aim to dispel these misunderstandings by providing accurate 

information. Such interventions have been widely used in university settings, with one 

prominent example being attempts to moderate the consumption of alcohol (Scott-Sheldon 

et al., 2014). In a recent review of interventions aimed at reducing alcohol use of first year 

university students, 84% of the studies found used normative comparisons as a component 

of the intervention (Scott-Sheldon et al., 2014). However this popularity does not seem to 

reflect efficacy, with a meta-review focused specifically on the impact of using social norms 

information to change alcohol consumption finding no substantive effect of the technique 

over longer time periods (Foxcroft et al., 2015). Findings such as this suggest that additional 

factors need to be taken into account to fully explain actions relating to health. 

 

Beyond immediate peers, ecological models take an even broader approach, believing that 

in order to alter individuals’ behaviours relating to health, changes need to be made at 

organisational, community and public policy levels as well (McLeroy et al., 1988). This 

perspective distances itself from highly individualistic approaches that can often be seen as 

unfairly apportioning blame to the individual (McLeroy et al., 1988). Instead, it 

acknowledges the importance of social and environmental influences in shaping our 

health, and as such has become a more popular method of conceptualising the complexities 

of health promotion (Richard et al., 2011). Despite this, such approaches remain 

underutilised, due to a range of historical, ideological and practical constraints, as well as 

the influence of corporations in shaping health policy (Baum and Fisher, 2014). This is of 

particular concern as a failure to look beyond individualism is likely to result in ineffective 

programs, greater inequity and increased stigmatisation of the disadvantaged (Goldberg, 

2012). 
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This thesis draws on both the ecological model and the Theory of Planned Behaviour, 

aiming to use the strengths of each along with the science communication dialogue model 

described in section 2.3. First the ecological perspective allows the exploration of the 

facilitators and barriers to sexual health promotion in university contexts to provide a 

greater understanding of the underlying issues. Then Theory of Planned Behaviour allows 

us to test whether interventions aimed at addressing these issues, such as the negative 

perception of testing for sexually transmissible infections, are effective at an individual 

level. More detail on the methodological approach is provided in the next chapter. 

 

2.5 Why are sexually transmissible infections a problem? 

While only one component of the holistic definition of sexual health as described 

previously, sexually transmissible infections (STIs) are an important issue as they can have 

a wide range of negative repercussions, both individually and on a community level. This 

section first describes the physical health consequences of STIs before examining the social 

and psychological impacts of infection. 

 

 STIs are often conceptualised in terms of observable symptoms such as genital discharge, 

painful ulcers and warts, however the grand majority of sexually transmissible infections 

are thought to go unnoticed due to their lack of symptoms (Gottlieb et al., 2014). 

Unfortunately, even in cases where clear symptoms are absent, there can be substantial 

health impacts, including many reproductive issues.  

 

Chlamydia and gonorrhoea have been associated with complications such as low birth 

weight and pre-term births (Johnson et al., 2011). Untreated chlamydia has also been 

associated with an increased chance of developing pelvic inflammatory disease, which can 

lead to infertility, chronic pain and ectopic pregnancy (Oakeshott et al., 2010). Meanwhile, 

syphilis has a large impact on pregnancy, with 1.36 million pregnant women estimated to 

have had active syphilis worldwide in 2008 (Newman et al., 2013). From these cases of 

maternal syphilis, over 500,000 adverse pregnancy outcomes were expected, including 

stillbirth, early foetal death, neonatal death, low birth weight, pre-term birth and infected 

newborns (Newman et al., 2013). 
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Outside of pregnancy related issues, sexually transmissible infections such as the human 

papilloma virus and hepatitis B virus can also be partly responsible for the development of 

certain cancers (Gottlieb et al., 2014). Certain strains of the human papilloma virus or HPV 

have been identified as a necessary factor for the development of cervical cancer in women 

(Bosch and de Sanjosé, 2007). While not as clear an association, HPV has also been 

associated with 36-40% of vulvar cancers and approximately 90% of vaginal cancers 

(Giuliano et al., 2008). Meanwhile in men, 80-85% of anal cancers and nearly 50% of penile 

cancers have been linked to HPV (Giuliano et al., 2008). In terms of hepatitis B virus or 

HBV, it is estimated to account for 30% of cirrhosis cases and 53% of hepatocellular 

carcinoma (Perz et al., 2006). 

 

A number of STIs have also been found to increase the risk of HIV infection (Gottlieb et 

al., 2014). However while modelling studies have suggested that chlamydia, syphilis and 

other curable STIs have played a large role in establishing HIV infections, it seems that 

over time their role is lessening when compared to the impact of genital herpes (Hayes et 

al., 2010).  

 

As of the end of 2014 it was estimated that there were approximately 36.9 million people 

living with HIV worldwide (UNAIDS, 2015b). In that year alone, approximately 1.2 

million people died from illnesses brought on by AIDS (UNAIDS, 2015b). However it is 

important to consider these numbers in context. While the Joint United Nations 

Programme on HIV/AIDS position is that “there is still an unacceptably high number of 

new HIV infections and AIDS-related deaths occurring each year” (UNAIDS, 2015a, p. 3), 

they also recognise the enormous amount of progress that has been made in halting its 

spread. Through a global effort, there has been a 35% decrease in new infections since 

2000 and a 42% decrease in deaths by AIDS related causes since the height of the epidemic 

in 2004 (UNAIDS, 2015a). Similarly, the number of people with access to antiretroviral 

therapy to prevent the onset of AIDS has also shown significant progress. To go from “fewer 

than 1% of people living with HIV in low- and middle-income nations” having access to 

treatment in 2000 to 40% of all people living with HIV worldwide in 2014 is a remarkable 

achievement (UNAIDS, 2015a, p. 3). With the tremendous impact that increasing access 

to antiretroviral therapy can make in halting the spread of the virus, the United Nation’s 

goal has now shifted to “ending the AIDS epidemic by 2030” (UNAIDS, 2015a, p. 3).  
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 While a great deal of attention is often paid to physical impacts on health, there is also 

evidence that STIs can have a range of other negative consequences. Despite being relatively 

common and often conceived as non-serious, sufferers of genital warts caused by HPV 

infection report a perceived lowering in their quality of life (Mortensen and Larsen, 2010). 

This is caused by a number of negative social and psychological impacts in both men and 

women, with the effect on the romantic and sexual aspects of their lives particularly 

prominent (Mortensen and Larsen, 2010). Similarly, despite being an easily treatable 

infection, women who tested positive for chlamydia were significantly more likely to report 

an increased level of anxiety about sex one month after being diagnosed (Gottlieb et al., 

2011). Though the women were not significantly more likely to report anxiety or depression 

post-diagnosis, testing positive was also found to make it more likely that the women would 

report breaking up with a main sexual partner (Gottlieb et al., 2011). For infections with 

the potential for more serious health implications such as HIV, the associated personal 

impact can be even greater. A meta-analysis of studies focusing on the effects of HIV found 

that when stigma levels were high, both physical and mental health were consistently found 

to be significantly affected (Logie and Gadalla, 2009).  

 

Given the large impact that STIs have for both individuals and the community, it is clear 

that control measures must be taken. In section 2.6 the theory underlying these control 

measures is explained in order to highlight the variety of different approaches currently 

used for sexual health promotion.  

 

2.6 The theory of sexually transmissible infection control  

For effective control of sexually transmissible infections, a basic understanding of the 

spread of such diseases is necessary. The factors that determine the effective reproductive 

rate (or how fast the infection is spreading) in a behaviourally homogenous group are:  

• the probability of transmission per sexual partnership 

• the rate of partner change in the community 

• the average duration of the infectious period 

• the proportion of the group susceptible to the infection  

(Anderson and May, 1991) summarised by Schneeberger et al. (2004) 

 



	 16 

Health promotion efforts to decrease the transmission of STIs focus on one of more of the 

above factors. The following subsections 2.6.1, 2.6.2, 2.6.3 and 2.6.4 explain some of the 

dominant approaches to sexual health promotion based on these factors, as well as 

justifying why these approaches were or were not a major focus during this thesis.  

 

2.6.1 Reducing transmission – condoms  

Condom use (especially when combined with water based lubricant) is regarded as “the 

primary tool for preventing transmission of STI” (Australian Government Department of 

Health, 2014, p. 16). While not 100% effective at preventing all types of sexually 

transmissible infections, condoms have been shown to provide statistically significant 

protection against HIV, gonorrhoea, chlamydia, herpes simplex virus type 2 and syphilis 

(Holmes et al., 2004). Aside from being widely available and inexpensive, they are also very 

familiar to the Australian audience with 90% of the population having used them at least 

once previously (de Visser et al., 2014b). As such it can come as a surprise that usage rates 

are low, especially in the heterosexual community, with only 39% of male and 33% of 

female sexually active Australians reporting condom use in the past year (de Visser et al., 

2014b). While the percentage leaps to approximately 80% for both genders when looking 

solely at those who have had two or more sexual partners, the frequency of condom use 

remains low (de Visser et al., 2014b). Only 49% of those who had had casual heterosexual 

sex in the previous six months reported always using condoms (de Visser et al., 2014b). 

 

 However this low usage becomes clearer when taking a qualitative look at people’s 

understanding of sex and condoms (Braun, 2013). In general, most people view condom 

use in a negative light (Braun, 2013; Fennell, 2014). This can be due to a number of 

reasons, including reduced physical sensation, a perception that use reduces feelings of 

intimacy and connection, and a sense that it interrupts the spontaneity of sex (Braun, 

2013). For some condom users they can cause difficulty maintaining an erection (Sanders 

et al., 2012), which would obviously have a drastic, negative impact on a man’s willingness 

to use one (Sanders et al., 2014).  

 

Whilst acknowledging the incredibly important role that using condoms has for reducing 

STI transmission, this thesis does not focus on examining condom use, given the already 
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high levels of familiarity that the Australian public has with this method of contraception 

(de Visser et al., 2014b) and the large number of studies already devoted to this topic 

(Sanders et al., 2012; Cai et al., 2013; French and Holland, 2013; Newby et al., 2013; Walsh 

et al., 2013; Emetu et al., 2014). 

 

2.6.2 Reducing partner change – abstinence only 

The most prominent and controversial examples of programs aiming to reduce the amount 

of partner change are no doubt those seeking to ensure abstinence until marriage. In recent 

years in the United States, abstinence only education has been the only type of sexual health 

promotion eligible for federal funding (Social Security Administration, 2010). According 

to this law, a program would only be considered eligible if it followed a number of key 

principles including that it: 

 

• has as its exclusive purpose, teaching the social, psychological, and health gains to 

be realized by abstaining from sexual activity;  

• teaches abstinence from sexual activity outside marriage as the expected standard 

for all school age children;  

• teaches that abstinence from sexual activity is the only certain way to avoid out-of-

wedlock pregnancy, sexually transmitted diseases, and other associated health 

problems;  

• teaches that a mutually faithful monogamous relationship in context of marriage 

is the expected standard of human sexual activity;  

• teaches that sexual activity outside of the context of marriage is likely to have 

harmful psychological and physical effects;  

• teaches that bearing children out-of-wedlock is likely to have harmful 

consequences for the child, the child’s parents, and society;  

(Social Security Administration, 2010, sec. 510) 
 

It could be argued that a program fitting all the criteria on this restrictive list would hardly 

be sexual health promotion at all. Far from taking “a positive and respectful approach to 

sexuality and sexual relationships” as described in the World Health Organisation’s 

description of sexual health (World Health Organisation, 2006, p. 5), these programs seem 
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to be attempting to frighten young people out of having sex. However on this front they 

have not shown real success in epidemiologic evaluations when compared to 

comprehensive education that incorporates contraceptive information. While American 

adolescents who accessed comprehensive sexual health education were found to have a 

significantly lower likelihood of becoming pregnant, those who received abstinence only 

education showed no significant difference from adolescents with no formal sexual health 

education (Kohler et al., 2008). In addition, abstinence only education was not found to 

significantly decrease the likelihood of having vaginal intercourse (Kohler et al., 2008).  

 

Due to the incongruity between the abstinence only approach and the definition of sexual 

health this thesis is based upon, as well as the absence of evidence as to its efficacy, this 

thesis will not examine this approach further. 

 

2.6.3 Reducing susceptibility – vaccination  

Reducing the proportion of susceptible individuals in the population is the key focus of 

vaccination. At present the majority of sexually transmissible infections are not able to be 

prevented through vaccination (Gottlieb et al., 2014), however the HPV vaccine provides a 

compelling case study into the efficacy of functional STI vaccines. Targeting four strains of 

the human papillomavirus (HPV) known to cause cervical cancer, genital warts and other 

cancers, the use of this vaccine in Australia has led to a more than 90% reduction in genital 

warts and a 77% fall in HPV related infections in females within the vaccine age range 

(Garland, 2014).  

 

While STI vaccines may be a vital part of future sexual health promotion (Gottlieb et al., 

2014), the successful deployment of the HPV vaccine in schools across Australia and the 

current absence of vaccines to prevent other STIs mean that vaccination is not presently a 

highly relevant topic for Australian university students, and as such is not a central focus 

of this thesis.   
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2.6.4 Reducing infection duration – testing and treating 

Combining sexual health testing with antibiotics for curable infections such as chlamydia 

and gonorrhoea can reduce the duration of infection. If untreated, conditions such as 

chlamydia can remain infectious for months, however antibiotics can clear the bacteria in 

a matter of days (Lau and Qureshi, 2002). This drastically reduces the period in which the 

infection could be passed on to another person, however while this is an important 

secondary aim, the primary benefit of this approach is reducing future health repercussions 

for the infected individual (Regan et al., 2008). Given the higher burden of curable STIs 

such as chlamydia and gonorrhoea among young Australians (as will be discussed in 

section 2.7.1) and the unexplored potential for testing in the university demographic 

(MacPhail et al., 2017), strategies for increasing testing are a focus of this thesis. 

  

2.7 Why focus on young university students? 

The following sections explain why young people are often exposed to greater sexual health 

issues and why university students represent a worthwhile group for sexual health 

promotions, with a particular focus on the contemporary Australian situation. 

Section 2.7.1 explores the high prevalence of many sexually transmissible infections among 

young Australians and section 2.7.2 discusses sexual health testing in the Australian 

context. Section 2.7.3 deals with issues relating to sex and satisfaction and 2.7.4 discusses 

sexual assault, with a particular focus on universities. Section 2.7.5 explains the differing 

needs of LGBTI students. The final section, 2.7.6, examines the increased level of 

independence frequently associated with beginning university and the previous sexual 

health education that students received at high school.  

 

2.7.1 Sexually transmitted infections 

Young people are often identified as a group whose sexual health could be improved. In 

the Third National Sexually Transmissible Infections Strategy, the Australian Department 

of Health identified young people (under 30) as a priority population based on STI 

epidemiology, sexual behaviour and factors impacting access to health services (Australian 

Government Department of Health, 2014). In terms of sexual behaviour, 16-19 year olds 
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are the most likely age group to report multiple partners, with 43% of male and 33% of 

females of the sexually active members of this age bracket having more than one partner in 

the previous twelve months (Rissel et al., 2014). The next most likely age group was 20-29 

year olds, with 31% of male and 19% of females who were sexually active having had more 

than one partner (Rissel et al., 2014). The 20-29 year old age group is also the most likely 

to report having had a sexually transmissible infection (STI) in the previous year, with 2.4% 

of males and 4.7% of females self-reporting an STI  (Grulich et al., 2014b). This is backed 

up by reports of STI diagnoses, with chlamydia and gonorrhoea being those most likely to 

affect the youth demographic (Family Planning NSW, 2013).  

 

Notifications of Australia’s most common STI, chlamydia, increased dramatically between 

2002 and 2011, with the notification rate (diagnoses per 100,000 population) nearly 

tripling from 122 to 358 (Family Planning NSW, 2013). Of these notifications the greatest 

increase came from younger age groups, with 1,455 per 100,000 population for 15-19 years 

and 1,796 per 100,000 population for 20-24 years in 2011 (Australian Government 

Department of Health, 2015). It is important to note when considering these statistics, that 

chlamydia is largely asymptomatic with over 80% of those infected unaware of their 

condition (Detels et al., 2011) and that during this period there was also a steep increase in 

testing rates (Ali et al., 2012). As such, the increase in prevalence (as opposed to notification 

rates) is thought to be more moderate (Ali et al., 2012). Since 2011 the notification rate has 

stabilised, but the burden on the youth demographic remains high (The Kirby Institute, 

2016). In 2015, 77% of chlamydia notifications were from 15 - 29 year olds (The Kirby 

Institute, 2016) and recent prevalence estimates for young Australians attending general 

practices are between 6.2% and 4.6% of the population (Lewis et al., 2012; Yeung et al., 

2014).  

 

Gonorrhoea notification rates saw similar increases between 2002 and 2011, from 33 per 

100,000 population in 2002 to 54 per 100,000 in 2011 (Australian Government 

Department of Health, 2015). Unlike chlamydia, gonorrhoea notifications have continued 

to increase since 2011, with 117 notifications per 100,000 population reported in 2015 

(The Kirby Institute, 2016). Again, young people are disproportionately affected, with the 

highest notification rates in 2015 coming from 25 - 29 year old males (357 notifications 



	 21 

per 100,000 population) and 20 – 24 year old males (334 per 100,000 population) (The 

Kirby Institute, 2016). 

 

While other sexually transmissible infections such as hepatitis B, syphilis and HIV still 

present health risks for the youth demographic, these diseases are more commonly 

associated with older members of the population (Family Planning NSW, 2013).  

 

In contrast with the rising rates of chlamydia and gonorrhoea, the recent introduction of 

the human papillomavirus (HPV) vaccine has seen great success. Since the beginning of the 

vaccination plan, there has been a more than 90% reduction in genital warts, a 77% fall in 

HPV related infections in females within the vaccine age range (Garland, 2014) and a very 

low prevalence of the genotypes of HPV for which the vaccine provides protection 

(Osborne et al., 2015). With the free vaccination program for those aged 12-13 now 

extended to males as well as females (Immunise Australia Program, 2015), it is expected 

that Australia will continue to see fewer cases of HPV in the future.  

 

From the above it is clear that bacterial infections such as chlamydia and gonorrhoea are 

among the chief concerns for STIs in the youth demographic and as such they are a focus 

of this thesis. The following section describes current testing patterns in Australia as well 

as the barriers young people face regarding sexual health testing. 

 

2.7.2 Sexual health testing in Australia 

Despite its often asymptomatic nature, untreated chlamydia can lead to many negative 

health outcomes, with chlamydial pelvic inflammatory disease considered “the most 

important preventable cause of infertility and adverse pregnancy outcome” (Paavonen and 

Eggert-Kruse, 1999, p. 433). As such, health promotions targeting screening of those with 

no symptoms is particularly important, with increased testing in the 15-24 years age group 

predicted to rapidly reduce the prevalence of this disease (Regan et al., 2008; Grulich et al., 

2014b). 

 

In the Australian population in general STI testing is not a commonplace occurrence, with 

only an estimated 17% of women and 13% of men aged 16-69 years having had an STI test 
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in the previous year (Grulich et al., 2014b). However it is important to take into account 

that amongst Australia’s predominantly heterosexual population (Richters et al., 2014), 

approximately 87% of men and 94% of women had one or fewer sexual partners in the 

past year, reducing the likelihood of STI spread (Rissel et al., 2014).  

 

However this statistic does not give the full story, as the number of sexual partners that 

members of a population has is generally represented by a power law (Barabási, 2002). 

What this means is that although the large majority of people present in a population will 

have a very small number of sexual partners, a small percentage of the population will have 

a very large number of partners (Barabási, 2002). We can see this trend clearly in the 

Australian data where, although there are a great majority of the population with only one 

or zero partners in the previous year, 1.3% of heterosexual men surveyed reported each 

having sex with 10-49 women in the previous year (Rissel et al., 2014). Given that having 

sex with more than one partner in a year significantly increases the chances of contracting 

an STI (Grulich et al., 2014b) and is the most important risk factor for young Australians 

in terms of chlamydia infection (Yeung et al., 2014), this higher risk group is a particular 

focus of this thesis. 

 

Given that young Australians are the most likely to have had multiple partners in the 

previous year (Rissel et al., 2014), it is clear that the university age group should be 

undergoing more frequent STI testing. To a certain extent, this is reflected in current 

testing patterns, with the youth demographic reporting higher rates of testing than the 

general population (Grulich et al., 2014b). Approximately 27% of men and 39% women 

aged 20-29 reported having had an STI test in the previous year and 34% of women aged 

16-19 did the same (Grulich et al., 2014b). However, young Australian males are 

considerably less likely to want to test (Lau et al., 2016). Amongst males aged 16-19 a mere 

19% reported testing despite their higher numbers of sexual partners (Grulich et al., 2014b; 

Rissel et al., 2014). This lack of testing mirrors a reluctance by young Australian men to 

access sexual health information caused by pressures of masculinity and a sense of 

embarrassment (Ewert et al., 2015; Litras et al., 2015). 

 

There are a number of factors that can make sexual health testing less likely to occur 

amongst women, as summarised by Pavlin et al. (2006); a lack of accurate information (for 
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example, not knowing that chlamydia can impact fertility), denial that one’s behaviour is 

risky, the stigma and negative emotions associated with infection, fear and anxiety and 

practical concerns, such as a lack of accessibility, comfort and confidentiality. The 

emotional aspects can be particularly powerful motivators for a lack of action around 

chlamydia testing, with 64% of women in an Australian chlamydia incidence study saying 

they were worried people would treat them differently if they had a positive result and 85% 

selecting “I would feel or did feel anxious about testing positive” (Walker et al., 2013, p. 

41). Factors impacting men’s access to chlamydia testing are largely similar to those for 

women, however additional factors such as perceived invulnerability may be more 

prevalent, with traditional notions of masculinity implicated in this trend (Balfe et al., 

2012).  

 

As in women, stigma and shame were a large component of the difficulty in convincing 

men to screen for chlamydia (Morris et al., 2014). Importantly, the stigma and shame were 

not necessarily related to a positive diagnosis for chlamydia (Balfe et al., 2012). Merely 

seeking a sexual health test could elicit the same damage to their identity: 

 

Respondents felt that it would be possible to slip between categories, the 
consequences of which could be damaging. A normal identity could become a ‘dirty’ 
identity. Slippage could occur by engaging in the constitutive identity practices of the 
Other category, which included going for a Chlamydia test.  
(Balfe et al., 2010, p. 139, emphasis in the original) 

 

To understand how testing for the presence of an infection, which might prevent future 

harm to oneself and others, could be conceptualised as a degrading act, attention must be 

paid to the image of a hypothetical person infected with chlamydia. Looking at who young 

people think is likely to catch chlamydia can also help to understand why people are 

unlikely to think of themselves as being at risk of infection: 

 

The principle reason, however, why respondents did not feel that they were at risk 
for acquiring Chlamydia was that they felt that it was mainly ‘other’ people who 
contracted STIs... ‘Others’ were seen as being highly sexual and as being willing to 
have sex with multiple partners in a short space of time. They were needlessly risky, 
in that they were willing to have unprotected sex with strangers. They showed 
consistently poor judgment with regards to sexual partners... Individuals with STIs 
were viewed as being members of a tainted and inferior category (all the worse 
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because those who acquired an STI were often seen to have voluntarily placed 
themselves in this category through their own careless, risky actions).  
(Balfe et al., 2010, p. 137) 

 

Despite the fact that many of the participants in the research had themselves undertaken 

sexual practices considered by the researchers to be higher risk, they were unlikely to 

consider themselves at risk of infection (Balfe et al., 2010). Instead of the recklessness of 

the imagined chlamydia sufferer described above, participants framed their own 

experiences “as momentary aberrations rather than symptoms of a defective character” 

(Balfe et al., 2010, p. 138). This lack of self-perceived risk combines with social norms, 

stigma and the aforementioned barriers to reduce the likelihood of testing (de Visser and 

O’Neill, 2013).  

 

As past testing has been associated with lower levels of STI shame and more positive 

subjective norms (perceived social pressure to undergo testing) (de Visser and O’Neill, 

2013), reducing the stigma surrounding sexual health issues shows promise as a sexual 

health promotion goal. However as noted by Pavlin and colleagues:  

 

…the challenge remains to devise creative approaches to the way knowledge is 
presented which not only inform but simultaneously normalise and destigmatise the 
subject-matter, allowing it to become personally relevant to those whose tendency 
may have been to shrug it off.  
(Pavlin et al., 2006, p. 7) 

 

One possible avenue to achieve such aims is through the creation of socially oriented events 

aimed at reducing the stigma around sexual health testing. Such an approach could make 

use of the fact that 87% of women said they would recommend their friends get tested, 

despite the high levels of anxiety they reported at the idea of testing positive themselves 

(Walker et al., 2013). By creating an environment supportive of testing, the change in social 

norms may reduce stigma and encourage testing. This idea forms the basis of the in-person 

intervention trialled in this project, ‘Sexy Trivia’, which is further described in 

section 3.4.3.  
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2.7.3 Sex and satisfaction 

As discussed previously, sexual health is not limited to the presence or absence of sexually 

transmissible infections, with other factors such as their sex life satisfaction, likelihood of 

orgasm and sex outside regular relationships also helping to complete the picture of the 

sexual health of Australians.  

 

The majority of sexually active Australians are in ongoing heterosexual relationships and 

in this demographic average frequency of sexual activity was reported at 1.4 times per week 

(Badcock et al., 2014). While most men and women reported desiring more sex than they 

were currently having, they also reported being very satisfied with the sex they had (Badcock 

et al., 2014). This was both in terms of emotional satisfaction and physical pleasure, with 

86% of men and 84% of women reporting very high levels of emotional satisfaction, and 

88% of men and 76% of women reporting very high levels of physical pleasure (Badcock et 

al., 2014). However whilst these levels are high overall, there remains a noticeable gap 

between men and women in terms of physical satisfaction. This disparity in sexual pleasure 

may be linked to the differences reported by men and women in their last occurrence of 

heterosexual intercourse. While the majority (92%) of Australian men reported achieving 

an orgasm during their most recent heterosexual encounter, only two thirds of women 

(66%) reported likewise (Badcock et al., 2014). This difference is not limited to Australia, 

with another representative survey from the United States of America also showing a 

similar gender divide with 91% of males achieving orgasm compared to only 64% of 

females (Herbenick et al., 2010). However these statistics are far from proving a biological 

difference in the ability of men and women to achieve orgasm. Rather it seems likely that 

the dominant sexual ‘script’ in these countries is affecting these outcomes. The term sexual 

‘script’ is used to refer to the expectations, scenarios and actions that, through cultural 

influence and individual experience come to determine sexual behaviour and thoughts 

(Simon and Gagnon, 1986). When viewed through this lens it becomes less a question of 

whether men or women are biologically more likely to achieve orgasm than whether the 

behaviours that would facilitate orgasm are likely to occur. In the Australian survey 

mentioned earlier in this paragraph, penile-vaginal intercourse was the most commonly 

listed sexual act in both men’s and women’s most recent heterosexual encounters (at 95% 

and 92% respectively), whereas only 23% of women reported receiving oral sex (Badcock 
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et al., 2014). As women are more likely to orgasm when a variety of practices are used, with 

cunnilingus being especially useful (Richters et al., 2006), this skew towards penile-vaginal 

intercourse as the main focus of a sexual experience lessens the probability of female orgasm 

(Conley et al., 2011; Badcock et al., 2014).  

 

Amongst women in heterosexual partnerships, the highest levels of physical and emotional 

satisfaction were most likely to be expressed by the 16-19 year old age bracket and the 20-

29 year old age bracket (40 and 41% respectively) (Badcock et al., 2014). This is contrast 

with the male results, where though 20-29 year olds reported similar levels of satisfaction 

(44%), the 16-19 year old age bracket had the lowest proportion of respondents who 

endorsed feeling extremely satisfied at 27% (Badcock et al., 2014).  

 

Young people were also significantly more likely to report having a sexual partner outside 

their regular relationship (Badcock et al., 2014). Males aged 16-19 were the most likely to 

be involved in such activity with 24% of males compared to 5% of females reporting sexual 

activity outside their regular relationship (Badcock et al., 2014). While the disparity 

between genders decreased in the 20-29 years age bracket, males still outstripped females 

with 8% and 4% respectively (Badcock et al., 2014).  

 

Due to the impact that the aforementioned topics have on the lives of young Australians, 

this thesis will not limit itself to the medicalised side of sexual health in its exploration of 

how promotions could better suit university students. In order to meet the World Health 

Organisation’s definition of sexual health as discussed in section 2.2, it is necessary not 

only to address issues such as STIs, but also to promote actions that fosters “a positive and 

respectful approach to sexuality and sexual relationships, as well as the possibility of having 

pleasurable and safe sexual experiences, free of coercion, discrimination, and violence.” 

(World Health Organisation, 2006, p. 5) 

 

2.7.4 Sexual assault 

In Australia, 4% of men and 22% of women reported having ever been forced or frightened 

into some type of sexual activity (de Visser et al., 2014a) and people who are subject to 

sexual coercion experience both direct and indirect effects on their physical and 
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psychological health (Brown et al., 2009; Jozkowski and Sanders, 2012; de Visser et al., 

2014a). While over half of these cases happened before the age of 16, approximately 28% 

of males and 30% of females reported first being sexually coerced between the ages of 17 

and 20, showing the importance of the university-age demographic (de Visser et al., 2014a). 

Attitudes surrounding consent have also been cause for public concern.  In a recent survey 

21% of young Australian men and 15% of young women agreed that “If a women is raped 

while drunk/affected by drugs she is at least partly responsible” (Harris et al., 2015, p. 42). 

Similarly, 22% of young men and 17% of young women held the belief that “women often 

say ‘no’ when they mean ‘yes’” (Harris et al., 2015, p. 42). Even more young Australians 

(46% of males and 33% of females) thought that “A lot of times women who say they were 

raped led the man on and later had regrets” (Harris et al., 2015, p. 42). From the prevalence 

of coercion and these underlying attitudes, the need for greater emphasis on consent in 

sexuality education is clear.  

 

In recent years sexual assault at universities has become a particular focus of media 

reporting and the wider conversation about sexual assault. This has been especially 

apparent in the United States context, where a White House led task force was created with 

the aim of protecting students from sexual assault (The White House, 2014). It has been 

estimated that in the United States approximately one in five female university students 

had experienced some form of sexual assault, with the newest students most at risk (Krebs 

et al., 2009).  

 

In Australia, a National Union of Students survey prompted alarming headlines such as 

“Civilian universities have higher rate of sexual harassment, sex attacks than the Australian 

Defence Force Academy” (McPhedran, 2013). Some of the key findings of the survey were 

that 67% of the 1549 female respondents had an unwanted sexual experience, 31% had 

had sex when they believed themselves unable to consent and 17% had experienced rape 

(Sloane and Fitzpatrick, 2011). These results were similar to those from a university in the 

state of Victoria in Australia, where 67% of the 465 female respondents reported receiving 

unwanted sexual attention and 13% reported unwanted sexual intercourse (Hayden et al., 

2016). 
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While these are concerning statistics, it is important to note the limits of the methodology 

employed by the surveys. The use of convenience sampling and the absence of information 

about the total number of students that could have participated in the National Union of 

Students survey (Sloane and Fitzpatrick, 2011) and the low response rate in the Victorian 

example (Hayden et al., 2016), make it difficult to determine how well those statistics reflect 

reality. For instance, individuals who have experienced sexual assault or harassment may 

feel more motivated to complete the survey than those who have not, leading to an over 

representation of cases. In addition, both these surveys asked about occurrences of sexual 

harassment and assault throughout the respondent’s lifetime, which makes it difficult to 

assess the extent to which attending university may influence these statistics. 

 

More recently, the Australian Human Rights Commission conducted an independent 

survey of all 39 Australian universities (Gebicki et al., 2017). This survey, which was 

completed by over 30,000 students of all genders, looked specifically at instances of sexual 

harassment and assault occurring in the period 2015-2016. It found that in this period 

6.9% of students had been sexually assaulted, with 1.6% being assaulted in a university 

setting and that women were more than three times more likely to be assaulted than men 

(Gebicki et al., 2017). These findings are not necessarily surprising, as the report notes:  

 

Although no directly comparable data is available, the prevalence and nature of 
sexual assault and sexual harassment in a university setting largely corresponds with 
what is already known about the prevalence and nature of sexual violence in the 
broader Australian community. (Gebicki et al., 2017, p. 4) 

 

Of course, the fact that young Australian women in general are disproportionately affected 

by sexual harassment and sexual assault (Cox, 2015) does not mean that universities can 

ignore the issue. Rather, as institutions where many students fall into this category, there 

is a clear need for effective education programs developed in consultation with students, as 

recommended in the report (Gebicki et al., 2017).  

 

2.7.5 LGBTI issues 

Within the university setting the lesbian, gay, bisexual, transgender and intersex (LGBTI) 

community is an important audience to reach in terms of sexual health promotion. While 
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97% of men and 96% of women in Australia think of themselves as heterosexual, 

homosexual identity is more common amongst those with a tertiary education and same 

sex attraction is becoming more common in the general population (Richters et al., 2014). 

This is consistent with other developed countries such as the USA, where self-identification 

as LGBT is increasing, especially amongst millennials (Gallup, 2017). One possible 

explanation for these reported increases is more favourable social climates than in previous 

generations, making it more likely for people to disclose a non-heterosexual identity (de 

Visser et al., 2014c; Gallup, 2017). 

 

In an online survey on sex education in Australia, 69% of those who identified as LGBTI 

felt excluded by their high school’s approach and 57% thought it was not personally 

relevant (Giordano and Ross, 2012). This lack of relevant information was also confirmed 

by the 2013 National Survey of Australian Secondary Students and Sexual Health, in which 

LGBTI related information was the topic most frequently reported to be lacking in a 

student’s sexual health education (Mitchell et al., 2014). This is unsurprising, given that 

student teachers, regardless of sexual orientation or gender, feel unprepared to deal with 

the complexity of diverse sexualities in their teaching career (Lee and Carpenter, 2015). 

The difficulty of providing sex and sexuality-related information for school-aged students 

has recently come to prominence in Australia with the introduction of the Safe Schools 

program. The Safe Schools Coalition describes itself as “the first national program funded 

by the Australian Government aimed at creating safe and supportive school environments 

for same sex attracted, intersex and gender diverse people by reducing homophobic and 

transphobic bullying and discrimination in schools” (Australian Government Department 

of Education and Training, 2016b, para. 1). While a program designed to reduce bullying 

in schools would not normally be considered controversial, the LGBTI element present 

provoked a critical response from the Australian Christian Lobby, conservative politicians 

and The Australian newspaper (Parkinson, 2016). This pressure lead to a review of the 

appropriateness and efficacy of the program (Louden, 2016) and the subsequent 

amendment and restriction of a number of components of the program (Birmingham, 

2016). Given that the program is not mandatory in Australian schools and that parents can 

refuse for their child to participate (Birmingham, 2016) it is likely that many Australian 

students, especially those who identify as LGBTI, will finish their schooling without 
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comprehensive sex and sexuality education. Such conflicts highlight the need for university 

based sexual health promotions for LGBTI students.  

 

LGTBI individuals, especially men who have sex with men, face different and often more 

challenging sexual health issues. Partner numbers among men who have sex with men are 

far higher in comparison to men who exclusively have sex with women (Grulich et al., 

2014a). While the mean number of partners for heterosexual men during the previous year 

was 1.4 (Rissel et al., 2014), homosexual men had an average of 6.8 partners (Grulich et al., 

2014a). Along with these much higher partner numbers comes a high level of partner 

concurrency amongst gay men (Lyons and Hosking, 2014), which is thought to be an major 

factor in how fast STIs can spread (Smith, 2012).  

 

This is backed by the Australian data, where 45% of homosexual men reported ever having 

had an STI, in comparison with only 15% of heterosexual men (Grulich et al., 2014b). In 

addition, from 2009 to 2013, 85% of newly acquired HIV infections in Australia were 

amongst men who have sex with men (The Kirby Institute, 2014).  

 

It must be noted that Australian men who identify as homosexual already have significantly 

higher STI and blood borne virus knowledge, compared to their heterosexual counterparts, 

as well as being significantly more likely to have been tested for both STIs and HIV (Grulich 

et al., 2014b). That said, the fact that homosexual men continue to be vastly 

overrepresented in STI and HIV cases shows that further action is necessary.  

 

LGBTI youth in Australia are also likely to suffer from verbal or physical abuse (Robinson 

et al., 2014), with 61% of respondents to an online survey reporting verbal abuse and 18% 

reporting physical abuse due to homophobia (Hillier et al., 2010). Such attacks have impacts 

beyond their immediate repercussions. They are believed to contribute to an elevated risk 

of suicide among LGBTI youth (Skerrett et al., 2015), with transgender and intersex 

individuals particularly at risk (Jones and Hillier, 2013). LGBTI victimisation is also 

strongly linked with mental health during young adulthood and an increased risk for STIs 

(Russell et al., 2011). For the above reasons the LGBTI community is a specific interest 

group within this thesis. 
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2.7.6 Independence and prior sex education 

It is not only the above factors that make young university students an important target for 

sexual health messages. Higher education students make up 6% of the Australian 

population and while not all of these students fit the youth demographic, the majority of 

university students are aged between 15 and 24 (Australian Bureau of Statistics, 2013). 

Many higher education students will change households to be closer to their educational 

institution (Australian Bureau of Statistics, 2013), and for many this will correspond with 

a period of greatly increased independence that can have a substantial impact on health 

outcomes (de Visser et al., 2006).  

 

These students do not enter university with a uniform level of sex education. Educating 

young people about sex and sexuality remains a contentious issue, with some Australian 

schools refusing to teach students about sexuality despite expert medical opinion of a crisis 

in this area (Wiltshire and Donnelly, 2014). Perhaps as a result, in Australia one in ten 

students from a 2013 online survey reported receiving no sex education at their high school 

(Mitchell et al., 2014). Even when these topics are taught, there remain substantial 

problems. These topics are often taught by teachers with little to no university training in 

sex education (Carman et al., 2011; Wiltshire and Donnelly, 2014) and many young 

Australians feel that they receive insufficient sex education on specific topics, especially 

those relating to sexuality, sex and pleasure, accessing youth health services, healthy 

relationships and HIV/AIDS (Giordano and Ross, 2012).  

 

However it is not only Australian citizens who attend university in Australia, with 25% of 

those enrolled in Australian higher education institutions coming from overseas 

(Australian Government Department of Education and Training, 2014). These students 

experience additional challenges when beginning university, with the increased freedom 

associated with university in general amplified by their shift away from their home culture 

(Rosenthal et al., 2008). In the general Australian population those who speak a language 

other than English at home are likely to score significantly lower than English speakers on 

knowledge of sexual health issues (Grulich et al., 2014b). International students at the 

University of Tasmania were found to have significantly lower sexual health literacy than 

their Australian or New Zealand born peers (Simpson et al., 2015). From these two studies 
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it seems probable that there will be highly variable levels of sexual health knowledge 

amongst international students at universities across Australia. In addition, a previous 

Australian study found that international students’ reports of chlamydia diagnoses were 

higher than notifications of young Australians (Rosenthal et al., 2008). As such, 

international students are a specific interest group for this thesis.  

 

Once at university, there are simultaneously new challenges and new opportunities for 

sexual health promotion. In one sense it can be more challenging to gain access to an 

audience. Unlike high schools where relationships and sexuality are included in the health 

curriculum (ACARA, 2017), universities offer highly specialised courses of which relatively 

few could conceivably promote sexual health. However it must also be noted that university 

also represents a period of great opportunity for students to learn more about sex and 

sexuality. Despite the lack of formal education experiences related to sexual health, 

university based student groups such as women’s and queer departments can play a major 

role in facilitating the promotion of students’ sexual health (Gordon, 2012). This can be 

through the provision of safe sex supplies and advertising or organisation of sexual health 

related events (Gordon, 2012). In line with the emphasis on dialogue previously discussed, 

this thesis will focus on these groups and their current and potential impact on sexual 

health promotion in university communities as peer educators. 

2.8 Relevant health promotion research 

The following sections draw on health promotion literature to elaborate the concepts 

underpinning this thesis’s approach. In section 2.8.1, previous university-based sexual 

health promotion research from Australia and abroad is examined, with a particular focus 

on the deficit model approach underpinning these methods. Then in section 2.8.2 the 

benefits and limitations of using peer educators for health promotion are explored. In 

section 2.8.3 the rationale for a focus on in-person events, rather than online approaches 

is discussed. And finally in section 2.8.4 the literature surrounding fear-based sexual health 

promotion is discussed, with a focus on the detrimental impact that this approach to risk 

communication can have on behaviour.  
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2.8.1 Previous university-based sexual health promotion research 

In Australia comparatively little research has been done that specifically looks at the 

promotion of sexual health to university student audiences. More often the focus is on 

young people more generally, aligning with the Third National Sexually Transmissible 

Infections Strategy’s classification of Australians under the age of 30 as a priority 

population (Australian Government Department of Health, 2014). Some of the studies 

that have focused on Australian university students point out that tertiary educated young 

people were not their chosen demographic and that the difficulty of recruiting young 

people from lower socio-economic backgrounds was the main reason for their high 

proportion of university students (Smith et al., 2012). However, as noted by Phillips et al. 

(2012), the presumption that university students will be more aware of sexual health 

resources or issues does not necessarily translate into an informed student population. 

Though admitting that the “deficiencies in knowledge” (Phillips et al., 2012, p. 301) 

identified would possibly be greater in the general population, this study expressed concern 

at only 54% of the tertiary student participants knowing that abortions were available in 

their city. Similar gaps in students’ knowledge have been reported regarding the use of 

emergency contraception (Calabretto, 2009; Mohoric-Stare and De Costa, 2009), with 

many misunderstanding how it worked and when and how it could be accessed. However, 

even perfect knowledge of a particular aspect of sexual health is not a guarantee of changed 

behaviour. Whilst knowledge of condoms amongst Australian university students is high, 

their use is far from consistent (MacPhail et al., 2017). Although understanding that 

condoms can prevent STIs, negative associations with condom use - such as the reported 

reduction in sexual pleasure and associations with promiscuity - make it less likely that 

Australian university students will use them (Newton et al., 2012). Besides these issues, 

young Australian males also report not using condoms as a rational choice, spurred by 

perceptions of STIs as non-serious and condomless sex as being a sign of trust and intimacy 

in a relationship (Smith et al., 2012). This research suggests that attempting to position 

intercourse as a risky act is unlikely to improve health outcomes in a population where non-

medical concerns dominate the decision making and alcohol can heighten impulsivity 

(Smith et al., 2012).  
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One of the most comprehensive and recent studies into university-based sexual health 

promotion in Australia is that of MacPhail et al. (2017). This study focused on a regional 

university in New South Wales and measured access to sexual health care and knowledge 

of sexual health issues as well as assessing the impact of a sexual health campaign that had 

been run on campus (MacPhail et al., 2017). The campaign consisted of posters, a website 

and condom vending machines, and was deemed to have low impact on students, with 

28% unaware of any element of the campaign and fewer than 2% of students studied 

knowing about all three components (MacPhail et al., 2017). Regardless, students in general 

had acceptable levels of sexual health knowledge and positive attitudes towards sexual 

health (MacPhail et al., 2017). However this knowledge and positive attitude did not 

translate into the consistent and effective use of condoms (MacPhail et al., 2017). One of 

the key recommendations of the study was making STI screening more accessible, with this 

method of STI control deemed a promising approach for university populations (MacPhail 

et al., 2017). As such a central focus of this thesis is to examine the barriers to STI screening 

in the Australian university population and trial means to improve attitudes towards 

testing. 

 

Looking internationally we see a similar interest in assessing sexual health knowledge levels, 

attitudes and perceptions of risk of university students from a diverse range of countries 

including the United States (Weinstein et al., 2008; Licht et al., 2010; Moore and Smith, 

2012), China (Zhang et al., 2010), Nigeria (Ijadunola et al., 2009) and Yemen (Al-Rabeei et 

al., 2012). Implicit in these studies is the idea that negative sexual health outcomes are a 

consequence of an uninformed public, echoing the deficit model previously discussed in 

section 2.3. However, this is not the only approach to university sexual health that can be 

employed, with methods that encourage a dialogue with students about their needs also 

possible. Such dialogue-based studies have already discussed what students want and 

currently have access to in terms of sexual health resources and education on university 

campuses in the United States (Eisenberg et al., 2012; Lechner et al., 2013). This thesis will 

follow similar aims, with the interviews and surveys intending to learn from students rather 

than assess what they have or have not learnt.  
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2.8.2 Why focus on peer educators? 

While there is no universally accepted definition of peer education (Southgate and 

Aggleton, 2016), definitions often centre around the act of participants from within the 

same or a similar societal group sharing information and values about a particular issue 

with other members of their group (Parkin and McKeganey, 2000). This can take a number 

of forms, including counselling and leading interventions (Southgate and Aggleton, 2016). 

Besides fitting with the dialogue approach previously discussed, there have recently been 

calls for “research that can establish the framework for an innovative peer led program” to 

address Australia’s youth sexual health issues (Commonwealth Youth Programme, 2016, 

p. 29). The peer educator approach can be particularly appropriate with a young university 

audience for four main reasons. 

 

First, using peer educators is often considered to be an useful approach when working with 

tightly knit or hard to access groups including young people and has already been used for 

youth sexual health promotions (Kim and Free, 2008). Second, unlike earlier stages of 

education, Australian university students lack common health related subjects where such 

promotions could otherwise occur.  Third, peer educators rank highly on the preference 

list of people from whom young people would like to receive sexual health information. In 

an online survey of Australian high school students, 68% agreed or strongly agreed they 

would prefer sexual health peer educators to provide them with information, tying with 

sexual health organisers from community organisations for the most preferred provider 

(Giordano and Ross, 2012). And finally, universities can have a range of student positions 

or organisations that either already take part in sexual health promotion activities or have 

the potential to do so (Gordon, 2012). 

 

However, the use of peer educators also has several problems in terms of practicality and 

effectiveness. In terms of practical restrictions, the time and resources necessary to train 

and support these community members to provide high quality sexual health promotion 

can be a limiting factor (Harden et al., 1999). This is especially the case when referring to 

young peer educators who are likely to have a shorter term as an educator due to changing 

life circumstances, resulting in a higher level of turnover and therefore a higher cost of 

training for new educators. In addition, there are also concerns about the effectiveness of 
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peer-led sexual health promotions for adolescents. A number of recent reviews examining 

peer-led sexual health promotion for a youth audience have suggested that despite the 

popularity of peer education, there is limited evidence to support its effectiveness (Kim and 

Free, 2008; Tolli, 2012; Chandra-mouli and Lane, 2015). The 2008 study failed to find 

convincing evidence of an overall effect in terms of condom use or a reduction in either 

the likelihood of pregnancy or a new partner across the studies, however the authors noted 

that the interventions were highly variable, with one successful example boasting a 

significant reduction in chlamydia incidence (Kim and Free, 2008). Despite the absence of 

clear and consistent success, the authors concluded that the use of peer educators for health 

promotion “should not be abandoned but rather fine-tuned” (Kim and Free, 2008, p. 150), 

urging researchers to focus more on the details of interventions. The second review, 

focusing on European studies exclusively, found a similar outcome with no convincing 

evidence of a positive impact on HIV prevention, teenage pregnancy prevention or the 

general category of ‘sexual health promotion’ (Tolli, 2012). Similarly, the author did not 

dismiss peer education as a potentially useful tool for health promotion, instead focusing 

on the number of additional factors such as the theoretical framework used, training of 

teachers and outside social and media influences that could affect the outcome of a 

promotion beyond the simple inclusion of peer educators (Tolli, 2012). This thesis will 

explore issues that impact the efficacy of sexual health promotions featuring peer education 

beyond the simple presence or absence of peer educators. 

 

It is possible that rather than abandoning the peer educator approach, we need to refocus 

our attention on what it can be expected to achieve, the outcomes we use to measure success 

and how peer educators should be used. Most interventions have been shown to increase 

knowledge and improve attitudes and intentions (Kim and Free, 2008) and it has been 

suggested that other measures which have not shown success, such as condom use at last 

sex, are ignoring the context of the relationship in which it takes place (Michielsen et al., 

2012). This information may be vital in interpreting the success of a program, as people 

with a single partner are less likely to use condoms (de Visser et al., 2014b) and the 

likelihood of acquiring an STI is lower among men and women with lower numbers of 

sexual partners (Grulich et al., 2014b). Rather than viewing peer educators as a stand-alone 

intervention, it has been suggested that they should be acting as a part of a larger effort, 

with one of their main roles being to refer others on to appropriate services (Michielsen et 
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al., 2012). Finally, instead of expecting sexual health peer education to suddenly and 

conclusively change sexual behaviour, decreasing the stigma that currently surrounds sexual 

health issues has been shown to be an achievable, yet still valuable, goal (Michielsen et al., 

2012). This aim is one of the foundational aspects of the intervention explored in this 

thesis, as described in the next chapter, with a particular focus on sexual health testing. 

 

2.8.3 Online approaches to sexual health 

Much of the recent sexual health research in Australia has focused on the use of sms and 

online methods of providing sexual health information (Gold et al., 2010; Evers et al., 2013; 

Minichiello et al., 2013), with this area being one of the most common topics explored by 

users online. Both in Australia (Bourne et al., 2011; Pedrana et al., 2012; Guy et al., 2013; 

Zou et al., 2013; Mortimer et al., 2015) and internationally (Swanton et al., 2015; Burns et 

al., 2016) there has been success in using new media and mobile technologies to promote 

the use of sexual health services.  While cost effectiveness and the ability to engage on a 

large scale are key advantages of such approaches, there are three main ways in which online 

tools do not fully address sexual health issues.  

 

Firstly, most young Australians will only seek out online information related to sexual 

health after recently engaging in risky sexual activity (Keys et al., 2008). While it is beneficial 

to have online information available at such times, there are many facets of sexual health 

that are of more use beforehand. Learning about the best ways of preventing STI 

transmission is clearly far more effective when done before exposure, and some forms of 

treatment, such as emergency contraception or post exposure prophylaxis need to be sought 

within a short timeframe of the risky sexual activity (Sexual Health and Family Planning 

ACT, 2011; Canberra Sexual Health Centre, 2015). In contrast, in-person approaches not 

only allow for learning about these aspects, but also discussion on topics that are less likely 

to be sought online, such as the development of healthy relationships (Magee et al., 2012). 

 

Secondly, online information can be hard for users to find, assess and interpret. There is 

certainly no lack of information related to sexual health concerns on the internet, however 

as a large proportion of this content is created by non-professionals, there is a high 

likelihood of finding misleading or inaccurate information (Minichiello et al., 2013).  
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Finally, social stigma associated with seeking sexual health information is often only 

avoided, rather than actively challenged, by online means of engagement. While many users 

appreciate the anonymity of online information sources (Minichiello et al., 2013), unless 

the topics are raised within a peer group, it is highly unlikely that the current, negative 

perception of seeking sexual health information or testing will change. With stigma cited 

as one of the key reasons for Australian youth to avoid seeking this information (Keys et 

al., 2008), it is vital that these attitudes are confronted.  

 

Due to the above limitations, the focus of the intervention trialled in this thesis is solely on 

in-person events. However far from promoting in-person events as the only way to conduct 

sexual health promotions, this thesis views online and in-person methods as 

complementary approaches, with each offering advantages the other cannot provide. 

 

2.8.4 Fear based health promotion and risk perception 

In Australia it could be argued that the most memorable sexual health mass media 

promotion is the Grim Reaper campaign of the 1980s. In this television advertisement, a 

hooded figure carrying a scythe strikes down set after set of ordinary Australians while a 

voiceover warns that if left unchecked AIDS “could kill more Australians than World War 

II” (NACAIDS, 1987). It seems that in the minds of many politicians and members of the 

general public the relatively low infection rates in Australia can be directly attributed to the 

shocking nature of the advertisement, however this is far from the whole truth (Stylianou, 

2010). It was not that the advertisement itself singlehandedly changed people’s health 

behaviours through fear, rather it can be argued that the campaign was “a necessary political 

vehicle, promoting changes in public attitude that subsequently allowed for increases in 

HIV/AIDS funding” (Stylianou, 2010, p. 13). This public support and funding, when 

combined with delayed onset of the epidemic in Australia and the ability for officials to 

learn from overseas responses, allowed for a range of measures such as school-based HIV 

education, syringe exchange outlets and targeted safe-sex promotions to reduce the impact 

of the disease (Sendziuk, 2003). 

 

Existing research shows that people frequently underestimate their own risk levels in terms 

of the likelihood of STI transmission (Downing-Matibag and Geisinger, 2009; Balfe et al., 
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2010; Licht et al., 2010; Hickey and Cleland, 2013). This considered, an approach 

espousing an individual focused frame such as the Health Belief Model, discussed in 

section 2.4, would likely support a fear-based campaign. Surely emphasising an individual’s 

risk, through emphasis on their susceptibility and the seriousness of the disease, should 

change their behaviour?  

 

However fear based approaches have been shown to have little effect in a sexual health 

context, only successfully convincing those who are not actually at risk and sometimes 

actively discouraging those at risk from taking action. In a Canadian study of young women 

from disadvantaged areas, focus groups found that rather than encouraging them to get 

tested, fear-based messages combined with sexual stigma to reduce the likelihood of the 

women accessing sexual health services (Wong et al., 2012). In addition, the framing of the 

health promotion message can have a substantial impact on which groups are most likely 

to alter their behaviours or attitudes. Although highly threatening framing approaches may 

be more effective at convincing neutral observers, those whose actions are most at odds 

with the promoted message do not find high threat messages as convincing, suggesting such 

approaches may be preaching to the converted (Van’t Riet et al., 2012). This is congruent 

with risk analysis research that suggests that in general people base risk judgments on what 

they feel, not just what they think (Slovic et al., 2004). As activities that are marked by a 

positive emotion or affect (such as sex) are more likely to be deemed less risky and more 

beneficial (Slovic et al., 2004) efforts to reposition the concept of sex as inherently risky are 

likely to be difficult. 

 

For the above reasons, the intervention trialled in this thesis, ‘Sexy Trivia’, aimed to engage 

higher-risk students by avoiding the use of fear as a motivator for behavioural change related 

to sexual health.  

 

2.9 Summary 

This chapter explored the relevant literature surrounding sexual health promotion for 

Australian university students. First it elaborated on the definition of sexual health as a 

holistic concept encompassing the possibility of safe and pleasurable sexual experiences and 

the absence of disease and coercion. Then it described the relevant theories of science 
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communication and health promotion necessary to provide context for the work. This 

chapter then examined the impacts of sexually transmissible infections and the dominant 

approaches to preventing them, and explained the rationale behind the focus on sexual 

health testing. Section 2.7 focused on why young university students are a worthwhile target 

audience, looking both at medical issues such as high rates of STIs and insufficient testing 

as well as issues such as disparities in pleasure, high levels of sexual assault, LGBTI issues 

and a lack of prior sex education. The final component of this chapter looked at previous 

health promotion research relevant to the thesis. It examined university-based sexual health 

approaches in Australia and internationally, exposing a lack of research that focused on 

assessing the needs of students from their own perspectives, and determined the need for 

more nuanced approach to research on peer education. Then it explained the limitations 

of online promotions and how strategies aimed to highlight risk may miss their target 

audience or indeed backfire.  

 

Together, this review of the literature has highlighted the need for research that actively 

engages with Australian university students in order to explore their diverse needs and 

preferences in relation to sexual health promotion. This thesis will do precisely that, using 

the methods described in the next chapter in order to determine how sexual health 

promotion in Australian universities could be improved. 

	  



	 41 

Chapter 3: Methods 
 

This chapter discusses the variety of methods that were needed for the project to investigate 

sexual health promotion in Australian universities. It first describes the theoretical 

approach taken, before giving an overview of the mixed methods used and the research 

questions this method sought to answer. Finally it explains the procedures of data 

collection and analysis for the three different stages of the project, interviews, surveys and 

the final trial.  

 

3.1 Theoretical approach 

This project draws on the approach of Adaptive Theory, as proposed by Derek Layder 

(1998c). The focus of this approach is to use both pre-existing theory and theory generated 

from the researcher’s findings to continually refine the research process (Layder, 1998a). 

This is clear in the multi-stage method described below, where the results of previous stages 

are combined with existing theory to shape subsequent stages. However Adaptive Theory 

also allows for the incorporation of new theory mid-stage. This theoretical approach is 

appropriate as it highlights the usefulness of both deductive (theory-testing) and inductive 

(theory-creating) methods for successful sociological study (Layder, 1998c). This is 

particularly important for the current project as while there is an abundance of literature 

on sexual health promotion in general, this literature is overwhelmingly focused on the 

effectiveness of promotions. As such, there has been comparatively little research done 

which focuses on the social structures and other features that support or stifle the 

promotion of sexual health within communities. Adaptive Theory allows the relevant, pre-

existing theory to be tested against the target study of health promotion in Australian 

universities with the theory and subsequent methodological approach evolving as more 

information is gathered, creating new theories throughout the project. Another advantage 

of Adaptive Theory is its dual focus on both subjectivism and objectivism (Layder, 1998c). 

While it is vital to take a subjective approach to understand university student behaviour 

on an individual level, it cannot be forgotten that these individuals also exist in an objective 

reality, interacting with other members of their student groups and subject to policy 

decisions of the university and other organisations. Taking both subjective and objective 

lenses into account, Adaptive Theory is well suited to the study of this interface between 
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the systemic and interpersonal elements of social life (Layder, 1998c). As this project is 

focused on how sexual health promotions can shape university groups (systems) in order to 

change (interpersonal) behaviour, this aligns well with Adaptive Theory’s problem-focus of 

how activities can mould social environments to alter social behaviour (Layder, 1998c).  

 

3.2 Methods overview 

From this theoretical foundation, a mixed methods approach was chosen to allow for 

qualitative exploration as well as quantitative enquiry. The primary reasoning for this 

choice was a worldview heavily influenced by the pragmatic approach. This philosophy, as 

one would expect, is centred on the idea of utility (Padgett, 2012). Rather than debating 

whether we should view the world through a positivist lens where there is only one external, 

objective reality or through a constructivist lens where all human activity can be considered 

socially constructed, pragmatism acknowledges the shortcomings of both viewpoints and 

accepts that the need may arise to lean towards one approach or the other (Padgett, 2012). 

Through a pragmatic viewpoint:  

 

…one can be comfortable with the notion that there are occasions when reality claims 
can and should be made (“genocide in Rwanda”), when a presumed reality practically 
cries out to be deconstructed (“deviant behavior”), and when multiple subjective 
meanings can produce a broader understanding of something (“post–traumatic 
suffering”). Put another way, all concepts are human inventions, but some are more 
socially contrived and consequential than others. (Padgett, 2012, p. 8) 

 

In terms of the present project, this is a useful standpoint as sexual health and sexual health 

promotion can be viewed from two distinctly different perspectives. The first is strongly 

positivist and medicalised, focusing on issues such as transmission, infection, partner 

numbers and symptoms. While this is a useful, and indeed necessary component of any 

comprehensive study of sexual health, it cannot tell the whole story (Ratzan, 2001). 

Through such a lens, it would be baffling to see increasing rates of infections that can 

prevented by a device as simple, cheap and easily available as a condom. Through a 

constructivist approach, however, we can begin to see a series of subjective obstacles that 

can help to explain the under-utilisation (at least from a medical standpoint) of condoms. 

A potential condom user may view protected intercourse as an unnatural distraction, as 

showing a lack of trust in their partner, or even as defeating the very purpose of sex 
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(according to their opinion) by reducing pleasure (Braun, 2013). Without examining 

underlying issues such as the stigma of condom usage or how people think about pleasure, 

it would be hard to understand the rise in infections and harder still to try and stop it. 

As such, this project makes use of a mixed methods approach using both qualitative 

techniques, such as interviews, as well as analysing more quantitative information through 

closed answer multiple choice surveys. Beyond being seen as a good fit for pragmatism, 

mixed methods are regarded as being a more robust approach than either quantitative or 

qualitative methods individually (Cresswell and Plano Clark, 2007). In addition, adopting 

both methods has been considered the most appropriate tactic for studying the impact of 

peer led sexual health promotions (Harden et al., 1999). 

 

This study was formulated as a three-stage method. First, a series of semi-structured 

interviews were conducted with informants with a role relevant to the promotion of sexual 

health in university settings. These informants included both student leaders with a role 

related to sexual health (hereafter peer educators) and professional sexual health workers 

who had experience with outreach to a university audience (hereafter professionals). 

Second, the results from the interviews were used to design two different surveys aimed at 

peer educators and university students in general. Finally, this data was used to create and 

trial a peer led sexual health promotion called Sexy Trivia for use in university campus 

communities. All stages were given ethics approval by the ANU Human Research Ethics 

Committee (protocol numbers 2014/353, 2015/028 and 2015/515) and further detail on 

each stage is provided in the data collection and analysis section. 

 

3.3 Research questions 

The multi-stage method was chosen to help answer the following questions, with questions 

being refined, expanded upon and added throughout the course of the project as per 

Layder’s Adaptive Theory (Layder, 1998c). The overarching question at the centre of this 

thesis is “How can sexual health promotion in Australian universities be improved?” To 

answer this question, three research questions were devised as follows: 

1) What is the current state of sexual health promotion in Australian universities?  

2) How can university sexual health promotion events better reach different groups of 

students? 
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3) Can a peer-led, socially focused event change attitudes towards sexual health testing? 

 

The majority of these questions were addressed across multiple stages to refine the 

understanding gained and address new sub-questions. 

 

3.4 Data collection and analysis 

3.4.1 Stage 1 – Interviews 

The Australian Capital Territory region was chosen for interviews due to the high number 

of university students and pre-established networks which facilitated finding relevant 

contacts as starting points. As per Newton et al.’s (2013) exploration of Australian health 

promotion programs, a combination of purposeful sampling and snowball sampling of key 

informants was used in an attempt to capture the variety of sexual health related roles 

relevant to a university setting. Purposeful sampling is based on selecting key informants 

who have a great depth of understanding about the subject in question to facilitate the 

research process (Patton, 2002; Palinkas et al., 2013). For my project this involved 

contacting university residences, women’s departments and queer departments via email to 

ask if they had any student positions related to sexual health such as women’s and men’s 

officers, sexuality officers or queer officers (peer educators). These emails were passed on 

to the relevant position holders by the group or in certain cases contact details were 

provided directly. University residences and potentially relevant groups from the two largest 

universities in the ACT were contacted, however positive responses were only received from 

Australian National University residences and groups. Similarly, professional sexual health 

care providers within the ACT were contacted to ask whether they had any staff involved 

in sexual health promotion to university students in particular (professionals). All 

interviewees (both peer educator and professional) were then used as a starting point for 

snowball sampling. Snowball sampling involves asking interview participants whether they 

can put the researcher in contact with other potential participants and can be particularly 

useful in situations where stigma could hinder recruitment (Noy, 2008). As sexual health 

issues are a stigmatised subject (Balfe et al., 2010, 2012), using this approach with both peer 

and professional participants was considered appropriate to attempt to ensure 

representatives from all relevant organisations were contacted. 
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Nine peer educators, six professionals and one university residence staff member agreed to 

take part in the interviews. These face to face interviews were held either at the Australian 

National Centre for the Public Awareness of Science or in a mutually convenient, private 

space. 

 

Before starting the interview, all participants read a short definition of sexual health and 

were asked whether that aligned with their understanding of the topic. This was done in 

an attempt to ensure that interviewees were answering questions from the perspective of a 

broader, encompassing definition of sexual health. The definition (included below) was 

adapted from the World Health Organisation’s definition (World Health Organisation, 

2006, p. 5). 

	
While preventing and treating sexually transmitted infections like chlamydia, 
gonorrhoea and HIV is a major part of sexual health, it is by no means all of it. To 
draw from the World Health Organisation’s definition, sexual health is a state of 
physical, emotional, mental, and social well-being related to sexuality; it is not merely 
the absence of disease. As such it’s not just about condoms, it’s about striving for 
positive relationships and respectful approaches to sexuality. It’s being free of sexual 
coercion, discrimination and violence. And it’s about supporting the possibility of 
safe and pleasurable sexual experiences.  

	
Interviews were semi-structured with a series of initial questions, however the order of the 

questions varied depending on the conversation and some questions were skipped or 

expanded on based on previous responses (Appendix A).  As per Layder’s Adaptive Theory 

(Layder, 1998b), a series of orienting concepts were used in the development of the 

questions and subsequent analysis. These concepts were drawn both from the relevant 

literature and from previous experiences in the field. These orienting concepts included 

sexual health, stigma, normalising testing, participation, challenges and facilitators. 

Questions were based around the participants’ experiences within their role, the specifics 

of previously held promotions and their suggestions for future promotions. The length of 

interviews ranged from 13 to 73 minutes, though most were around 25 minutes. Interviews 

were recorded, transcribed and coded with the assistance of NVivo software. The data was 

first coded according to the question or questions that were most relevant, regardless of 

whether the comment came as a direct response to that particular question. Then the 

responses related to each question were thematically analysed using the technique 

described by Attride-Stirling (2001) and drawing on the previously mentioned orienting 
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concepts as described by Layder (1998b). This involved identifying basic themes within the 

responses before categorising them within larger, overarching organising themes and then 

collecting these within global themes (Attride-Stirling, 2001). For example, funding 

constraints would be a basic theme that falls within the practical constraints organising 

theme and the challenges to provision global theme.  

 

3.4.2 Stage 2 – Surveys 

Based on analysis of the interview data and relevant background literature, two surveys were 

constructed. The Promotion Survey focused on student leaders who either currently, or 

potentially could, play a role in sexual health promotion in Australian universities. The 

Student Survey investigated current university students’ experiences with sex and sexual 

health promotion, using the Australian National University as a case study.  

 

3.4.2.1 The Promotion Survey 

The Promotion Survey (distributed as the University Sexual Health Promotion Survey) 

targeted peer educators and other student leaders from universities across Australia. While 

the interview stage was a productive means of establishing the topics and issues that were 

most relevant to investigate for peer educators, its impact was limited by its geographic 

specificity. As all those peer educators who chose to participate came from a single 

university in the ACT, there was the potential that these participants would not fully reflect 

the diversity of sexual health promotion in Australian universities. While there were 

considerable differences between the interview participants, their proximity and shared 

university guidelines made it far more likely that they would face similar issues and adopt 

similar approaches.  

 

In order to rectify this issue and ensure that responses were truly representative of peer 

educators from a range of Australian universities, a survey was developed based on 

preliminary analysis of the interview responses and relevant literature. The orienting 

concepts, as per Layder’s (1998b) approach, included university groups, student leaders, 

sexual health, collaboration and training, success and failure and participation. This survey 

was then piloted with five students and colleagues for clarity and to ensure the survey fit 
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within the twenty minutes described in the participant information. To distribute the 

Promotion Survey, a list of 304 potentially relevant campus groups across Australia was 

compiled by searching for accommodation, student associations/unions and queer groups 

for each Australian university. Notable exclusions were Ally programs (which generally 

include a majority of heterosexual and cisgender “allies” rather than self-identified LGBTI 

students), accommodation that wasn’t solely student focused and accommodation that only 

had a number for leasing enquiries and no other contact information.  

 

Initially, these organisations were called rather than emailed in an attempt to facilitate 

finding relevant peer educators to contact. However, as the contact details provided for 

accommodation were most commonly for administrative staff rather than student services, 

this approach was unsuccessful. Some university accommodation services had a blanket 

policy against outside surveys, resulting in the exclusion of University of Technology Sydney 

and Monash University students. In the other universities, staff seemed hesitant to forward 

on a survey that was related to sex and this concern was no doubt exacerbated by the fact 

that initially the survey would disqualify anyone who said they weren’t a student with a role 

related to sexual health. This resulted in four of the first six responses being disqualified, 

and without being able to see the survey themselves, it is understandable that staff would 

be unwilling to pass it on. It was also difficult to explain the number of roles that could be 

relevant to the survey, given the different position titles that are used across Australian 

universities.  

 

To remedy these issues, a new approach was devised with emails that stressed that the survey 

did not ask any questions about the sexual behaviour of the participants and was focused 

on how student leaders (not necessarily those in roles solely focussed on sexual health) 

could teach other students about sexual health. The email was also designed to be 

appropriate for both staff members wanting information and students wanting to 

participate, in order to facilitate dispersal by making it as simple as forwarding the initial 

email. While the majority of cases were first contacted by email, some instances (such as 

only having one general contact listed for multiple residences) were still contacted by phone 

to find out the most appropriate email contact.  
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Alongside these changes to the contact method, the survey was also altered slightly so that 

instead of disqualifying staff members and students who did not have a role in sexual health 

promotion, it simply split them into different categories. This resulted in a much more 

positive response rate, with 100 submissions collected, and allowed staff members’ results 

to be excluded from the analysis in order to focus on the experiences of students. The 

survey was open from Wednesday 29/10/2014 and closed on Friday 28/11/2014 and the 

final version is included in Appendix B.  

 

3.4.2.2 The Student Survey 

The Student Survey (circulated as the Sex and Health Survey) was distributed to a random 

stratified sample of 2998 students from the Australian National University as an approved, 

non-core survey via email from the Planning and Performance Measurement Division. 

Although the Promotion Survey drew from many universities across Australia, the Student 

Survey was only distributed at the Australian National University, which has a single main 

campus. This approach was taken in order to make use of randomised email deployment 

and avoid the selection bias of user-shared surveys. An illustration of the impact of the 

latter dispersal method can be seen in two recent Australian studies. In these surveys 30% 

of respondents identified as LGBTI despite 97% of men and 96% of women in Australia 

considering themselves to be heterosexual in a nationally representative survey (Adam et 

al., 2011; Giordano and Ross, 2012; Richters et al., 2014). While men who have sex with 

men have indeed been identified as a priority population in need of special attention in 

the context of sexual health (Australian Government Department of Health, 2014), the 

Student Survey was focussed on finding the most accurate representation of university 

students as a whole. For the same reason, the email invitation and the survey both made it 

clear that prior sexual experience was not necessary to take part in the survey.  The Student 

Survey was open from the 26/03/2015 and closed on 30/04/2015. The initial invitation 

to participate was sent on 26/03/2015 and one reminder was sent on 23/04/2015.  

 

Prior to sending, the survey was piloted with five students and colleagues for clarity and to 

ensure the survey fit within the five to ten minute timeframe described in the participant 

information. This short time frame was chosen to try and maximise the number of 

responses to the survey, and was considered especially important given that there was no 
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incentive associated with completion. Partly for this reason, and partly to minimise 

potential discomfort regarding sexual content, the survey made extensive use of skip logic 

to pass over irrelevant questions. For instance, respondents who said they had never had 

sexual experiences were not asked any of the questions relating to sexual acts. The survey 

included four main types of questions based on a series of orienting concepts as described 

by Layder (1998b). These orienting concepts were based on the results from previous 

interviews with peer educators and professionals and from the relevant literature. The 

concepts included sexual health education experiences, barriers to and incentives for 

participating, sexual behaviour and STI testing. In the survey students first answered basic 

demographic information such as age, gender, sexual orientation and whether they were a 

domestic or international student. The second section of the survey investigated their 

previous sexual experiences, including numbers of previous sexual partners and use of 

contraception. The third section asked about the student’s experiences with sexual health 

testing and facilitators and barriers to access. The fourth looked at sexual health 

promotions, including preferences, previous exposure to high school sexual health 

education and participation in university programs. 

 

Many of the questions in the survey were based on those used in the Australian Study of 

Health and Relationships (de Visser et al., 2003). While not targeted specifically towards 

university aged students, these methods were appropriate to draw on as they allowed for 

comparison between Australian university students and the broader Australian population. 

For instance, the two timeframes chosen for the number of sexual partners (lifetime and 

within the past 12 months) were used in order to make this data easily comparable with 

the relevant age groups from the recent second Australian Study of Health and 

Relationships (Grulich et al., 2014a; Rissel et al., 2014).  

 

For a number of questions the survey asked what happened at the last instance of an event 

rather than what “usually” happened. For example, instead of asking how frequently 

participants used condoms during intercourse, the survey asked “did you use a condom the 

last time you had sex…?” In this particular case the use of “condom use at last sex” is widely 

accepted within sexual health research and has been found to be a suitable proxy for use 

over longer periods (Younge et al., 2008). Additionally, using the “at last instance” approach 

allows a good representation of usual sexual behaviour with less impact from faulty 
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memory, provided a large enough sample is used (Rissel et al., 2014). The complete list of 

questions is included in Appendix C. 

 

One of the complicating factors in designing the survey was attempting to create options 

that were relevant to a broad variety of sexual orientations and practices without 

overwhelming respondents with unnecessary detail. While ‘having sex’ may seem like a 

simple term, it is well established within sex research that different individuals will have 

different personal definitions of what sex entails (Schick et al., 2015). For example, while 

over 94.8% of respondents to an American survey considered penile-vaginal intercourse as 

sex, 72.9% of the respondents also considered receiving oral sex as having sex (Sanders et 

al., 2010). Similarly in Australia, 65.7% of respondents to the second Australian Study of 

Health and Relationships agreed that they would describe two people who had oral sex as 

having had sex (de Visser et al., 2014c). Finding an agreed upon definition for sex is even 

more complicated when trying to accommodate multiple different sexual orientations 

within the same survey. To take just one example, women are likely to define a broader 

range of behaviours as constituting sex when performed with another woman than with a 

man (Schick et al., 2015). As the Student Survey asked about sex and oral sex as distinct 

categories, this may have been a point of confusion for women who have sex with women. 

This could be avoided in future surveys through more extensive use of skip logic. However 

it is unlikely to have impacted outcomes within this thesis as the main measure of partner 

numbers (denoting higher or lower risk respondents) was based on a minimum of partners 

for either intercourse or oral sex rather than using only one of those categories. 

 

As the diverse nature of university student groups creates different needs, the results were 

analysed in four sections, to align with research question two: “How can university sexual 

health promotion events better reach different groups of students?” Each section focused 

on a demographic that was found to have notably different needs according to interview 

respondents and the literature. These sections were focused around the following 

comparisons: higher and lower risk status (based on number of sexual partners), 

international and domestic students, LGBTI and heterosexual cisgender respondents, and 

female and male students. Statistical analysis was performed using SPSS software. Chi 

square tests were used to determine statistically significant differences (p < 0.05) between 

groups. For responses where there were matching data sets showing what students wanted 
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compared to what was being offered, each student sub-group was individually compared 

with the event responses from the Promotion Survey. For questions where event responses 

were not available (such as student motivations to attend events), comparisons were made 

directly between the student sub-groups.  

 

3.4.3 Stage 3 – The Sexy Trivia trial 

3.4.3.1 Purpose and content 

Based on results from previous surveys and interviews, a peer-led sexual health promotion 

called Sexy Trivia was developed in line with a dialogue approach to science 

communication. This promotion was specifically designed to be fun and attractive to a 

university audience not interested in sexual health, easy for peer educators to run and low 

cost. The event was based on a trivia night format with four rounds of questions and four 

games for breaks between rounds. The majority of questions had a thematic link to sex or 

sexuality, but were related to the round themes of films, music, science and literature rather 

than sexual health specifically. This was done to provide incentive for students who were 

not already knowledgeable or enthusiastic about sexual health to attend. Three questions 

per round of ten were didactic, targeted at relevant concepts for university students as 

identified in the surveys and literature. These topics included contraception, chlamydia, 

access to testing, the HPV vaccine, sexuality and pleasure. A full list of the trivia questions 

used is provided in Appendix D. Sexy Trivia was piloted with a university group and at an 

adults-only night at a science centre before evaluation. These pilot events were run by the 

author rather than peer educators from the groups, to test whether activities ran as expected 

and were enjoyable for the audience.  

 

The four games between rounds were also a source of sexual health information, but served 

the dual purpose of icebreakers to make participants more comfortable with each other 

and the topic (Cooper and Dickinson, 2013).  

Anonymous Questions provided participants with an opportunity to ask anonymous 

questions that were answered later in the event by the professional.  

The Condom Challenge was a time trial of teams of two working together to place a 

condom on a banana whilst wearing beer goggles and using only one hand each. Through 
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the game important lessons about the correct application of condoms and issues such as 

expiry dates were explored. 

Chocolate and Consent brought up the importance of consent and clear communication 

by challenging participants to rank chocolates in order or preference using only facial 

expressions. This game was first developed as part of the Great Sex Roundtable programme.  

Exchanging Fluids modelled the spread of an often symptomless disease such as chlamydia 

through a population with the help of cups of water, citric acid and pH indicator, and 

showed the impact of testing and partner numbers on the likelihood of infection.  

 

3.4.3.2 Trial format 

To evaluate the effectiveness of the program, it was trialled in comparison with a sexual 

health promotion talk from Sexual Health and Family Planning ACT. A talk was chosen 

for the comparison as it was the most common type of event taking place within university 

groups in the ACT according to professionals interviewed in section 4.3.1. The talk lasted 

approximately an hour, included the use of PowerPoint and audience-appropriate humour, 

and was performed by a professional sexual health promoter with experience in university 

student groups. Topics covered included contraception, STI testing and sexual assault. All 

student residences at the Australian National University were contacted via their deputy 

heads and invited to participate in the trial. Interested student leaders were then introduced 

to the trial and presented with a peer educator guide. The guide gave students a description 

of the roles and limits of a peer educator, a brief introduction to the sexual health issues 

common to university students, instructions on how to run a variety of events (including 

Sexy Trivia) and contact information for support and further information. This guide was 

developed with feedback from Sexual Health and Family Planning ACT and a copy is 

provided in Appendix E. Peer educators also met with the author and a Sexual Health and 

Family Planning ACT outreach worker prior to the event to discuss any questions they had 

about the role, the event or sexual health.  

 

Two trials took place on 12/05/2016 and 28/07/2016, with both sessions (talk and trivia) 

occurring at the residence in question. Both residences were predominantly undergraduate 

self-catered accommodation. Thursday nights were specifically chosen for the trials to 

enhance the social appeal of the event, with this day of the week commonly known as 
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student night for the pubs and night clubs of the area. In order to reduce self-selection bias, 

participants were randomly allocated to one of the two sessions and presented with a 

physical token specific to that session to exchange for the incentive after they had 

completed the survey. The incentive provided was a $10 voucher for the residence canteen, 

which offered alcoholic and non-alcoholic drinks and snacks. In order to be eligible to 

participate, students had to be 18 or older and currently living at the residence. While the 

peer educator ran Sexy Trivia, they did not lead recruitment, survey administration or the 

distribution of incentives. All materials for the running of the event were provided by the 

project.  

 

3.4.3.3 Evaluation and analysis 

Both events were evaluated through an anonymous online survey, ‘Testing Attitudes about 

Sexual Health’. The majority of this survey was developed using Francis et al.’s (2004) 

manual for constructing theory of planned behaviour questionnaires, with additional 

guidance for making it specific to chlamydia testing attitudes from Booth et al. (2014). The 

theory of planned behaviour was chosen as the framework for the survey in order to 

examine the effect that a social, peer led program could have on the attitudes and subjective 

norms surrounding an often highly stigmatised topic such as sexual health testing (Balfe et 

al., 2010, 2012; Morris et al., 2014). Chlamydia testing was chosen as the topic as it is the 

most commonly notified STI in Australia and young people experience the highest 

notification rates of this infection (Australian Government Department of Health, 2014; 

The Kirby Institute, 2016). The target behaviour was defined using the Target, Action, 

Context and Time (TACT) approach (Francis et al., 2004) as ‘getting tested for chlamydia 

every time you have a new sexual partner’. This definition of the target behaviour was 

chosen to make it more applicable to those who have not had recent sexual activity without 

excluding those with more sexual partners. While current Australian guidelines 

recommend yearly screening for sexually active 15-29 year olds without additional risk 

factors (RACGP, 2012), previous work has shown no significant differences between the 

chosen phrasing and “getting tested for chlamydia every 12 months” (Booth et al., 2014, p. 

105).  
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Four different averages were calculated as part of the theory of planned behaviour 

approach, with each achieving an acceptable score of internal reliability using Cronbach’s 

alpha (Francis et al., 2004). Attitudes towards chlamydia screening were assessed using a 

common stem and four pairs of adjectives on a five point scale (e.g. ‘For me, getting tested 

for chlamydia every time I have a new sexual partner is: Shameful – Admirable’; a = .72). 

Subjective norm was measured through four items (e.g. ‘When it comes to getting tested 

for chlamydia every time I have a new sexual partner most people who are important to me 

think: I should – I should not’; a = .61). Perceived behavioural control was measured using 

four items (‘Whether I get tested is entirely up to me: Strongly disagree – strongly agree’; a 

= .62). Behavioural intentions were measured using three items (e.g. ‘I expect myself to get 

tested for chlamydia every time I have a new sexual partner: strongly disagree – strongly 

agree’; a = .83). 

 

Generalized linear models in SPSS were used to establish whether differences in estimated 

marginal means were statistically significant at p < 0.05. As sessions were statistically 

different in terms of gender composition, gender was used as a predictor alongside session 

to account for these differences. 

 

In addition to the questions based on the theory of planned behaviour, the survey also 

included an evaluation of the sessions, demographics and an abbreviated sexual experience 

section drawing on the Student Survey questions. The full list of questions is available in 

Appendix F. While a print version was available, the survey was designed to be used on 

smart phones, with pilot testing including compatibility checking for Android and iOS 

systems.  

 

Shortly after each trial, peer educators were interviewed using a semi structured format. 

Questions focused on their role as a peer educator within their group, previous health 

promotions that had been run and on Sexy Trivia, with an emphasis on turnout, highlights 

and possible improvements. Interviews were recorded, transcribed and coded with the 

assistance of NVivo software. Responses were thematically analysed using the technique 

described by Attride-Stirling (Attride-Stirling, 2001) and drawing on the previously 

mentioned orienting concepts as described by Layder (Layder, 1998b).  
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3.5 Chapter summary 

This chapter presented the methods used in this thesis to investigate sexual health 

promotion in Australian universities. It described the Adaptive Theory approach taken and 

justified the use of a mixed methods approach for investigating this topic. It then 

introduced the research questions and described the three stage approach used to answer 

these questions. The three stages were: 

 

• Interviews with nine peer educators, a university staff member and six 

professional sexual health promoters conducted in the Australian Capital 

Territory. Interviews were semi-structured with questions based around the 

participants’ experiences within their role, the specifics of previously held events 

and their suggestions for future events. 

• Two anonymous surveys. The Promotion Survey investigated current university 

sexual health promotion events through the perspectives of student leaders 

nationwide. The Student Survey asked general students about their sexual 

experiences and preferences regarding sexual health promotion events, using the 

Australian National University as a case study. 

• Trialling a new peer-led sexual health promotion called Sexy Trivia and assessing 

results using a theory of planned behaviour framework. Two university groups at 

the Australian National University participated with roughly half of participants 

randomly allocated to a professionally run sexual health talk for comparison.  

 

The following three chapters present the results gained from these methods, with each 

based on a research question as described in section 3.3. The first presents results from the 

interviews and the Promotion Survey to explore current sexual health promotion in 

Australian universities. The second looks at the data from the Student Survey and the 

Promotion Survey to examine how sexual health promotions could better reach different 

groups within Australian universities. And the final section presents results from a trial 

designed to determine whether a peer-led, socially focused event can change attitudes 

towards sexual health testing. 
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Chapter 4: Results – Current sexual health 
promotion in Australian universities 
 

4.1 Introduction 

This results chapter draws on data from both the interviews and the Promotion Survey. In 

the interview stage, nine peer educators, a university staff member and six professional 

sexual health promoters from the Australian Capital Territory participated in interviews 

centred on their role and previous sexual health promotions they had run or participated 

in during university. While the focus of this thesis is on university students’ engagement 

with sexual health promotion, results from the professionals interviewed are presented to 

give the necessary context in a largely collaborative arena. In the survey stage, 92 complete 

responses were obtained from student leaders representing 23 Australian universities. As 

only one university staff member participated in interviews, and their responses focused on 

peer educator experience, they are included in the following section as a peer educator to 

ensure their privacy. In addition, pseudonyms are used throughout the results chapter to 

protect the identities of all participants. This chapter draws on these sources in order to 

answer the following research question and sub-questions: 

 

1) What is the current state of sexual health promotion in Australian universities?  

a. Who is promoting sexual health in Australian universities?  

b. How is sexual health being promoted? 

c. What are the challenges and opportunities? 

 

Respondents from the Promotion Survey are discussed in terms of three different groups: 

student leaders, peer educators and event holding respondents. Here, ‘student leaders’ is 

the term used to denote all respondents of the survey, regardless of whether their role was 

directly related to sexual health promotion or not. Those 36 respondents that did identify 

a role relating to sexual health are referred to as ‘peer educators’. A third descriptor, ‘event 

holding respondents’ refers to peer educators and other student leaders who reported their 

group having one or more sexual health promotion events. The demographics of these 

categories are listed in Table 4.1. 
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Table 4.1 – Demographics of Promotion Survey respondents 

 Student leaders 

(All respondents) 

n = 92 

Event holding 

respondents 

n = 62 

Peer educators 

 

n = 36 

Under 30 years old 95.7% 98.4% 97.2% 

    

Male 31.5% 32.3% 36.1% 

Female 65.2% 64.5% 61.1% 

Other 3.3% 3.2% 2.8% 

    

Heterosexual 71.7% 66.1% 58.3% 

Homosexual 13.0% 16.1% 22.2% 

Bisexual 6.5% 9.7% 8.3% 

Other 8.7% 8.1% 11.1% 

    

Domestic 94.6% 96.8% 94.4% 

International 5.4% 3.2% 5.6% 

 

4.2 Who is promoting sexual health in Australian universities?  

This section addresses sub-question a: “Who is promoting sexual health in Australian 

universities?” To do this, the information is divided into three parts focusing on the role 

of the sexual health promoter, collaborations and training. 

 

4.2.1 The roles of peer educators and professional sexual health 
promoters 

The majority (64%) of peer educators in the online survey belonged to a university 

residence, and smaller proportions were from university student unions or similar (25%) 

or LGBTI groups (11%). None of the peer educators identified their role as mainly focusing 

on sexual health (Table 4.2). Instead the most common roles were to do with general health 

and wellbeing (67%) and sexuality including LGBTI issues (17%).  
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Table 4.2 – Main focus of peer educator roles by percentage of peer educators 

Focus Percentage 

n = 36 

General health and wellbeing 67% 

Sexuality including LGBTI issues 17% 

Other (please specify) 8% 

Sexual assault prevention 6% 

Gender 3% 

Sexual health in particular 0% 

 

 

In the interview sample with peer educators, a number of different roles were identified, 

including women’s officers, men’s officers and queer officers. The majority of peer 

educators had a role that was associated with a university residence, with half of these peer 

educators in roles such as Senior Resident or Resident Assistant. These roles are generally 

performed by later year students who act as the first point of contact and support for 

residents. Often these roles will have an additional portfolio aspect, with each Senior 

resident allocated a specific focus. None of the Senior Residents in the interview group had 

an exclusive focus on sexual health promotion, with it generally being one part of a broader 

portfolio such as health or wellbeing: 

 

I’m an SR, senior resident, of pastoral care at [Organisation 10]. And as part of, 
there’s a team of fourteen of us… um and there’s four, like portfolios within that 
team. And I’m part of the wellbeing portfolio. And then part of that, there’s sort of 
a whole bunch of different aspects in wellbeing, one of them is sexual health. 
Amelia, Peer 

 

This was common across the peer educators, with none of those interviewed focusing solely 

on sexual health. For the Senior Residents, pastoral care is a large part of their overall role, 

however many other positions also identified such an element in their position with regard 

to sexual health. 

 

Basically what we do is we sort of have a pastoral role in the sense that students can 
come and talk to us in confidence and we will keep that confidence and we’ll sort 
of… we get some of the same training as SRs so we know how to refer on if necessary 
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and all of that. But in regards to sexual health specifically we do a lot in terms of just 
promotion of general awareness of sexual health.  
Harry, Peer 

 

Amongst interviewed professionals there was an even split between those with a medical 

role and those based solely in community engagement. In the medical roles there were two 

registered nurses and a doctor, all with a role in sexual health outreach. The non-medical 

professionals were focused on community engagement. Five organisations were 

represented, three of which had a clinical section, and two of these were specifically focused 

on sexual health issues. 

 

4.2.2 Collaboration in university sexual health promotion 

In the online survey, 78% of peer educators had sought advice, support or speakers from a 

sexual health related organisation or individual (Table 4.3). The most commonly reported 

collaboration partners were sexual health/family planning clinics (50%), followed by sexual 

health researcher/ advocate/ speakers (39%) and university students’ association/ 

representative council/ union or similar (33%). University health centres were the least 

common collaboration, with 14% of peer educators selecting this option. 
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Table 4.3 – Reported collaboration partners by percentage of peer educators 

Collaboration partner Percentage 

n = 36 

Sexual health/family planning clinic 50% 

Sexual health researcher/advocate/speaker 39% 

University students' association/representative council/union or 

similar 

33% 

General medical/health centre 28% 

Domestic violence/rape crisis support centre 28% 

University women's department 28% 

Non-university related LGBTI group 28% 

University LGBTI group 25% 

I did not seek any external advice, support or speakers 22% 

University health centre 14% 

Other 3% 

 

All of the interviewed peer educators had collaborated with other groups beyond the 

provision of materials such as brochures and posters. This collaboration mostly took place 

between peer educators and professionals, however this was not always the case. Peer 

educators also identified collaboration amongst other peer educators. For some, this meant 

seeking the specialist knowledge that a different group could provide and for others it 

meant looking for pre-existing communities to facilitate the dissemination of information. 

Outside of university collaborations, the peer educators identified a wide range of different 

sexual health related organisations they had worked with. One key point identified by peer 

educator Nicholas on the topic of collaborations was that collaborations were not fixed 

arrangements, saying: “It varies from year to year depending on the leadership [of the 

student organisation]…” 

 

4.2.3 Preparedness, training and payment 

In the online survey, the majority of peer educators did not believe they had received 

sufficient training, with only 33% of peer educator respondents saying that they received 

enough or more than enough training in relation to the sexual health aspects of their role 

(Figure 4.1). In addition, 17% of peer educators reported receiving no training at all on 
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these topics. Despite this, opinion was nearly evenly split between peer educators feeling 

well to very well prepared (49%) or somewhat to not at all prepared (51%) for the sexual 

health aspects of their role (Figure 4.2).  Nearly all (92%) of the peer educators reported 

that a how-to-guide to being a peer educator would have been helpful when starting out in 

their role.  

 

 
Figure 4.1 – Peer educator online survey responses to “How much sexual health training did you receive 
for this role?” (n=36) 

 

	

 
Figure 4.2 – Peer educator online survey responses to “After your training (if any), how well prepared 
did you feel to approach the sexual health aspects of your role?” (n=36) 
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While the interviewees were not specifically asked about their training for the sexual health 

aspects of their role, a number of relevant points on this topic still emerged from 

discussions on the challenges of the roles and suggestions for improvement. The key points 

focused on how peer educators were often not adequately prepared for their role by their 

organisation. One of the peer educators spoke of the lack of training provided, especially 

regarding newly created positions: 

 

For example, [a residence] this year implemented two new positions… basically to do 
with sexuality, gender, diversity, kind of all those things. From my impression, they 
seemed to be implemented because other halls and colleges had them and they 
weren’t necessarily given any skills or guidance as to what that role encountered. 
Nicholas, Peer 

 

Other peer educators identified gaps in their own knowledge in regard to specific topics 

such as LGBTI issues or sexually transmissible infections. When asked what she would 

suggest to help other peer educators, one participant highlighted the potential for a crash 

course on STIs to ease the unfamiliar into the role: 

 

Second thing I had to do was really know some of the basics in terms of going to [a 
clinic] and knowing what the difference is between gonorrhoea and chlamydia, 
because I’ve just never had to deal with that… It’s not like something we talk about a 
lot. So if you could just keep a crash course 101 on STIs and STDs or relevant issues 
[that would be useful]…  
Natalie, Peer 

 

The main discussion of existing training for peer educators emerged in the interviews with 

professionals. Here one professional discussed their role in providing support and training 

for student leaders with regard to sexual assault prevention. This professional highlighted 

the importance of professional support to ensure the quality and longevity of a program in 

a university: 

 

I think that one thing that needs to be really clear is that, what it means to be a peer 
and what support they get and in terms of what training they get. Who’s the person 
on the area that actually does the peer training so that they’re not perpetuating bad 
information, they’re actually coming at it with more information than what’s written 
in the pack? 
Valerie, Professional 
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One form of useful experience that fell outside the realms of formal training was having 

had a sexual health test. Amongst interviewed peer educators, the majority had been tested, 

either specifically for the role or for their own health. In both of these situations, peer 

educators identified having been tested as a useful experience for their position, to increase 

their knowledge about how it worked and to help in encouraging other students to do the 

same: 

 

I thought I should practise what I preach and I was like “uh, I’ve got to go get a pap 
smear”. So I went, I actually went to go see [a provider] and I got myself tested and– 
just so I could experience it and be like “this is a really great doctor”… It’s sort of 
encouraged other groups of friends to go. So I do know a couple of groups of friends 
have gone in a three or four, being like “we’re going to go get tested on Friday!” 
Yvette, Peer 

 

Survey participants showed similar responses, with 69% of peer educators having had a 

sexual health test either for their own health or specifically for their role. Amongst those 

who had not been tested (N = 11), 85% said they would be willing to do so in order to 

facilitate their sexual health promotion aims.  

 

4.3 How is sexual health being promoted? 

This section addresses sub-question b: “How is sexual health being promoted?” To do this, 

the information is divided into seven parts with the first two focusing on promotion types 

and the provision of safe sex supplies. The next five parts examine sexual health promotion 

events in particular, looking at topics, timing, incentives, gender segregation and content 

aimed at minority groups. 

 

4.3.1 Types of sexual health promotions 

In the online survey 67% of all student leaders had held a sexual health promotion event, 

and 18% reported a compulsory sexual health event. Those who held events were asked 

what types of promotions they had used in the year. The most common type of sexual 

health promotion was the distribution of safe sex supplies such as condoms, with 79% of 

event holding respondents reporting this (Table 4.4). The use of pamphlets and posters to 

disseminate sexual health messages was also very high, at 73%. When looking specifically 
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at events, social events with a sexual health message (73%) and guest speaker events (56%) 

were the most likely to take place. The least common event was sexual health testing, with 

only 6% of event-holding respondents reporting this type of promotion.  

 

Table 4.4 – Promotion types used by percentage of event holding respondents 

Event Percentage 

n = 62 

Safe sex supplies (e.g. condoms) 79% 

Pamphlets and posters 73% 

Social event with a sexual health message 73% 

Guest speaker 56% 

One on one support and referral to other services 44% 

Workshop 35% 

Question & answer panel 35% 

Relevant movie 8% 

Sexual health testing 6% 

Other 2% 

 

Interviewed peers identified a broad variety of approaches to promoting sexual health. 

These included everything from low-intensity approaches such as the provision of 

pamphlets and condoms, through guest speakers, social events with a sexual health message 

and workshops, all the way to advocacy work aimed at changing university practices, as 

Donna describes:  

 

And then the other thing that I would do is speak directly to people like 
[Organisation 24] and [Peter], about university, and sit on the [Organisation 25] 
committee and talk about university policy and working with other people to include 
prevention strategies and prevention education in the colleges and in the broader 
university community. 
Donna, Peer 

 

One of the most common types was in the form of inductions to residences, which often 

included an element of sexual health information. While these types of promotions would 

reach a high number of people, the proportion of it devoted to sexual health related topics 

was usually small: 
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In the beginning of every year our pastoral care team, which includes the Senior 
Residents as well as [our] Coordinator, promotes awareness with regards to practices 
for safe sex as well as preventing diseases and also with regards to consent. So at the 
moment the programs would be aimed at educating first year students who come to 
[us] with regards to appropriate behaviours that would not necessarily involve only 
sexual health and wellbeing but also related to other parts of living in a community. 
Andy, Peer 

 

Amongst professionals the most common approach was talks or lectures, sometimes 

combined with other elements such as sexual health testing. As opposed to the inductions, 

these sessions would be longer and focused entirely on sexual health related topics: 

 

We’ve had a men’s sexual health night and this year the women organised one as 
well. And usually that involves a powerpoint presentation by one of the educators or 
myself or one of the nurses. And that usually goes for about thirty, forty minutes with 
opportunity to ask questions. 
Erica, Professional 

 

4.3.2 Provision of safe sex supplies 

The online survey showed the majority of respondents reporting their organisation 

providing safe sex supplies, reflecting its position as the most common type of sexual health 

promotion. Of all student leaders 73% reported condom provision, 36% lubricant and 

16% supplied dams. Of those who provided safe sex supplies, the most common means of 

dispersal were accessing them in a public place such as reception (51%) or placing them in 

a welcome pack (43%). 

 

All interviewed peer educators reported their organisation providing condoms to group 

members. Methods of dispersal included inclusion in showbags or welcome packs, free and 

paid dispensers in areas such as reception or communal bathrooms and via student leaders 

such as Senior Residents. While this suggests a high acceptance of condom acceptability 

from their organisations, two peer educators discussed having difficulty sourcing condoms 

from community organisations.  

 

…it used to be that the wellbeing portfolio would get a whole bunch of the condoms 
and sort of hand them out. But we’ve found, from last year they found that there was 
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no one was willing to give them, sort of enough for the whole college. So it’s now up 
to each floor SR to get them for their own floor. 
Amelia, Peer 

 

And for another peer educator, there was a perceived level of secrecy required due to the 

religious influence of management: 

 

…we’re not allowed to advertise the contraceptive methods but it’s implicitly known 
as the men’s and women’s officer that we both have condoms in our room if they 
need them and it’s totally anonymous… 
Steven, Peer 

 

Similarly, all professionals reported that their organisations provided safe sex supplies such 

as condoms and lubricant. While this was the default configuration, other options were 

provided by a small number of professionals, however they were not necessarily seen as 

being a significant draw card. 

 

In terms of dams or other prophylaxis we have some queer friendly packs where you 
get a glove, a latex glove, and a dam and a couple of condoms and some more lube, 
rather than just two lube, some more. But they seem to not be very popular? 
Stella, Professional 

 

Like the peer educators, some professionals also acknowledged the difficulty of providing 

free safe sex supplies to university students. One described how given limited resources, 

they were compelled to limit access to free materials to higher risk groups, and charge a 

cost price for others. 

 

And for us, because of our funding we have, we break it down into who are at risk 
groups— well not risk groups, but who are priority populations and who aren’t. So 
priority populations include the LGBTI community, international students. So when 
those departments have gotten into contact with us saying can we get some condom 
packs, which have condoms and lube and some safe sex information, we give those 
for free. 
Richard, Professional 
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4.3.3 Focus of sexual health promotion events 

Topics of focus of sexual health promotion events, as reported in the Promotion Survey, 

are shown in Table 4.5. Among respondents who had ever held a sexual health promotion 

event, safe sex was the most frequently reported topic (79%), followed by condoms (77%) 

and consent (71%). The least likely topics for discussion were dating and hookup apps such 

as Tinder and Grindr (7%), pornography (5%) and anatomy (5%).  
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Table 4.5 – Topics of focus reported by percentage of event holding respondents 

Topic 
Percentage 

n = 62 

Safe sex 79% 

Condoms 77% 

Consent 71% 

Respectful relationships 63% 

Who to contact for sexual health support 58% 

Sexual harassment and sexual assault prevention 53% 

Gay, lesbian and bisexuality issues 53% 

Alcohol and sex 48% 

STI impacts/symptoms 42% 

HIV/AIDS 40% 

STI testing 39% 

Alternative barrier methods (e.g. dams, female condoms) 37% 

STI statistics 36% 

Women's health issues (e.g. cervical cancer) 32% 

Domestic violence prevention 29% 

Transgender and intersex issues 27% 

Emergency contraception (e.g. the morning after pill) 26% 

The pill 26% 

Men's health issues (e.g. testicular cancer) 24% 

Pleasure 21% 

Different cultural expectations about sex 19% 

Long acting reversible contraception (e.g. implanon, IUDs) 16% 

Sexting and digital privacy 13% 

Abortion 10% 

Sex work 8% 

Abstinence 8% 

Dating and hook up apps/websites (e.g. Tinder and Grindr) 7% 

Pornography 5% 

Anatomy 5% 
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Amongst interviewed peer educators and professionals, the most commonly mentioned 

topics featuring in sexual health promotions were similar to survey responses, focusing 

around sexually transmissible infections and consent. For sexually transmissible infections 

the main areas of interest were general information about symptoms (or lack thereof), how 

to seek treatment and what was involved in a sexual health test. 

 

They talked about the main sexual diseases that you could possibly get, how to look 
out for them, how to treat them. Who to talk to, the numbers you can call. And just 
provided a whole lot of information on a powerpoint while also talking about that 
really, I think it interested the boys. 
Steven, Peer 

 

Issues surrounding consent such as responding to incidents of sexual assault, how to be an 

ethical bystander and alcohol and sex were also frequently discussed. Some positions were 

focused almost exclusively around issues of consent and sexual assault, with a focus on 

improving university responses and increasing disclosure.  

 

Sexual assault has been the primary focus for [Organisation 6] for a few years. And 
that’s been both as I said, working on prevention work within the university and also 
working on improving the way primarily women are dealt with by the university when 
they report. Even trying to increase reporting. 
Donna, Peer 

 

Another common topic was LGBTI issues. Again, some peer educators’ roles were focused 

solely on this area, aiming to make these members of the university community feel 

comfortable and welcome within their organisation. 

 

When it comes to my portfolio, comfort with sexuality is the main thing, just because 
we also have mental health and physical health and sexual health and wellbeing SRs, 
which cater more specifically to the physical aspect of sexual health, whereas my 
portfolio deals more directly with, I suppose, the mental aspect or the sexuality aspect 
of sexual health… 
Marcus, Peer 

 

The professionals discussed a broad range of topics, including all the above issues. Some 

highlighted the need to approach the organisation itself and discuss what concerns or areas 

of interest they had in the community. 
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From the onset, so when we first get approached I will go and talk to whoever has 
approached me and say okay “do you recognise any needs that need to be addressed?”. 
If they say “yeah, okay, we’ve got… I’m really not happy about the way—”… Those 
sorts of things. So we do tailor the package to what people need, and if there’s an 
existing problem.  
Stella, Professional 

 

4.3.4 Timing of sexual health events 

In the online survey, event-holding respondents listed orientation week as the most 

common time for event-based promotions to take place with 61% selecting this option. 

Events were slightly more likely to take place in first semester (50%) than second semester 

(42%), and mid year orientation was an unlikely option, selected by only 16% of those who 

held events. The rational for these choices (Table 4.6) closely matched the ideas discussed 

by peer educators in interviews. The three most common reasons given by online peer 

educators as to why times were chosen were to ‘to set community standards as new students 

arrive’ (26%), ‘to avoid clashes with other events’ (23%) and ‘to coincide with a major 

event’ (23%). 

 

Table 4.6 – Reasons for event timing by percentage of peer educators 

Reason  (%) 

n = 36 

To set community standards as new students arrive 26% 

To avoid clashes with other events 23% 

To coincide with a major event 23% 

It was early to educate students before they've established 

relationships 

19% 

To avoid periods with many assessments 16% 

It was when event attendance is highest 13% 

It was when other information was being disseminated 11% 

It was the earliest it could be arranged 11% 

It was when funding/resources were available 8% 

Other 2% 
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All peer educator interviewees discussed hosting or wanting to host sexual health events in 

orientation week or early on in the academic year. One reason for this preference was 

wanting to maximise turnout by avoiding assessment heavy periods. 

 

But also the timing of such promotion is crucial as well… towards the start of the 
semesters means you’re going to get, again, higher intake, people paying more 
attention… that’s already the period where it’s like learning new things, new students 
have come in… towards the end where it’s there’s exams and assessments and things 
like that. It’s just harder to get attendance or a focus when there’s just so much other 
things. 
Marcus, Peer 

  

Another rationale was the desire to set standards early. This was described as both to avoid 

later problems and to celebrate the positive culture already existing within the community. 

 

…I’m very happy with the culture at [our organisation] and I think that our approach 
has always been show the first years this is what we’re about and then just kind of, 
just kept going. So it’s not so much damage control, it’s just really celebrating what 
we have. Like we put together a video at the beginning of this year, just really good, 
it’s a feel good culture, it sounds cheesy, but it’s really positive when it comes to sexual 
health.  
Natalie, Peer 

 

Despite this strong preference for events early in the year many peer educators expressed a 

desire to have run their event earlier than they were able to. Common problems included 

late start dates for the role or not being adequately prepared. 

 

And that was basically the earliest we could do it because this was the first year that 
myself and [Julia], the other SR in this portfolio, it was the earliest we could get 
everything together to actually put it on. But in the future we’d prefer to actually have 
to have it much earlier because we think it makes it more valuable to the community 
as a whole if it’s presented more as a part of that O-Week kind of initial information. 
Marcus, Peer 

 

Most professionals interviewed also expressed a preference for events early in the academic 

year. For some, a key reason was wanting to be known as a source of information and 

support to new university students who are experiencing a period of newfound freedom. 

 

O-Week, we think works well for a couple of reasons. Everybody’s new to the scene. 
So you’re getting kids that have just left home for the first time, they’re moving to a 
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residential hall, new city, new world, new friendships. A lot of drinking, a lot of drugs, 
a lot of fun being had. So we like to make ourselves visible so if the shit hits the fan 
they know where they can come. So we like to be visible and approachable.  
Stella, Professional 

 

In addition, the mid-year orientation week was also identified as a potentially productive 

time for events based on the likelihood of infection. Rather than testing as new students 

arrived, this professional expressed a desire from communities to test once when screening 

was more likely to discover an issue. 

 

Then sort of come June or July, probably Bush week time. That’s when a lot of the 
colleges want testing. Because the kids have had six months of relative freedom and 
exploring new things and doing heaps of stuff. So we then come in and do testing. 
Stella, Professional 

 

However just as with the peer educators, practical considerations were also highlighted. 

Working with university students meant that attractive times were limited by assessment-

heavy periods and the organisational abilities of the peer educators.  

 

It varies. We’ve had stuff early in the year but often I think we’ve been approached 
by the sort of– most colleges seem to have a sexual health officer or a relationships 
officer, counsellor, I don’t know how you frame it– And it really depends when they 
get their act together sometimes. 
Erica, Professional 

 

4.3.5 Incentives for sexual health events 

Event holding respondents in the online survey identified food as being the most frequently 

used method to increase attendance at 66% (Table 4.7). Combination with a social event 

was also a popular option, selected by 45% of respondents, but alcohol was not frequently 

used. Amongst those who held events it was more likely that no incentive would be offered 

(16%) than alcohol provided (15%). The ‘other’ option was selected by 19% and mostly 

involved the event being compulsory or well-advertised rather than offering tangible 

incentives.  
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Table 4.7 – Incentives offered by percentage of event holding respondents 

Incentive Percentage 

n = 62 

Free food and/or non-alcoholic drinks 66% 

Combined with social activity (e.g. party, movie night) 45% 

Other 19% 

None of the above 16% 

Free alcohol 15% 

 

All interviewed peer educators identified food as a way to encourage participation in sexual 

health related events. While some downplayed the importance of food in attracting 

residents to their promotions, for others it was seen as a key strategy to ensure attendance: 

 

…we’re given a budget at the beginning of the year and I’d say 90% of the budget, it’s 
not a massive budget, but 90% of that budget would go to Turkish food for these 
events. And it’s just the reality, at a college environment, as you would know, there’s 
fifty events on in any week and when the food isn’t that great it’s a real incentive to 
be like “Oh, there’ll be some bread!” It sounds like we’re in a war zone… 
Natalie, Peer 

 

One important aspect of this approach was that providing food was not enough. For food 

to be effectively used as an attendance-increasing strategy, it had to be highlighted in the 

advertising, as summarised by peer educator Yvette: “We had lots of food and people were 

made aware that there was going to be lots of food.” 

 

For one peer educator, food was used not just as a lure for hungry students, but as a learning 

tool as well. In his event gingerbread was used as the basis of an exercise to help explain 

the difference between concepts such as sexuality and gender identity. 

 

We had sort of genderbread people. I don’t know if you’ve seen that really famous 
post of the gingerbread man… gingerbread person I guess, and he’s got the yellow 
icing around him which is sort of his gender expression and then he’s got his heart 
which is his sexuality and his brain which is his gender identity and then his genitals 
which is his or her sex, I mean biological sex. 
Harry, Peer 
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Several peer educators also discussed social events as a way of encouraging students to 

attend promotions. Beyond simply being a fun thing to do, these events were seen as 

helping to break the stigma that can surround issues like sexual health and remove negative 

associations that students may have with the topic from previous learning experiences such 

as high school Physical Education (PE).  

 

I don’t want people to sort of, get caught up in the fact that it’s only to be tested and 
to do a PE class. Because it really wasn’t…. the sexual health night was so successful I 
think, in part, due to the fact that the stigma was reduced because we watched a 
movie after. 
Yvette, Peer 

 

Some of the peer educators with socially focused events also described the presence of 

alcohol as an incentive for attendance. One peer educator whose event provided free 

alcohol to participants thought the approach was effective, not just because it resulted in a 

high number of students attending, but because those who did were more likely to be at 

higher risk of negative sexual health outcomes: 

 

…the boys that are there are the ones [that] are probably, are a bit more social and 
would go out a bit more, so it’s probably targeting the boys that are most likely to see 
these issues… 
Steven, Peer 

 

However alcohol was not seen in an entirely positive light by all sexual health peer 

educators. One peer educator who had held a large bar party with a sexual health message 

highlighted both the desirability of the incentives and perceived downsides, with alcohol 

seen to reduce the seriousness of the event: 

  

[Our party with a sexual health message] was also pretty good. I mean it was mostly 
for promoting awareness of our role and just sexual health as well when we gave out 
the showbags. And we ended up getting people come to us with questions which is 
really great but I felt like maybe it was just a bit of a piss up so I feel that maybe it 
wasn’t as successful as the other one. At least the other one felt more serious and 
maybe it was just because people were sober. 
Harry, Peer 
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4.3.6 Gender segregation in sexual health events 

In the online survey a slight majority (53%) of respondents who held events reported them 

being aimed at all genders. Those who made use of split events reported using either a 

mixture of split and joint events (23%), targeting both genders exclusively through split 

events (13%) or targeting women exclusively (7%). When online peer educators were asked 

why they had chosen their approach, the two key responses reflected the attitudes of 

interviewed peer educators (Table 4.8). The two most commonly selected responses were 

‘to reinforce that it is a whole community issue’ (56%) and ‘to make participants feel more 

comfortable talking about sex’ (50%). 

 

Table 4.8 – Reasons for stance on gender segregation by percentage of peer educators 

Reason Percentage 

n = 36 

To reinforce that it is a whole community issue 56% 

To make participants feel more comfortable talking about sex 50% 

To address gendered issues (e.g. sexual assault) 39% 

To cover biological issues that specifically relate to either men or 

women 

28% 

To prevent the exclusion of transgender and intersex participants 25% 

To cover gender specific contraception options 14% 

My group is limited to one gender only 6% 

Other 6% 

 

Whether or not to separate different genders for sexual health promotion events was a 

decision that divided the peer educator interview group. For some the idea of having split 

events was viewed as being highly beneficial to promoting a supportive environment and 

enabling participation that would not otherwise be possible. This point of view was 

particularly expressed in regard to women: 

 

I think personally that you need to have it separate, because I know from my friends 
and myself, that the way I would share, open up, interact with my fellow students 
would be different if it were a mixed guy-girl set up. Especially when you’re 
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considering the nature of some of the things you’re speaking about, it is quite private 
for most people. 
Natalie, Peer 

 

In contrast, those who supported the idea of mixed gender events were likely to focus on 

the inclusive, community aspect of this approach. This was primarily discussed along two 

lines, with the first looking at LGBTI inclusion. For one peer educator, the idea of splitting 

events would result in the exclusion of some of the very people he was trying to involve: 

 

Gendering any kind of event would have been, I think, kind of inappropriate for our 
portfolio because one of our main things is breaking down the gender binary within 
the hall so it’s saying well, for a start, that nobody has to subscribe to being either 
male or female, they can be transitioning or intersex or any number of things. So 
really a big part of our portfolio is making sure we’re not limiting people’s ability to 
attend or be comfortable attending the event.  
Marcus, Peer 

 

However it was not only in the context of transgender and intersex individuals that mixed 

gender events were promoted. For another peer educator, the benefit was mainly seen in 

the way that it promoted the idea of a united front in heterosexual partnerships: 

 

I think sexual health promotion is something that should be done as a community 
because you know, you have hetero relationships, a lot of hetero relationships at 
college, that I think there needs to be more unity on the idea of sexual health. 
Yvette, Peer 

 

Not all of the peer educators were entirely espoused to the one philosophy on gender 

segregation. Some expressed the idea that the desirability of gender segregation was context 

specific. These peer educators argued that for certain topics such as HIV prevention, 

approaches specific to gay men or groups such as international students, sexual health 

promotion was far more effective when split into different genders.  

 

Professionals mostly reported working with mixed gender groups, however many indicated 

that this was dependent on the preferences of the group in question. Younger groups and 

those predominantly based on international students were the most likely to request split 

gender events. Similar to the peer educators, one professional highlighted the cultural clash 

present in trying to hold mixed gender events for international students: 

 



	 78 

Because if you’ve got international students in there’s no way they’d want to be 
talking about sex if they’re from cultures where they don’t talk about sex. So I 
wouldn’t want to have a room full of mixed gender and be talking about things 
because of the embarrassment. It’s not really appropriate. 
Bianca, Professional 

 

However another professional respondent focused on the way that mixed gender events 

can be used to promote a sense of joint responsibility. 

 

I think it’s better to have everyone in together. Especially when you’re adults. Because 
these are decisions that you make as a partnership. Well they should be decisions 
that you make as a partnership. You don’t have to be in a relationship to be having 
sex, that’s fine. But if you are there and you’ve got a boyfriend or girlfriend, you 
should be hearing the same material and then being able to go away and talk about 
it.  
Stella, Professional 

 

4.3.7 Minority groups in sexual health promotion 

In the online survey, peer educators were asked whether the sexual health promotions their 

group provided included information tailored to minority group needs. The LGBTI topic 

was split into lesbian, gay and bisexuality issues and transgender and intersex issues to 

explore the different likelihood of approaching diverse sexualities as distinct to gender 

diversity. 

 

In the survey, nearly three quarters of peer educators (72%) reported tailoring aspects of 

their promotions to the needs of lesbian, gay and bisexual group members. This was 

substantially higher than the other minority groups mentioned, with 44% of peers 

reporting promotions tailored to transgender and intersex students and only 22% doing 

likewise for the needs of international students.  

 

Among those who had not included such aspects in their sexual health promotions, the 

most common reason why was ‘it didn’t occur to me’ (Table 4.9). This was the same across 

all three of the minority groups discussed. However at the second most likely response, 

results diverged. For those who had not included lesbian, gay and bisexuality information 

in their promotions, the second most likely reason was ‘another person in my organisation 

is in charge of these aspects of sexual health’. For transgender and intersex issues it was 
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‘no/few students in the group identify with those categories’. And for international student 

tailoring it was ‘I don't know enough about relevant issues’.  

 

Table 4.9 – Reasons for not including material targeted towards minority groups by response frequency 
rank and percentage of peer educators who didn’t include such material 

Reason Lesbian, gay 

and bisexual 

rank (%)  

n = 9 

Transgender and 

intersex rank 

(%)  

n =19 

International 

rank (%)  

 

n = 27 

It didn't occur to me 1 (67%) 1 (42%) 1 (52%) 

Another person in my organisation is 

in charge of these aspects of sexual 

health 

2 (44%) 3 (26%) 4 (19%) 

Don't know enough about relevant 

issues 

3 (33%) 4 (21%) 2 (30%) 

Not enough interest from community 4 (11%) 4 (21%) 6 (7%) 

Other 4 (11%) 6 (11%) 4 (19%) 

No/few students in the group identify 

with those categories 

6 (0%) 2 (37%) 3 (26%) 

Don't feel comfortable with the topic 6 (0%) 7 (5%) 7 (0%) 

Considered culturally inappropriate 6 (0%) 8 (0%) 7 (0%) 

 

The majority of interviewed peer educators either included LGBTI-related content in their 

promotions or reported having another position within their organisation that specifically 

focused on these aspects of sexual health. Some peer educators seemed unfamiliar or not 

at ease with the topic, either reporting this as a self-identified weakness or getting flustered 

with terminology. 

 

…we did touch on HIV and AIDS however that’s not just a gay– homo– Uh yeah, 
you get what I mean… 
Tara, Peer 

 

However even the peer educators who had earlier struggled with the terminology still 

seemed to hold a positive stance on eliminating sexuality related discrimination within 

their community: 
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…looking at stuff like calling, using the negative connotation of gay or faggot and just 
anything that can slide past and thinking it’s funny. It’s just not on. I’ve really stressed 
that this year that you can’t be dropping words like that around because it creates a 
bad culture within the college and throughout uni… 
Steven, Peer 

 

But this participation had its limits. While three of the peer educators focused specifically 

on LGBTI issues, another peer educator spoke of the difficulties of immersing herself in 

the topic, even after attending relevant training, due to not identifying as LGBTI herself.  

 

I don’t know, it’s tough when— to be honest our sexuality officer hasn’t done much 
this year… so I help advertise Queer Prom or their speed dating events. But it’s just 
me posting something on Facebook, you know. Just not really a community I’m 
actually a part of, so I feel a bit artificial. 
Natalie, Peer 

 

Another peer educator, whose role focused on LGBTI issues, highlighted the importance 

of incorporating this information into existing events rather than creating new, separate 

ones, in order to facilitate the inclusion of the demographic. 

 

…they had like “men’s nights” and “girl’s nights” in which they talk about men having 
sex with women, women having sex with men. And [the other peer educators] were 
like “oh we should just have a separate one”. I was I guess advocating for more like 
“no, it’s important you include it in the men’s night and the women’s night”… men 
who have sex with men are still men. 
Nicholas, Peer 

 

Amongst the interviewed professionals all but one reported having LGBTI content or 

specifically tailoring promotions to this demographic, with one respondent’s role focused 

mainly on this group. One professional stressed the importance of allowing for students 

who are not comfortable revealing their sexuality to others to still have an opportunity to 

access information about the topic confidentially: 

 

…it’s about diversity and giving people the opportunity to speak and I say to people 
“If you don’t feel comfortable talking in a group, here are my details or come and 
speak to me afterwards”. Because some people aren’t comfortable talking in those 
arenas. They’re struggling within themselves, let alone other people. 
Bianca, Professional 
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International students were not directly asked about in the interview questions, however 

they emerged as a group requiring greater attention from the perspective of two peer 

educators and a number of professionals. One peer educator identified the stigma attached 

to sexual health promotions to be an exceptionally powerful challenge for international 

students, greatly reducing the likelihood of them seeking information or assistance: 

 

…probably just the stigma involved with it. Because we have such a large international 
student base, a lot of them feel really uncomfortable talking about these kinds of 
issues. So they’ll be very reluctant to show up to these events or to discuss it with 
their senior resident… 
Tara, Peer 

 

In contrast, another peer educator highlighted the challenges that a community of students 

from a diverse range of backgrounds can bring. Often growing up in an environment far 

removed from Australian culture, these students have entirely different understandings of 

a number of different issues related to sexual health. While this can manifest as hesitancy 

or awkwardness towards sexual topics, other more immediately troubling outcomes can 

also occur. With different countries having different expectations on the role of women 

and different legal systems to enforce those expectations, international students may have 

drastically different understanding of issues such as sexual harassment or assault: 

 

…we have such a diverse background and expectations from those different cultural 
backgrounds related to sex is quite different… Especially dealing with incidents of 
alleged sexual assault. Sometimes when you talk to students you realise that 
something that we in Australia or with Australian law that is considered not okay 
would be completely acceptable from their understanding because of the prior 
knowledge that they have been exposed to. 
Andy, Peer  

 

These sentiments, both from the cultural and legal standpoints, were echoed by the 

professionals, many of whom identified international students as a challenging 

demographic for sexual health promotion.  

 

…a lot of them come from Asian countries where it’s not talked about. We don’t talk 
about how to prevent pregnancy because you don’t have sex until you’re married… 
sex isn’t for pleasure. Sex isn’t for fun. 
Stella, Professional 
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…because it had been brought up by a number of sexual violence situations that had 
occurred… there seem to be a couple of assumptions being made, one was that you 
come to Australia, it’s a sexual free for all, and for some people it is, it’s a sexual free 
for all and particularly if the girls dress in a way that is considered more scandalous 
than how the girls dress back at home, that that’s an invitation to sex. Or if getting 
the girls drunk is acceptable… we want everyone to have a good time when they’re 
here in Australia but we want to make sure that everyone understands what the local 
rules are… 
Richard, Professional 

 

Even more complex was the intersection of LGBTI issues and international students, as 

discussed by professional respondent Richard. A minority within a minority, international 

students who experience same sex attraction might encounter intense stigma or not even 

identify as being attracted to men. This makes targeting promotions specific to groups such 

as men who have sex with men exceedingly difficult in such situations: 

 

Thinking of guys from the Middle East where they will quite happily have sex with 
each other, but they won’t talk about being gay… So kind of, how do you leave the 
door open to discuss guys safely having sex with other guys and the importance of 
getting tested, particularly if you’re going to have sex with your girlfriend or your wife 
and not have to have the label of gay? 
Richard, Professional 

 

4.4 What are the challenges and opportunities? 

This section addresses sub-question c: “What are the challenges and opportunities?” To do 

this, the information is divided into three parts. The first looks at challenges restricting or 

preventing sexual health promotion in universities, the second looks at previous successful 

promotions and the final section describes what respondents would want in a sexual health 

program designed for student leaders. 

 

4.4.1 Challenges to sexual health promotion in universities 

In the online survey, student leaders were asked to identify which challenges were most 

problematic in their organisation providing sexual health promotion. The top three most 

chosen issues were ‘engaging the community/getting people to attend events’ (56.5%), 

‘getting members to feel comfortable approaching you’ (47.8%) and ‘convincing members 

that sexual health is relevant to them’ 44.6% (Table 4.10). 
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Table 4.10 – Challenges to sexual health promotion identified by percentage of student leaders 

Challenges Percentage 

n = 92 

Engaging the community/getting people to attend events 56.5% 

Getting members to feel comfortable approaching you 47.8% 

Convincing members that sexual health is relevant to them 44.6% 

Coming up with promotions 38.0% 

Overcoming the awkwardness and stigma related to sexual health 35.9% 

Managing different cultural expectations regarding sex 35.9% 

Knowing whether a promotion has been successful 29.3% 

Cost 25.0% 

Not knowing enough about LGBTI issues 20.7% 

Supporting group members with sexual health concerns 17.4% 

Getting up to speed on sexual health knowledge 17.4% 

Religious objections 17.4% 

Resistance from organisation 12.0% 

Hard to find local support related to sexual health 5.4% 

Other 3.3% 

 

In addition to the challenges question, student leaders who didn’t have sexual health 

promotion events were asked why they thought that was the case. Many of the respondents 

here focused on diversity in terms of age, religion and cultural background as the chief 

complication. However one pointed out that this in itself should not be a reason to avoid 

sexual health promotion altogether: 

 

[Our residents] come from different cultural backgrounds, and different parts of the 
world. So I think, in part it's about trying to respect everyone's beliefs, and to give 
them a comfortable environment to live in. With that being said, instead of having 
passive promotions, the organisation has decided to completely disregard it. 
Holly, Student Leader, Online 

 

For many, practical concerns such as a lack of time, money and organisation were the 

primary reason why no events had taken place. However for others the main concern was 

that university students would not want to turn up to or engage with a sexual health focused 

event:  
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Not exactly a thing a student committee would get a large amount of attendance 
from.  
Edward, Student Leader, Online 

 

It’s an uncomfortable topic to preach/ engage 19 or 20 something [year olds] in. 
Heidi, Student Leader, Online 

 

Finally, some respondents did not identify sexual health promotion as being part of their 

organisation’s purpose. In line with this response, some identified other groups as being 

responsible for sexual health while others identified competing priorities, such as alcohol 

and drug problems, that were more pressing within their communities. 

 

I think that they believe drugs and alcohol to be a more serious issue, so sexual health 
is lacking as a result of the emphasis on that. 
Gwyn, Student Leader, Online  

 

Of the 26 respondents without sexual health promotion events who answered the question, 

77% said they would like to have them happen in their group in the future.  

 

Stigma and awkwardness were two of the main topics that emerged from many of the 

challenges that peer educators discussed. This could manifest in different ways, including 

the difficulty of making sexual health seem relevant to group members.  

 

Biggest challenge has been getting across to the female residents that they too need 
to be checked and STIs are not just for, like, junkies that you see on the street. Like 
a lot of people get chlamydia, a lot of people get other STIs, and you know, even if 
you’ve only ever slept with one person and that’s your boyfriend, they may have slept 
with someone before and that’s it, you can get chlamydia first time…  
Yvette, Peer 

 

From the above quote it is clear that for many people at university, the stereotype of sexual 

health being only an issue for deviants remains. Even when the stigma is not so clear, the 

taboos around sex and sexual health can slow help seeking behaviours and make even peer 

educators resort to euphemisms: 
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But I think that’s the biggest challenge when it comes to sexual health, because people 
just find it so awkward. To talk about, you know, their parts down there, and if there’s 
a problem then I think there’s really the challenge that people will just let it simmer… 
Marcus, Peer 

 

These issues can then be seen in the resulting difficulties of trying to attract attendance to 

what is often viewed as a highly-stigmatised subject. Even when a great event is run, if the 

majority of group members don’t attend it is unlikely that large changes in behaviour or 

attitudes will be possible. One peer educator highlighted this contrast, emphasising the 

difference between the number of people accessing sexual health promotions and the 

number having sex: 

 

…we have things in place, but the reach is very limited. So for example the last 
workshop that we had we had about forty people turn up… I’m pretty sure that more 
than forty people have sex in the hall. 
Andy, Peer 

 

As mentioned in section 4.3.7, the stigma associated with sex could be especially 

problematic with regard to international students.  

 

…there was once this international student, it’s a female, who started going out with 
a domestic student and he kissed her. That’s it. I mean, I can’t give you any more 
details, but that was quite a downhill trigger for this student because she thought that 
was the end of her. And this is not even having sex, this is just having a kiss. 
Andy, Peer 

 

Peer educators also identified a range of practical considerations that made their role as 

promoters of sexual health more challenging. For some, this was related to the steep 

learning curve inherent to taking on a specialised role for a relatively short period of time. 

This was highlighted through different peer educators identifying different aspects of sexual 

health that they personally felt they would have benefited from additional help with.  

 

I think for me it’s sort of been that whole LGBTI aspect of it, because I haven’t really 
had much experience, haven’t had much knowledge about that before this year. So 
it’s sort of, making sure that the sexual health needs of those groups are met as well. 
That’s sort of been the hardest thing for me I think. 
Amelia, Peer 
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Time restraints were another practical consideration. While the students performing these 

roles were often chosen at least in part due to their high levels of participation within their 

community, this could be a double edged sword once they began their role, as explained by 

peer Natalie: 

 

…all this is kind of like a catch 22 with taking on positions. Last year I was around 
all of the time at college. So people knew I was really approachable and friendly. And 
I think that’s part of the reason why I was given the position. But when you take on 
too much, you tend to run around from one place to the next… But it was just that 
need to be someone that is around and is seen to be around so people don’t feel like 
you’re busy. Because if they think you’re busy they’re like “oh she’s busy I won’t–”… 
That was a real issue, convincing people that I wasn’t busy when we all knew I was. 
Natalie, Peer 

 

Far from helping her to achieve her sexual health promotion goals, Natalie’s high level of 

involvement in university life added yet another complication to giving group members the 

impression that they could confide in her.  

 

Another challenge came in the form of a lack of direction or support for the roles peer 

educators had been allocated. A number of the positions described by the peer educators 

were new or substantially altered from previous ones in the same community, making it 

more difficult for them to know the expectations of their role. This lack of support was 

directly identified as the main challenge by one peer educator: 

 

I think mostly just coming up with stuff to do to be honest. Because we were just 
plunged into the role and we’re all second years and none of us have really done any 
event organisation or anything like this at all… we weren’t like the other organisations 
at [Organisation 4], like academic team or our residents committee or whatever, in 
the sense that they had somebody on their backs and they had a well-defined role of 
what they had to do throughout the year. 
Harry, Peer 

 

This lack of previous experience with the role could also result in confusion over budgeting, 

leaving peer educators unsure who was responsible for the expenses incurred in the role.  
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Whilst we didn’t really have anybody on our backs, we had to look for people who’d 
give us money and things like that just so we could organise events. It was just difficult 
in that sense, I think. 
Harry, Peer 

 

Finally, the stress of the role was described as a major challenge. This was especially the case 

when group members approached peer educators with issues that were complicated 

medically or socially. These disclosures could trigger overwhelming feelings and were 

heightened by the level of confidentiality necessary in the role. 

 

Probably the most difficult issue I’ve had would have been a boy that came to me 
with a sexual disease and he didn’t know when he’d got it or how he’d got it. So I 
talked to him about it and I asked how many sexual partners he’d had at college. At 
that point he’d had six and it was only in week eight. And I kind of just realised that 
this thing could have– in seven weeks this thing could have spread quite far through 
college… So I almost felt overloaded, thinking about quarantining this thing, plus 
the issue of confronting females about a disease, a disease they may have that a boy’s 
obviously told me about creates this huge confidentiality and trust issue.  
Steven, Peer 

 

Similar to the peer educators, the majority of professionals identified stigma and 

awkwardness as key challenges to the provision of sexual health promotion to a university 

audience. This was especially the case when talking about minority groups such as LGBTI 

students, with one professional describing how discrimination and fear can still persist.  

 

…they’re not likely to ask a question if they don’t feel comfortable about it. Especially 
if it, they might want to know about being gay and things like that. If they’re a bit 
confused about their sexuality or something— Because discrimination happens, no 
matter where it is. So you don’t want people feeling like they’re exposing themselves. 
Bianca, Professional 

 

While high levels of stigma were identified as key issues for international audiences, 

professionals identified other challenges to this audience. These included concerns about 

terminology, not just in the context of non-English speakers, but also in terms of sexual 

acts that may not be common or well known in different cultures.  

 

Like if I say “if you’re having a blow job, if you’re receiving a blow job, this is what 
you really should think about” or “if you’re going to go down on someone, la la la” 
that sort of stuff. What is “going down”? What is “blow job”? Or what is “rimming”? 
Or what is “fist fuck”? …and they just sort of sit there like “what? Do what with the 
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what?” Because their scope of sex is often very (pause) narrow as well. Or what sex is, 
is very narrow.  
Stella, Professional 

 

Relevance was another frequently discussed issue, with professionals feeling it was difficult 

to convey the importance of using condoms to a youth audience. This was especially the 

case with infections such as HIV. 

 

…now a lot of young people don’t even think that HIV is around let alone that people 
are still contracting it. And because we’ve had an increase in HIV over the last three 
years we’re really having this big push about how important it is to practise safe sex.  
Bianca, Professional 

 

Like the peer educators, professionals identified a range of practical considerations that 

made their role more challenging. Funding was a key concern, with many of the 

organisations reliant on external, non-ongoing funding.  

 

…it’s really hard to do really good honest health promotion work because of very 
limited to no funding. The sustainability of it isn’t there. We can go and run a poster 
campaign at [an organisation] about sexual violence but we may not have the money 
next year to run another poster campaign or we may be able to run posters but they 
can’t give us the time to do presentations about it. 
Valerie, Professional 

 

As mentioned in the quote above, it was not only money that was a limited resource in 

these organisations, but also hours available for outreach work. Even when both time and 

staff were available, health promotion in universities was still seen as being entirely at the 

mercy of those in charge of university groups and university policy: 

 

Look I think the real key areas are the buy in. So it’s about access to the time in the 
university environment. It’s bridging the gap between what we see as best practice 
and what a university can actually afford in terms of time and airplay. So most 
universities that we encounter like the posters, like that kind of stuff, like the 
participation in O-Week. We don’t see that as best practice. We see that as 
information sharing, not health promotion or primary prevention work. 
Valerie, Professional 

 

Sexual health promotion could also highlight the taboos still existing relating to sex when 

harm minimisation strategies were being used. One professional described the censoring 

of a health promotion booklet based on the sexual activities described within.  
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…we had a resource that came from our peak body we wanted to put it in the youth 
centre for the young gay guys. And it had fisting in it. And originally we were told 
no, we can’t have that. It was only a mention, it was a health promotion booklet, no 
people, no images other than some dolls in strategic positions, it was very cute. But 
they were like “these are young people, we can’t have them seeing this. Our people 
don’t do fisting” and it was like “well, how do you know?” 
Richard, Professional 

 

Finally, one professional highlighted the challenge in attracting not just sheer numbers, 

but the right target audience. While an event may attract a handful of students already 

engaged in sexual health concepts, this would do nothing to change the attitudes and 

behaviours of those who wouldn’t show up in the first place: 

 

I think the biggest challenge when working with a university audience is always… 
because it’s elective, I’m choosing to participate. So you don’t worry about the people 
that are there. You’re like okay, cool, you’re here… you might take away one piece of 
information, you might take away twenty. Great. But the ones that are like “nah, 
couldn’t be bothered” [are the challenge]… 
Stella, Professional 

 

4.4.2 Previous successful sexual health promotion 

Student leaders (both online and in interviews) were asked to describe the best sexual health 

promotion that they or their organisation had arranged. One key point in interpreting this 

information was to remember that asking student leaders to describe their best promotion 

could well be the same as asking them to describe the only promotion held. This was 

highlighted by a number of responses in the online cohort that stressed either that they 

had only had one event or even that the event they had had was not very good in their 

opinion.  

 

The only event we had was A [sic] speaker came in and spoke about sexual health and 
various options for people to have safe sex and support networks such as sexual health 
clinics etc 
Aoife, Student Leader, Online 

 

When discussing what their most successful promotion was and why, there were multiple 

different ways that they would classify a promotion as successful. The four main ways that 

respondents discussed success were 1) people reached, 2) knowledge transferred, 3) 

attitudes and/or 4) behaviours changed.  While most respondents referenced one or more 
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measures of success without necessarily pinpointing that these were the measures they were 

using, others were very aware of the different perspectives. One interviewed peer educator, 

Natalie, highlighted how determining which promotion was the most successful was 

dependent on the different measures of success. If looking solely at the number of people 

interacted with, then providing free condoms was the biggest success. But for her, 

attitudinal change was seen as the more important measure: 

 

… what’s your measure for success? In terms of like frequency of being used, [condom 
distribution] is very successful, you know. That is used. We run out… But if you were 
going to ask me what is something that I’ve really been proud or excited about, not 
necessarily in terms of numbers for rating that success, I think I would go back to 
that sort of broader definition of sexual health and say that we’ve had a few, a few 
like wider college events that have been mixed, not just girls night in, guys night in, 
where you just sort of sense, I don’t know, I haven’t been like phone tapping people 
or anything– But you just sense that the message got through in terms of like 
respecting each other.  
Natalie, Peer 

 

Also prominent in this quote was the idea that some measures of success are easier to 

recognise than others. Counting the number of people present at an event or the number 

of condoms distributed is a much simpler task than evaluating knowledge retained or 

attitudes changed. Without opportunities for more official evaluation of these measures, 

peer educators are largely left to assess the outcomes of their approaches based on informal 

discussions.  

 

The respondents identified a variety of factors that could help achieve the different 

measures of success. The main types of factors identified were event type, event attributes, 

facilitator attributes and incentives/motivations, each of which are described in more detail 

below.  

 

Event types 

A number of specific event types were described as the best sexual health promotion 

respondents had experienced. These included onsite sexual health testing, compulsory 

talks, social events with a sexual health message, discussion panels and workshops.  

 



	 91 

Onsite sexual health testing was particularly popular amongst the interviewed professionals. 

This type of event is an inversion of the dominant model of access to medical care. Instead 

of the onus being on the individual to seek out testing, health professionals go to places 

such as music festivals, university residences and trades colleges to seek out higher-risk 

demographics. The most commonly reported type of test amongst respondents was a self-

collected urine sample used for chlamydia screening. This type of approach was discussed 

by several professionals as the best sexual health promotion they had been involved in, with 

one explaining how it achieved success on all of the measures listed above: 

 

So the idea was that you would go where young men were… And we would pay people 
an incentive to test for chlamydia. So we would give them $10 cash and they would 
go pee in a cup… And if they were positive there was follow up and contact tracing 
provided. What that also did was give an opportunity with a captive audience to talk 
about what chlamydia was and why it was important for STI screening and what STI 
screening looked like. And we provided posters and information brochures and that 
kind of stuff. So it provided that kind of immediate behavioural change in terms of 
getting someone to test for an STI but it provided the opportunity for longer-term 
attitudinal change as well. And kind of some learning along the way… [It] had a really 
nice kind of encompassing, holistic approach to health promotion.  
Valerie, Professional 

 

While the longer-term changes in attitude were not formally evaluated, behavioural change 

could be seen simply in the men getting tested for the first time. Valerie and a number of 

other professionals reported that it was important to combine this opportunity for testing 

and discussion about sexual health with an attractive incentive in order to reach a larger 

audience and have a more successful event.  

 

You’d pay them $10 dollars to wee in a cup, we’d get huge amounts of chlamydia 
numbers coming back, and give them really good opportunity to give some education 
as well. So that’s a really good idea. Money for wee works as well. Works really well. 
Chloe, Professional 

 

Social events with a sexual health message were described as playing a similar role to the 

financial incentive. Here, rather than using money to draw an audience, the aim was to 

attract participants through the activity itself, with sexual health themed trivia nights being 

a common example among respondents. In many responses the fun, social elements were 

emphasised, with this being linked to reaching a larger number of people by Alison 

(Student Leader, Online): “[It] was a social event so more people were inclined to attend”.  
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On the opposite end of the spectrum were compulsory talks, which were often focused on 

issues such as consent and sexual assault prevention. In contrast with incentivised and 

socially oriented events, these events aimed to maximise the number of people reached by 

making attendance mandatory. Many respondents listed the compulsory nature of the 

event as the key reason for its success, however sometimes this was tempered with the idea 

that it was successful despite it being compulsory:  

 

It was extremely successful because it was compulsory for memebers [sic]. Although 
it was compulsory everyone really found it informative and challenging and I heard 
lots of good things from the students as the guest speaker was very effective.  
Hugo, Student Leader, Online 

 

Implicit in this response is the idea that while compulsory events are good at maximising 

the number of people reached, they may have a negative impact on student impressions of 

the event or affect other measures of success such as knowledge transfer.  

 

Other frequently discussed event types included discussion panels and workshops which 

were praised for their interactivity.  

 

…late last year, early this year we organised a safe sex workshop about how to make 
safe sex sexy… We had about 20, 25 people… We did role plays, we looked at sex 
toys, where you can get them or how they can be used in your sexual experiences. 
And I think people who were generally there, still to this day are a lot more 
comfortable talking about those things. Because I guess, condoms are generally not 
seen as something like that. So I think normalising that was quite important to 
people.  
Nicholas, Peer 

 

While these events catered for a much smaller number of people than a compulsory talk 

or a large scale social event, for this peer educator the high levels of interactivity involved 

in the workshop allowed for greater success in terms of attitudinal change.  

 

Event attributes 

Respondents also identified a range of attributes beyond the type of event that aided in 

making it successful, many of which were discussed in previous sections. These event 

attributes included good timing and providing separate events for different genders. Other 

attributes included discussion of topics rarely covered in sexual health such as pleasure, 
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events being designed to facilitate discussion, not requiring a lot of time or effort to 

organise and being attention grabbing: 

 

[Our best event was] …giving out free lunch in combination with information about 
health services, sexual health info and support. This event was backed onto another 
University expo to gain the advantage of the foot traffic. A Collective member 
manning the stall was also wearing [a] Vagina costume… to raise awareness and gain 
attention (this worked) 
Sarah, Student Leader, Online 

 

Facilitator attributes 

Similarly, a number of attributes were identified amongst event facilitators that 

respondents saw as increasing the effectiveness of promotions. In these responses two key 

roles were identified, those of the professional and the peer. The expert was valued for their 

depth of knowledge and ability to tailor this to their specific audience: 

 

The people coming into campus where [sic] educated more than myself in the topics 
discussed. It was effective because the information was correct and factual and 
appropriate for the Queer Collective.  
Delphine, Student Leader, Online 

 

However other respondents identified the appeal of peer involvement, whether it be by 

making an event seem more informal and approachable or providing a point of contact for 

help in the future. 

 

…that more one on one with the SR and the resident. I’ve sort of found it’s been the 
most effective ‘cause we can find out exactly what their issue is and we can refer them 
on to other services and that kind of thing. 
Amelia, Peer 

 

Beyond knowledge and connection to community, respondents also identified being non-

judgmental, direct, empowering and an engaging or entertaining speaker as key attributes 

facilitating success.  

 

Incentives and motivations 

As previously mentioned, incentives were a key factor for success in terms of reaching a 

greater number of people. Besides the financial incentives for testing discussed in the event 

types section, other incentives or motivations such as raffles and the incorporation of social 
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activity were also identified. In particular, free food was very commonly reported as a reason 

for success. For one professional, the free food and alcohol provided at an event was not 

just a good way to encourage attendance, but also to help change attitudes towards sexual 

health testing: 

 

And having the testing come to them, having the testing done so it’s completely 
normalised, like they just do it there, in a toilet they go to all the time, and then get 
pizza and beer, like it’s great. Just sort of like “cool, okay, no worries”. We didn’t 
provide the beer, the college did, I’d just like to say that. We don’t ply people with 
food and alcohol. But I think that really worked for them because they’re comfortable 
and it’s familiar, it’s safe and everybody’s doing it. 
Stella, Professional 

 

4.4.3 Program suggestions 

To gain an insight into what would help promote sexual health in university communities 

interviewed peer educators and professionals were asked what content and features they 

would want in a sexual health program. These responses were then combined with those 

of student leaders who did not identify as peer educators, who were asked what features 

would make a ready-made, student-led program attractive for their organisation.  

 

Many of the respondents discussed variations upon the different measures of success 

addressed in section 4.4.2: people reached, knowledge transferred and attitudes or 

behaviours changed.  However a number of other goals were also identified, including 

enabling discussion and self-reflection, and being inclusive for a range of different 

audiences. This included considering not just aspects such as a student’s nationality or 

sexuality, but also differences in age and religious belief.  

 

Respondents also discussed practical considerations, including a broad range of different 

recommendations. Being easy to organise was one of the key considerations. This included 

not only having set roles for student leader involvement, but also requiring little training 

and budget. 

 

Some of the practical considerations looked specifically at ways to maximise attendance at 

events. These responses focused on the appeal of combining sexual health information with 
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fun activities or other events and the benefits of incentives, as previously discussed. Other 

aspects that have been raised in previous sections included the importance of timing, 

advertising, having a relatable presenter and the benefits of expert involvement and support 

for peer educators.  

 

Others focused on less tangible qualities that they would want such a program to have. 

These respondents often discussed the need to avoid a lecture-like environment and instead 

use a fun, engaging approach: 

 

Interactive. Although some interactive games etc can be awkward they also break the 
barrier, putting everyone on the same level and make it more fun. Facts and minimal 
lecturing is important. 
Cosima, Student Leader, Online 

 

Rather than another talk, these respondents wanted something novel and interactive. 

Other respondents focused on the need for events that were direct, and could engage the 

whole community with a holistic approach to sexual health promotion. 

 

4.5 Chapter summary 

This chapter presented the responses from interviews with peer educators and professional 

sexual health workers as well as results from student leaders in the Promotion Survey. These 

sections together show the important role that peer educators and professional sexual 

health promoters play in providing this health promotion in Australian Universities. A 

summary of key points is provided below: 

 

• In contrast to the professionals, peer roles often were only tangentially related to 

sexual health.  

• Training provided to peer educators was variable and often insufficient, however 

the high level of collaborations between peers and professionals could help to 

offset negative effects.  

• The main timing preference for events tended towards earlier in the year, however 

this was not always possible given the context of the peer educator role. 
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• Free food was the incentive most likely to be provided at sexual health promotion 

events 

• Gender segregation was a divisive issue, with those against it focused on LGBTI 

inclusion and shared responsibility and those for segregation looking at cultural 

sensitivity, gender based issues and participant comfort. 

• The likelihood of content tailored to the needs of minority groups varied greatly. 

Lesbian, gay and bisexuality related issues were more likely to be discussed than 

trans or intersex issues.  

• Few event holders tailored their approach for the differing needs of international 

students and many weren’t familiar with how this should be approached.   

• Student leaders identified ensuring attendance/engagement, rapport building and 

establishing relevance as key challenges in their role, with the stigma and shame 

associated with sex and sexual health playing a large role.  

• Key measures of success for events included number of people reached, 

knowledge transferred and attitudes and behaviours changed, however all but the 

first were hard to quantify.  

• To promote sexual health in universities, promotions suitable for a range of 

audiences must be used, and the financial and time burden must not be high. 

 

The following chapter also makes use of the Promotion Survey data, this time to compare 

current university sexual health promotion events with the needs and preferences of 

different groups of university students. 
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Chapter 5: Results – Reaching different groups of 
students	
	

This chapter presents results drawn from the Promotion Survey and the Student Survey to 

answer research question two: “How can university sexual health promotion events better 

reach different groups of students?” As the diverse nature of university student groups 

creates different needs, the results are analysed in four sections.  Each focuses on a 

demographic that was found to have notably different needs according to interview 

respondents and the literature, with basic demographic information for all respondents 

provided in section 5.1. Section 5.2 examines the respondents based on risk status, as 

measured by the number of sexual partners in the past year. Section 5.3 looks at the 

nationality of respondents, comparing the results of international and domestic students. 

In section 5.4 the heterosexual, cisgender respondents (those whose identify as heterosexual 

and whose gender corresponds with the sex they were assigned at birth) are contrasted with 

the LGBTI participants. The final section observes the differences between males and 

females. These comparisons highlight the differences between groups in terms of sexual 

histories, testing and learning experiences as well as determining where current events do 

or do not match with preferences in terms of event types, topics covered and incentives 

provided.  

 

5.1 Demographics 

In the Promotion Survey, 92 complete responses were received from student leaders at 23 

different universities across Australia. Of the student leaders, 62 responses from 16 

universities reported having had sexual health promotion events in their student 

organisation and were included in this chapter. Respondents ranged from 18 to 31 years 

of age, with an average age of 21.5 years and with 98.4% of respondents under the age of 

30. Females made up 64.5% of the respondents, males 32.3% and other 3.2%. The 

majority (66.1%) of participants identified as heterosexual, with 16.1% selecting 

homosexual, 9.7% bisexual and 8.1% other (predominantly listing queer or pansexual). In 

terms of student status, 96.8% identified as domestic Australian students and 3.2% 

identified as international students.  
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For the Student Survey, out of 2998 students invited to participate, 520 complete responses 

were received. After screening to exclude internally inconsistent responses and those 

missing essential data, 502 participants were included in the final analysis. Participants 

ranged from 16 to 65 years of age, with an average of 24 years and with 85.1% of 

respondents under 30 years of age. Females made up 59.2% of the respondents, males 

40.0% and other 0.8% (Table 5.1). The majority (83.7%) of participants identified as 

heterosexual, with 3.6% selecting homosexual, 10.2% bisexual and 2.6% other. Other 

responses included queer, pansexual, heteroflexible and asexual. In terms of student status, 

80.5% identified as domestic Australian students and 19.5% identified as international 

students.  

	

Table 5.1 – Demographic comparison of the Promotion Survey and Student Survey 

 Promotion Survey (%) 

n = 92 

Student Survey (%) 

n = 502 

Females 64.5 59.2 

Males 32.3 40.0 

Other 3.2 0.8 

 

Heterosexual 66.1 83.7 

Homosexual 16.1 3.6 

Bisexual 9.7 10.2 

Other 8.1 2.6 

 

Domestic 96.8 80.5 

International 3.2 19.5 

	

When analysing testing behaviour and reasons for not testing, respondents who reported 

no experience of sexual intercourse or oral sex were excluded from analysis to provide a 

more accurate comparison of the sexually active population.  
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5.2 Higher versus lower-risk comparisons 

Sexual	experience	

In the Student Survey 114 respondents (22.7%) had two or more partners for either oral 

sex or intercourse in the past year and were classed as the higher-risk group. This measure 

of risk was chosen based on Australian research which shows that having sex with more 

than one partner in a year significantly increases the chances of contracting an STI (Grulich 

et al., 2014b) and that it is the most important risk factor for young Australians in terms of 

chlamydia infection (Yeung et al., 2014). The remaining 388 respondents (77.3%), who 

reported previous sexual activity but had either one or zero partners in the previous year, 

comprised the lower-risk group. Collectively, the 114 higher-risk students reported 464 

sexual intercourse partners in the previous year, accounting for 69.8% of the total number 

of sexual intercourse partners had by all students in that period.  

	

The higher-risk and lower-risk groups showed no statistically significant differences in terms 

of sexual orientation or gender. In contrast international students were significantly less 

likely to be part of the higher-risk group (11.2%) than domestic students (25.5%, X2 (1, N 

= 502) = 9.15, p = .002). 

	

Testing	

Sexual health testing was more common among the higher-risk group (62.3%) than the 

lower-risk group (51.4%). This difference became statistically significant when looking at 

tests only occurring in the past twelve months, with 18.9% of lower-risk students tested and 

44.7% of higher-risk students tested (X2 (3, N = 357) = 27.35, p < .001). 

	

Among higher-risk respondents who had never been tested the most commonly reported 

reason was ‘I haven’t had many sexual partners’ (53.5%) followed by ‘My behaviours aren’t 

risky’ (51.2%) and ‘I always use protection’ (32.6%) (Table 5.2). Lower-risk responses were 

very similar, with ‘I haven’t had many sexual partners’ and ‘my behaviours aren’t risky’ in 

equal first place (64.4%) and ‘I always use protection’ following (31.4%). The only 

statistically significant difference between responses was ‘I don’t have the time’ which was 

chosen significantly more frequently by the higher-risk group (X2 (1, N = 161) = 4.58, p = 
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.032). The main responses from the higher-risk ‘other’ category were that they were 

planning to test soon or that they trusted their partner/knew their partner had been tested. 

	

Table 5.2 – Main reason/s for having never received a sexual health test by response frequency rank and 
percentage of risk group 

Reason  Higher-risk  

rank and (%)  

n = 43 

Lower-risk  

rank and (%)  

n = 118 

I haven't had many sexual partners 1 (53.5%) 1 (64.4%) 

My behaviours aren't risky 2 (51.2%) 1 (64.4%) 

I always use protection 3 (32.6%) 3 (31.4%) 

It's embarrassing 4 (30.2%) 4 (20.3%) 

Other 5 (23.3%) 6 (10.2%) 

I don't have the time 6 (23.3%)* 7 (10.2%) 

I don't know where to get tested 7 (20.9%) 5 (17.8%) 

I can't afford it 8 (7.0%) 10 (3.4%) 

It's far away / difficult to get to 8 (7.0%) 10 (3.4%) 

I'm afraid of doctors 10 (4.7%) 9 (5.1%) 

I haven't had sex 11 (0.0%) 8 (7.6%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 

	

Previous	sexual	health	learning	experiences	

In the higher-risk group 93.0% (n = 106) of respondents had received sex education in their 

high school, compared to 83.8% (n = 325) of lower-risk respondents (Figure 1). This 

difference was statistically significant (X2 (2, N = 502) = 6.41, p = .041). Of those who had 

received sex education at high school, 38.6% of the higher-risk group said it was relevant 

or very relevant, compared to 43.1% of the lower-risk group. 

	

Higher-risk respondents were significantly more likely to have attended a university sexual 

health promotion than lower-risk respondents (21.1% versus 7.7%), (X2 (2, N = 502) = 

16.88, p < .001). Of those who had attended a sexual health promotion event at university, 

70.8% of higher-risk students said it was relevant or very relevant, compared to 63.3% of 

lower-risk students. 
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Figure 5.1 – Comparison of previous sexual health learning experiences by risk status (n=502) 

	

Those respondents who had not attended any university sexual health promotion events 

were asked to select all the factors that most discouraged them from attending. Among the 

higher-risk group the most commonly selected responses were ‘I haven’t seen any 

advertised’ (46.7%), ‘I already know enough about sexual health’ (40.0%) and ‘I don’t have 

the time’ (35.6%) (Table 5.3). Lower-risk responses mirrored the first two options (at 45.0% 

and 36.3% respectively), but ‘my behaviours aren’t risky’ was the third most commonly 

selected option (34.4%). Two comparisons between higher-risk and lower-risk groups 

yielded statistically significant differences. These were ‘I always use protection’, (X2 (1, N = 

448) = 8.29, p = .004), chosen more frequently by the higher-risk group and ‘I haven’t had 

sex’, (X2 (1, N = 448) = 35.60, p < .001), chosen more frequently by the lower-risk group.  
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Table 5.3 – Main reason/s for having never attended a university sexual health promotion by response 
frequency rank and percentage of risk group respondents 

Reason Higher-risk rank and 

(%)  

n = 90 

Lower-risk rank and 

(%)  

n = 358 

I haven't seen any advertised 1 (46.7%) 1 (45.0%) 

I already know enough about sexual 

health 

2 (40.0%) 2 (36.3%) 

I don't have the time 3 (35.6%) 5 (28.8%) 

My behaviours aren't risky 4 (27.8%) 3 (34.4%) 

It's embarrassing 5 (25.6%) 6 (28.2%) 

It would be boring 6 (22.2%) 8 (14.2%) 

I always use protection 7 (20.0%)** 9 (9.2%) 

I haven't had many sexual partners 8 (15.6%) 7 (19.8%) 

They are far away / difficult to get to 9 (6.7%) 10 (6.7%) 

Other 10 (3.3%) 10 (6.7%) 

I haven't had sex 11 (1.1%) 4 (31.8%)** 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 

		

Sexual	health	promotion	preferences	and	provision	

From the six event options presented, a social event with a sexual health message was the 

first preference of both the higher-risk group and the lower-risk group (Table 5.4). This was 

also the most frequently reported type of event held in the Promotion Survey. However at 

second preference, the higher-risk group and lower-risk group diverged. Lower-risk 

respondents listed guest speakers as their second preference, matching the kind of events 

run as identified in the Promotion Survey. In contrast, the higher-risk group’s second 

preference, sexual health testing, was the least likely event to take place out of the options 

given, being run in only 6.5% of the Promotion Survey event responses. While there was a 

large difference between the proportion of each group who would want sexual health 

testing, with higher-risk students at 50.0% and lower-risk students at 32.0%, testing 

remained the third most selected option among lower-risk respondents. The most common 

‘other’ response was that they would not attend a sexual health promotion. 
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Table 5.4 – Event preferences by response frequency rank and percentage of respondents for higher-risk 
and lower-risk groups compared with events run 

 Student Survey Promotion 

Survey 

Event type Higher-risk rank 

and (%)  

n = 114 

Lower-risk rank 

and (%)  

n = 388 

Event rank and 

(%)  

n = 62 

Social event with a sexual health 

message 

1 (51.8%) LL 1 (43.8%) LL 1 (72.6%) 

Sexual health testing 2 (50.0%) HH 3 (32.0%) HH 6 (6.5%) 

Guest speaker 3 (42.1%) 2 (42.0%) L 2 (56.5%) 

Relevant movie 4 (27.2%) HH 4 (29.9%) HH 5 (8.1%) 

Question & answer panel 5 (24.6%) 5 (25.3%) 3 (35.5%) 

Workshop 6 (15.8%) LL 6 (18.8%) LL 3 (35.5%) 

Other 7 (3.5%) 7 (1.5%) 7 (1.6%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

	

Interest for sexual health testing was significantly higher in both higher-risk (X2 (1, N = 176) 

= 33.63, p < .001) and lower-risk groups (X2 (1, N = 450) = 17.09, p < .001) when compared 

to the likelihood of these events occurring as reported in the Promotion Survey. Similarly, 

the interest in attending a relevant movie from higher (X2 (1, N = 176) = 9.03, p = .003) 

and lower risk (X2 (1, N = 450) = 12.96, p < .001) groups was significantly greater than the 

likelihood of these events occurring as reported in the Promotion Survey. 

	

Sexual	health	topics	

Out of 30 listed topics, 17 showed a statistically significant difference between higher-risk 

group selection and the topics currently featuring in university sexual health events 

(Table 5.5). In 11 of these topics higher-risk student interest was significantly greater than 

event provision. These topics include pleasure (ranked 1st preference, X2 (1, N = 176) = 

12.60, p < .001), emergency contraception (ranked 2nd, X2 (1, N = 176) = 1.36, p = .007) 

and abortion (ranked equal 6th, X2 (1, N = 176) = 20.73, p < .001). The higher-risk group 

also prioritised relationships, alcohol issues and STI testing and symptoms.  
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For the lower-risk group 17 topics showed a statistically significant difference between their 

selections and the topics currently featuring in university sexual health events (Table 5.5). 

In seven of these topics lower-risk student interest was significantly greater than event 

provision. These topics include women’s health issues (ranked 1st preference, X2 (1, N = 

450) = 5.64, p = .018), pleasure (ranked 5th, X2 (1, N = 450) = 8.23, p = .004) and different 

cultural expectations around sex (ranked 6th, X2 (1, N = 450) = 8.44, p = .004). The lower-

risk group prioritised topics pertaining to women’s health, relationships and personal 

safety. Current sexual health promotion events prioritised topics about safe and consensual 

sex.  
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Table 5.5 – Topic preferences by response frequency rank and percentage of respondents for higher-risk 
and lower-risk groups compared with events run 

 Student Survey Promotion 
Survey 

Topic Higher-risk 
rank and (%) 
n = 114 

Lower-risk rank 
and (%) 
n = 388  

Event rank and 
(%) 
n = 62 

Pleasure 1 (48.2%) HH 5 (39.9%) HH 20 (21.0%) 
Emergency contraception (e.g. the 
morning after pill) 

2 (46.5%) HH 12 (33.2%) 17 (25.8%) 

Respectful relationships 3 (44.7%) L 2 (44.6%) LL 4 (62.9%) 
STI impacts/symptoms 4 (43.9%) 13 (31.2%) 9 (41.9%) 
STI testing 4 (43.9%) 15 (28.1%) 11 (38.7%) 
Abortion 6 (43.0%) HH 14 (30.4%) HH 24 (9.7%) 
Alcohol and sex 6 (43.0%) 18 (26.3%) LL 8 (48.4%) 
Consent 8 (42.1%) LL 8 (36.3%) LL 3 (71.0%) 
Men's health issues (e.g. testicular cancer) 9 (41.2%) H 9 (35.6%) 19 (24.2%) 
Sexual harassment and sexual assault 
prevention 

9 (41.2%) 3 (43.6%) 6 (53.2%) 

STI statistics 9 (41.2%) 23 (22.9%) L 13 (35.5%) 
Domestic violence prevention 12 (40.4%) 11 (33.8%) 15 (29.0%) 
Different cultural expectations about sex 13 (39.5%) HH 6 (38.4%) HH 21 (19.4%) 
Safe sex 14 (38.6%) LL 4 (42.5%) LL 1 (79.0%) 
Women's health issues (e.g. cervical 
cancer) 

14 (38.6%) 1 (48.5%) H 14 (32.3%) 

Who to contact for sexual health support 16 (36.8%) LL 7 (36.6%) LL 5 (58.1%) 
Dating and hook up apps/websites (e.g. 
Tinder and Grindr) 

17 (35.1%) HH 26 (18.6%) H 27 (6.5%) 

Long acting reversible contraception (e.g. 
implanon, IUDs) 

17 (35.1%) HH 17 (26.5%) 22 (16.1%) 

Sex work 19 (33.3%) HH 27 (15.2%) 25 (8.1%) 
Sexting and digital privacy 19 (33.3%) HH 21 (23.2%) 23 (12.9%) 
Pornography 21 (31.6%) HH 24 (22.4%) HH 28 (4.8%) 
The pill 21 (31.6%) 10 (34.8%) 17 (25.8%) 
HIV/AIDS 23 (29.8%) 19 (26.0%) L 10 (40.3%) 
Gay, lesbian and bisexuality issues 24 (27.2%) LL 15 (28.1%) LL 6 (53.2%) 
Condoms 25 (26.3%) LL 25 (21.4%) LL 2 (77.4%) 
Alternative barrier methods (e.g. dams, 
female condoms) 

26 (25.4%) 20 (24.0%) L 12 (37.1%) 

Transgender and intersex issues 27 (21.1%) 21 (23.2%) 16 (27.4%) 
Anatomy 28 (19.3%) HH 27 (15.2%) H 28 (4.8%) 
Abstinence 29 (5.3%) 29 (13.7%) 25 (8.1%) 
Other 30 (2.6%) 30 (2.3%) 30 (0.0%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  
Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  
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Incentives	and	motivating	factors	to	attend	

The higher-risk group’s most frequently chosen incentive was free alcohol, with 58.8% 

selecting this option (Table 5.6). This was the only statistically significant difference (X2 (1, 

N = 176) = 32.06, p < .001) when comparing higher-risk group preferences and event 

provision, with alcohol being the least likely type of incentive to be provided at existing 

university sexual health promotion events.  The lower-risk group’s incentive preferences 

more closely aligned with those provided at existing events, with food and/or non-alcoholic 

drinks first, followed by social activity and finally free alcohol. Free alcohol was the only 

incentive that was significantly different from events run and chosen more frequently by 

lower-risk students than event-hosting respondents, (X2 (1, N = 450) = 4.61, p = .032).  

	

Table 5.6 – Incentive preferences by response frequency rank and percentage of respondents for higher-
risk and lower-risk groups compared with events run 

 Student Survey Promotion 

Survey 

Incentive Higher-risk rank 

and (%) 

n = 114 

Lower-risk rank 

and (%) 

n = 388 

Event rank 

and (%) 

n = 62 

Free alcohol 1 (58.8%) HH 3 (27.3%) H 5 (14.5%) 

Free food and/or non-alcoholic drinks 2 (57.9%) 1 (51.5%) L 1 (66.1%) 

Combined with social activity (e.g. 

party, movie night) 

2 (57.9%) 2 (39.4%) 2 (45.2%) 

Other 4 (5.3%) 4 (5.4%) 3 (19.4%) 

None of the above N/A N/A 4 (16.1%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

	

The main motivating factors for the higher-risk and lower-risk groups were similar. In both 

groups ‘knowing a friend who was going’ was the most common factor and free food and 

social activity were in the top four preferences (Table 5.7). However higher-risk respondents 

were significantly more likely to select free alcohol (X2 (1, N = 502) = 38.59, p < .001), 

combined with social activity (X2 (1, N = 502) = 12.21, p < .001), free sexual health testing 

(X2 (1, N = 502) = 13.27, p < .001), free safe sex supplies (X2 (1, N = 502) = 4.18, p = .041) 
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and the opportunity to meet new people (X2 (1, N = 502) = 5.10, p = .024). Lower-risk 

respondents were significantly more likely to select games (X2 (1, N = 502) = 5.00, p = .025) 

and sensitivity to their culture (X2 (1, N = 502) = 6.24, p = .013). Free alcohol was the factor 

with the greatest difference between groups, ranking 2nd for the higher-risk group (58.8%) 

and 7th for the lower-risk group (27.3%). 

	

Table 5.7 – Motivating factors to attend events by response frequency rank and percentage of 
respondents for higher-risk and lower-risk groups  

Motivation Higher-risk  

rank and (%)  

n = 114 

Lower-risk  

rank and (%)  

n =388 

Knowing a friend who was going 1 (65.8%) 1 (58.5%) 

Free alcohol 2 (58.8%)** 7 (27.3%) 

Free food and/or non-alcoholic drinks 3 (57.9%) 2 (51.5%) 

Combined with social activity (e.g. party, 

movie night) 

3 (57.9%)** 3 (39.4%) 

Free sexual health testing 5 (51.8%)** 4 (33.0%) 

Free safe sex supplies 6 (40.4%)* 5 (30.2%) 

Free giveaways/prizes 7 (33.3%) 6 (29.9%) 

The opportunity to meet new people 8 (29.8%)* 9 (19.8%) 

Relevant to my sexual orientation 9 (26.3%) 8 (22.2%) 

Games 10 (10.5%) 10 (19.6%)* 

Other 11 (5.3%) 12 (5.4%) 

Sensitive to my culture 12 (4.4%) 11 (12.6%)* 

Presented in my first language (if other than 

English) 

13 (0.9%) 13 (4.6%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 
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5.3 International versus domestic comparisons 

Of the 502 complete responses to the Student Survey, 404 respondents identified as 

domestic students and 98 identified as international students. 

 

Sexual	experience	

In the Student Survey 25.5% of domestic respondents and 11.2% of international students 

had had sexual intercourse with two or more partners or oral sex with two or more partners 

in the past year and were classed as the higher-risk group. This difference between these 

two distributions was statistically significant (X2 (1, N = 502) = 9.15, p = .002).  

	

Testing	

International students were significantly less likely to be tested than domestic students (X2 

(1, N = 357) = 8.93, p = .012). While 58.1% of domestic students had ever been tested, 

only 37.0% of international students reported testing. This pattern continued when 

looking only at tests occurring in the past twelve months, with 29.0% of domestic students 

tested and only 16.7% of internationals (X2 (1, N = 357) = 8.73, p = .033). 

	

When analysing why students had not been tested, ‘my behaviours aren’t risky’ and ‘I 

haven’t had many sexual partners’ were the most commonly selected options for both 

international and domestic students (Table 5.8). Amongst international students ‘my 

behaviours aren’t risky’ (64.7%) was the most common response, followed by ‘I haven’t 

had many sexual partners’ (58.8%) and in third place ‘it’s embarrassing’ (35.3%). Among 

domestic students ‘I haven’t had many sexual partners’ (62.2%) was the most common 

response, followed by ‘my behaviours aren’t risky’ (59.8%) and ‘I always use protection’ 

(31.5%). No comparisons yielded statistically significant differences.  
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Table 5.8 – Reasons for having never received a sexual health test by response frequency rank and 
percentage of nationality 

Reason International rank and 

(%) 

n = 34 

Domestic rank and (%) 

n = 127 

My behaviours aren't risky 1 (64.7%) 2 (59.8%) 

I haven't had many sexual partners 2 (58.8%) 1 (62.2%) 

It's embarrassing 3 (35.3%) 4 (19.7%) 

I always use protection 4 (32.4%) 3 (31.5%) 

I don't know where to get tested 5 (20.6%) 5 (18.1%) 

I don't have the time 6 (17.6%) 7 (12.6%) 

I'm afraid of doctors 7 (8.8%) 10 (3.9%) 

I haven't had sex 8 (5.9%) 8 (5.5%) 

It's far away / difficult to get to 8 (5.9%) 10 (3.9%) 

I can't afford it 10 (2.9%) 9 (4.7%) 

Other 11 (0.0%) 6 (17.3%) 

 

 

Previous	sexual	health	learning	experiences	

Amongst domestic students 92.8% of respondents had received sex education in their high 

school, compared to only 57.1% of international students (Figure 5.2). This difference was 

statistically significant, (X2 (2, N = 502) = 85.49, p = < .001). Of those who had received sex 

education, 41.9% of domestic students felt it was relevant or very relevant, compared to 

42.9% of international students.  

 

Domestic students were more likely to have attended a university sexual health promotion 

than international students (11.9% versus 6.1%). Of those who had attended a sexual 

health promotion event at university, 68.8% of domestic students said it was relevant or 

very relevant, compared to 50% of international students.  
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Figure 5.2 - Comparison of previous sexual health learning experiences by nationality (n=502) 

	

Those respondents who had not attended any university sexual health promotions were 

asked to select all the factors that most discouraged them from attending. Among 

international students the most commonly selected responses were ‘I haven’t seen any 

advertised’ (40.2%), ‘I don’t have the time’ (31.5%) and ‘I haven’t had sex’ (31.5%) 

(Table 5.9). Among domestic students the most commonly selected responses were ‘I 

haven’t seen any advertised’ (46.6%) and ‘I already know enough about sexual health’ 

(41.6%). This reason was the only one to show a significant difference between the groups 

(X2 (1, N = 448) = 15.18, p < .001), with international students choosing ‘I already know 

enough about sexual health’ less than half as often as domestic students.  
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Table 5.9 – Reasons for having never attended university sexual health promotions by response 
frequency rank and percentage of nationality 

Reason International rank and (%) 

n = 92 

Domestic rank and (%) 

n = 356 

I haven't seen any advertised 1 (40.2%) 1 (46.6%) 

I don't have the time 2 (31.5%) 4 (29.8%) 

I haven't had sex 2 (31.5%) 6 (24.2%) 

My behaviours aren't risky 4 (27.2%) 3 (34.6%) 

It's embarrassing 4 (27.2%) 5 (27.8%) 

It would be boring 6 (19.6%) 8 (14.9%) 

I already know enough about sexual 

health 

6 (19.6%) 2 (41.6%)** 

I haven't had many sexual partners 8 (18.5%) 7 (19.1%) 

I always use protection 9 (9.8%) 9 (11.8%) 

They are far away / difficult to get to 10 (7.6%) 11 (6.5%) 

Other 11 (3.3%) 10 (6.7%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 

	

Sexual	health	promotion	preferences	and	provision	

International and domestic students displayed different preferences in terms of event type 

(Table 5.10). For domestic students social events with a sexual health message (1st) and guest 

speakers (2nd) were the most popular event types. These were also the most frequently 

reported type of event held in the Promotion Survey. In contrast, the top two choices of 

international students were the least likely events to have taken place. These options, sexual 

health testing (X2 (1, N = 160) = 22.49, p < .001) and relevant movies (X2 (1, N = 160) = 

20.15, p < .001) were in significantly higher demand than supply. Despite ranking third 

and fourth respectively, demand from domestic students for sexual health testing (X2 (1, N 

= 466) = 20.29, p < .001) and relevant movies (X2 (1, N = 466) = 9.99, p = .002) was also 

significantly higher than the supply of these events. 
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Table 5.10 – Event preferences by response frequency rank and percentage of respondents for 
international and domestic groups compared with events run 

Event type International rank 

and (%) 

n = 98 

Domestic rank 

and (%) 

n = 404 

Event rank and 

(%) 

n = 62 

Sexual health testing 1 (40.8%) HH 3 (34.9%) HH 6 (6.5%) 

Relevant movie 1 (40.8%) HH 4 (26.5%) HH 5 (8.1%) 

Guest speaker 3 (35.7%) LL 2 (43.6%) 2 (56.5%) 

Social event with a sexual health 

message 

4 (32.7%) LL 1 (48.8%) LL 1 (72.6%) 

Workshop 5 (30.6%) 6 (15.1%) LL 3 (35.5%) 

Question & answer panel 6 (22.4%) 5 (25.7%) 3 (35.5%) 

Other 7 (1.0%) 7 (2.2%) 7 (1.6%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

 

Sexual	health	topics	

Out of 30 listed topics, 13 showed a statistically significant difference between international 

student selection and the topics currently featuring in university sexual health events 

(Table 5.11). Among these topics only two showed significantly higher international 

student demand than event supply. These were abortion (ranked 13th, X2 (1, N = 160) = 

6.09, p = .014) and pornography (ranked 23rd, X2 (1, N = 160) = 4.17, p = .041). The top 

three topics for international students were safe sex (1st), women’s health (2nd) and sexual 

harassment and sexual assault prevention (3rd).  

  

For domestic students, 19 topics showed a statistically significant difference between 

domestic selection and the topics currently featuring in university sexual health events. In 

10 of these topics domestic demand was significantly higher than event supply. These topics 

include women’s health (ranked 2nd, X2 (1, N = 466) = 5.05, p = .025), pleasure (4th, X2 (1, 

N = 466) = 11.38, p < .001) and different cultural expectations around sex (6th, X2 (1, N = 

466) = 10.10, p = .001). The top three topics for domestic students were respectful 

relationships (1st), women’s health (2nd) and sexual harassment and sexual assault 

prevention (3rd).  

 



	 113 

Table 5.11 – Topic preferences by response frequency rank and percentage of international and 
domestic groups compared with events run 

Topics International 
rank and (%) 
n = 98 

Domestic rank 
and (%) 
n = 404 

Event rank 
and (%) 
n = 62 

Safe sex 1 (60.2%) L 12 (37.1%) LL 1 (79.0%) 
Women's health issues (e.g. cervical 
cancer) 

2 (40.8%) 2 (47.5%) H 14 (32.3%) 

Sexual harassment and sexual assault 
prevention 

3 (37.8%) 3 (44.3%) 6 (53.2%) 

HIV/AIDS 4 (35.7%) 23 (24.8%) LL 10 (40.3%) 
Pleasure 5 (34.7%) 4 (43.6%) HH 20 (21.0%) 
Different cultural expectations about sex 6 (31.6%) 6 (40.3%) HH 21 (19.4%) 
Respectful relationships 6 (31.6%) LL 1 (47.8%) L 4 (62.9%) 
Who to contact for sexual health 
support 

6 (31.6%) LL 9 (37.9%) LL 5 (58.1%) 

Emergency contraception (e.g. the 
morning after pill) 

9 (30.6%) 11 (37.6%) 17 (25.8%) 

Men's health issues (e.g. testicular 
cancer) 

9 (30.6%) 7 (38.4%) H 19 (24.2%) 

Condoms 11 (28.6%) LL 27 (21.0%) LL 2 (77.4%) 
The pill 11 (28.6%) 13 (35.4%) 17 (25.8%) 
Abortion 13 (25.5%) H 14 (35.1%) HH 24 (9.7%) 
Domestic violence prevention 14 (24.5%) 9 (37.9%) 15 (29.0%) 
Alternative barrier methods (e.g. dams, 
female condoms) 

15 (22.4%) L 23 (24.8%) L 12 (37.1%) 

Alcohol and sex 16 (21.4%) LL 16 (32.2%) L 8 (48.4%) 
Consent 16 (21.4%) LL 5 (41.6%) LL 3 (71.0%) 
Gay, lesbian and bisexuality issues 16 (21.4%) LL 18 (29.5%) LL 6 (53.2%) 
STI statistics 19 (20.4%) L 19 (28.7%) 13 (35.5%) 
STI testing 19 (20.4%) L 15 (34.4%) 11 (38.7%) 
STI impacts/symptoms 21 (17.3%) LL 8 (38.1%) 9 (41.9%) 
Sexting and digital privacy 22 (16.3%) 20 (27.7%) H 23 (12.9%) 
Dating and hook up apps/websites (e.g. 
Tinder and Grindr) 

23 (15.3%) 25 (24.0%) HH 27 (6.5%) 

Pornography 23 (15.3%) H 21 (26.7%) HH 28 (4.8%) 
Long acting reversible contraception 
(e.g. implanon, IUDs) 

25 (14.3%) 17 (31.9%) H 22 (16.1%) 

Transgender and intersex issues 26 (13.3%) L 22 (25.0%) 16 (27.4%) 
Anatomy 27 (10.2%) 28 (17.6%) H 28 (4.8%) 

Abstinence 28 (9.2%) 29 (12.4%) 25 (8.1%) 
Sex work 28 (9.2%) 26 (21.8%) H 25 (8.1%) 
Other 30 (0.0%) 30 (3.0%) 30 (0.0%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  
Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  
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Incentives	and	motivating	factors	to	attend	

The incentive preferences of both international and domestic students generally matched 

those provided at events. For both international student and domestic students the most 

frequently chosen incentive was free food and/or non-alcoholic drinks, with 46.9% and 

54.5% of the respective groups selecting this option (Table 5.12). There were no incentives 

where international demand was statistically greater than event supply. Free alcohol was 

the only incentive where domestic student demand was significantly higher than event 

supply (37.4%, X2 (1, N = 466) = 12.46, p < .001).  

	

Table 5.12 – Incentive preferences by response frequency rank and percentage of international and 
domestic groups compared with events run 

 International 

rank and (%) 

n = 98 

Domestic 

rank and (%) 

n = 404 

Event rank 

and (%) 

n = 62 

Free food and/or non-alcoholic drinks 1 (46.9%) L 1 (54.5%) 1 (66.1%) 

Combined with social activity (e.g. party, movie 

night) 

2 (34.7%) 2 (45.8%) 2 (45.2%) 

Free alcohol 3 (22.4%) 3 (37.4%) HH 4 (14.5%) 

Other 4 (3.1%) 4 (5.9%) 3 (19.4%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

	

The main motivating factors for international and domestic students were similar. In both 

groups ‘knowing a friend who was going’ was the most common factor and free food and 

social activity were in the top four preferences (Table 5.13). However domestic students 

were statistically more likely to select free alcohol (X2 (1, N = 502) = 7.78, p = .005), 

combined with social activity (X2 (1, N = 502) = 3.95, p = .047), free giveaways (X2 (1, N = 

502) = 7.30, p = .007) and knowing a friend who was going (X2 (1, N = 502) = 4.24, p = 

.039). International students were significantly more likely to select ‘presented in my first 

language’ (X2 (1, N = 502) = 18.51, p < .001) and ‘sensitive to my culture’ (X2 (1, N = 502) 

= 35.78, p < .001). This element was the factor with the greatest difference between groups, 

ranking 5th for international students (27.6%) and 11th for domestic students (6.7%). 
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Table 5.13 – Motivating factors to attend events by response frequency rank and percentage of 
international and domestic groups 

Motivation International rank and 

(%) 

n = 98 

Domestic rank and 

(%) 

n = 404 

Knowing a friend who was going 1 (51.0%) 1 (62.4%) * 

Free food and/or non-alcoholic drinks 2 (46.9%) 2 (54.5%) 

Free sexual health testing 3 (44.9%) 5 (35.4%) 

Combined with social activity (e.g. party, 

movie night) 

4 (34.7%) 3 (45.8%) * 

Sensitive to my culture 5 (27.6%) ** 11 (6.7%) 

The opportunity to meet new people 5 (27.6%) 9 (20.8%) 

Free safe sex supplies 5 (27.6%) 6 (33.7%) 

Relevant to my sexual orientation 8 (25.5%) 8 (22.5%) 

Free alcohol 9 (22.4%) 4 (37.4%)** 

Free giveaways/prizes 10 (19.4%) 7 (33.4%) ** 

Games 11 (14.3%) 10 (18.3%) 

Presented in my first language (if other than 

English) 

12 (11.2%) ** 13 (2.0%) 

Other 13 (3.1%) 12 (5.9%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 
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5.4 Heterosexual cisgender versus LGBTI comparisons 

Of the 502 complete responses to the Student Survey, 419 respondents were heterosexual 

and cisgender and 83 were LGBTI students. 

 

Sexual	experience	

In the Student Survey 28.9% of LGBTI respondents reported sexual intercourse with two 

or more partners or oral sex with two or more partners in the past year and were classed as 

higher-risk. In comparison, 21.5% of heterosexual cisgender respondents were classified as 

higher-risk, however this difference was not statistically significant. The proportion of 

higher-risk respondents was higher among male-identifying LGBTI students (40.0%) than 

female-identifying LGBTI students (25.9%).  

	

Testing	

Rates of ever having received sexual health testing were approximately equal between the 

two groups, with 55.2% of LGBTI students and 54.8% of heterosexual cisgender having 

received a test. In contrast, LGBTI students were slightly more likely to have been tested in 

the past twelve months, with 36.2% of LGBTI respondents and 25.4% of heterosexual 

cisgender respondents tested in this period. This variation between the two groups was not 

statistically significant.  

	

When analysing why students had not been tested, LGBTI and heterosexual cisgender 

responses were very similar, with the top four reasons common to both. ‘I haven’t had 

many sexual partners’ was the most common response for each (both 61.5%) followed by 

‘my behaviours aren’t risky’ and ‘I always use protection’ (Table 5.14). The only comparison 

between LGBTI and heterosexual cisgender groups that yielded a statistically significant 

difference was ‘it’s far away / difficult to get to’ which was chosen more frequently by the 

LGBTI group (X2 (1, N = 161) = 3.86, p = .050). 
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Table 5.14 – Reasons for having never received a sexual health test by response frequency rank and 
percentage of LGBTI and heterosexual cisgender groups 

Reason LGBTI rank and  

(%) 

n = 26 

Heterosexual rank and 

(%) 

n = 135 

I haven't had many sexual partners 1 (61.5%) 1 (61.5%) 

My behaviours aren't risky 2 (57.7%) 1 (61.5%) 

I always use protection 3 (42.3%) 3 (29.6%) 

It's embarrassing 4 (26.9%) 4 (22.2%) 

I don't have the time 5 (23.1%) 7 (11.9%) 

I don't know where to get tested 6 (19.2%) 5 (18.5%) 

Other 7 (19.2%) 6 (12.6%) 

I haven't had sex 8 (11.5%) 8 (4.4%) 

It's far away / difficult to get to 8 (11.5%) * 11 (3.0%) 

I'm afraid of doctors 8 (11.5%) 10 (3.7%) 

I can't afford it 11 (3.8%) 8 (4.4%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 

	

Previous	sexual	health	learning	experiences	

In the LGBTI group 92.8% of respondents had received sex education in their high school, 

compared to 84.5% of those in the heterosexual cisgender group (Figure 5.3). However 

despite more LGBTI students reporting receiving sex education in high school, a 

significantly lower proportion of this group found it personally relevant (X2 (5, N = 431) = 

21.4, p < .001). Of those who had received sex education, 26.0% of LGBTI group members 

said it was relevant or very relevant, compared to 45.5% of heterosexual cisgender group 

members. 

	

LGBTI group members were also more likely to have attended a university sexual health 

promotion than those in the heterosexual cisgender group (19.3% versus 9.1%, (X2 (2, N 

= 502) = 7.71, p = .021). Again, LGBTI students were significantly less likely to have found 

these promotions relevant (X2 (3, N = 54) = 10.30, p = .016). Of those who had attended a 

sexual health promotion event at university, only 43.8% of LGBTI group members said it 

was relevant or very relevant, compared to 76.3% of heterosexual cisgender respondents. 
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Figure 5.3 - Comparison of previous sexual health learning experiences by LGBTI status (n=502) 

	

Those respondents who had not attended any university sexual health promotion events 

were asked to select all the factors that most discouraged them from attending. Among 

both LGBTI and heterosexual cisgender groups the two most commonly selected responses 

were ‘I haven’t seen any advertised’ (53.7% and 43.8% respectively) and ‘I already know 

enough about sexual health’ (38.8% and 36.7%, Table 5.15). At the third reason the two 

groups began to diverge, with LGBTI respondents choosing ‘It’s embarrassing’ (32.8%) and 

heterosexual cisgender respondents selecting ‘my behaviours aren’t risky’ (34.1%). None of 

the reasons listed yielded statistically significant differences between LGBTI and 

heterosexual cisgender groups except for the ‘other’ category. LGBTI students were twice 

as likely to select this option, with the issue of current promotions not being personally 

relevant a key theme.  
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Table 5.15 – Reasons for having never attended university sexual health promotions by response 
frequency rank and percentage of LGBTI and heterosexual groups 

Reason LGBTI rank and  

(%) 

n = 67 

Heterosexual rank and 

(%) 

n = 381 

I haven't seen any advertised 1 (53.7%) 1 (43.8%) 

I already know enough about sexual 

health 

2 (38.8%) 2 (36.7%) 

It's embarrassing 3 (32.8%) 5 (26.8%) 

I haven't had sex 4 (31.3%) 6 (24.7%) 

I don't have the time 5 (29.9%) 4 (30.2%) 

My behaviours aren't risky 6 (26.9%) 3 (34.1%) 

It would be boring 7 (19.4%) 8 (15.2%) 

I haven't had many sexual partners 7 (19.4%) 7 (18.9%) 

I always use protection 9 (13.4%) 9 (11.0%) 

Other 10 (10.4%) 11 (5.2%) 

They are far away / difficult to get to 11 (9.0%) 10 (6.3%) 

	

	

Sexual	health	promotion	preferences	and	provision	

LGBTI and heterosexual cisgender respondents shared the same top three preferences for 

event type (Table 5.16). These were social events with a sexual health message (50.6% and 

44.6% respectively), guest speakers (41.0% and 42.2%) and sexual health testing (38.6% 

and 35.6%). For the top two preferred event types, this matched with the events reported 

in the Promotion Survey, however at third preference this diverged. While workshops were 

the third most likely type of event to take place, they were the least preferred of the six 

options presented for both LGBTI and heterosexual cisgender groups. In contrast, both 

group’s third preference, sexual health testing, was the least likely event to take place out 

of the options given, being run in only 6.5% of the Promotion Survey event responses.  

	

In both LGBTI (X2 (1, N = 145) = 19.60, p < .001) and heterosexual cisgender (X2 (1, N = 

481) = 21.10, p < .001) groups the demand for sexual health testing was significantly higher 

than the supply of these events as reported in the Promotion Survey. This was also the case 
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for relevant movies, for LGBTI (X2 (1, N = 145) = 9.64, p = .002) and heterosexual cisgender 

respondents (X2 (1, N = 481) = 12.54, p < .001). 

	

Table 5.16 – Event preferences by response frequency rank and percentage of respondents for LGBTI 
and heterosexual groups compared with events run 

Event type LGBTI rank and 

(%) 

n = 83 

Heterosexual rank 

and (%) 

n = 419 

Event rank and 

(%) 

n = 62 

Social event with a sexual health 

message 

1 (50.6%) LL 1 (44.6%) LL 1 (72.6%) 

Guest speaker 2 (41.0%) 2 (42.2%) L 2 (56.5%) 

Sexual health testing 3 (38.6%) HH 3 (35.6%) HH 6 (6.5%) 

Question & answer panel 4 (30.1%) 5 (24.1%) 3 (35.5%) 

Relevant movie 5 (28.9%) HH 4 (29.4%) HH 5 (8.1%) 

Workshop 6 (22.9%) 6 (17.2%) LL 3 (35.5%) 

Other 7 (1.2%) 7 (2.1%) 7 (1.6%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

	

Sexual	health	topics	

Out of 30 listed topics, 15 showed a statistically significant difference between LGBTI 

group selection and the topics currently featuring in university sexual health events 

(Table 5.17). In ten of these topics LGBTI group demand was significantly higher than 

event supply. These topics include gay, lesbian and bisexuality issues (ranked 1st, X2 (1, N = 

145) = 7.24, p = .007), transgender and intersex issues (ranked equal 4th, X2 (1, N = 145) = 

6.42, p = .011) and pleasure (ranked equal 6th, X2 (1, N = 145) = 10.45, p = .001). The top 

three topics for LGBTI respondents were gay, lesbian and bisexuality issues (74.7%), sexual 

harassment and sexual assault prevention (51.8%) and consent (49.4%).  

  

For the heterosexual cisgender group, 19 topics showed a statistically significant difference 

between heterosexual cisgender group selection and the topics currently featuring in 

university sexual health events. In ten of these topics heterosexual cisgender demand was 

significantly higher than event supply. These topics include women’s health (ranked 1st, X2 
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(1, N = 481) = 4.03, p = .045), pleasure (4th, X2 (1, N = 481) = 9.00, p = .003) and men’s 

health (6th, X2 (1, N = 481) = 4.14, p = .042). The top three topics for heterosexual cisgender 

respondents were women’s health (45.8%), respectful relationships (44.4%) and sexual 

harassment and sexual assault prevention (41.3%). 
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Table 5.17 – Topic preferences by response frequency rank and percentage of respondents for LGBTI 
and heterosexual groups compared with events run 

Topic LGBTI rank 
and (%) 
n = 83 

Heterosexual rank 
and (%) 
n = 419 

Event rank 
and (%) 
n = 62 

Gay, lesbian and bisexuality issues 1 (74.7%) HH 25 (18.6%) LL 6 (53.2%) 
Sexual harassment and sexual assault 
prevention 

2 (51.8%) 3 (41.3%) 6 (53.2%) 

Consent 3 (49.4%) LL 9 (35.3%) LL 3 (71.0%) 
Transgender and intersex issues 4 (48.2%) H 26 (17.7%) 16 (27.4%) 
Women's health issues (e.g. cervical 
cancer) 

4 (48.2%) 1 (45.8%) H 14 (32.3%) 

Different cultural expectations about sex 6 (47.0%) HH 7 (37.0%) HH 21 (19.4%) 
Pleasure 6 (47.0%) HH 4 (40.8%) HH 20 (21.0%) 
Safe sex 6 (47.0%) LL 5 (40.6%) LL 1 (79.0%) 
Respectful relationships 9 (45.8%) L 2 (44.4%) LL 4 (62.9%) 
Who to contact for sexual health support 10 (44.6%) 10 (35.1%) LL 5 (58.1%) 
Abortion 11 (42.2%) HH 14 (31.5%) HH 24 (9.7%) 
Domestic violence prevention 12 (41.0%) 12 (34.1%) 15 (29.0%) 
HIV/AIDS 13 (38.6%) 20 (24.6%) LL 10 (40.3%) 
Pornography 14 (36.1%) HH 23 (22.2%) HH 28 (4.8%) 
STI impacts/symptoms 14 (36.1%) 13 (33.7%) 9 (41.9%) 
Men's health issues (e.g. testicular cancer) 16 (33.7%) 6 (37.5%) H 19 (24.2%) 
STI testing 16 (33.7%) 15 (31.3%) 11 (38.7%) 
Emergency contraception (e.g. the 
morning after pill) 

18 (32.5%) 7 (37.0%) 17 (25.8%) 

Sex work 18 (32.5%) HH 27 (16.7%) 25 (8.1%) 
Alcohol and sex 20 (31.3%) L 16 (29.8%) LL 8 (48.4%) 
Alternative barrier methods (e.g. dams, 
female condoms) 

20 (31.3%) 22 (22.9%) L 12 (37.1%) 

Long acting reversible contraception (e.g. 
implanon, IUDs) 

20 (31.3%) H 17 (27.9%) H 22 (16.1%) 

STI statistics 23 (30.1%) 18 (26.5%) 13 (35.5%) 
The pill 24 (28.9%) 10 (35.1%) 17 (25.8%) 
Dating and hook up apps/websites (e.g. 
Tinder and Grindr) 

25 (26.5%) HH 24 (21.5%) HH 27 (6.5%) 

Anatomy 26 (24.1%) HH 28 (14.6%) H 28 (4.8%) 
Sexting and digital privacy 26 (24.1%) 19 (25.8%) H 23 (12.9%) 
Condoms 28 (18.1%) LL 21 (23.4%) LL 2 (77.4%) 
Abstinence 29 (12.0%) 29 (11.7%) 25 (8.1%) 
Other 30 (3.6%) 30 (2.1%) 30 (0.0%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  
Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  
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Incentives	and	motivating	factors	to	attend	

LGBTI and heterosexual cisgender group members shared the same ordering of preferred 

incentives. The most frequently chosen incentive was free food (51.8% and 53.2% 

respectively), followed by combination with a social event (45.8% and 43.2%) and free 

alcohol (37.3% and 33.9%) (Table 5.18). Free alcohol was the only statistically significant 

difference when comparing LGBTI (X2 (1, N = 145) = 9.26, p = .002) and heterosexual 

cisgender (X2 (1, N = 481) = 9.41, p = .002) demand with event supply. Alcohol was the 

least likely type of incentive to be provided at existing university sexual health promotion 

events.  

	

Table 5.18 – Incentive preferences by response frequency rank and percentage of respondents for 
LGBTI and heterosexual groups compared with events run 

Incentive LGBTI rank 

and (%) 

n = 83 

Heterosexual rank 

and (%) 

n = 419 

Event rank 

and (%) 

n = 62 

Free food and/or non-alcoholic drinks 1 (51.8%) 1 (53.2%) 1 (66.1%) 

Combined with social activity (e.g. 

party, movie night) 

2 (45.8%) 2 (43.2%) 2 (45.2%) 

Free alcohol 3 (37.3%) HH 3 (33.9%) HH 4 (14.5%) 

Other 4 (2.4%) 4 (6.0%) 3 (19.4%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

	

The most commonly chosen motivating factor for LGBTI and heterosexual cisgender 

groups was ‘knowing a friend who was going’ (Table 5.19). While this was the same for 

both groups, there was also a significant difference in the degree of selection (X2 (1, N = 

502) = 10.28, p < .001) with 75.9% of LGBTI respondents selecting this option compared 

to 57.0% of heterosexual cisgender respondents. The only other significant difference (X2 

(1, N = 502) = 82.26, p < .001) between the two groups was ‘relevant to my sexual 

orientation’, chosen by 61.4% of LGBTI respondents (2nd) and 15.5% of heterosexual 

cisgender respondents (10th). The second most common response among heterosexual 

cisgender respondents was free food and non-alcoholic drinks at 53.2%.  
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Table 5.19 - Motivating factors to attend by response frequency rank and percentage of respondents for 
LGBTI and heterosexual groups 

Motivation LGBTI rank and 

(%) 

n = 83 

Heterosexual rank 

and (%) 

n = 419 

Knowing a friend who was going 1 (75.9%) ** 1 (57.0%) 

Relevant to my sexual orientation 2 (61.4%) ** 10 (15.5%) 

Free food and/or non-alcoholic drinks 3 (51.8%) 2 (53.2%) 

Combined with social activity (e.g. party, 

movie night) 

4 (45.8%) 3 (43.2%) 

Free sexual health testing 5 (39.8%) 4 (36.8%) 

Free giveaways/prizes 6 (37.3%) 7 (29.4%) 

Free safe sex supplies 6 (37.3%) 6 (31.5%) 

Free alcohol 6 (37.3%) 5 (33.9%) 

The opportunity to meet new people 9 (24.1%) 8 (21.7%) 

Games 10 (21.7%) 9 (16.7%) 

Sensitive to my culture 11 (15.7%) 11 (9.8%) 

Presented in my first language (if other than 

English) 

12 (2.4%) 13 (4.1%) 

Other 13 (2.4%) 12 (6.0%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 
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5.5 Male versus female comparisons 

Of the 502 complete responses to the Student Survey, 297 respondents identified as female 

and 201 identified as male. As only four respondents selected ‘other’ in terms of gender, 

statistical analysis for this group was not possible. As such for this section only 498 

responses were considered for analysis. 

 

Sexual	experience	

In the Student Survey 26.9% of male respondents had had sexual intercourse with two or 

more partners or oral sex with two or more partners in the past year and were classed as 

higher-risk. Amongst females this proportion was slightly lower at 20.2%, however this 

difference was not statistically significant.  

	

Testing	

Ever having had a sexual health test was more common among females (62.4%) than males 

(43.8%). This difference was statistically significant (X2 (2, N = 498) = 12.60, p = .002).  

This pattern continued when looking only at tests occurring in the past twelve months, 

with 30.5% of females tested compared to only 22.6% of males. Again, this difference was 

statistically significant (X2 (2, N = 498) = 13.80, p = .003). 

	

When analysing why students had not been tested the three most commonly selected 

responses were shared between the two groups. Among females who had never been tested 

the most common reason why was ‘I haven’t had many sexual partners’ (68.4%) followed 

by ‘my behaviours aren’t risky’ (57.0%) and ‘I always use protection’ (31.6%) (Table 5.20). 

For males who had never been tested, the most common reason was ‘my behaviours aren’t 

risky’ (64.6%), followed by ‘I haven’t had many sexual partners’ (54.9%) and ‘I always use 

protection’ (31.7%). ‘I can’t afford it’ was the only reason where responses were 

significantly different with more females than males selecting this option (X2 (1, N = 161) 

= 3.93, p = .047). 
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Table 5.20 - Reasons for having never received a sexual health test by response frequency rank and 
percentage of respondents by gender 

Reason Female rank and (%) 

n = 210 

Male rank and (%) 

n = 146 

I haven't had many sexual partners 1 (68.4%) 2 (54.9%) 

My behaviours aren't risky 2 (57.0%) 1 (64.6%) 

I always use protection 3 (31.6%) 3 (31.7%) 

It's embarrassing 4 (26.6%) 5 (19.5%) 

Other 5 (16.5%) 7 (11.0%) 

I don't know where to get tested 6 (15.2%) 4 (22.0%) 

I don't have the time 7 (11.4%) 6 (15.9%) 

I can't afford it 8 (7.6%) * 11 (1.2%) 

I haven't had sex 9 (6.3%) 8 (4.9%) 

I'm afraid of doctors 9 (6.3%) 10 (3.7%) 

It's far away / difficult to get to 11 (3.8%) 8 (4.9%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 

	

Previous	sexual	health	learning	experiences	

Amongst females 86.9% (n = 258) of respondents had received sex education in their high 

school, compared to 84.1% (n = 169) of males (Figure 5.4). Of those who had received sex 

education, 41.1% of females said it was relevant or very relevant, compared to 43.8% of 

males. 

	

Females (11.8%) and males (9.0%) were less likely to have attended a university sexual 

health promotion than to have attended high school sex education. Of those who had 

attended a sexual health promotion event at university, 68.6% of females said it was 

relevant or very relevant, compared to 66.7% of males. 
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Figure 5.4 - Comparison of previous sexual health learning experiences by gender (n=498) 

 

Those respondents who had not attended any university sexual health promotions were 

asked to select all the factors that most discouraged them from attending. The top three 

reasons were the same amongst both females and males (Table 5.21). The most commonly 

selected responses were ‘I haven’t seen any advertised’ (49.2% and 39.9% respectively), ‘I 

already know enough about sexual health’ (37.4% and 37.2%) and ‘my behaviours aren’t 

risky’ (30.5% and 36.6%). The only comparison between male and female groups to yield 

a statistically significant difference was ‘I always use protection’ which was more frequently 

selected by males (X2 (1, N = 445) = 4.52, p = .034).  
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Table 5.21 – Reasons for having never attended university sexual health promotions by response 
frequency rank and percentage of respondents by gender 

Reason Female rank and (%) 

n = 262 

Male rank and (%) 

n = 183 

I haven't seen any advertised 1 (49.2%) 1 (39.9%) 

I already know enough about sexual 

health 

2 (37.4%) 2 (37.2%) 

My behaviours aren't risky 3 (30.5%) 3 (36.6%) 

It's embarrassing 4 (30.2%) 5 (23.5%) 

I don't have the time 5 (29.4%) 4 (31.7%) 

I haven't had sex 6 (26.7%) 5 (23.5%) 

I haven't had many sexual partners 7 (16.8%) 7 (21.9%) 

It would be boring 8 (14.1%) 8 (18.6%) 

I always use protection 9 (8.8%) 9 (15.3%)* 

Other 10 (8.0%) 11 (3.3%) 

They are far away / difficult to get to 11 (7.6%) 10 (5.5%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 

	

Sexual	health	promotion	preferences	and	provision	

Female and male rankings for event types aligned exactly across the six options presented 

(Table 5.22). The two most frequently chosen events were a social event with a sexual health 

message (48.1% and 40.8% respectively) and guest speakers (45.8% and 36.3%). These 

were also the most frequently reported types of events held in the Promotion Survey. 

However at third preference, male and female responses diverged from the events provided. 

Sexual health testing was the third most frequently chosen option for both female and male 

respondents, however it was the least likely event to take place out of the options given, 

being run in only 6.5% of the Promotion Survey event responses.  

	

In both female (X2 (1, N = 359) = 22.92, p < .001) and male (X2 (1, N = 263) = 17.87, p < 

.001) groups the demand for sexual health testing was significantly higher than the supply 

of these events as reported in the Promotion Survey. This was also the case for relevant 

movie options, for both females (X2 (1, N = 359) = 13.04, p < .001) and males (X2 (1, N = 

263) = 9.63, p = .002). 
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Table 5.22 – Event preferences by response frequency rank and percentage of respondents for female 
and male groups compared with events run 

Event type Female rank and 

(%) 

n = 297 

Male rank and 

(%) 

n = 201 

Event rank and 

(%) 

n = 62 

Social event with a sexual health 

message 

1 (48.1%) LL 1 (40.8%) LL 1 (72.6%) 

Guest speaker 2 (45.8%) 2 (36.3%) LL 2 (56.5%) 

Sexual health testing 3 (37.7%) HH 3 (33.8%) HH 6 (6.5%) 

Relevant movie 4 (30.3%) HH 4 (26.9%) HH 5 (8.1%) 

Question & answer panel 5 (29.0%) 5 (19.4%) LL 3 (35.5%) 

Workshop 6 (18.5%) LL 6 (16.9%) LL 3 (35.5%) 

Other 7 (2.7%) 7 (1.0%) 7 (1.6%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

	

Sexual	health	topics	

Out of 30 listed topics, 20 showed a statistically significant difference between female 

selection and the topics currently featuring in university sexual health events (Table 5.23). 

In twelve of these topics female demand was significantly higher than event supply. These 

topics include women’s health (ranked 1st, X2 (1, N = 359) = 22.77, p < .001), pleasure (4th, 

X2 (1, N = 359) = 15.07, p < .001) and different cultural expectations around sex (5th, X2 

(1, N = 359) = 13.44, p < .001). The top three topics for females were women’s health 

(65.0%), sexual harassment and sexual assault prevention (51.5%) and respectful 

relationships (50.8%). 
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Table 5.23 – Topic preferences by response frequency rank and percentage of respondents for female 
and male groups compared with events run 

Topic Female rank 
and (%) 
n = 297 

Male rank 
and (%) 
n = 201 

Event rank 
and (%) 
n = 62 

Women's health issues (e.g. cervical cancer) 1 (65.0%) HH 23 (18.9%) L 14 (32.3%) 
Sexual harassment and sexual assault 
prevention 

2 (51.5%) 8 (29.9%) LL 6 (53.2%) 

Respectful relationships 3 (50.8%) 3 (34.8%) LL 4 (62.9%) 
Pleasure 4 (47.8%) HH 4 (32.3%) 20 (21.0%) 
Different cultural expectations about sex 5 (44.4%) HH 9 (29.4%) 21 (19.4%) 
Safe sex 6 (43.4%) LL 2 (38.3%) LL 1 (79.0%) 
Emergency contraception (e.g. the morning 
after pill) 

7 (42.4%) H 12 (27.4%) 17 (25.8%) 

Who to contact for sexual health support 7 (42.4%) L 12 (27.4%) LL 5 (58.1%) 
Domestic violence prevention 9 (42.1%) 16 (24.9%) 15 (29.0%) 
Consent 10 (41.8%) LL 6 (31.3%) LL 3 (71.0%) 
The pill 11 (40.7%) H 18 (23.9%) 17 (25.8%) 
Abortion 12 (39.4%) HH 19 (23.4%) H 24 (9.7%) 
Long acting reversible contraception (e.g. 
implanon, IUDs) 

13 (36.0%) HH 24 (17.4%) 22 (16.1%) 

STI impacts/symptoms 14 (35.4%) 4 (32.3%) 9 (41.9%) 
STI testing 15 (34.0%) 11 (28.4%) 11 (38.7%) 
Gay, lesbian and bisexuality issues 16 (31.3%) LL 21 (21.4%) LL 6 (53.2%) 
Alternative barrier methods (e.g. dams, 
female condoms) 

17 (29.6%) 25 (14.9%) LL 12 (37.1%) 

Alcohol and sex 18 (29.3%) LL 7 (30.8%) L 8 (48.4%) 
Transgender and intersex issues 19 (28.6%) 28 (12.4%) LL 16 (27.4%) 
HIV/AIDS 20 (27.3%) L 15 (25.9%) L 10 (40.3%) 
Sexting and digital privacy 20 (27.3%) H 19 (23.4%) 23 (12.9%) 
Men's health issues (e.g. testicular cancer) 22 (26.3%) 1 (53.2%) HH 19 (24.2%) 
STI statistics 23 (25.9%) 9 (29.4%) 13 (35.5%) 
Dating and hook up apps/websites (e.g. 
Tinder and Grindr) 

24 (23.2%) HH 22 (20.4%) H 27 (6.5%) 

Pornography 24 (23.2%) HH 16 (24.9%) 
HH 

28 (4.8%) 

Sex work 26 (21.9%) H 25 (14.9%) 25 (8.1%) 
Condoms 27 (19.5%) LL 14 (26.9%) LL 2 (77.4%) 
Anatomy 28 (17.8%) H 27 (12.9%) 28 (4.8%) 
Abstinence 29 (11.8%) 29 (11.4%) 25 (8.1%) 
Other 30 (3.0%) 30 (1.5%) 30 (0.0%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  
Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  
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For the males, 16 topics showed a statistically significant difference between male group 

selection and the topics currently featuring in university sexual health events. In four of 

these topics male demand was significantly higher than event supply. These topics include 

men’s health (ranked 1st, X2 (1, N = 263) = 16.07, p < .001), pornography (16th, X2 (1, N = 

263) = 11.82, p < .001) and abortion (19th, X2 (1, N = 263) = 5.53, p = .019). The top three 

topics for males were men’s health (53.2%), safe sex (38.3%) and respectful relationships 

(34.8%).  

	

Incentives	and	motivating	factors	to	attend	

Female and male respondents shared the same ordering of preferred incentives 

(Table 5.24). The most frequently chosen incentive was free food (57.6% and 45.8% 

respectively), followed by combination with a social event (46.1% and 39.8%) and free 

alcohol (33.0% and 36.8%). Free alcohol was the only statistically significant difference 

where female (X2 (1, N = 359) = 8.37, p = .004) and male (X2 (1, N = 263) = 10.91, p < .001) 

demand was higher than event supply. Alcohol was the least likely type of incentive to be 

provided at existing university sexual health promotion events.  

 

Table 5.24 – Incentive preferences by response frequency rank and percentage of respondents for female 
and male groups compared with events run 

 Female rank and 

(%) 

n = 297 

Male rank 

and (%) 

n = 201 

Event rank 

and (%) 

n = 62 

Free food and/or non-alcoholic drinks 1 (57.6%) 1 (45.8%) LL 1 (66.1%) 

Combined with social activity (e.g. 

party, movie night) 

2 (46.1%) 2 (39.8%) 2 (45.2%) 

Free alcohol 3 (33.0%) HH 3 (36.8%) HH 4 (14.5%) 

Other 4 (6.4%) 4 (4.0%) 3 (19.4%) 

Student interest was significantly higher than event provision at: H p < 0.05, HH p < 0.01  

Student interest was significantly lower than event provision at: L p < 0.05, LL p < 0.01  

 

The main motivating factors for the female and male groups were similar, with the presence 

of friends, food and social activity the top three motivators for both (Table 5.25). However 

despite this similarity in terms of rankings, four motivations were significantly different 
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between males and females. These topics were ‘knowing a friend who was going’ (X2 (1, N 

= 498) = 6.12, p = .013), ‘free food and/or non-alcoholic drinks’ (X2 (1, N = 498) = 6.70, p 

= .010), ‘free giveaways/prizes’ (X2 (1, N = 498) = 8.10, p = .004) and ‘sensitive to my culture’ 

(X2 (1, N = 498) = 6.18, p = .013). In all cases where the results were significantly different, 

females were more likely than males to select the option. ‘Free giveaways/prizes’ was the 

factor with the greatest difference between groups, ranking 5th for females (35.4%) and 8th 

for males (23.4%). 

	

Table 5.25 – Motivating factors to attend events by response frequency rank and percentage of 
respondents for female and male groups 

Motivation Female rank and (%) 

n = 297 

Male rank and (%) 

n = 201 

Knowing a friend who was going 1 (64.3%) * 1 (53.2%) 

Free food and/or non-alcoholic drinks 2 (57.6%) ** 2 (45.8%) 

Combined with social activity (e.g. party, 

movie night) 

3 (46.1%) 3 (39.8%) 

Free sexual health testing 4 (40.7%) 5 (32.3%) 

Free giveaways/prizes 5 (35.4%) ** 8 (23.4%) 

Free alcohol 6 (33.0%) 4 (36.8%) 

Free safe sex supplies 7 (32.7%) 5 (32.3%) 

Relevant to my sexual orientation 8 (22.6%) 9 (22.9%) 

The opportunity to meet new people 9 (19.2%) 7 (26.4%) 

Games 10 (17.8%) 10 (16.9%) 

Sensitive to my culture 11 (13.5%) * 11 (6.5%) 

Other 12 (6.4%) 13 (4.0%) 

Presented in my first language (if other than 

English) 

13 (3.4%) 12 (4.5%) 

Significantly higher than the other group at: *p < 0.05, **p < 0.01 

 

5.6 Chapter summary 

This chapter used data from the Student and Promotion Surveys to show how different 

groups of students could be better reached by sexual health promotions. Key points of 

interest are listed below. 
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Higher versus lower risk comparisons 

• There was no significant difference in reporting ‘I haven’t had many sexual 

partners’ as a reason why respondents hadn’t been tested, despite the higher-risk 

group being defined on their higher number of partners. 

• The higher-risk respondents were significantly more likely to attend university 

promotions, however still less than a quarter of this group had done so.  

• Sexual health testing was the second preference of the higher-risk group but it was 

the least likely type of event to happen. 

• Free alcohol was the top incentive for higher-risk respondents. 

• Higher-risk respondents were significantly more likely to be motivated to attend 

events by social factors, testing and safe sex supplies 

 

International versus domestic comparisons 

• Embarrassment was one of the top three reasons why international students had 

not been tested. 

• International students were significantly less likely to have received sex education 

at high school, and were less likely to find university events relevant. 

• The preferred event types of international students (sexual health testing and 

relevant movies) were the least likely to take place. 

• Domestic students were significantly more likely to want alcohol as an incentive. 

• International students were more likely to select ‘sensitive to my culture’ as a 

motivating factor to attend an event. 

 

LGBTI versus heterosexual cisgender comparisons 

• LGBTI respondents were more likely to have had sex education and to attend 

sexual health promotion events at university, but were significantly less likely to 

have found them relevant. 

• LGBTI respondents listed embarrassment as the third most common reason for 

not attending university sexual health promotion events.  

• LGBTI respondents wanted more LGBTI tailored content. 

• ‘Knowing a friend who was going’ was significantly more likely to be reported as a 

motivation to attend events by LGBTI respondents even though it was the top 

rank for both groups. 
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Female versus male comparisons 

• Males were significantly less likely to have been tested (both ever and recently). 

• Females and males were largely similar in terms of previous sexual health learning 

experiences and preferences for future events. 

• Wanting to know more about ‘pleasure’ as a topic was highly gendered: demand 

was significantly greater than supply for women, but not for men. 

• ‘Knowing a friend who was going’ and free food were more important for women 

than men (though still ranked first and second for both). 

 

Common features across all groups 

• The majority of students have never attended a sexual health promotion at 

university. 

•  ‘My behaviours aren’t risky’ and ‘I haven’t had many sexual partners’ were the 

two most common reasons given by those who hadn’t been tested. 

• The demand for sexual health testing and relevant movies was significantly higher 

than current supply. 

• ‘Knowing a friend who was going’ was the most commonly selected motivation to 

attend events.  
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Chapter 6: Results – The Sexy Trivia trial 
 

This chapter presents results from the Sexy Trivia trial, whose method is described in 

section 3.4.3. Sexy Trivia was designed to be a fun and interactive way to learn about sexual 

health messages, taking into account the key findings and implications from the surveys 

and interviews reported in sections 4.5 and 5.6. In the form of a peer-led trivia night, this 

program aimed to appeal to an audience beyond those already interested in sexual health 

by focusing on the social aspect first and foremost. This event was compared with a Sexual 

Health Talk from Sexual Health and Family Planning ACT (as described in section 3.4.3.2) 

on a number of measures of success that were identified by peer educators and professional 

sexual health workers in section 4.4.2: reaching people, transferring knowledge, and 

changing attitudes and behaviours. To compare these events participants from two 

organisations within a single university were randomly allocated to attend either the Sexual 

Health Talk or Sexy Trivia and then completed anonymous surveys about their experience. 

In addition, the two peer educators who ran a Sexy Trivia event within their university 

groups were interviewed about the event and their role. Pseudonyms are used throughout 

these results to protect the identity of participants.  

 

6.1 Demographic information 

Overall, the demographic composition of the two sessions was similar apart from gender 

composition. There were no significant differences found between the two groups in terms 

of age, sexual orientation or nationality. The Sexual Health Talk had an average participant 

age of 19.7 and Sexy Trivia had an average of 19.2 years (Table 6.1). Both the Sexual Health 

Talk and Sexy Trivia were predominantly heterosexual (67% and 71% respectively), but 

with high proportions of bisexual (24% and 15%) and homosexual (9% and 12%) 

respondents. Participants were also mainly domestic students, comprising 83% of the 

Sexual Health Talk and 79% of Sexy Trivia attendees. However despite random allocation 

to the different groups there was a significant difference in gender composition of the 

sessions (X2 (1, N = 80) = 4.33, p = .037). The Sexual Health Talk was predominantly female 

(67%), while males made up a slight majority in Sexy Trivia (56%). To account for this 

imbalance gender was added as a predictor along with session type when calculating 
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estimated marginal means. No participants identified as ‘other’ in terms of gender in either 

session.  

 

Table 6.1 – Demographic information of research participants by session and overall 

 Sexual Health Talk 

n = 46 

Sexy Trivia 

n = 34 

Overall 

n = 80 

Average age 19.7 19.2 19.5 

    

Female 67% 44% 58% 

Male 33% 56% 43% 

Other 0% 0% 0% 

    

Heterosexual 67% 71% 69% 

Homosexual 9% 12% 10% 

Bisexual 24% 15% 20% 

Other 0% 3% 1% 

    

Domestic 83% 79% 81% 

International 17% 21% 19% 

 

 

6.2 Reaching people 

At both university groups where Sexy Trivia was held, group members were able to attend 

Sexy Trivia even if they did not wish to take part in the survey. At each Sexy Trivia event 

the total number of attendees was approximately double the number of survey respondents, 

resulting in approximately 80 attendees for Sexy Trivia overall. This was seen as a good 

outcome by peer educators in comparison with previous sexual health related events: 

 

[Turnout] was a lot higher than all of our other events and people were definitely 
talking about it more. 
Ankita, peer educator 

 

However as mentioned in the description of the different measures of success reported by 

peer educators in section 4.4.2, it is not simply the overall number of people taking part in 
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a promotion, but whether the promotion is attracting your target audience. One measure 

of this is whether the event is attended by more sexually active or higher risk students. 

 

In terms of survey respondents’ sexual experience, there was no significant difference 

between sessions (Table 6.2). In both the Sexual Health Talk and Sexy Trivia, 74% of 

participants reported ever having vaginal or anal intercourse and 83% reported ever having 

oral sex or intercourse. The percentage of each group that was classified as higher-risk was 

also very similar, with 50% of the Sexual Health Talk group having two or more intercourse 

partners in the previous year and 52% of Sexy Trivia respondents reporting the same. This 

was considerably higher than the percentage of respondents from the Student Survey 

(22.7%) despite the Sexual Health Talk and Sexy Trivia respondents only being asked about 

intercourse partners as opposed to both intercourse and oral sex partners as in the Student 

Survey. 

 

Having ever had a sexual health test was more common amongst the Sexual Health Talk 

participants however not significantly so. Of those who had ever had intercourse or oral 

sex, 47% of Sexual Health Talk respondents reported ever having tested, compared to 36% 

of Sexy Trivia respondents. Results were similar when looking only at those who had tested 

in the past 12 months, with 37% of Sexual Health Talk respondents and 25% of Sexy 

Trivia respondents in this category. 

 

Table 6.2 – Previous sexual experience of research participants by session 

 Sexual Health Talk 

n = 46 

Sexy Trivia 

n = 34 

Ever had intercourse (vaginal or anal sex) 74% 74% 

Ever had oral sex or intercourse 83% 83% 

Higher-risk (2+ intercourse partners) 50% 52% 

Ever had sexual health test* 47% 36% 

Sexual health test * 37% 25% 

* Only calculated for those who had experienced oral sex or intercourse (n = 38 for Sexual Health 

Talk and n = 28 for Sexy Trivia) 

 

Both peer educators identified first year students in their organisations as an important 

target audience in the interviews. While participation from later year residents was 
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welcome, this was seen by one peer educator as more a show of support from friends rather 

than providing information for those who really needed it: 

 

The [other sexual health] talk at the start of the year we had probably about twenty 
people come and that was in O-Week. Which was really disappointing… of the twenty 
people who came, 15 of them were second or third years who were my friends… And 
there were five first years who really needed to hear the information. 
Ankita, peer educator 

 

This information was also relevant as both the sexual health talk mentioned here and the 

comparison used in the trial were run by the same organisation. Despite a previous, very 

similar presentation having a much lower number of attendees, the Sexual Health Talk 

scored only slightly lower than Sexy Trivia in terms of fun. On a scale where ‘boring’ was 1 

and ‘fun’ was 5, the Sexual Health Talk had an estimated marginal mean of 4.24 (95% CI 

3.96 - 4.52) compared to Sexy Trivia’s average of 4.29 (95% CI 3.98 - 4.60). In addition, 

approximately half of the Sexual Health Talk participants who commented on what they 

enjoyed most about the session discussed positive presenter attributes such as making it 

fun and engaging.  

 

While both peer educators reported greater turnout from Sexy Trivia than from other 

sexual health related events, one still discussed encouraging people to attend as one of the 

most challenging parts of running Sexy Trivia:  

 

I don’t think there’s anything I would say that I was like “oh that went really badly, 
could’ve done that better”. Probably the only thing is, if we were to run it again I 
would love to get even more people involved. 
Laura, peer educator 

 

6.3 Transferring knowledge 

Many participants referred to the knowledge gained from the experience as the aspect of 

the session they enjoyed most: 
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I come from QLD, not taught this stuff, was totally unaware. 
Max, Sexual Health Talk  
 
[My favourite part was] learning new things. 
Jess, Sexy Trivia 

 

This was similar between the two sessions, with approximately a third of the respondents 

of each session referencing either specific information or general knowledge gained as their 

most enjoyed aspect.  

 

Results were also similar when participants were asked to rate the sessions in terms of 

interest and usefulness. On a scale where 1 was uninteresting and 5 was interesting Sexy 

Trivia scored an estimated marginal mean of 4.31 (95% CI 4.02 - 4.59) and the Sexual 

Health Talk scored 4.34 (95% CI 4.08 - 4.60). And where 1 was useless and 5 was useful 

Sexy Trivia had an estimated marginal mean of 4.16 (95% CI 3.91 - 4.41) compared to the 

Sexual Health Talk’s score of 4.27 (95% CI 4.04 - 4.50). These differences were not found 

to be statistically significant. Despite the two sessions not being statistically different overall, 

there was a significant interaction between gender and session in terms of usefulness (P = 

0.004). Females were more likely to report the Sexual Health Talk as being more useful, 

whereas males were more likely to give a higher score for Sexy Trivia (Table 6.3). 

 

Table 6.3 – Estimated marginal means of usefulness by gender and session  

 Male Female 

Sexy Trivia 4.32 [3.98, 4.65] 4.00 [3.62, 4.38] 

Sexual Health Talk 3.93 [3.56, 4.31] 4.61 [4.35, 4.88] 

Brackets show 95% confidence interval. 

 

Sexy Trivia included an opportunity for participants to ask questions anonymously, with 

responses provided by Siobhan, a professional sexual health promoter. This part of the 

event was highlighted by one of the peer educators as an effective way to make sure that 

attendees received accurate replies to their burning questions: 

 

…what else worked well? I think the anonymous questions, having Siobhan there was 
really helpful… one of the questions [the students] gave was “what are the symptoms 
of chlamydia in the twenty per cent of cases [that show symptoms]?” That kind of 
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stuff I would have no idea. I mean I should know but I just have no idea. So it was 
really helpful to have Siobhan there. 
Ankita, peer educator  

 

6.4 Changing attitudes 

Whilst reaching people can be seen as a prerequisite to further successes such as changing 

attitudes, it is by no means sufficient. The peer educators who led the event highlighted 

this during their interviews, drawing favourable comparisons between Sexy Trivia and 

previous events that had been less successful as they were only able to appeal to those 

already interested in sexual health: 

 

We’ve also run a discussion group, one was on online misogyny after ‘Lemonade’ 
came out… we had three people come and one of them was our head of hall [laughs]… 
So we had two residents come and both are already very engaged in that space. 
Ankita, peer educator 
 
We ran a consent talk early this year… It was a very small event. We tried to get as 
many people there as possible but because it was a talk— We provided snacks, but 
that was really the only incentive for people to come. And so the people who turned 
up were mostly people who already knew a lot about consent. 
Laura, peer educator  

 

If incentives were not appealing or the event itself was not seen as being sufficiently 

engaging then there was little chance of changing attitudes, as only people already espousing 

those ideas would be present. However the approach used in Sexy Trivia (increasing the 

appeal of the event through fun activities and desirable incentives) was not seen as the only 

option for one peer educator, with the idea of mandatory events a possibility: 

 

…so now what we’re trying to implement at [our organisation] is every O-Week and 
Bush Week you have a mandatory consent talk, that is given at the mandatory first 
year dinner. 
Laura, peer educator 

 

But despite advocating for a mandatory talk on consent, this peer educator did not believe 

talks were the most effective means for promoting sexual health in general. This was 

especially the case with regard to changing people’s attitudes about an often stigmatised 

subject: 



	 141 

…I think what worked really well was setting people up in groups to talk about this 
stuff together. So I think a talk— You know a talk by someone is great, but getting 
people to actually interact with each other and talk about things to do with sexual 
health together helped break down a lot of those barriers of taboo. So I think the 
whole idea of group trivia worked really well. As well as breaking it up with the fun 
games in the middle. 
Laura, peer educator 

 

While a change in attitude was not directly measurable due to the absence of a pre-test, in 

feedback from the sessions both the Sexual Health Talk and Sexy Trivia received one 

comment indicating attitude change: 

 

The speaker made us feel that it is totally cool to talk about things like this!!!!!!! 
Stacy, Sexual Health Talk  
 
FUN  Made sex, safe sex seem fun and interesting    
Adam, Sexy Trivia 

 

Respondents also provided data on two relevant topics in the post-event surveys. In 

addition to a score out of 5 for their personal attitudes towards testing for chlamydia each 

time they have a new sexual partner, the survey also provided scores for subjective norms 

or how they think others view testing. Examples of the questions asked to elicit these scores 

are described in section 3.4.3.3. Estimated marginal means for the attitude scores were 

similar between the two sessions, with the Sexual Health Talk scoring 4.31 (95% CI 4.12 - 

4.50) and Sexy Trivia scoring 4.40 (95% CI 4.19 - 4.61).  

 

Sexy Trivia participants had significantly higher estimated marginal means for combined 

subjective norm scores than the Sexual Health Talk (P = 0.017). Sexy Trivia’s estimated 

marginal mean was 3.46 (95% CI 3.27 - 3.65) compared to the Sexual Health Talk’s 3.15 

(95% CI 2.98 - 3.32). There was also a significant interaction between gender and session 

attended (P = 0.008). Female scores were very similar between sessions, whereas males who 

had attended Sexy Trivia reported higher subjective norm scores than those who attended 

the Sexual Health Talk (Table 6.4).  
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Table 6.4 – Estimated marginal means of subjective norm scores by gender and session 

 Male Female 

Trivia 3.63 [3.38, 3.88] 3.29 [3.01, 3.57] 

Talk 2.98 [2.70, 3.26] 3.33 [3.13, 3.52] 

Brackets show 95% confidence interval. 

 

6.5 Changing behaviours 

Two measures relevant to behavioural change were assessed in the survey; perceived 

behavioural control and behavioural intentions. Perceived behavioural control relates to 

the level of autonomy participants feel they have over whether they complete the target 

action, in this case, testing for chlamydia every time they have a new sexual partner. 

Behavioural intentions relates to the participant’s desire or intention to test for chlamydia.  

Estimated marginal means for perceived behavioural control scores were significantly 

higher for attendees of the Sexual Health Talk (P = 0.048). The estimated marginal mean 

for Sexy Trivia was 4.10 (95% CI 3.90 - 4.30) and for the Sexual Health Talk it was 4.38 

(95% CI 4.19 - 4.56).  

 

In terms of behavioural intentions there was no significant difference between the two 

sessions. Sexy Trivia had an estimated marginal mean of 3.44 (95% CI 3.20 - 3.68) 

compared to the Sexual Health Talk’s value of 3.51 (95% CI 3.29 - 3.73). While the 

interaction between gender and session was not statistically significant (P = 0.064), males 

were more likely to report higher behavioural intentions scores if they attended trivia 

whereas females reported higher scores after attending the Sexual Health Talk (Table 6.5).  

 

Table 6.5 – Estimated marginal means of behavioural intentions scores by gender and session 

 Male Female 

Trivia 3.53 [3.21, 3.84] 3.36 [3.00, 3.71] 

Talk 3.29 [2.93, 3.65] 3.73 [3.48, 3.98] 

Brackets show 95% confidence interval. 
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6.6 Chapter summary 

This chapter used a combination of quantitative and qualitative data to compare the 

efficacy of the Sexy Trivia event with a Sexual Health Talk. These two sessions were 

compared in terms of the measures of success identified by peer educators and professional 

sexual health promoters in section 4.4.2. The key points of interest are summarised below: 

• Sexy Trivia had higher turn-out than other sexual health promotion events within 

the same university communities.  

• A high proportion (~50%) of participants in the research were from the higher 

risk category. 

• There was no significant difference found between the two sessions in terms of 

fun, usefulness or interest. 

• Peer educators identified the need to reach those who are not already passionate 

about sexual health in order to facilitate attitudinal change. 

• One peer educator highlighted the discussion-generating nature of a trivia format 

as helping to change attitudes within university groups. 

• Participants from the Sexual Health Talk had significantly higher perceived 

behavioural control scores than Sexy Trivia participants.  

• Sexy Trivia participants had significantly higher subjective norm scores than the 

Sexual Health Talk. This was particularly the case for men. 

	  



	 144 

  



	 145 

Chapter 7: Discussion 
  

This chapter discusses the results from the interviews, surveys and the Sexy Trivia trial as 

presented in the three previous chapters. Using the three research questions that were 

explained in section 3.3 as the framework, it draws on these results and from the existing 

literature to determine how sexual health promotion in Australian universities can be 

improved. The chapter then explores the limitations of the present study and further 

research opportunities to expand upon the findings of this project. Finally it draws together 

these discussions to form conclusions for the thesis overall.  

 

7.1 Current peer educator sexual health promotion in 
Australian universities 

This research project illuminated the strengths and challenges of providing peer educator 

led sexual health promotions in an Australian university context. The following sections 

describe these issues in turn, before suggesting possible avenues to improve these sexual 

health promotions.  

 

7.1.1 Strengths of a peer educator approach 

One of the key strengths of a peer led approach is the access it can provide to a risky target 

population. While students from lower socio-economic backgrounds are less likely to 

attend university (Bradley et al., 2008), and lower socio-economic groups are often at risk 

in terms of sexual health outcomes (Crichton et al., 2015), existing literature and this 

research project show that university students are still at an elevated risk compared with 

the general population. Prior Australian research has shown that women who attended 

post-secondary education are more likely to have ever had a sexually transmissible infection 

and more likely to have one in the previous year (Grulich et al., 2014b). In addition, the 

proportion of heterosexual respondents from the Student Survey with two or more partners 

in the previous year was considerably higher than numbers reported for the general 

population by Rissel and colleagues (2014). As such it is clear that university students 

represent a valuable audience for sexual health promotion efforts. 
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The importance of this access to a higher risk population was demonstrated through this 

project in a number of ways. Peer educators recognised the benefits of being part of the 

community that one is trying to communicate with, however there were limits to how broad 

a community this could be. Some peer educators discussed how their organisation would 

seek to collaborate with university residences in order to tap into the high level of 

community. Based on this, the number of peer educators describing lacklustre attendance 

at their events and the fact that the presence of a friend was the key motivating factor for 

attendance reported across all groups in the survey, it is clear that simply being a student 

at the university is not enough to allow peer led events to be effective at encouraging 

turnout. Using peer educators in groups with higher levels of social bonding will likely be 

more effective at increasing engagement, in line with previous findings that community 

and social venues are more effective than public areas in attracting participants for on-site 

testing (Hengel et al., 2013). The results presented in this thesis also support a growing 

body of evidence that argues that beyond the negative influences often discussed as peer 

influence, young people’s social bonds can also have healthy or prosocial outcomes 

(Brechwald and Prinstein, 2011; van Hoorn et al., 2016). 

 

The use of peer educators is also an important approach to ensure the participation of the 

target demographic. Looking at the issue from a science communication point of view, this 

allows the process to be more closely aligned with dialogic or participatory models of 

engagement as the community is actively contributing to the communication (Burns et al., 

2003), rather than receiving a one-way transmission of information as espoused by the 

deficit model (Bubela et al., 2009). Through peer led events young people can help to shape 

the world that they live in. This is reflected in the demographics of the peer educators, 

where, to take one example, homosexual, bisexual and other non-heterosexual sexualities 

were markedly higher than in the general population (Richters et al., 2014). As members 

of the LGBTI community are often exposed to different and more complex sexual health 

issues, such as the higher rates of STIs among gay and bisexual men (Grulich et al., 2014b), 

as well as additional dangers from homophobic and transphobic abuse (Hillier et al., 2010), 

it is encouraging to see these groups taking leadership positions to tackle these issues. These 

findings support previous work which found high levels of activism among trans Australian 

youth (Jones and Hillier, 2013; Jones et al., 2015). 
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7.1.2 The challenges of a peer educator approach 

Peer educators and professionals identified a lack of training as a major challenge in 

effectively providing sexual health promotion through peer educators. This was no doubt 

linked to the small proportion of their role that was dedicated to sexual health. While many 

had a role focused on general health and wellbeing (of which sexual health was one part) 

or sexuality (which is one component of sexual health), none of the surveyed peer educators 

had a role based entirely on sexual health. From such a starting point it is unsurprising that 

peer educators identified gaps in their own understanding of the topic. Of the surveyed 

peer educators, 17% received no training at all and only a third believed they had received 

adequate training for the sexual health aspects of this role. Despite this, a larger proportion 

felt that they were well or very well prepared for the role. While this may seem inconsistent 

with the level of training provided, it likely reflects the valuable previous experience and 

background knowledge that individuals driven to participate as peer educators may possess. 

However not all peer educators share this confidence, with half of respondents feeling less 

than well prepared.  

 

This lack of training may be a driving factor behind the lack of events tailored to the needs 

of priority populations within sexual health, such as students from LGBTI and 

international communities. Tailoring for the LGBTI community showed considerable 

disparities between its different components. Looking solely at sexuality, 72% of peer 

educators reported having aspects aimed at lesbian, gay and bisexual students. In 

comparison, the number tailoring content towards transgender and intersex students was 

much lower, at 44%. However both these groups were considerably more likely to be 

targeted in promotions than international students. This is surprising given that 

international students make up a significant portion of the overall university cohort. 

Indeed in the Student Survey international students outnumbered LGBTI responses and 

national figures show that international students represent over a quarter of the total higher 

education population (Australian Government Department of Education and Training, 

2016c). In addition, culturally and linguistically diverse people (representing the majority 

of international students) are listed alongside men who have sex with men (from the LGBTI 

community) and youth as priority populations under Australia’s most recent Sexually 

Transmissible Infections Strategy (Australian Government Department of Health, 2014). 
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From this and the qualitative data from peer educators and professionals in this study, it is 

clear that international students need to be a focus within sexual health, yet current 

promotions do not seem tailored to address this demographic. When asked why peer 

educators had not considered a given demographic, the most common response across all 

categories was simply that it did not occur to them. Referring specifically to the lack of 

promotions targeting international students the second most likely answer was that they 

didn’t know enough about the relevant issues. These answers are unsurprising in the 

context of the very low proportion of student leader roles occupied by international 

students. Despite making up 25.8% of Australian university student enrolments in 2015 

(Australian Government Department of Education and Training, 2016c), less than 6% of 

student leaders from the Promotion Survey were international students.  

 

The under-representation of international students may stem from structural features of 

the types of student leader roles these peer educators are undertaking. When looking 

specifically at international students, the short duration of the role and the need to have 

been previously involved in the organisation may inhibit those on short term exchange 

from taking on a role. However it is also likely that racism, whether conscious or 

unconscious, could be influencing the likelihood of international students gaining the type 

of leadership positions that would be associated with being a peer educator. In a previous 

Australian study it was found that resumes submitted under names of non-Anglo-Saxon 

origin received fewer interview offers, with this effect particularly evident in roles with high 

levels of customer interaction (Booth et al., 2012). Given the high level of interaction with 

other students involved in a peer educator role it is possible that international students are 

missing out on opportunities due to these biases. 

 

In terms of the lack of training, peer educator roles are frequently of short duration, 

typically lasting a year or less, and as such the potential for, and desirability of, extensive 

training is greatly reduced compared to professional educators. This is congruent with 

reviews of peer educator programs focusing on sexual health, where training was generally 

of short duration (Kim and Free, 2008; Tolli, 2012). In addition, this research has shown 

that in the university sphere, a lack of understanding of the requirements of peer educator 

roles on behalf of the parent organisation (as distinct from sexual health focused 

organisations) may leave students with a lack of direction and appropriate training.  
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This in turn can have negative impacts on providing timely events and information for the 

student body. While many event-holding respondents reported having their sexual health 

promotion in orientation week to set community standards as a new cohort arrived, many 

other respondents were not able to achieve this. Despite realising the benefits of early 

events, some peer educators expressed disappointment in how late their events took place, 

due to a lack of preparation linked to the starting dates of the short term roles. This is 

especially important as orientation week and the first weeks of university often entail a 

significant number of social events, elevated levels of alcohol consumption and higher 

instances of unwanted sex (Kimble et al., 2008). Combined with the higher likelihood of 

attracting students during less assessment intensive periods, it is likely that earlier events 

would be more beneficial than those only occurring later in the year.  

 

Another key challenge in providing appropriate sexual health promotion to university 

students is the heterogeneity of needs. Despite sharing the student identity and a place of 

learning, university students can have a range of different needs and preferences. One key 

example of this was seen in discussions on whether mixed gender or single gender sessions 

were a better approach for university students. Peer educators and professionals identified 

advantages and drawbacks to either strategy, often related to the nature of the group being 

targeted. While transgender and intersex students may be excluded from a single sex event, 

this approach may be the only feasible one if working with international students from 

cultures where discussing sex is a greater taboo. From this and other examples we can see 

that there is not going to be one single method or event that can fulfil the needs of every 

student. As with all health promotions, it is vital to assess the needs of the community of 

interest and adapt the approach accordingly. Similar to the dialogue method in science 

communication (Burns et al., 2003), it is only by engaging with these communities and 

sharing their knowledge and perspectives that we can hope to effect change.  

 

Of course taking the time to engage with a group comes with its own set of challenges and 

costs. For the peer educators themselves investigating the needs of their organisation may 

happen on an anecdotal level, but it is unlikely that many students would have the training, 

time or resources to undergo large scale research on the topic. As such, this PhD has aimed 

to determine trends across specific groups of interest within universities in order to 
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facilitate action where it is most needed. These issues are addressed in research question 

two, with findings discussed in section 7.2 in this chapter. 

 

Similar to the lack of resources and training necessary to evaluate the needs of their 

organisation, peer educators may also find it difficult to evaluate the success of completed 

events. Peer educators identified four key elements of success for a sexual health 

promotion: 1) the number of people reached, 2) transfer of knowledge, 3) attitudes changed 

and 4) behaviours changed. The transfer of knowledge measure has clear parallels with the 

deficit model thinking that has historically dominated science communication (Simis et al., 

2016). However the inclusion of factors such as attitudinal change indicate that at least 

some peer educators agree with previous research suggesting that while important, 

knowledge is not the only determinant of attitudinal change (Sturgis and Allum, 2004). 

Only one of the measures of success; attendance, could be easily measured by peer 

educators. This may help to explain the prominence of low attendance as an area of concern 

for student leaders. In the Promotion Survey, engaging the community or getting people 

to attend events was the most commonly selected challenge of those listed, chosen by more 

than half of the respondents. While overcoming the awkwardness and stigma related to 

sexual health was less commonly reported in the survey, it was clear from interview 

responses that shame and stigma had a key role to play in determining attendance and 

success for a sexual health event. The shame related to sex and sexual health prevents that 

first, easily measureable step of simply turning up, and by doing so greatly restricts the 

number of people who could have their attitudes or behaviours changed. This has clear 

links to previous research where interviews with young people showed that even the act of 

undertaking a chlamydia test (as distinct from testing positive) could risk damaging one’s 

reputation and cause feelings of shame and stigma (Balfe et al., 2010). From the 

respondents’ data, and the available literature, it is likely that amongst the small number 

of people who do attend sexual health promotion events at universities a high proportion 

already have positive attitudes and high levels of knowledge about the topic. In this 

scenario, it is unlikely that events will help to change attitudes or behaviours among those 

most at risk unless modifications are made to render them more appealing to the target 

audience.  
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7.1.3 Suggestions for improving university sexual health promotion 

Collaboration between student leaders and sexual health organisations has the potential to 

be an effective means of promoting sexual health for university students. The benefit of 

complementing formal education with informal learning opportunities for science 

communication has been previously proposed (Stocklmayer et al., 2010), and young 

Australians have identified learning about some sexual health topics outside of the formal 

school environment as advantageous (Giordano and Ross, 2012). The majority of current 

peer educators report collaborating with at least one sexual health related organisation in 

order to help them achieve their goals, with sexual health and family planning clinics being 

the most common collaborators. Such collaborations have previously been identified in the 

literature for their value in training and supporting peer educators (O’Grady et al., 2009; 

Cupples et al., 2010). From the peer educators’ perspective, these collaborations may assist 

by providing the required expertise and depth of knowledge to present accurate sexual 

health information. However the value of these collaborations is not solely reaped by the 

peer educators. In interviews, sexual health promotion professionals identified their 

collaboration with student leaders and peer educators as an opportunity to access a priority 

population, aligning with the common perception in the literature of peer education as 

being a powerful tool for reaching marginalised groups and discussing sensitive topics (Kim 

and Free, 2008; Southgate and Aggleton, 2016) . Of course the potential of this approach 

is contingent on many factors, with the financial and staffing requirements of sexual health 

organisations a key constraint in their ability to deliver quality sexual health programs.  

 

Increased collaboration could take a number of different forms, with training 

opportunities, event plans and expert advice. Training provided by sexual health 

professionals could help to address the gaps that many current peer educators identified in 

their knowledge. However for this to be successful, organisers would have to acknowledge 

the limitations of such short-lived, and sometimes voluntary roles. Training that requires 

large amounts of time is unlikely to be practical for either the peer educators or the 

providing organisation, and the length of training provided has been shown not to correlate 

with the effectiveness of promotions in previous research (Harden et al., 1999). As such, 

brief training that focuses on how to refer students to relevant information and services, 

combined with how to plan and execute successful health promotion events, may be a 
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useful approach. One way that this could be delivered is through a peer educator guide, as 

was used in the Sexy Trivia trial method described in section 3.4.3.  The positive results 

from this method, and the finding that nearly all peer educators surveyed reported that 

such a guide would have been useful for them in their role, indicate promise for the 

approach of combining a guide with support from professionals.  

 

Another way that sexual health organisations could facilitate peer educators’ involvement 

would be through the provision of planning materials for events. As previously mentioned 

in section 7.1.2, the large burden of research required to create and evaluate an effective 

sexual health event is far beyond the role of a peer educator. To ensure uptake, events 

would have to be easy to organise and not require large outlays in terms of budget or time, 

aligning with previous recommendations that promotions must be conscious of the 

resource limitations of peer educators (Harden et al., 1999). Perhaps most importantly, for 

these events to be successful at attracting an audience that is not already engaged with 

sexual health issues, they will have to offer something beyond sexual health information. 

While previous science communication literature has discussed the need for more research 

into this challenge (Walker, 2012), these areas are equally important for health promotion 

research in order to create promotions that are appealing to those who need them most. In 

this thesis, the results indicate that incentives such as food or alcohol or events that include 

a fun, social element within pre-existing social groups are key factors for attracting 

university students in general. The following section 7.2 provides evidence as to how this 

can best be achieved for different groups of university audiences, and section 7.3 evaluates 

one attempt to specifically target higher risk students.  

 

7.2 Reaching different groups of students 

Following the recommendation of Harden et al. (1999) this thesis examined the preferences 

and needs of university students from a range of different groups, as young people are not 

homogenous. Comparisons were drawn in the results sections between the following 

groups: 

• Higher risk and lower risk students 

• International and domestic students 

• LGBTI and heterosexual cisgender students 
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• Female and male students 

 

7.2.1 The higher-risk group 

While the higher-risk group made up only approximately 23% of the student population 

in this study, they represented nearly 70% of the total number of sexual intercourse 

partners in the previous year. As people who have multiple sexual partners in a year are 

more likely to report having had an STI, it is likely that this subgroup would be 

overrepresented in terms of negative sexual health outcomes (Grulich et al., 2014b) and as 

such should be a focus for sexual health promotion. Thus far, however, the sexual health 

promotion needs of this population have not been fully explored in Australia. This thesis 

represents one of very few such attempts to address this lack of understanding.  

	

Higher-risk respondents who had attended university sexual health promotion events were 

likely to consider them relevant or very relevant, however the proportion of this group 

attending sexual health events was low. As many university sexual health promotion events 

are optional rather than mandatory, this would allow for the possibility of a self-selecting 

sample already interested in sexual health, similar to the volunteer bias found in sexuality 

research (Wiederman, 1999). This suggests that the small proportion of higher-risk students 

currently reached by sexual health promotion events may be mostly those who are already 

engaged with sexual health issues. To more effectively promote sexual health issues, it is 

clear that different strategies need to be used in order to reach an audience beyond this 

highly engaged group.  

 

Lack of advertising was the most commonly selected response as to why higher-risk 

respondents had not attended a university sexual health promotion. However as the 

respondents were not asked to rank the options they selected this does not imply that it 

was the most compelling reason, simply the most common. The next most likely response 

‘I already know enough about sexual health’ suggests the possibility of a feedback loop. If 

high self-perception of sexual health knowledge makes a student less likely to attend an 

event, they have little chance of encountering new information to challenge this attitude. 

This suggests that simply offering the information is not enough. In order to attract those 

most at risk other elements appealing to the higher-risk group must be provided. While the 
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use of incentives has already been shown to be effective at increasing participation in sexual 

health testing (Currie et al., 2010), it is not simply the higher numbers that are important, 

but the fact that the additional people gained were probably less likely to seek out 

information and testing on their own.  

 

Higher-risk students were more than twice as likely to have had a sexual health test in the 

past 12 months when compared with the lower-risk, sexually active students, however over 

half of the higher-risk group had not been tested within the past year. While this shows 

considerable room for improvement, it remains comparable with Australian averages with 

38.0% of men and 50.0% of women who had multiple partners in the previous year 

reporting testing in that period (Grulich et al., 2014b). When higher risk respondents who 

had never been tested were asked what factors influenced their decision, the two most 

commonly selected responses from the higher-risk group were ‘I haven’t had many sexual 

partners’ and ‘my behaviours aren’t risky’, despite the group being defined on the risk factor 

of having more sexual partners. This disconnect between behaviour and risk perception 

that has also been identified in a number of other studies on sexual health in universities 

(Downing-Matibag and Geisinger, 2009; Hickey and Cleland, 2013). A risk analysis 

perspective suggests this perception will be hard to overcome, as in general people base risk 

judgments on what they feel, not just what they think (Slovic et al., 2004). Activities marked 

by a positive emotion or affect are more likely to be deemed less risky and more beneficial, 

with factors such as sexual desire producing exceptionally powerful emotions (Slovic et al., 

2004). This indicates that trying to encourage testing by talking about the negative 

outcomes for higher-risk groups will likely be hampered by a low self-perception of risk. 

Instead, destigmatising testing and framing it as a proactive and responsible choice for all 

sexually active young people may be a more effective approach to increase participation.  

 

For both higher-risk and lower-risk groups a social event with a sexual health message was 

the most preferred event, matching current sexual health promotion activities as reported 

by the Promotion Survey respondents. However despite sexual health testing placing a close 

second in terms of higher-risk group ranking it was the least likely type of event to be 

currently taking place in universities. Given the reported willingness of Australian 

university students to increase  testing (MacPhail et al., 2017) and success of previous 
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university trials of programs that combined sexual health screening with a modest incentive 

(Currie et al., 2010), this suggests the possibility of effective expansion in this area. 

 

Of all the suggested incentives, free alcohol was the least likely option to be present at 

university sexual health events, despite alcohol being the most selected tangible incentive 

for higher-risk students. While university groups may hesitate to use alcohol due to 

concurrent aims to reduce binge drinking or the relatively higher cost, the provision of 

refreshments has already been used as an incentive for participation in successful on-site 

STI testing programs in settings such as football clubs (Gold et al., 2007). While more 

attractive incentives such as alcohol or money may be more expensive to provide, the 

increased uptake of testing can make it the more economical option once labour costs are 

included (Currie et al., 2010). 

 

Social factors were another key motivator for encouraging higher-risk respondents to attend 

promotions, as shown by the high rankings of ‘knowing a friend who was going’ and 

‘combined with social activity’. This is congruent with previous research which found that 

a student’s social support can play a defining role in determining important choices such 

as whether to drop out of university (Wilcox et al., 2005). This further suggests that focusing 

on campus groups with pre-existing social ties will be an effective means of maximising 

attendance at sexual health promotion events.   

 

Pleasure, emergency contraception and abortion were topics where interest from the 

higher-risk group was significantly greater than coverage by existing events. The high 

ranking of pleasure on this list may reflect a widespread lack of discussion in existing sex 

education, with fewer than 7% of young Australian women having learnt about it at school 

(The Equality Rights Alliance’s Young Women’s Advisory Group (YWAG), 2015). As 

pleasure was the most frequently selected topic that young Australians reported preferring 

to learn outside of school (Giordano and Ross, 2012), socially oriented sexual health events 

at university may provide a good platform for this information. Aside from encouraging 

“the possibility of having pleasurable and safe sexual experiences” (World Health 

Organisation, 2006) as per the World Health Organisation’s definition of sexual health, 

such an addition may help to attract audiences who would not otherwise attend. 
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7.2.2 International students 

International students were found to be significantly less likely to have tested for STIs when 

compared to their domestic counterparts. This difference in testing may reflect higher levels 

of stigma surrounding sexual health in their home culture as well as lower levels of risk 

taking behaviour, as suggested in previous literature (Rosenthal et al., 2008; Newton et al., 

2013; Botfield et al., 2015). While embarrassment was listed by only one in five domestic 

students as a reason to not have been tested, over one third of international students 

selected this option. In the survey the proportion of international students who were 

classified as higher-risk was less than half that of domestic students. This does not, however, 

mean that international students are not in need of sexual health information, simply that 

their needs are substantially different from those of domestic students.  

 

Highlighting the contrast between these two groups is the large divide between those who 

received sex education in their high school and those who did not. While the overwhelming 

majority of domestic students reported receiving sex education, over 40% of international 

students missed out on this information.  These results are congruent with existing data 

that shows China and India as the two main sources of international students in Australia, 

representing 38% of Australia’s non-domestic higher education students in 2015 

(Australian Government Department of Education and Training, 2016a). As neither 

China nor India have comprehensive sexuality education that reflects international 

standards and programs are either not implemented or optional (UNESCO, 2015), it is 

likely that these two countries are major influences behind the lack of sexuality education 

amongst international students in Australia. While there will be considerable variation in 

previous sexual health learning experiences based on country of origin, the data shows that 

overall domestic and international students will enter university with drastically different 

understandings of sexual health issues. 

 

This fundamental difference in previous sexual health learning experiences is likely to have 

played a major role in the determining the preferred topics for international students at 

university events. While safe sex and HIV/AIDS were among the most commonly selected 

topics for international students, they were rarely chosen by domestic students, ranking 

12th and 23rd out of the 29 topics listed. In this regard, current university sexual health 
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promotions are better aligned with international student needs than those of domestic 

students, with a high focus on safe sex. However the lower rankings of topics such as safe 

sex by domestic students do not necessarily indicate that they believe this information to 

be useless. Given the historical origins of Australian sex education as focusing on how to 

prevent the transmission of HIV (Weaver et al., 2005), it is unsurprising that domestic 

respondents instead chose to highlight areas less likely to have been already covered 

through their previous formal sex education. Meanwhile, for those who have had less 

opportunity to learn about these topics, and for whose home countries the burden of HIV 

may be significantly higher than in Australia, university sexual health promotions may 

represent a much needed source of this information. This is supported by the reasons 

provided by international students who had never attended a university sexual health 

promotion event. While domestic students cumulatively selected ‘I already know enough 

about sexual health’ as their second most common response, international students chose 

it significantly less often. The fact that this response was twice as likely to be chosen by 

domestic students suggests that international students are conscious of the gaps in their 

own education regarding sexual health. 

 

However international students are even less likely to have attended a university based 

sexual health promotion event than their domestic counterparts, and those that did were 

less likely to find it relevant. From this, and the data on event type preferences, it is clear 

that current university sexual health promotions are not meeting the needs of international 

students. The top two preferences of domestic students were aligned with the event types 

currently on offer, whereas in contrast international students’ top two preferences (sexual 

health testing and relevant movies) were the least likely option to occur.  

 

The high level of support for sexual health testing may derive from cost or privacy concerns 

of international students. Although all international students are required to purchase 

overseas student health cover insurance (Australian Government Department of Health, 

2017), students may be unsure what this covers or unwilling to claim for an expense that is 

still deeply stigmatised. In addition to the coverage provided by insurance, international 

students in the study (like all residents of the Australian Capital Territory) also had access 

to a free sexual health clinic, however the existence of such a service is meaningless if new 



	 158 

arrivals to the city are unaware of its services. Future promotions or induction processes 

aimed at international students should consider including such information.  

 

International students also reported different incentives and motivations to attend sexual 

health promotion events. Although both international and domestic students showed 

support for combining sexual health events with a social element, international students 

were significantly less likely to select these options. This is possibly due to greater stigma 

surrounding the issues for culturally and linguistically diverse (CALD) youth populations 

in Australia (Newton et al., 2013). The two motivations that were significantly more likely 

to be selected by international students were for events that were ‘sensitive to my culture’ 

and ‘presented in my first language (if other than English)’. This aligns with previous 

research identifying these issues as barriers to the promotion of sexual health to CALD 

youth in Australia (Newton et al., 2013). While language concerns were not present in a 

large proportion of international student responses, the university participating in the study 

requires a certain level of English proficiency for enrolment and the survey was available 

only in English. As such it is unlikely that this result is indicative of other CALD groups.  

 

The need for culturally sensitive sexual health promotion has been discussed previously 

through key informant interviews in Australia’s sexual health programs (Newton et al., 

2013). In universities it is no doubt linked to the current lack of international 

representation amongst both peer educators and student leaders in general. While it may 

not be feasible to provide professional educators from the range of different backgrounds 

necessary to address the needs of the diverse groups of international students, the inclusion 

of peer educators from different cultural backgrounds may be a way to provide culturally 

appropriate events. Choosing suitable incentives and motivational strategies may play a key 

role in attracting international students as a target audience, and these may be substantially 

different to those used for other groups. To take one example, free alcohol, whilst a 

promising option for attracting higher-risk students, showed a clear split between 

international and domestic students. This divide is likely explained by differing attitudes 

towards alcohol consumption based on cultural and religious reasons. The four most 

common countries of origin among Australian international students are China, India, 

Singapore and Malaysia, and together they represented over half of all international 

students in 2015 (Australian Government Department of Education and Training, 2016a). 
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In these countries, alcohol consumption per capita ranges from 1.2 litres of pure alcohol 

per year in Malaysia to 6.7 litres in China, all far less than the 12.2 litres in Australia (World 

Health Organisation, 2014). Considering these large differences, such an incentive may 

have little impact, or even a negative impact, on international student engagement.  

 

7.2.3 LGBTI students 

Amongst LGBTI respondents, belonging to the higher-risk group was slightly, but not 

significantly, more likely than among heterosexual, cisgender respondents. However it is 

likely that this grouping fails to give a complete picture of the differing risk profiles of the 

component groups of the LGBTI acronym. Gay and bisexual men in the survey were more 

likely to be classed as higher-risk than lesbian and bisexual women, reflecting national 

trends of higher numbers of sexual partners among men who have sex with men (Grulich 

et al., 2014a). While combining these groups for analysis was necessary given their relative 

rarity in the sample population, this is not ideal. However, as LGBTI individuals are often 

grouped together in sexual health events at universities, such an analysis may help to 

provide guidance for sexual health promoters looking to address these audiences. 

 

LGBTI students were only slightly more likely to have ever been tested for STIs than 

heterosexual, cisgender students, however this gap widened when looking solely at tests 

occurring in the previous 12 months. This increased likelihood of testing has also been 

shown in previous Australian wide studies, with gay and bisexual men particularly more 

likely to test (Grulich et al., 2014b), and it suggests that LGBTI students at university 

recognise that they may be at higher risk for specific sexual health issues. While there was 

some difference in testing levels, LGBTI and heterosexual cisgender university students 

who had never been tested reported very similar reasons why. The only significant 

difference between the two groups was that LGBTI students were more likely to list 

difficulty getting to a testing location as a reason for not testing. Although this was not high 

on the list of reasons for LGBTI students, it may indicate that these students are less likely 

to feel comfortable asking for STI testing at the university health centre or their closest GP, 

resulting in missed testing opportunities. This is congruent with previous research that has 

underlined the often sub-optimal relationship between LGBTI people and general 

practitioners in Australia (Rosenstreich et al., 2011) and shown that many general 
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practitioners are uncomfortable dealing with gay or lesbian patients in an STI care setting 

(Khan et al., 2008). This highlights the need for programs specifically aimed at making 

priority populations feel safe and welcome when seeking testing. 

 

The need for sexual health promotion events covering LGBTI topics is clear when 

examining the students’ previous sexual health learning experiences. LGBTI students were 

more likely to have attended sex education in high school than their heterosexual, cisgender 

counterparts and were more than twice as likely to have attended a university based sexual 

health promotion. However despite this higher level of attendance, LGBTI students were 

significantly less likely to report feeling that these learning experiences were relevant to 

them. This problem was also seen in terms of topics presented at university sexual health 

promotions. LGBTI students, unsurprisingly, were much more likely to want to learn about 

sexuality and gender diversity topics than their heterosexual counterparts. Despite the well-

known higher risks faced by LGBTI individuals in terms of sexual health, current university 

events are also not providing sufficient information for this demographic, with demand for 

both gay, lesbian and bisexuality issues and transgender and intersex issues significantly 

higher than event supply. These results mirror other surveys that have found that many 

LGBTI students in Australia feel excluded by their school sex education (Hillier and 

Mitchell, 2008; Giordano and Ross, 2012; Robinson et al., 2014) and that LGBTI issues 

are rarely taught or absent in Australian schools (The Equality Rights Alliance’s Young 

Women’s Advisory Group (YWAG), 2015). This suggests that many LGBTI students, 

though motivated to learn more about sexual health, are currently unlikely to receive the 

information and support they need in either high school or university.  

 

Although students in the LGBTI community were more likely than heterosexual, cisgender 

students to have attended a sexual health promotion event at university, over 80% of this 

group had not. While the first two most selected reasons why students had not attended a 

sexual health promotion event at university were similar for both LGBTI and heterosexual 

cisgender students, at the third option these groups diverged. For heterosexual cisgender 

students, ‘my behaviours aren’t risky’ was the next most likely reason, however for LGBTI 

students it was instead embarrassment. This suggests that further efforts are needed to 

normalise and destigmatise LGBTI identities. Beyond inclusive sexual health promotion 

campaigns, progress may also be made towards this goal through legislative changes. 
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Research has shown a drop in teenage suicide attempts correlated with the introduction of 

same sex marriage legislation in the United States of America (Raifman et al., 2017) and 

leading health bodies have previously urged the Australian government to legalise same sex 

marriage to reduce discrimination and negative health outcomes for LGBTI Australians 

(Kennett et al., 2015; Australian Medical Association, 2017). As such, the recent passing of 

same sex marriage legislation in Australia may assist to destigmatise LGBTI identities.  

 

LGBTI and heterosexual cisgender students for the most part showed very similar 

preferences in terms of incentives and motivations to attend sexual health events. The only 

significant differences between the two were that LGBTI students were more likely to be 

motivated to attend due to knowing that a friend was also attending or that it would be 

relevant to their sexual orientation. While both heterosexual cisgender students and 

LGBTI students were most likely to report being influenced by the presence of friends, 

LGBTI students still chose this option significantly more often. Taken together with the 

high importance of information that is relevant to their sexual orientation and the 

influence of embarrassment it is clear that providing safe and inclusive environments to 

learn about sexual health is vital for improving outcomes. This is especially important given 

previous research showing that those who suffer LGBTI victimization in school have a 

significantly increased chance of developing mental and sexual health risks (Hillier et al., 

2010; Russell et al., 2011). 

 

 To successfully promote sexual health for LGBTI students it is likely that a combination 

of approaches will be needed. As LGBTI Australians are more likely to become sexually 

active at a younger age than their heterosexual, cisgender peers (Hillier et al., 2010), it is 

clear that relevant and non-discriminatory sexual health promotion is necessary well before 

students reach university. However, this does not decrease the need for effective university-

based promotions. Given the evidence from this thesis and previous works that 

demonstrate the lacklustre or absent nature of LGBTI-relevant sexual health education in 

Australian high schools (Giordano and Ross, 2012; Wiltshire and Donnelly, 2014) 

universities need to ensure they provide events that cater to this demographic.  While 

events aimed only at LGBTI students may be valuable in providing a depth of relevant 

information, the results from this research project also support the inclusion of LGBTI 

content in other university promotions. Such an approach is not only likely to reach more 
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LGBTI students, including those not comfortable enough to attend a specifically LGBTI 

event, but also may help to destigmatise differences in sexuality and gender identity. 

 

That so few of the heterosexual, cisgender respondents chose ‘relevant to my sexual 

orientation’ also speaks volumes about current promotions. It is evident that a 

predominantly heterosexual audience would not be satisfied if their sexual health 

promotions talked exclusively about homosexual concerns. However, as part of the majority 

sexual orientation, they do not have to worry about whether their needs will be addressed. 

While they do want promotions relevant to their sexual orientation, the fact that the needs 

of this demographic are always considered means that it is not perceived as a motivating 

factor for attendance.  

 

7.2.4 Gender based differences 

Males and females displayed considerable differences in terms of higher-risk status and 

previous STI testing practices. Although male participants were slightly more likely to be 

classed as higher-risk based on their number of sexual partners, this did not equate to 

higher levels of testing. In contrast, males were significantly less likely than females to have 

been tested, both within the previous year and in their lifetime. These results mirror those 

found in nationally representative data (Grulich et al., 2014b). In Australia young men are 

less likely to seek medical advice from a general practitioner than young women (Australian 

Insitute of Health and Welfare, 2011), and it is unsurprising that especially in sexual health 

for the heterosexual community, where the majority of adverse outcomes fall on females, 

that male testing rates are lower (Grulich et al., 2014b). Risk perception is based on both 

analytical and experiential factors, meaning that it is not just what we know that influences 

our perception of danger, but also what we feel (Slovic et al., 2004). For males, both 

experiential and analytical factors hinder testing, with males sharing many negative 

perceptions of testing with females (Balfe et al., 2012), without similarly compelling health 

reasons to act on an individual level.  

 

Females and males were largely similar in terms of previous sexual health learning 

experiences, however they differed considerably in the topics they would want covered at a 

university sexual health promotion event. Beyond the obvious preferences of females 
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prioritising ‘women’s health’ as a topic and males prioritising ‘men’s health’, there were a 

number of additional results that indicated gender-based disparity in sexual health. The 

prevention of sexual harassment, sexual assault and domestic violence were clearly seen as 

more important topics by females than males, reflecting the fact that women are much 

more likely to be directly affected by these issues than men (Sloane and Fitzpatrick, 2011; 

de Visser et al., 2014a). Pleasure was also a topic that showed a clear gender divide. Whilst 

demand from both males and females was higher than current provision of pleasure-related 

information in university sexual health promotion events, only amongst females was it 

significantly higher. Given that heterosexual Australian women were significantly less likely 

than men to report orgasming during their most recent sexual encounter (Rissel et al., 

2014),  it is completely understandable that women in the study wanted to learn more 

about pleasure. However considering that the vast majority of women in Australia are 

heterosexual (Richters et al., 2014) it is unlikely that teaching only women this information 

would cause the orgasm gap to disappear. Progress on this front is unlikely until a greater 

proportion of men understand how the predominant sexual script for heterosexual couples 

privileges male pleasure (Rissel et al., 2014). Currently, men are unlikely to learn about 

pleasure in sexual health promotions. Instead their expectations of what causes pleasure 

will likely stem from alternate sources of information about sex, such as the internet, 

friends and pornography (Albury, 2014; Litras et al., 2015). While studies have shown that 

using a range of sexual techniques is more likely to lead to female orgasm (Richters et al., 

2006; Herbenick et al., 2010), most pornography still stresses the importance and primacy 

of the male orgasm (Fritz and Paul, 2017).  

 

One of the unexpected findings of this survey was the many similarities between women 

and men in terms of sexual health promotion preferences. Dividing men and women into 

separate groups whilst learning about sexual health matters is a frequent occurrence, as 

demonstrated in the promotion survey results (see section 4.3.6). However in the Student 

Survey very few differences were seen between women and men in terms of reasons for not 

attending sexual health promotions and preferred event types and incentives. Although 

there was considerable difference in the types of topics wanted by the different genders, 

responses from peer educators suggest that cultural norms regarding who we can 

comfortably talk about sex with are the driving factor in creating separate events. As such, 

it is impossible to advocate for the sole use of either the split or combined approach, with 
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both options excluding certain demographics. Accessibility can only be assured through a 

variety of different approaches.  

 

7.3 The Sexy Trivia trial 

Ensuring high attendance levels was the primary concern of peer educators and was also a 

necessary first step in terms of achieving the other measures of success that they identified. 

The peer-led, socially focused event trialled, ‘Sexy Trivia’, performed well in this regard, 

with peer educators reporting attendance as notably higher than previous sexual health 

promotions. However sheer numbers were not the only factor of interest to peer educators, 

with a key priority being attracting those who were not already engaged with sexual health. 

In contrast to previous events where turnout had been both small and limited to those 

already playing a vocal role in sexual health promotion, the Sexy Trivia trial drew a larger 

and more diverse audience. When comparing the effectiveness of Sexy Trivia with previous 

sexual health promotion events it is important to remember that this trial involved payment 

of an incentive for attendance. While this may at first seem an unfair comparison, the 

presence of an incentive was a vital component of the approach. Incentives have been 

shown in previous studies to increase the effectiveness of sexual health promotion in terms 

of the cost necessary to reach each person (Currie et al., 2010). However perhaps equally 

important is the type of person attending. While previous work has questioned whether 

the role of science communication is to further develop the interest of those already 

engaged in science or to pique the interest of those who are not engaged (Medvecky and 

Leach, 2013), in a sexual health promotion context it is clear that efforts must be made to 

avoid preaching solely to the converted. If the goal of a peer educator is to attract an 

audience that is not already engaged in sexual health issues, then it is clear that something 

beyond sexual health information will need to be provided in order to capture this 

demographic. With survey and interview results suggesting that alcohol would be an 

effective means of attracting a higher-risk audience, an incentive that could be used for 

alcohol (amongst other options) was likely a vital component of the trial’s success. Among 

the trial participants approximately half were classified as higher-risk, indicating great 

success in attracting the audience most likely to benefit from messages about sexually 

transmissible infections.  
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Two factors were used to evaluate attitudes towards sexual health testing; personal attitudes 

and subjective norms. While there was no significant difference between Sexual Health 

Talk and Sexy Trivia participants in terms of personal attitudes towards testing for 

chlamydia each time they have a new sexual partner, subjective norms were significantly 

different. Subjective norms aim to measure how the participants perceive the attitudes of 

people who are important to them in terms of whether they would approve of testing. Sexy 

Trivia participants scored significantly higher on this measure and it is possible that the 

structural differences between a talk and an interactive, group based activity such as trivia 

could account for these differences. Rather than the one-way transmission of information 

that makes up the majority of a talk or lecture, experiences such as Sexy Trivia allow for 

interaction not just between the presenter and the participant, but between participants as 

well. As trivia is inherently designed to provoke discussion about the answer within each 

group, posing questions about sexual health issues to pre-existing social groups seems to be 

a useful means of gauging the attitude of one’s friends on what is often a rarely discussed 

topic. Previous studies have shown that university students often overestimate the 

frequency of sexual activity amongst their peers (Scholly et al., 2005) and that while close 

friends are often supportive of sexual health testing, most young people avoid telling others 

about testing, due to the perception of stigma and judgement (Theunissen et al., 2015). 

This approach aligns with science communication research on the phenomenon of cultural 

cognition, where group values influence risk perceptions and other beliefs (Dimaggio, 

1997). The success of Sexy Trivia at changing attitudes is consistent with this framework, 

as a core tenant is that “People feel that it is safe to consider evidence with an open mind 

when they know that a knowledgeable member of their cultural community accepts it” 

(Kahan, 2010). As this effect was found primarily amongst males participating in Sexy 

Trivia, this could be a useful strategy for engaging an audience that is often hesitant to 

approach sexual health issues. By providing an external prompt to begin the discussion, 

activities like these can help to align the expectations of participants with the reality of 

others’ perspectives.  

 

In terms of facilitating behavioural change, there were two measures on the survey that 

were relevant to evaluating success; perceived behavioural control and behavioural 

intentions. While perceived behavioural control is one factor of the likelihood of seeking 

a test, behavioural intentions are designed to be the overall determinant of whether testing 
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will occur. In the trial, participants who attended the Sexual Health Talk showed 

significantly higher results in terms of perceived behavioural control, however behavioural 

intentions showed no significant difference. As perceived behavioural control relates to the 

level of autonomy participants feel they have over whether they complete the target action 

(Fishbein and Ajzen, 1975), the higher scores for the Sexual Health Talk make sense, given 

that the talk was much more comprehensive in terms of explaining what a sexual health 

test involves and how to go about getting one. However while this is certainly an advantage, 

this must also be placed within the context of who would be attending the event. Sexy 

Trivia was more effective at attracting a larger audience, and this audience included a high 

proportion of higher-risk students. Given that there was no significant difference between 

the two events in terms of behavioural intentions (i.e. the likelihood of getting tested) and 

a significant increase in subjective norms (i.e. perception of other’s approval of testing), it 

is clear that an event that reaches more people will be more effective at changing attitudes 

at a community level.  

 

7.4 Limitations of the present study and further research 
opportunities 

This study was focused exclusively on those studying at universities in Australia, with the 

Student Survey and Sexy Trivia trial taking place in a single university. This approach was 

chosen as it allowed the survey to be distributed to a random stratified sample of students 

through the university’s official channels in order to limit the level of self-selection and to 

help obtain the most representative cross section of the student population within that 

university. While sharing the survey through social media would have allowed more 

universities to be represented, it was likely that responses would have been slanted towards 

those who were already most engaged with sexual health. This would increase the likelihood 

of volunteer bias already known to exist in sexuality research (Wiederman, 1999) resulting 

in an overrepresentation of certain demographics. The approach used was clearly valuable, 

given that a key component of the findings was the need to attract audiences that are not 

currently engaged in sexual health, however further study will be needed to ascertain 

whether different university populations exhibit markedly different needs and react to Sexy 

Trivia in different ways. Considering the substantial differences present between the 

responses of domestic and international students and the disparity in previous sexual 
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health learning opportunities, it is likely that universities outside Australia will require 

different approaches and that further study will be needed to best cater to international 

students in Australia. 

 

While the number of respondents to the Promotion Survey was considerably lower than 

the number of organisations contacted, it is difficult to estimate overall response rate as 

many of the organisations contacted may not have had suitable student leaders to pass the 

survey on to. However a good sampling of different universities was attained, with responses 

from 23 of the 39 universities present in Australia.  

 

This thesis also focused on university organisations where discussion of sexual health was 

not seen as taboo. As the key aim of the project was to find ways to improve sexual health 

promotion in Australian universities, evaluating the successes and challenges of current 

approaches and potential areas of growth was the logical starting point. However employing 

a method that relied heavily on the assistance of official intermediaries (such as the 

management of residential accommodation) in order to access student leader perspectives 

would likely have limited the range of respondents. While a small number of student 

leaders were critical of their organisation’s approach to sexual health issues (or lack thereof), 

it is probable that the organisations with the most restrictive views on sexual health 

promotion were not represented in the results. As such, we must view with scepticism 

results such as the low percentage of student leaders listing “resistance from organisation” 

as a key challenge to the provision of sexual health promotion. Given the initial hesitancy 

to engage with a sex-related topic as described in section 3.4.2.1, further work on 

organisations where sexual health promotion is not welcome would require substantially 

different methods, but would be a valuable inclusion to the improvement of sexual health 

promotion in universities. 

 

Another potential avenue for productive change in university sexual health promotion 

would be further research into how student leaders who are interested in sexual health 

issues can be best supported. These student leaders represent a significant opportunity to 

enhance the sexual health understanding of their peers, but currently lack the training and 

support necessary to run effective sexual health promotions.  
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There are obvious difficulties in asking a population what they would like to learn more 

about, given the possibility of a topic being unfamiliar yet highly relevant. As such, this 

study focused on topics where interest currently outstrips supply in order to demonstrate 

which topics could help to attract university students. Similarly, interest in a topic being 

significantly less than supply does not necessarily indicate that discussion of those topics 

should be reduced. For example, while event supply significantly exceeded higher-risk and 

lower-risk interest for the respectful relationships topic, it was still a high priority for these 

groups, being seen as one of the three most important topics for both. It is also possible 

that frequently covered topics such as condoms, consent and safe sex may be less likely to 

be chosen as respondents may assume any sexual health promotion would include them. 

Due to the fact that the peer educators who ran Sexy Trivia advertised it, but not the talk, 

as an event that could be attended without participating in the survey, direct comparisons 

of attendance between the two events in the trial were not possible. While turnout to Sexy 

Trivia was much higher than previous sexual health promotion events in those 

communities, further study is needed to confirm the attractiveness of Sexy Trivia compared 

with other options. 

 

While this project was focused on promoting sexual health in universities, it is likely that 

the findings could be relevant to other highly stigmatised areas of health promotion, such 

as mental health issues. Further research on the effectiveness of socially focused events 

drawing on pre-existing social connections may be beneficial in examining these other 

areas.  

 

7.5 Conclusion 

The overarching aim of this thesis was to find out how to improve sexual health promotion 

in Australian universities. To do so, three key questions were investigated, focusing on the 

current form of promotions, how to better reach different groups of students, and whether 

peer led, socially focused events could change attitudes around sexual health testing.  

The current, peer educator led approach to sexual health promotion has a number of 

strengths including easier access to risky target populations and the benefits of working 

with groups with pre-existing social connections. Besides these benefits for attendance, the 
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peer educator approach also empowers university students to help shape their promotions, 

mirroring the dialogue or participatory modes of science communication. 

 

However peer educator promotions also face a number of challenges. Perhaps due to a lack 

of training or a lack of direction from their parent organisation, peer educators are often 

not prepared to deal with the needs of certain groups of university students, with 

international students being the chief example. Without specialist training and with 

limited time and resources it is beyond the scope of a peer educator to be able to identify 

the highly diverse range of needs present in a university population and avoid solely 

catering to those who are already motivated to learn about sexual health.  

 

In order to minimise the effects of these challenges and to help to promote sexual health 

to Australian university students, collaborations between professional sexual health 

promoters and peer educators should be strengthened. While there are already 

considerable levels of collaborations between these groups, further partnerships, such as 

providing training focused on the needs of peer educators could increase the impact of 

their promotions. In addition, providing peer educators with plans for events that have 

already proven effective would lessen the burden on peer educators and result in more 

effective promotions.  

 

When examining how university sexual health promotion events can better reach different 

groups of students, the data was analysed with respect to demographics of interest to sexual 

health promoters, namely higher risk students, international students, LGBTI students and 

gender based differences.  

 

Higher risk students who had never attended a university sexual health promotion were 

likely to think they already knew enough about the topic, suggesting a feedback loop where 

they were unlikely to seek out information that could be relevant to them. This supports 

the idea that many promotions are currently only accessing students who already motivated 

and well informed about sexual health and missing those who could benefit the most. 

Higher risk students who hadn’t been tested were also likely to think their behaviour wasn’t 

risky and that they didn’t have many partners, despite this being the basis of their 

classification as higher risk. In order to successfully promote sexual health messages to this 
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group it is likely that attractive incentives such as free alcohol, free testing and combination 

with social events will be necessary to avoid preaching to the converted.  

 

International students were less likely to have received sex education in high school and, 

conscious of the gaps in their own education, were more likely to place high emphasis on 

topics such as safe sex and HIV/AIDS. Current promotions are not meeting the needs of 

international students, as reflected in their low attendance and low perceived relevance. In 

order to reach this audience more culturally sensitive promotions will be needed, with the 

use of international student peer educators likely to be the most effective way of tailoring 

these events to meet their community’s needs. 

 

LGBTI students are also likely to be missing out on the sexual health information that is 

most relevant to them. Despite being more likely to have attended sexual health 

promotions, LGBTI students were significantly less likely to have found them personally 

relevant. Their higher ranking of embarrassment as a reason not to attend promotions, 

combined with their very high preference for attending with friends, indicates that more 

needs to be done to provide safe and inclusive sexual health learning environments and 

destigmatise LGBTI identities. Incorporating LGBTI information into general promotions 

as well as specific LGBTI events may help to alleviate these concerns.  

 

In terms of gender based differences, males were slightly more likely to be classed as higher 

risk yet were less likely to have ever been tested. Preferred topics to be covered in events 

was one of the few areas to show clear differences based on gender, with these divides 

mirroring established phenomenon such as the orgasm gap and women’s higher rates of 

being the victim of sexual assault. Apart from topics to be covered, women and men showed 

relatively few differences in preferences relating to sexual health promotions, indicating 

that the preference for gender segregated events stems from cultural notions of with whom 

it is appropriate to talk about sex.  

 

Through the comparison between Sexy Trivia and a sexual health talk, it was clear that peer 

led, socially focused events can change attitudes around sexual health testing. One of the 

key benefits of Sexy Trivia was its broad appeal. By providing an event that was socially 

focused and using incentives that were attractive to the target audience, Sexy Trivia 
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attracted an audience beyond those already engaged with sexual health promotion, as 

evidenced by the high turnout and high proportion of higher-risk attendees. With no 

significant difference between the two sexual health promotion events in terms of 

behavioural intentions to test, Sexy Trivia would likely provide a greater positive impact for 

university students by attracting a larger, unengaged audience. 

 

The trivia-based structure of the event may also help to explain its effectiveness. Rather 

than the traditional one-way flow of information common to sexual health talks, trivia 

allowed participants to discuss rarely broached topics with their friends. This resulted in 

significantly higher subjective norm scores indicating a perception of greater acceptance for 

sexual health testing among one’s peers.  

 

It is clear that most current sexual health promotions in universities are not effectively 

targeting a range of key priority groups, with the needs of higher risk, LGBTI and 

international students largely left unmet. While the passion of peer educators and student 

leaders has great potential for overcoming these challenges, they will need to carefully 

consider how to encourage those not already engaged to attend. Through collaborations 

with established sexual health professionals and the targeted use of event types and 

incentives, peer educators can hopefully improve not only sexual health promotion in 

Australian universities, but the health and wellbeing of their fellow students.  
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Appendix	A:	Indicative	interview	questions	

Sexual health provider indicative questions 

 

1) What role do you play in your institution? 

 

2) What sexual health services does your institution provide? 

 

3) What outreach programs does/has your institution run? 

 

4) Do you do off-site testing? How does that work in terms of expense and time? 

 

5) Do you have any interaction with university groups? What types of groups? 

 

6) What events do you normally do for university groups? 

 

7) What aspects or areas of sexual health did these promotions focus on?  

 

8) When did these promotions take place? Were any included in orientation programs? 

 

9) Are these promotions often targeted towards individual genders or all students? Why? 

 

10) Have you had any sexual health promotion that was aimed at LGBT students? Can 

you tell me about it?  
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11) What do you think was the best sexual health promotion (for university students) and 

why do you think it was effective? 

 

12) What are the biggest challenges working with a university audience? 

 

13) How much time do you have for outreach activities? University outreach in particular? 

 

14) Does your institution provide safe sex supplies (condoms, lubricant etc)? If so, what 

supplies? 

 

15) I’m looking at designing a customisable promotion designed specifically for university 

residences. What would you would you want from such a program (both in terms of 

content and features)? 

 

16) Are there any other organisations in Canberra you think it would be good for me to 

talk to? 

 

17) Anything else you’d like to add? 

 

 

Peer educator indicative questions 

 

1) What role do you have in your organisation and how is it related to sexual health? 

 

2) What types of sexual health promotion do you do? (If needed, clarify: for example, 

posters, talks, testing, other events) 

 

3) Have you collaborated with external services for any sexual health promotion? Which 

services? (Eg Sexual Health and Family Planning ACT, Canberra Sexual Health 

Centre, university health centre) 

 

4) What aspects or areas of sexual health did these promotions focus on? (Eg STI 

knowledge? Consent? Pleasure? Testing?) 
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5) When did these promotions take place? Were any included in orientation programs? 

 

6) Are these promotions targeted towards individual genders or all students? Why? 

 

7) Have you had any sexual health promotion that was aimed at the LGBT community? 

Why? (Define LGBT as lesbian, gay, bisexual and transgender if needed). 

8) What do you think was the best sexual health promotion and why do you think it was 

effective? 

 

9) What kind of participation rate did you see from this event? 

 

10) Does your organisation provide safe sex supplies (condoms, lubricant etc)? If so, what 

supplies and how do students access them? 

 

11) What have been the biggest challenges in your role as it relates to sexual health? (Eg 

time/money constraints, attracting students to events, lack of knowledge, not 

comfortable with topic?) 

 

12) In the course of your role, have you visited a sexual health provider?  

 

13) I’m looking at designing a customisable promotion designed specifically for university 

peer educators like yourself. What would you would you want from such a program 

(both in terms of content and features)? 

 

14) Can you suggest anyone else who you think it’d be good for me to talk to about this 

topic? 

 

15) How did you encourage people to come? Food? Drink? Activities? 

 

16) Anything else? 
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Appendix B: The Promotion Survey questions 

1. What is your age? 

 

2. What is your gender? 

Female  

Male 

Other (please specify) 

      

3. What is your sexual orientation? 

Heterosexual  

Homosexual  

Bisexual 

Other (please specify) 

  

4. What stage of university are you currently at? 

First year undergraduate 

Second year undergraduate 

Third year undergraduate 

Fourth or later year undergraduate  

Postgraduate 

Staff member 

Other (please specify) 

 

5. If you are a student, are you a domestic or international student? 

Domestic 

International 

 

6. What university do you attend? 

 

Sexual Health Definition  

While preventing and treating sexually transmitted infections like chlamydia, gonorrhoea 

and HIV is a major part of sexual health, it is by no means all of it. To draw from the World 
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Health Organisation’s definition, sexual health is a state of physical, emotional, mental, 

and social well-being related to sexuality; it is not merely the absence of disease. As such it’s 

not just about condoms, it’s about striving for positive relationships and respectful 

approaches to sexuality. It’s being free of sexual coercion, discrimination and violence. And 

it’s about supporting the possibility of safe and pleasurable sexual experiences. 

 

*7. After considering the definition of sexual health above, which of the following 

categories best describes you? 

I am a student with a role related to sexual health (e.g. men's and women's officers, sexuality 

representatives, health and wellbeing senior residents and similar) 

I am a student leader or staff member with a role that is not related to sexual health  

Other (please specify) 

 

8. What is your position title? 

 

9. What type of organisation is your role a part of? 

A university LGBTI group (Lesbian, Gay, Bisexual, Transgender and Intersex)  

A university residence (e.g. Colleges, Halls, Lodges) 

A university students' association/representative council/union/similar 

A residents' committee or similar from a residence 

Other (please specify) 

 

10. If your organisation is a student residence, who operates the residence? 

A religious organisation  

A corporation 

The university 

Other (please specify) 

 

11. Approximately how many students are there in your organisation? 

(For residences, please use total number of residents. For student representative committees 

and similar, please use the total number of students you are representing.) 
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12. How is your role related to sexual health? 

It is mainly focused on sexual assault prevention 

It is mainly focused on sexual health in particular 

It is mainly focused on gender 

It is mainly focused on health and wellbeing in general  

It is mainly focused on sexuality including LGBTI issues 

Other (please specify) 

 

13. Is this a paid or volunteer position? 

Paid/scholarship  

Volunteer 

 

14. How much sexual health training did you receive for this role? 

More than enough  

Enough 

Some 

Little 

None 

 

15. After your training (if any), how well prepared did you feel to approach the sexual health 

aspects of your role? 

Very well prepared  

Well prepared  

Somewhat prepared  

Poorly prepared 

Not at all prepared 

 

16. Does your organisation have any compulsory sexual health promotion? 

Yes No 

 

17. This year, sexual health has been promoted in my organisation through: (Please tick all 

that apply) 

Social events with a sexual health message 
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Safe sex supplies (e.g. condoms) 

Sexual health testing (either on-site or an organised trip)  

Guest speakers 

Pamphlets and posters 

One on one support and referral to other services 

Workshops 

Relevant movies 

Discussion or Q&A panels 

Other (please specify) 

      

18. What aspects of sexual health did these promotions focus on? (Please tick all that apply) 

Transgender and intersex issues  

Sexting and digital privacy  

Respectful relationships 

Long acting reversible contraception (e.g. implanon, IUDs) 

Gay, lesbian and bisexuality issues  

Pornography 

Consent 

Domestic violence prevention 

Alcohol and sex 

Different cultural expectations about sex 

Pleasure 

Sexual harassment and sexual assault prevention  

Abstinence 

Condoms 

Abortion 

HIV/AIDS 

Dating and hook up apps/websites (e.g. Tinder and Grindr)  

Safe sex 

Men's health issues (e.g. testicular cancer) 

Other barrier methods (e.g. dams, female condoms)  

Women's health issues (e.g. cervical cancer) 

The pill 
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Sex work 

STI impacts/symptoms 

Emergency contraception (e.g. the morning after pill) 

STI testing 

Who to approach for support within your organisation  

Anatomy 

Who to approach for support outside your organisation  

STI statistics 

Other (please specify) 

  

19. In the course of your role, did you seek advice, support or speakers from any of the 

following? 

(Please tick all that apply) 

Sexual health/family planning clinic  

University health centre 

Domestic violence/rape crisis support centre  

University women's department 

University students' association/representative council/union or similar  

University LGBTI group 

Sexual health researcher/advocate/speaker 

General medical/health centre 

Non-university related LGBTI group 

I did not seek any external advice, support or speakers 

Other (please specify) 

 

20. When did your event-based promotions take place? 

 (Please tick all that apply) 

Orientation week 

During weeks 1-4 in first semester/trimester  

Week 5 or later in first semester/trimester  

Mid year orientation 

Second semester 

Second trimester 
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Third trimester 

Other (please specify) 

       

21. What factors influenced the timing of your event(s)? (Please tick all that apply) 

It was when other information was being disseminated 

It was early to educate students before they've established relationships  

It was the earliest it could be arranged 

To avoid periods with many assessments 

To avoid clashes with other events 

To set community standards as new students arrive 

It was when funding/resources were available 

It was when event attendance is highest 

To coincide with a major event 

Other (please specify) 

 

22. How did you encourage people to attend? (Please tick all that apply) 

Free food and/or non-alcoholic drinks 

Combined with social activity (e.g. party, movie night)  

Free alcohol 

None of the above 

Other (please specify) 

 

23. Who were your events aimed at? 

Exclusively at men 

Exclusively at women 

At all genders 

At all genders, but through separate events 

At all genders, but with some mixed events, some split events 

Other (please specify) 

 

24. Why did you choose to target your promotions in this way? (Please tick all that apply) 

To prevent the exclusion of transgender and intersex participants  

To cover gender specific contraception options 
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To address gendered issues (e.g. sexual assault) 

To make participants feel more comfortable talking about sex  

My group is limited to one gender only 

To cover biological issues that specifically relate to either men or women  

To reinforce that it is a whole community issue 

Other (please specify) 

 

25. Were any aspects of your sexual health promotions tailored towards the needs of 

international students? 

Yes No 

 

26. If you answered 'no' to the previous question, what factors influenced your decision? 

(Please tick all that apply) 

No/few students in the group identify with those categories  

Not enough interest from community 

Don't know enough about relevant issues 

Don't feel comfortable with the topic 

Considered culturally inappropriate 

It didn't occur to me 

Another person in my organisation is in charge of these aspects of sexual health 

 Other (please specify) 

 

27. Were any aspects of your sexual health promotions tailored towards the needs of gay, 

lesbian or bisexual students? 

Yes No 

 

28. If you answered 'no' to the previous question, what factors influenced your decision? 

(Please tick all that apply) 

No/few students in the group identify with those categories  

Not enough interest from community 

Don't know enough about relevant issues 

Don't feel comfortable with the topic 

Considered culturally inappropriate 
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It didn't occur to me 

Another person in my organisation is in charge of these aspects of sexual health 

 Other (please specify) 

 

29. Were any aspects of your sexual health promotions tailored towards the needs of 

transgender or intersex students? 

Yes No 

 

30. If you answered 'no' to the previous question, what factors influenced your decision? 

No/few students in the group identify with those categories  

Not enough interest from community 

Don't know enough about relevant issues 

Don't feel comfortable with the topic 

Considered culturally inappropriate 

It didn't occur to me 

Another person in my organisation is in charge of these aspects of sexual health 

 Other (please specify) 

 

31. Please describe the best sexual health promotion that you have organised 

       

32. Why do you think it was so successful? 

 

33. Approximately how many members of your organisation attended or participated in 

the promotion? 

 

*34. Does your organisation provide any safe sex supplies (e.g. condoms) or pregnancy tests? 

Yes 

No 

Unsure 
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35. What safe sex supplies or pregnancy tests does your organisation supply? (Please tick all 

that apply) 

Dams 

Female condoms  

Condoms  

Lubricant  

Pregnancy tests  

Unsure 

Other (please specify) 

 

36. How are these materials accessed? (Please tick all that apply) 

From a private place (e.g. bathroom)  

At a sexual health event 

In a welcome pack 

From a public place (e.g. reception)  

From a person 

From a vending machine  

Unsure 

Other (please specify) 

 

37. What factors influenced the decision not to provide these materials? (Please tick all that 

apply) 

Difficulty acquiring them 

Not considered a role of the organisation  

Religious objection 

Expense 

Unsure 

Other (please specify) 

       

38. What have been the biggest challenges in your role as it relates to sexual health? (Please 

tick all that apply) 

Knowing whether a promotion has been successful 

Overcoming the awkwardness and stigma related to sexual health  
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Coming up with promotions 

Supporting group members with sexual health concerns 

Getting members to feel comfortable approaching you  

Convincing members that sexual health is relevant to them  

Getting up to speed on sexual health knowledge 

Cost 

Religious objections 

Managing different cultural expectations regarding sex 

Hard to find local support related to sexual health 

Engaging the community/getting people to attend events 

Not knowing enough about LGBTI issues 

Resistance from organisation 

Other (please specify) 

 

39. Have you ever had a sexual health check up or STI test? 

(This could be either to get a better understanding of the process for your role or for your 

own health.) 

Yes  

No 

Rather not say 

 

40. If you answered 'no' to the previous question, would you feel comfortable getting tested 

in order to expand your understanding of sexual health? 

Yes No 

 

41. Do you think someone who has just started out in your role would benefit from a 'how 

to' guide on sexual health promotion in universities? 

Yes No 

 

42. What do you think would be the most convenient form for such a guide? 

A website 

An emailed guide  

A mailed guide 
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Other (please specify) 

 

43. What do you think are the most important topics for a sexual health promotion aimed 

at a university audience? 

(Please tick all that apply) 

Transgender and intersex issues  

Sexting and digital privacy  

Respectful relationships 

Long acting reversible contraception (e.g. implanon, IUDs) 

Gay, lesbian and bisexuality issues  

Pornography 

Consent 

Domestic violence prevention 

Alcohol and sex 

Different cultural expectations about sex 

Pleasure 

Sexual harassment and sexual assault prevention  

Abstinence 

Condoms 

Abortion 

HIV/AIDS 

Dating and hook up apps/websites (e.g. Tinder and Grindr)  

Safe sex 

Men's health issues (e.g. testicular cancer) 

Other barrier methods (e.g. dams, female condoms)  

Women's health issues (e.g. cervical cancer) 

The pill 

Sex work 

STI impacts/symptoms 

Emergency contraception (e.g. the morning after pill) 

STI testing 

Who to approach for support within your organisation  
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Anatomy 

Who to approach for support outside your organisation  

STI statistics 

Other (please specify) 

 

44. Before submitting your responses, is there anything else you would like to add? 

 

Thank you for completing this survey! If you are ready to submit your answers, please click 

'next'. 

  

45. What is your position title? 

 

46. What type of organisation is your role a part of? 

A university LGBTI group (Lesbian, Gay, Bisexual, Transgender and Intersex)  

A university residence (e.g. Colleges, Halls, Lodges) 

A university students' association/representative council/union/similar 

A residents' committee or similar from a residence 

Other (please specify) 

 

47. If your organisation is a student residence, who operates the residence? 

A religious organisation  

The university 

A corporation 

Other (please specify) 

 

48. Approximately how many students are there in your organisation? 

(For residences, please use total number of residents. For student representative committees 

and similar, please use the total number of students you are representing.) 

 

*49. Does your organisation provide any safe sex supplies (e.g. condoms) or pregnancy tests? 

Yes 

No 

Unsure  
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50. What safe sex supplies or pregnancy tests does your organisation supply? (Please tick all 

that apply) 

Condoms  

Pregnancy tests  

Dams 

Female condoms  

Lubricant 

Unsure 

Other (please specify) 

 

51. How are these materials accessed? (Please tick all that apply) 

At a sexual health event 

From a vending machine 

In a welcome pack 

From a private place (e.g. bathroom)  

From a person 

From a public place (e.g. reception)  

Unsure 

Other (please specify) 

 

52. What factors influenced the decision not to provide these materials? (Please tick all that 

apply) 

Difficulty acquiring them 

Expense 

Religious objection 

Not considered a role of the organisation  

Unsure 

Other (please specify) 

       

*53. Did your organisation hold any events aimed at informing members about sexual 

health this year? 

Yes 

No 
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Unsure 

 

54. Does your organisation have any compulsory sexual health promotion? 

Yes No 

 

55. This year, sexual health has been promoted in my organisation through: (Please tick all 

that apply) 

Sexual health testing (either on-site or an organised trip)  

Guest speakers 

Discussion or Q&A panels 

Safe sex supplies (e.g. condoms) 

Relevant movies 

Social events with a sexual health message  

Pamphlets and posters 

Workshops 

One on one support and referral to other services 

Other (please specify) 

      

56. What aspects of sexual health did these promotions focus on? (Please tick all that apply) 

Transgender and intersex issues  

Sexting and digital privacy  

Respectful relationships 

Long acting reversible contraception (e.g. implanon, IUDs) 

Gay, lesbian and bisexuality issues  

Pornography 

Consent 

Domestic violence prevention 

Alcohol and sex 

Different cultural expectations about sex 

Pleasure 

Sexual harassment and sexual assault prevention  

Abstinence 

Condoms 



	 214 

Abortion 

HIV/AIDS 

Dating and hook up apps/websites (e.g. Tinder and Grindr)  

Safe sex 

Men's health issues (e.g. testicular cancer) 

Other barrier methods (e.g. dams, female condoms)  

Women's health issues (e.g. cervical cancer) 

The pill 

Sex work 

STI impacts/symptoms 

Emergency contraception (e.g. the morning after pill) 

STI testing 

Who to approach for support within your organisation  

Anatomy 

Who to approach for support outside your organisation  

STI statistics 

Other (please specify) 

 

57. When did these event-based promotions take place? (Please tick all that apply) 

Orientation week 

During weeks 1-4 in first semester/trimester  

Week 5 or later in first semester/trimester  

Mid year orientation 

Second semester 

Second trimester 

Third trimester 

Other (please specify) 

      

58. Were there any incentives used to encourage people to attend? (Please tick all that apply) 

Free food and/or non-alcoholic drinks 

Free alcohol 

Combined with social activity (e.g. party, movie night)  

None of the above 
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Other (please specify) 

 

59. Who were these events aimed at? 

Exclusively at men 

Exclusively at women 

At all genders 

At all genders, but through separate events 

At all genders, but with some mixed events, some split events 

Other (please specify) 

 

60. Please describe the best sexual health promotion that your organisation has run. 

 

61. Why do you think it was so successful? 

 

62. Approximately how many members of your organisation attended or participated in 

the promotion? 

  

63. Why do you think your organisation doesn't currently have any major sexual health 

promotions? 

 

*64. Would you like to have sexual health promotions happen within your group in the 

future? 

Yes No 

 

65. What are the reasons for your answer to the previous question? 

           

66. What challenges do you think pose the biggest barriers to your organisation promoting 

sexual health to your members? 

(Please tick all that apply) 

Religious objections 

Supporting group members with sexual health concerns 

Getting members to feel comfortable approaching you 

Engaging the community/getting people to attend events  
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Overcoming the awkwardness and stigma related to sexual health  

Knowing whether a promotion has been successful 

Not knowing enough about LGBTI issues 

Cost 

Getting up to speed on sexual health knowledge 

Resistance from organisation 

Managing different cultural expectations regarding sex 

Coming up with promotions 

Convincing members that sexual health is relevant to them 

Hard to find local support related to sexual health 

Other (please specify) 

 

67. If someone were to give you a ready-made promotion for student leaders to run, what 

features would make it attractive to your organisation? 

        

68. What aspects of sexual health would you like such a promotion to cover? (Please tick 

all that apply) 

Transgender and intersex issues  

Sexting and digital privacy  

Respectful relationships 

Long acting reversible contraception (e.g. implanon, IUDs) 

Gay, lesbian and bisexuality issues  

Pornography 

Consent 

Domestic violence prevention 

Alcohol and sex 

Different cultural expectations about sex 

Pleasure 

Sexual harassment and sexual assault prevention  

Abstinence 

Condoms 

Abortion 

HIV/AIDS 
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Dating and hook up apps/websites (e.g. Tinder and Grindr)  

Safe sex 

Men's health issues (e.g. testicular cancer) 

Other barrier methods (e.g. dams, female condoms)  

Women's health issues (e.g. cervical cancer) 

The pill 

Sex work 

STI impacts/symptoms 

Emergency contraception (e.g. the morning after pill) 

STI testing 

Who to approach for support within your organisation  

Anatomy 

Who to approach for support outside your organisation  

STI statistics 

Other (please specify) 

      

69. Before submitting your responses, is there anything else you would like to add? 

Thank you for completing this survey! If you are ready to submit your answers, please click 

'done'. 
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Appendix C: The Student Survey questions 

*1. What is your age? 

 

*2. Are you a current student of the Australian National University (ANU)?  

Yes No 

 

3. What is your gender? 

Male 

Female 

Other 

If you selected 'other' and would like to specify, please do so here 

      

4. What is your sexual orientation? 

Heterosexual (straight)  

Homosexual (gay or lesbian)  

Bisexual 

Other 

If you selected 'other' and would like to specify, please do so here 

 

5. What stage of university are you currently at? 

First year undergraduate 

Second year undergraduate 

Third year undergraduate 

Fourth or later year undergraduate  

Postgraduate 

Other (please specify) 

      

6. Are you a domestic or international student? 

Domestic 

International 

 

*7. Please choose the option that best represents your sexual experiences 
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I have had sex (vaginal or anal intercourse) and/or oral sex 

I have had sexual experiences, but they didn't include intercourse or oral sex  

I have not had sexual experiences. 

  

*8. Have you ever had sexual experiences with men?  

Yes No 

  

9. Please choose the option that best represents your sexual experiences 

I have only ever had sexual experiences with men 

I have only ever had sexual experiences with women 

I have had sexual experiences with both men and women 

 

10. How many men have you had sex (intercourse) with in your lifetime? 

 

11. How many men have you had oral sex with in your lifetime? (Both giving and receiving) 

 

*12. Have you had sex (intercourse) with a man in the last 12 months?  

Yes  

No 

Unsure 

 

13. How many men have you had sex (intercourse) with in the last 12 months? 

 

14. What was your relationship to the man you last had sex (intercourse) with? 

Regular partner (e.g. husband or boyfriend)  

Occasional partner 

Casual/one-night stand 

Other (please specify) 

      

15. Did you have an orgasm the last time you had sex (intercourse) with a man? 

Yes 

No 
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Unsure 

 

16. Did you use a condom the last time you had sex (intercourse) with a man? 

Yes 

No 

Unsure 

 

*17. Did you use any other type of contraception the last time you had sex (intercourse) 

with a man? 

Yes 

No 

Unsure 

 

18. What other type of contraception did you use the last time you had sex (intercourse) 

with a man? 

Contraceptive pill 

IUD (intrauterine device) 

Depo injection (Provera or Ralovera) 

Implant (Implanon) 

Partner had a vasectomy 

Have had tubal ligation 

Safe period/natural family planning (rhythm method, Billings method, symptothermic, 

periodic abstinence, ‘We only do it when it’s safe’) 

Withdrawal (coitus interruptus, pulling out) 

Nuva-Ring 

Diaphragm/cervical cap  

Spermicide foam or jelly 

Other non-prescribed (incl. Femidom, douching, sponge)  

Breastfeeding 

Other (please specify) 

       

*19. Have you had oral sex with a man in the last 12 months? (Either giving or receiving) 

Yes 
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No 

Unsure 

 

20. How many men have you had oral sex with in the last 12 months? (Both giving and 

receiving) 

 

21. What was your relationship to the man you last had oral sex with? 

Regular partner (e.g. husband or boyfriend)  

Occasional partner 

Casual/one-night stand 

Other (please specify) 

 

22. Did you use a condom or other barrier method (e.g. dam) the last time you had oral 

sex with a man? 

Yes 

No 

Unsure 

 

23. Did you have an orgasm the last time you had oral sex with a man? 

Yes 

No 

Unsure 

     

*24. Have you ever had sexual experiences with women?  

Yes No 

 

25. How many women have you had sex (intercourse) with in your lifetime? 

 

26. How many women have you had oral sex with in your lifetime? (Both giving and 

receiving) 
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*27. Have you had sex (intercourse) with a woman in the last 12 months?  

Yes 

No 

Unsure 

 

28. How many women have you had sex (intercourse) with in the last 12 months?  

 

29. What was your relationship to the woman you last had sex (intercourse) with? 

Regular partner (e.g. wife or girlfriend)  

Occasional partner 

Casual/one-night stand 

Other (please specify) 

 

30. Did you have an orgasm the last time you had sex (intercourse) with a woman? 

Yes 

No 

Unsure 

 

31. Did you use a condom the last time you had sex (intercourse) with a woman? 

Yes 

No 

Unsure 

 

*32. Did you use any other type of contraception the last time you had sex (intercourse) 

with a woman? 

Yes 

No 

Unsure 

  

33. What other type of contraception did you use the last time you had sex (intercourse) 

with a woman? 

Contraceptive pill 

IUD (intrauterine device) 
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Depo injection (Provera or Ralovera) 

Implant (Implanon) 

Partner had a vasectomy 

Have had tubal ligation 

Safe period/natural family planning (rhythm method, Billings method, symptothermic, 

periodic abstinence, ‘We only do it when it’s safe’) 

Withdrawal (coitus interruptus, pulling out) 

Nuva-Ring 

Diaphragm/cervical cap  

Spermicide foam or jelly 

Other non-prescribed (incl. Femidom, douching, sponge)  

Breastfeeding 

Other (please specify) 

 

*34. Have you had oral sex with a woman in the last 12 months? (Either giving or receiving) 

Yes 

No 

Unsure 

 

35. How many women have you had oral sex with in the last 12 months? (Both giving and 

receiving) 

 

36. What was your relationship to the woman you last had oral sex with? 

Regular partner (e.g. wife or girlfriend)  

Occasional partner 

Casual/one-night stand 

Other (please specify) 

      

37. Did you use a condom or other barrier method (e.g. dam) the last time you had oral 

sex with a woman? 

Yes 

No 

Unsure 
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38. Did you have an orgasm the last time you had oral sex with a woman? 

Yes 

No 

Unsure 

 

39. Overall, my sexual experiences have been:  

Very satisfying  

Satisfying  

Neutral  

Unsatisfying  

Very unsatisfying 

 

*40. Have you ever had a sexual health test (e.g. a test for HIV, chlamydia, or any other 

sexually transmitted infection)? 

Yes 

No 

Unsure 

 

41. What factors most influenced your decision not to test? (Please select all that apply) 

I can't afford it 

I don't know where to get tested 

I haven't had many sexual partners  

I'm afraid of doctors 

It's embarrassing 

It's far away / difficult to get to 

I haven't had sex 

I always use protection 

Other (please specify) 

 

42. Have you had a sexual health test (e.g. a test for HIV, chlamydia, or any other sexually 

transmitted infection) in the last 12 months? 

Yes 

No 
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Unsure 

 

43. Where did your most recent sexual health test take place? 

Sexual Health and Family Planning ACT  

Private hospital 

Public hospital/outpatients 

ANU Health Service 

Outreach event (e.g. testing at a hall/college/lodge or other non-medical location) 

Canberra Sexual Health Centre 

Other sexual health or family planning clinic 

New GP 

Usual GP 24-h clinic 

Other (please specify) 

       

44. Do you currently live at an ANU hall/college/lodge? 

Yes No 

 

45. Are you a member of ANU Queer* (i.e. have you attended any of their events and/or 

signed up to hear more about them via Facebook or email)? 

Yes No 

 

46. Are you a member of the Women's Department (i.e. have you attended any of their 

events and/or signed up to hear more about them via Facebook or email)? 

Yes No 

 

47. If you were to go to an event promoting sexual health, what type of event would you 

find most appealing? 

(Please tick all that apply) 

Workshop 

Social event with a sexual health message (e.g. trivia night, party)  

Relevant movie 

Guest speaker 

Sexual health testing 
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Question & answer panel 

Other (please specify) 

      

48. If you were to go to an event promoting sexual health, what factors would most 

encourage you to attend? 

(Please tick all that apply) 

Free giveaways/prizes 

Free sexual health testing 

Presented in my first language 

Knowing a friend who was going 

Free food and/or non-alcoholic drinks 

Free safe sex supplies 

Combined with social activity (e.g. party, movie night)  

Games 

Relevant to my sexual orientation 

Free alcohol 

Sensitive to my culture 

The opportunity to meet new people 

Other (please specify) 

       

49. What aspects of sexual health would you like such a promotion to cover? (Please tick 

all that apply) 

Transgender and intersex issues 

Different cultural expectations about sex 

Pleasure 

Who to approach for support outside your organisation  

Respectful relationships 

Abstinence 

Who to approach for support within your organisation  

Emergency contraception (e.g. the morning after pill)  

Anatomy 

Women's health issues (e.g. cervical cancer) 

Sexual harassment and sexual assault prevention  
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Domestic violence prevention 

Alcohol and sex 

Safe sex 

Men's health issues (e.g. testicular cancer) 

Long acting reversible contraception (e.g. implanon, IUDs) STI testing 

STI statistics 

The pill 

Pornography 

Dating and hook up apps/websites (e.g. Tinder and Grindr)  

Abortion 

Consent 

HIV/AIDS 

Sex work 

Gay, lesbian and bisexuality issues 

Condoms 

Sexting and digital privacy 

Other barrier methods (e.g. dams, female condoms) 

STI impacts/symptoms 

Other (please specify) 

 

50. Did you receive sexual health information (e.g. sex ed) from your high school? 

Yes 

No 

Unsure 

 

51. How relevant to you was the sexual health information provided by your school? 

Very relevant  

Relevant  

Somewhat relevant  

Not very relevant  

Irrelevant 
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*52. Have you attended any sexual health related events at university?  

Yes No 

 

53. Who organised the sexual health promotion you attended? (Please select all that apply) 

ANU hall/college/lodge  

ANU Queer Department  

ANU Women's Department 

Other (please specify) 

 

54. How relevant to you was the sexual health event at university? 

Very relevant  

Relevant  

Somewhat relevant  

Not very relevant  

Irrelevant 

 

55. Before submitting your responses, is there anything else you would like to add? 

If you are ready to submit your answers, please click 'done'. If you wish to withdraw from 

the survey, simply close this window. 
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Appendix D: Sexy Trivia questions 

Flirty Films 

 

Question 1: 

Which Australian actor played Casanova in the 2005 feature film? 

 

Question 2: 

Which actress was the first openly transgender person to feature on the cover of Time 

magazine? 

 

Question 3: 

How many pregnancies would typically result if 100 women used only condoms for 

contraception for a year?  

A = 17 

B = 9 

C = 4 

 

Question 4: 

In the TV series ‘Masters of Sex’, Lizzy Caplan portrays which character of the real-life sex 

researcher pair, Masters or Johnson?  

 

Question 5: 

What was the birth name of screen legend and sex symbol Marilyn Monroe?  

 

Question 6: 

Which Canberra pub is on the same street as Sexual Health and Family Planning ACT? 

 

Question 7: 

Which actor has starred in the most James Bond films?  
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Question 8: 

What is the name of the 1999 film starring Sarah Michelle Gellar and Ryan Phillippe that 

was based on the book “Les Liaisons Dangereuses”?  

 

Question 9: 

What percentage of people experience no symptoms when they have chlamydia?  

A = Approximately 20% 

B = Approximately 50% 

C = Approximately 80% 

 

Question 10: 

Magic Mike is loosely based around which actor’s real life experience as a stripper?  

 

Flirty Films Answers 

 

Answer 1: 

Which Australian actor played Casanova in the 2005 feature film? 

Heath Ledger 

 

Answer 2: 

Who was the first openly transgender person to feature on the cover of Time magazine? 

Laverne Cox 

 

Answer 3: 

How many pregnancies would typically result if 100 women used only condoms for 

contraception for a year?  

A = 17 

(But the only form of contraception that protects against STIs!) 

 

Answer 4: 

In the TV series ‘Masters of Sex’, Lizzy Caplan portrays which character of the real-life sex 

researcher pair, Masters or Johnson?  

(Virginia) Johnson 
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Answer 5: 

What was the birth name of screen legend and sex symbol Marilyn Monroe?  

Norma Jeane Mortenson 

 

Answer 6: 

Which Canberra pub is on the same street as Sexual Health and Family Planning ACT? 

Uni Pub 

 

Answer 7: 

Which actor has starred in the most James Bond films?  

Roger Moore 

 

Answer 8: 

What is the name of the 1999 film starring Sarah Michelle Gellar and Ryan Phillippe that 

was based on the book Les Liaisons Dangereuses?  

Cruel Intentions 

 

Answer 9: 

What percentage of people experience no symptoms when they have chlamydia?  

C = Approximately 80% 

(And it can cause fertility problems if left unchecked, so get yourself tested!) 

 

Answer 10: 

Magic Mike is loosely based around which actor’s real life experience as a stripper?  

Channing Tatum 

 

Sexy Science 

 

Question 1: 

The word ‘orchid’ comes from the Greek word for which body part? 

 

Question 2: 

In zoology, what is the term of one female mating with multiple males? 
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Question 3: 

When comparing vasectomies and the hormonal implant, which method of contraception 

has the higher fail rate?  

 

Question 4: 

Is an average man’s ejaculation closer to a teaspoon or a tablespoon in volume?  

 

Question 5: 

Sula nebouxii is a bird better known as the what-colour footed booby?  

 

Question 6: 

What percentage of Australian women report some level of same-sex sexual experience? 

A = 3% 

B = 6% 

C = 14% 

 

Question 7: 

Which primate has the largest penis?  

 

Question 8: 

Clownfish are sequential hermaphrodites, changing sex during their lifetime. Which sexual 

characteristics do they develop first? 

 

Question 9: 

Which virus does Gardasil (the cervical cancer vaccine) protect against?  

 

Question 10: 

True or False? Female komodo dragons can reproduce without male involvement.  

 

Sexy Science Answers 

 

Answer 1: 

The word ‘orchid’ comes from the Greek word for which body part? 
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Testes 

 

Answer 2: 

In zoology, what is the term of one female mating with multiple males? 

Polyandry 

 

Answer 3: 

When comparing vasectomies and the hormonal implant, which method of contraception 

has the higher fail rate?  

Vasectomies 

 

Answer 4: 

Is an average man’s ejaculation closer to a teaspoon or a tablespoon in volume?  

Teaspoon 

 

Answer 5: 

Sula nebouxii is a bird better known as the what-colour footed booby?  

Blue 

 

Answer 6: 

What percentage of Australian women report some level of same-sex sexual experience? 

C = 14% 

 

Answer 7: 

Which primate has the largest penis?  

Humans 

 

Answer 8: 

Clownfish are sequential hermaphrodites, changing sex during their lifetime. Which sexual 

characteristics do they develop first? 

Male 
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Answer 9: 

Which virus does Gardasil (the cervical cancer vaccine) protect against?  

HPV (Human papillomavirus) 

(which also causes genital warts and other cancers) 

 

Answer 10: 

True or False? Female komodo dragons can reproduce without male involvement.  

True 

 

Titillating Tunes 

 

Question 1: 

What was the name of the Justin Timberlake album containing the song ‘SexyBack’?  

 

Question 2: 

In what year was the Madonna song Like a Virgin released? 

 

Question 3: 

How many pregnancies would typically result if 100 women used only the pill for 

contraception for a year? 

A = 3 

B = 9 

C = 14 

 

Question 4: 

Which body part became a nick-name for Elvis Presley?  

 

Question 5: 

Which musical is based on Puccini’s La Bohème and HIV/AIDS?  

 

Question 6: 

How often should sexually active people aged 15-29 get a sexual health check up (at least)?  

A = Once a month 
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B = Once every three months 

C = Once a year 

 

Question 7: 

Which singer recorded the 2014 hit All About That Bass?  

 

Question 8: 

What did Freddie Mercury die of?  

 

Question 9: 

Statistically speaking, is clitoral stimulation or vaginal stimulation more likely to trigger a 

female orgasm?  

 

Question 10: 

Which artist created the album Rated R? 

 

Titillating Tunes Answers 

 

Answer 1: 

What was the name of the Justin Timberlake album containing the song ‘SexyBack’?  

FutureSex/LoveSounds 

 

Answer 2: 

In what year was the Madonna song Like a Virgin released? 

1984 

 

Answer 3: 

How many pregnancies would typically result if 100 women used only the pill for 

contraception for a year? 

B = 9 

 

Answer 4: 

Which body part became a nick-name for Elvis Presley?  
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Pelvis 

 

Answer 5: 

Which musical is based on Puccini’s La Bohème and HIV/AIDS?  

Rent 

 

Answer 6: 

How often should sexually active people aged 15-29 get a sexual health check up (at least)?  

C = Once a year 

(But more frequently for more sexual partners and as soon as possible if any symptoms.) 

 

Answer 7: 

Which singer recorded the 2014 hit All About That Bass?  

Meghan Trainor 

 

Answer 8: 

What did Freddie Mercury die of?  

(Bronchial pneumonia resulting from) AIDS 

 

Answer 9: 

Statistically speaking, is clitoral stimulation or vaginal stimulation more likely to trigger a 

female orgasm?  

Clitoral stimulation 

 

Answer 10: 

Which artist created the album Rated R? 

Rihanna OR Queens of the Stone Age 

(Either answer accepted) 

 

Lusty Literature 

 

Question 1: 

In what language was the Kama Sutra originally written? 
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Question 2: 

In what decade was Mills and Boon publishing company founded?  

 

Question 3: 

How many pregnancies would typically happen if 100 women used only the hormonal 

implant (implanon) for contraception for a year?  

A = 1 or fewer 

B = 3 

C = 6 

 

Question 4: 

What are the names of the two main houses in Shakespeare’s tragic romance Romeo and 

Juliet?  

 

Question 5: 

On which island was the Greek poet Sappho born? 

 

Question 6: 

Which Canberra suburb is the Canberra Sexual Health Centre located in?  

 

Question 7: 

What is the name of the third book in the Fifty Shades Trilogy?  

 

Question 8: 

Who wrote Lady Chatterley’s Lover?  

 

Question 9: 

What percentage of Australian men report some level of same-sex attraction? 

A = 3% 

B = 7% 

C = 11% 

 

 



	 239 

Question 10: 

Which gay Australian author is famous for novels such as Barracuda and The Slap?  

 

Lusty Literature Answers 

 

Answer 1: 

In what language was the Kama Sutra originally written? 

Sanskrit 

 

Answer 2: 

In what decade was Mills and Boon publishing company founded?  

1900’s 

(1908) 

 

Answer 3: 

How many pregnancies would typically happen if 100 women used only the hormonal 

implant (implanon) for contraception for a year? 

A = 1 or fewer 

 

Answer 4: 

What are the names of the two main families in Shakespeare’s tragic romance Romeo and 

Juliet?  

Montague and Capulet 

 

Answer 5: 

On which island was the Greek poet Sappho born? 

Lesbos 

 

Answer 6: 

Which Canberra suburb is the Canberra Sexual Health Centre located in?  

Garran / Woden 

(The number 3 bus from Daley Rd will take you right there!) 
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Answer 7: 

What is the name of the third book in the Fifty Shades Trilogy?  

Fifty Shades Freed 

 

Answer 8: 

Who wrote Lady Chatterley’s Lover?  

D H Lawrence 

 

Answer 9: 

What percentage of Australian men report some level of same-sex attraction? 

B = 7% 

 

Answer 10: 

Which gay Australian author is famous for novels such as Barracuda and The Slap?  

Christos Tsiolkas 
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Appendix E: The peer educator guide 

 

INTRODUCTION 

What is sexual health? 

 

When you hear the term sexual health, most people start thinking about condoms and 

preventing sexually transmitted infections (STIs). While this is obviously an important part 

of sexual health, it is by no means all of it! As the World Health Organisation points out, 

sexual health is a state of physical, emotional, mental, and social well-being related to 

sexuality; it is not merely the absence of disease. As such it’s not just about condoms, it’s 

about striving for positive relationships and respectful approaches to sexuality. It’s being 

free of sexual coercion, discrimination and violence. And it’s about supporting the 

possibility of safe and pleasurable sexual experiences. 

 

 

Why do we need sexual health champions? 

 

Sexual health can be quite a challenge. Whether it’s from less than stellar sex education or 

generalised hang ups about sexuality, many people lack the information they need and feel 

uncomfortable seeking it out. Despite the prevalence of sex in our society, we are still often 

led to believe that talking honestly about sex is somehow wrong or shameful. Peer educators 

such as yourself can play an enormous part in breaking down the barriers and ensuring 

your group gets the support and knowledge they deserve. 

 

 

What is a sexual health champion? 

 

A sexual health champion is someone who takes a role promoting sexual health within 

their student group. Maybe you’ve got a position such as women’s officer, men’s officer or 

gender and sexuality rep, or maybe you just have a burning desire to get out there and make 
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a difference. Whatever the case, this guide is designed to give you a head start in running 

events to get people thinking about sex and health. 

 

 

What is a sexual health champion NOT? 

 

While being a sexual health champion is a very worthwhile role, it’s important to remember 

your limits. You’re not expected to be a doctor or a counsellor, simply someone who’s a bit 

more informed and who knows how to refer students to get the information and assistance 

they need. And while it may seem obvious, it’s important to note that a sexual health 

champion isn’t there to scare people out of having sex or to encourage people to have sex! 

It’s about supporting people to make informed choices that lead to both good health and 

happiness with their choices when it comes to sex. 

 

 

GETTING STARTED 

 

The next few sections are all about getting you ready for the role.  

 

 

Talk to an expert 

One of the best things you can do to get started is finding out what help is available in your 

area. Having a chat with an educator from a sexual health or family planning clinic is a 

good way to find out what’s available for students from your uni. 

 

In your area: 

Sexual Health and Family Planning Organisations  

 http://familyplanningallianceaustralia.org.au/services/  

http://www.srhwa.com.au/ (Western Australia only) 

Each state and territory has its own organisation. Aside from excellent information and 

advocacy, these organisations also provide sexual health clinics that are free or very low 

cost. 
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Sexual health clinics (Google this and your town name!) 

Domestic violence and sexual assault support services 

Go to www.1800respect.org.au/service-support/ to find support near you. 

 

At your university: 

University health centre/Counselling 

Women’s departments 

Queer departments 

 

Get yourself tested 

One of the most useful things you can do as a sexual health champion is get yourself tested. 

Even if you’re not sexually active, it can be a great help as it makes you familiar with how 

to arrange a sexual health check up and allow you to reassure others that it’s about being 

proactive with your health rather than something to be ashamed of.  

 

Why is testing so important? 

While some STIs have obvious symptoms, others like chlamydia do not. Chlamydia is the 

most prevalent STI in young people in Australia and up to 80% of people who have it 

experience no symptoms. While it can be very easily treated in most cases, long term 

infection can lead to problems such as infertility later on. And of course the longer an STI 

goes unnoticed, the more likely it will spread to other people. So getting tested at least once 

a year if you’re sexually active is a great way to be proactive about your health. 

 

 

 

Basic STI information  

(Sourced from http://www.shfpact.org.au/sexual-health/info-sheets/30-sti-s/50-sexually-

transmissible-infections) 

 

What are Sexually Transmissible Infections (STIs)? 

STIs are infections which are passed from one person to another during sexual contact or 

exchange of body fluids. 
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STIs are caused by micro-organisms such as bacteria, viruses or parasites. 

STIs can affect areas of the body other than the genitals. 

STIs do not always cause signs or symptoms. 

 

What activities put me at risk of STIs? 

Having vaginal or anal sex without a condom (unprotected sex) can put you at risk of getting 

an STI. You can also get some STIs from unprotected oral sex, and from skin-to-skin 

contact. 

Some activities put you at greater risk than others. Riskier activities include having 

unprotected sex: 

with casual partners (the more partners, the greater the risk) 

with a partner who has had unprotected sex with casual partners 

when travelling outside Australia or with a partner who has had unprotected sex outside 

Australia 

with a partner who has injected drugs 

men who have unprotected anal sex with other men are also at significantly higher risk. 

 

Chlamydia 

Chlamydia is the most common bacterial STI in Australia and is especially common 

amongst young people. 

If left untreated in women, chlamydia can lead to Pelvic Inflammatory Disease (PID), an 

infection of the uterus and fallopian tubes, which can cause infertility. 

Most people who have chlamydia do not have any symptoms.  

If symptoms are present, in men they can include penile discharge, and pain on passing 

urine or on ejaculation and in women they can include lower abdominal pain, pain with 

sex or on passing urine, more painful periods, and bleeding between periods or after sex. 

Chlamydia is easy to catch, easy to test for, and easy to treat – a single dose of broad 

spectrum antibiotic tablets will clear the infection in most people. 

 

Gonorrhoea 

Gonorrhoea is a bacteria that infects the penis, vagina, anus or throat. 

You can have gonorrhoea without knowing it as not everyone gets symptoms. 

The most common symptom is a discharge from the penis, vagina or anus. 
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If left untreated in women, gonorrhoea can lead to Pelvic Inflammatory Disease (PID) an 

infection of the uterus and fallopian tubes which can cause infertility. 

Gonorrhoea is more common among men who have sex with men. 

It is treated with antibiotics, usually given by injection. 

 

Trichomoniasis 

Trichomoniasis is a genital infection caused by an organism called a protozoa 

In women symptoms may include frothy yellow-green vaginal discharge, unpleasant (fishy) 

vaginal odour, and vaginal itching and burning. In men symptoms may include discharge 

from the penis and pain on passing urine 

Trichomoniasis is not usually serious but can be unpleasant. 

It is treated with a type of oral antibiotic. 

 

Syphilis 

Syphilis is transmitted during sexual contact with a person who has this infection. It is 

uncommon in Australia, however if left untreated it can cause serious health problems. 

Early symptoms can include a painless ulcer-like sore on genitals or a rash which generally 

appears on hands and feet. Later syphilis, which occurs many years after the first symptoms 

can have no symptoms. 

If a pregnant woman is infected with syphilis it can cause serious health problems for her 

baby. All pregnant women are usually tested for syphilis in Australia when they have their 

routine blood tests in pregnancy. 

Syphilis is more common among men who have sex with men. 

It is treated with antibiotics, usually given by injection. 

 

Hepatitis B 

Hepatitis B is a viral infection that results in inflammation of the liver. 

It can be passed on by unprotected vaginal or anal sex, by sharing drug injecting equipment, 

during unsterile tattooing or body piercing, or sometimes through dental or other 

procedures in developing countries. 

All pregnant women are usually tested for hepatitis B in Australia when they have their 

routine blood tests in pregnancy. 
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HIV (Human Immunodeficiency Virus) 

HIV is a viral infection that breaks down the body's natural defences against infections by 

weakening the immune system. It can lead to Acquired Immune Deficiency Syndrome 

(AIDS). 

HIV is in the blood, vaginal secretions or semen of a person infected with the virus and is 

passed on by vaginal or anal sex without a condom, by sharing drug injecting equipment 

and during unsterile tattooing or body piercing in developing countries. It can also be 

passed on through oral sex although the risk is much lower. 

All pregnant women are usually tested for HIV in Australia when they have their routine 

blood tests in pregnancy. 

HIV is not curable but can be managed with medication. 

 

Genital Wart virus (HPV) 

Genital wart virus is the most common viral STI in Australia. 

The wart virus is actually a family of viruses and has many different strains. It is transmitted 

by skin to skin contact during sex. 

Some strains of wart virus cause visible warts on the penis, vulva, vagina, anus and the skin 

close to these areas. Other strains do not cause any visible warts but are detected on Pap 

tests in women and can causes changes to the cervix, which if left untreated can lead to 

cancer of the cervix over time. 

There is no screening test for the genital wart virus that causes visible warts- if you have 

symptoms you think may be warts see a doctor for diagnosis 

Treatments are available and include freezing, or application of liquid or cream. 

A vaccine is available which protects against some of the strains of wart virus that cause 

genital warts and changes in the cervix – check with your health practitioner. 

 

Genital Herpes 

Genital herpes is a common STI. It is caused by a virus, which is transmitted by skin-to-

skin contact during genital or oral sex. 

The virus may cause blisters or sores on the skin but can have no symptoms. 

Once you have genital herpes it remains in your body for life but is not always active. 

Treatment is available to reduce or help to manage symptoms. 
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There is no useful screening test available for genital herpes- if you have any symptoms, 

such as a sore which appears from time to time, see a doctor for diagnosis at the time the 

sore is present. 

 

CONDITIONS WHICH ARE NOT STIs BUT WHICH CAN AFFECT THE GENITAL 

AREA 

Pubic lice (Crabs) 

Pubic lice are small parasites that infect the pubic hair, armpits or chest hair. 

They are passed on by direct person-to-person contact with the area that is infected, or by 

coming into contact with infected bedding or clothes, not necessarily during sexual contact. 

They can be treated with over the preparations available over the counter from pharmacies. 

Clothes and bedding also need to be treated. 

 

 

 SHFPACT has produced Info Sheets on many of the STIs listed above – check these for 

more detailed information about the STI you want to know more about. SHFPACT Info 

Sheets are available free at www.shfpact.org.au 

 

 

 

Basic Contraception Info 

 

(Sourced from http://www.shfpact.org.au/sexual-health/contraception) 

 

What is contraception? 

Contraception means prevention of pregnancy. There are a number of different methods 

and it is important to choose one that best meets your needs and circumstances. 

Considerations when choosing contraception should include accurate information about: 

effectiveness in pregnancy prevention 

ease of use 

side effects including changes to usual periods 

benefits other than contraception 

cost and availability 
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reversibility 

protection against sexually transmissible infections (STIs) 

health issues which may limit some choices 

 

The most effective reversible methods are the “fit and forget” long-acting reversible 

contraceptives (LARCs) – intrauterine devices (IUDs) and contraceptive implants. 

 

IUDs and implants: 

are suitable for women of any age 

can be used by most women, even if they have any significant health issues 

can be removed easily at any time and are immediately reversible on removal. 

involve an insertion and removal procedure by a doctor or nurse 

provide no protection against STIs 

 

IUDs include a hormone releasing device or copper devices. 

 

The hormonal IUD – Mirena® is a small T-shaped device that is fitted inside the uterus 

(womb). Over a 5 year timeframe, it slowly releases a very low dose of progestogen hormone 

into the uterus. Periods usually become lighter or may stop when using a hormonal IUD. 

The hormonal IUD is 99.8% effective. 

 

The Copper intrauterine device (Cu-IUD) is a small device made from plastic and copper 

that is fitted inside the uterus. They stop sperm from reaching the egg and any fertilised 

egg from sticking to the wall of the uterus. They have no hormones and have no effect on 

the normal female cycle but periods may become heavier when using a copper IUD. Cu-

IUDs are 99.2% effective. IUDs need to be replaced every 5-10 years depending on their 

type or can be removed easily at any time. 

 

The contraceptive implant – Implanon NXT® is inserted directly under the skin, on the 

inner arm above the elbow, where it continuously releases a low dose of a progestogen 

hormone into the blood stream over a 3 year timeframe. 

The implant works by preventing ovulation (egg release from the ovary). Devices need to 

be replaced every 3 years or can be removed easily at any time Using an implant will change 
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a woman’s usual bleeding pattern – for some women this will mean little or no bleeding at 

all but about 1 in 5 women have irregular or persistent bleeding. Implants are 99.9% 

effective. 

 

Contraceptive injections: Depot medroxyprogesterone acetate (DMPA) is given by an 

injection into a muscle every 12 weeks. It prevents pregnancy by stopping ovulation. Periods 

may stop while using DMPA and there may be a short delay in return to usual fertility. 

DMPA is 94-99.8% effective. 

 

Shorter acting hormonal methods include the contraceptive vaginal ring – NuvaRing®; the 

Combined oral contraceptive pill (The Pill) and the Progestogen-only contraceptive pill 

(mini pill). 

 

A regular prescription is needed for hormonal methods of contraception. None of these 

methods provide protection against STIs. Some women can’t use the combined pill or ring 

because of health conditions or side effects. All three methods are 91-99.7% effective. 

 

The contraceptive vaginal ring – NuvaRing® is a soft plastic ring which slowly releases 

low doses of two hormones, oestrogen and a progestogen. These hormones are like those 

used in the combined oral contraceptive (‘the Pill’). The ring is self-inserted and remains 

in the vagina for three weeks and then removed and replaced with the next ring a week 

later. 

 

Combined oral contraceptive pill commonly referred to as ‘The Pill’, is an oral 

contraceptive taken daily. It contains the hormones oestrogen and a progestogen. These 

hormones are similar to those naturally produced by the female body. The pill may help 

with acne or heavy periods. Pills rely on regular and consistent daily use to be effective. 

 

Barrier methods prevent semen from entering the uterus and can be an effective method 

of contraception when used consistently and correctly. 

 

Condoms are the only method that offers protection from both unintended pregnancy and 

STIs. 



	 251 

The male condom is a sheath made of latex or polyurethane, which is rolled onto the erect 

penis before sex. The male condom is 82-98% effective for pregnancy prevention and 

consistent use is very important if they are the sole method of contraception. Condoms can 

be used in conjunction with other methods to increase contraceptive effectiveness. 

 

The female condom is a polyurethane sheath, which is inserted into the vagina before sex. 

It has two flexible rings to keep it in place in the vagina. The female condom is 79-95% 

effective. 

 

Emergency contraception (EC) can reduce the risk of unintended pregnancy after 

unprotected sex. EC is not a method of regular contraception. Using a reliable form of 

contraception is the best ongoing protection against unplanned pregnancy. 

 

There are two types of EC —  the emergency contraception pill (ECP), a pill containing a 

progestogen hormone and the Cu-IUD. 

 

The ECP can be taken up to 5 days after unprotected sex but it is most effective if taken in 

the first 24 hours. When taken in the first 72 hours, it prevents about 85% of expected 

pregnancies, but the sooner it is taken, the more effective it is. 

 

A copper intrauterine contraceptive device (Cu-IUD) can also be used as EC. When 

inserted in the first 120 hours after sex, it prevents about 99% of expected pregnancies 

A Cu-IUD then provides immediate and ongoing contraception. 

 

Permanent contraception (sterilisation) for men or women involves a small operation by a 

surgical doctor with general or local anaesthesia 

 

Sterilisation is permanent contraception which can’t be reversed. Sterilisation methods are 

99.5% effective. 

 

Female sterilisation (tubal ligation) involves an operation blocking the Fallopian tubes to 

stop the passage of the ovum(egg). It is usually performed with a general anaesthetic. 
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Male sterilisation (vasectomy) involves an operation on the vas deferens to prevent sperm 

formed in the testes from joining the ejaculate fluid. It can be performed under local 

anaesthetic, often with light sedation. 

 

 

Ineffective methods 

 

Withdrawal is where the man takes his penis out (withdraws) from the woman’s vagina 

before he ejaculates (comes). It is also known as coitus interruptus. Withdrawal is not 

recommended as a reliable form of contraception. 

 

 

 

 

 

Basic LGBTI Info 

 

(Sourced from: http://lgbtihealth.org.au/communities/ and 

 https://www.humanrights.gov.au/face-facts-lesbian-gay-bisexual-trans-and-intersex-people) 

 

 

 

WHO ARE ‘LGBTI’ PEOPLE? 

 

Each letter in ‘LGBTI’ contains a diverse range of real people, living real lives. ‘LGBTI’ 

people can be found in all walks of life, professions, faith communities, political parties, 

and locations throughout Australia. 

 

When you speak about ‘the general population’ or ‘the mainstream’, you are talking about 

‘LGBTI’ people in those communities, too. LGBTI people have many different ways of 

living their lives; there is no such thing as ‘the LGBTI lifestyle’. There are many ‘LGBTI 

communities’ (plural!) – there is no single ‘LGBTI Community’. 
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WHAT DOES ‘LESBIAN’ MEAN? 

 

A lesbian is a person who self-describes as a woman and who has experiences of romantic, 

sexual, and/or affectional attraction solely or primarily to other people who self-describe as 

women. Some women use other language to describe their relationships and attractions. 

 

WHAT DOES ‘GAY’ MEAN? 

 

A gay man is a person who self-describes as a man and who has experiences of romantic, 

sexual and/or affectional attraction solely or primarily to other people who self-describe as 

men. Some men use other language to describe their relationships and attractions. 

 

WHAT DOES ‘BISEXUAL’ MEAN? 

 

A bisexual person is a person of any gender who has romantic and/or sexual relationships 

with and/or is attracted to people from more than one gender. Some people who fit this 

description prefer the terms ‘queer’ or ‘pansexual’, in recognition of more than two 

genders. Although ‘bi-‘ technically refers to two, it is often used by people who have 

relationships with and/or attractions for people of more genders than just women or men. 

 

WHAT DOES ‘TRANS*’ MEAN? 

 

Trans and Transgender are umbrella terms often used to describe people who were assigned 

a sex at birth that they do not feel reflects how they understand their gender identity, 

expression, or behaviour. Most people of trans experience live and identify simply as 

women or men; most do not have ‘a trans identity’. In addition to women and men of trans 

experience, some people do identify their gender as trans or as a gender other than woman 

or man. People from Aboriginal/Indigenous and Torres Strait Islander communities often 

use the terms sistergirl or brotherboy. People from societies around the world with more 

than two traditional genders often use culturally specific language. 
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WHAT DOES ‘INTERSEX’ MEAN? 

 

A person with an intersex characteristic is a person born with physical characteristics that 

differ from modern medical norms about strictly ‘female’ and strictly ‘male’ bodies. Intersex 

is not about gender, but about innate physical variations. Most people with intersex 

characteristics describe their gender as simple women or men, not as a ‘third gender’. 

 

 

WHY ARE LGBTI PEOPLE A FOCUS IN SEXUAL HEALTH PROMOTION? 

 

First and foremost, people of diverse sexual orientation, sex or gender identity may account 

for up to 11% of the Australian population! Secondly, LGBTI people face a number of 

challenges in relation to sexuality and health. While acceptance is growing, many LGBTI 

Australians still face verbal or physical abuse based on the gender or sexuality. This may 

lead people to hide their sexuality or gender from doctors and other health practitioners, 

as well as from their family and friends. When combined with high school sex education 

that is often lacking in LGBTI-related information this means that many members of this 

community will miss out on the information that’s relevant to them. Gay men and other 

men who have sex with men are also recognised as a priority population in the National 

STI Strategy due to their overrepresentation in terms of HIV and other STIs.  

 

 

 

Basic consent info 

 

(Sourced from: http://au.reachout.com/what-is-sexual-consent) 

 

Why is consent important? 

 

Whenever you have sex or start any touch of a sexual nature, you need to make sure that 

your partner is just as enthusiastic as you. In other words, that they give their full consent. 
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It's important that you are 100% sure that the person you're with is happy and willing 

because non-consensual sexual activity (even kissing and touching) is actually against the 

law.  

 

Not only is sex without consent a crime, but being pressured or forced into a sexual 

situation you’re not ready for (also known as rape and sexual assault) can do lasting 

emotional damage. It’s not enough to just assume someone wants sex as much as you, you 

really have to ask. This approach is known as Yes means Yes. 

 

How do you know if the person you're with has given their consent? 

 

The only way to know for sure if someone has given consent is if they tell you. Sometimes 

the person you're with might look like they're happy doing something but on the inside 

they're not.  

 

One of the best ways to determine if someone is uncomfortable with any situation, 

especially with a sexual one, is to simply ask. Here are some examples of the questions you 

might ask: 

 

Are you happy with this? 

Do you want to stop? 

Do you want to go further? 

The look on someone's face and their body language is also a way of communicating and 

often has more meaning then the words that come out of their mouth. Ways you can tell 

if a person is not feeling sure about sex include: 

 

Not responding to your touch 

Pushing you away 

Holding their arms tightly around their bodies 

Turning away from you or hiding their face 

Stiffening muscles 
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If you get a negative or non-committal answer to any of these questions or if your partner's 

body language is like any of the above examples then you should stop what you are doing 

and talk to them about it. 

 

Slowing things down 

 

Consent must be freely given, and can also be freely taken away at any point during the 

experience. Taking your time, making sure you are both comfortable and talking about how 

far you want to go will make the time you spend together a lot more satisfying and enjoyable 

for both of you.  

 

Some things you can say to slow things down if you feel that things are going too quickly: 

 

I don't want to go any further than kissing, hugging, touching. 

Can we stay like this for while? 

Can we slow down? 

Stopping 

 

You always have the right to say 'no' and you always have the right to change your mind at 

any time regardless of how far things have gone. Below are some things you can say or do 

if you want to stop: 

 

No. 

Say 'I want to stop'. 

Say 'I need to go to the toilet'. 

In a situation where the other person isn't listening to you and you feel unsafe, you could 

pretend you are going to vomit (it's amazing how quickly someone moves away from you if 

they think you are going to be sick). 

When drugs or alcohol are involved 

 

Drugs and alcohol can affect people's ability to make decisions, including whether or not 

they want to be sexual with someone else. This means that if someone is really drunk or 
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high, they cannot give consent. Being with them in a sexual way when they don't know 

what's going on is equal to rape, because they cannot give informed consent. 

 

The bottom line 

 

The key to pleasurable sex for everyone involved is to know that you’re both as enthusiastic 

as each other. If you’re not sure, or it doesn’t feel right, don’t keep going. Don’t pressure 

someone if they’re not sure, just wait and if the time is right, the time is right. 

 

If someone has come to you for help after being sexually assaulted, see ‘What to do when 

someone discloses’ below. 

 

 

 

RUNNING AN EVENT 

 

Tips for successful events 

Get a professional on board! 

Partnering up with a professional sexual health care provider can bring amazing benefits. 

Not only will they have invaluable expertise in the area, they might also be able to help 

sourcing condoms and brochures or help out with events for your group. Sexual health 

clinics and Family Planning centres are great places to start looking. 10/10 would 

recommend.  

 

Get started early 

Choosing a good time is essential for a good turn out. Many sexual health champions like 

to run events during orientation week or in the first weeks of semester as these dates tend 

to get higher attendance. Try to avoid the assessment-heavy periods towards the end of 

term. And obviously, the earlier people are aware of the support that’s available, the better! 
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Advertise 

How you advertise will depend a lot on what type of group you’re from. A combination of 

online (e.g. facebook event invite or whole group email) with some printed posters is often 

a good way to get the word out. And of course, word of mouth is invaluable, make sure you 

invite people in person too if possible. 

 

Offer food and drink 

Free food and drink can be powerful motivators! If you can afford them, make sure to 

mention it on your advertising to help encourage people to show up. Even if you can’t 

afford to pay for it, can you run your event when a canteen or bar is open? Beyond making 

it feel like a fun and social event, a free drink has been shown to make events much more 

attractive to the people most likely to be lacking sexual health information (such as straight 

males who’ve had multiple partners). Obviously alcohol isn’t going to be suitable in all 

groups though, so have a think about your target audience when you’re planning.  

 

Don’t preach to the converted 

While inviting a speaker in to do a talk on STIs may attract a small group of diehard sexual 

health enthusiasts, a lot of the challenge in sexual health is getting the message out to 

people who aren’t so keen. If you’re going to have an event such as a talk or discussion 

panel, consider combining it with free food and drink or a social activity like a girls’ movie 

night to lessen the stigma and get a bigger turnout. 

 

Be inclusive 

Taking the time to think about the needs of your audience is one of the most important 

things you can do for a successful event. Keep in mind factors such as cultural differences 

and different sexualities and genders. This might involve planning events that are single 

gender if you have a more conservative group or getting in touch with you uni’s LGBTI 

group for advice. In all events, make sure you use inclusive language, for instance not 

assuming everyone in your audience is heterosexual. If you’re unsure about approaching 

these issues, having a chat with someone from your local sexual health or family planning 

clinic is a great start.  
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Sexy Trivia 

 

Sexy Trivia is a great way to get people thinking about sexual health as being part of everyday 

life. By mixing the sexual health related questions in with the others you end up with a fun, 

pub quiz atmosphere rather than a sex education test. 

 

You’ll need: A big room, paper for answers, pens, projector (optional, but preferable), 

microphone (optional, depending on number of people), whiteboard and markers (for 

scoring), prizes or certificates/condom medals. 

N.B. A complete set of questions for Sexy Trivia and “I came first in Sexy Trivia” condom 

medal templates are included with this pack! 

 

How it works:  

Tailor the provided set of questions from the PowerPoint to make it relevant to your college 

in terms of where students can go for support in your area.  

Choose if you want to have bonus games in the gaps between the rounds (see options 

below) and replace the “Bonus game” slides with the instructions from the end of the 

PowerPoint.  

Recruit some helpers for the night. This will include an MC (you?!), and someone to help 

hand out sheets and score. Make sure your MC is someone who isn’t going to get flustered 

talking about sex by getting them to have a look through the questions beforehand.  

Set up your space to make it easy for small groups to write down their answers, and to see 

the question screen and scoring whiteboard (if using).  

Run through the rounds and games, making sure to read out the correct answers so people 

can learn! 

Tally up the scores (it can be fun to have updates throughout the night) and announce your 

winning table. 
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Ideas for games between rounds: 

 

Anonymous Questions 

You’ll need: A sexual health care professional, extra paper for anonymous questions. 

How it works: If you’re teaming up with a professional for anonymous questions between 

1st and 2nd round is a great time for them to introduce themselves, what their organisation 

can do for uni students and how the anonymous questions will work. One great way to 

encourage people to interact is to have a bonus point for each person who goes up to their 

table to hand them an anonymous question that they can answer while you’re tallying up 

points at the end of the night. This gives everyone a great excuse to duck off at some point 

during the night to chat. Having an experienced professional around to answer questions 

is amazingly useful, but remember most professionals will need to be booked in very early 

so get on to this as soon as you can!  

 

The Chocolate Covered Consent Game 

You’ll need: A paper plate and assorted chocolates/lollies (for each table) 

How it works: In this game each table is given a paper plate with some different types of 

chocolates or lollies. (Remind them not to eat them just yet!) One person on the table has 

to communicate their ranked preferences for the different sweets through facial expression 

alone. This means no talking, no nodding and no moving! Give them a limited amount of 

time (1 minute?) and ask them to check whether the tables managed it. The point of this 

game is to show how difficult it can be to guess what people want without good 

communication. When it comes to sex, consent is vital and the easiest way to make sure is 

to use your words. Ask whether they’re keen, don’t just assume! 

 

The Exchanging Fluids Game 

You’ll need: Plastic cups (one per person), pH tester (available from pet stores in the 

aquarium section), citric acid (from the baking aisle), permanent marker, water. 

How it works: Before the night starts, write a number from one to eight on each cup. You 

want at least half of the cups to have either a one or a two on them, and progressively fewer 

of each number after that. Add about a teaspoon of citric acid to two of the cups (preferably 

not a cup marked with a one). Pour some water into all of the cups, making sure they’re 

less than half full. 
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On the night distribute the cups randomly among the participants and remind them not 

to drink it! Make sure you give the cups with citric acid out early on in case there are more 

cups than people. Explain that the game is about exchanging fluids and the aim of the game 

is to do that with the number of people written on your cup. To exchange fluids simply 

pour all the water from one cup into the other and then pour half back into the first cup. 

Encourage people to stand up and move around the room rather than just doing it at their 

table.  

Once everyone has finished explain that the game is a rough model of how chlamydia 

spreads. As it often has no symptoms, testing is the only way to find out if you have it and 

get treated to prevent passing it on. Reveal that two of the cups started with some citric 

acid in them, meaning they and any cups they exchanged fluids with will be a different 

colour. Add a drop or two of pH tester to each cup and get them to swirl it around.  

Go through each number asking people with that number to put their hand up, and then 

to stand up if they ended up with citric acid. The people who had to exchange fluids the 

most are the most likely to have it. Talk about how you should get tested more frequently 

if you have more sexual partners, for both your health and theirs.  

 

The Condom Challenge 

You’ll need: Strips of cloth (or something else you can use as a blindfold), condoms, 

bananas. 

How it works: Ask for two brave volunteers from each table. The challenge is for the pair 

to open a condom and put unroll it over a banana, blindfolded, with only one hand each. 

The fastest pair wins. If you want to add an incentive, you can have points for the table for 

participating or points or a small prize for the fastest team.  

 

 

Other event ideas 

 

Talk and Testing 

Having a talk from a sexual health professional with on site testing is a really effective way 

to break down the stigma around sexual health testing and can get a lot of people involved. 

If you’re planning on running an event like this, make sure that you have another incentive 
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to attract people to the event, like free food and drink or an attached social activity. Also 

be sure to get in contact early as the pros are in high demand! 

 

Gender Bread 

Using the infographic from the website below as a starting point, get your group to explore 

gender identity, gender expression, biological sex and attraction by using writing icing to 

decorate gingerbread people! 

http://itspronouncedmetrosexual.com/2012/03/the-genderbread-person-v2-0/  

 

LGBTI movie 

Screening an LGBTI themed movie can be a good way to get people thinking about these 

issues. Take a look online to see what’s new and remember to check the rating.  

  

 

SUPPORT AND RESOURCES 

 

What to do when someone discloses 

While being a sexual health champion can be very rewarding, there can also be some 

challenging times. Depending on what type of group you’re in and your relationship with 

the other members, you might have people coming to you when they’re tackling some very 

tough issues like pregnancy scares or sexual assault. Remember that you’re not a doctor or 

a counsellor and your job is to help make them aware of professional help such as a Family 

Planning centre or a Rape Crisis Centre. In the case of sexual assault, make sure that you’re 

aware of any policies that your group or university might have to support survivors as well 

as looking at the guidelines below.  

 

(Based on: http://www.anu.edu.au/students/services/health-wellbeing/sexual-assault-

support ) 

 

1. Listen & support 

Remain calm and provide an empathetic response. Find a quiet safe place so that you can 

listen to the student. Ask for help from a staff member if needed. 
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It is the student’s choice as to who they talk to and how they deal with their situation. Your 

role is to support them to make decisions for themselves. 

  

2. Establish immediate safety 

If after listening to the student you determine that there is an immediate danger from the 

alleged perpetrator (or others) or an immediate medical or physical emergency. 

Call 000 and report the incident to emergency services. 

If the incident is on campus, call university security. 

  

3. Consider informing an appropriate staff member 

It is important that you involve the student in deciding if and how a report is made and 

who is informed, but also recognise that you are not responsible for the decisions made by 

the student.  

The following are appropriate staff members you could approach for guidance. 

An appropriate university staff member related to student experience. 

A university counselling centre employee. 

A relevant student association representative. 

Some important points: 

Inform the student that the staff member will respect the student’s right to be in control 

of the decisions affecting them, especially their right to decide whether to seek police, legal, 

medical or counselling support. 

Offer to approach one of them on behalf of the student, or accompany the student to meet 

with the staff member if they wish. 

  

4. Provide information about options 

The best support you can give is to help the student access the support they choose for 

themselves. 

 

Counselling 

Your local sexual assault support or rape crisis centre. 

Call 1800RESPECT. 24 hours, 7days. Information and support for people who have 

experienced sexual assault or domestic and family violence. They also have a list of local 

support services listed at www.1800respect.org.au/service-support/ 
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University counselling centre. 

 

Medical support 

Your local hospital will provide forensic and medical sexual assault care to people who have 

been sexually assaulted. A forensic medical examination may be conducted up to 5 days 

after a sexual assault. 

  

5. Self-care & seeking support for yourself 

Having someone disclose an allegation of sexual assault to you can be confronting and 

difficult to process emotionally. It is recommended that you look after your own mental 

health and talk to a trained counsellor. 

  

How to support someone who has been accused of sexual assault 

Here are a few ways you might help someone in this situation: 

Listen to them, and as above, refrain from judgement, commentary or choosing sides. 

Provide information about their options for seeking additional support. In particular you 

should mention Mensline (24 hours on 1300 789 978) or other appropriate supports 

within your university. 

The most helpful thing you can do is to keep the conversation firmly focussed on support 

options and avoid discussing the details of the alleged assault. 

 

 

Self-care 

During tough times it’s important that you think about ways to take care of yourself too! 

This might involve chatting to someone else in your group, having a chat with uni 

counselling or even simple things like taking time to hang with friends. If things are 

overwhelming, don’t be afraid to ask others for help. 

 

 

For more information 

 

Domestic violence and sexual assault support 

https://www.1800respect.org.au/ 
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Sexually Transmissible Infections Information 

www.sti.health.gov.au/ 

 

Youth focused sex education 

http://www.scarleteen.com/ 

 

Sexual Health and Family Planning Australia 

http://familyplanningallianceaustralia.org.au/services/ 
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Appendix F: Testing Attitudes about Sexual Health questions  

* 1. What is your age? 

 

* 2. Which session did you attend?  

Sexual Health Talk 

Sexy Trivia 

I did not attend either session 

     

3. What is your gender?  

Male 

Female 

Other 

If you selected 'other' and would like to specify, please do so here 

 

4. What is your sexual orientation?  

Heterosexual (straight) 

Homosexual (gay or lesbian)  

Bisexual 

Other 

If you selected 'other' and would like to specify, please do so here 

 

5. What stage of university are you currently at?  

First year undergraduate 

Second year undergraduate 

Third year undergraduate 

Fourth or later year undergraduate  

Postgraduate 

Other (please specify) 

 

6. Are you a domestic or international student?  
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Domestic 

International 

                    

* 7. Please choose the option that best represents your sexual experiences  

I have had sex (vaginal or anal intercourse) and/or oral sex 

I have had sexual experiences, but they didn't include intercourse or oral sex 

I have not had sexual experiences 

 

8. How many people have you had sex (intercourse) with in the last 12 months? (If none, 

please write '0') 

 

9. What was your relationship to the person you last had sex (intercourse) with?  

Regular partner (e.g. husband or wife, girlfriend or boyfriend) 

Occasional partner 

One-night stand 

Other (please specify) 

 

10. Did you use a condom the last time you had sex (intercourse)?  

Yes 

No  

Unsure 

 

* 11. Did you use any other type of contraception the last time you had sex (intercourse)?  

Yes 

No  

Unsure 

              

* 12. Have you ever had a sexual health test (e.g. a test for HIV, chlamydia, or any other 

sexually transmitted infection)? 

Yes 

No  

Unsure 
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13. What factors do you think most discourage you from getting tested? (Please select all 

that apply) 

I haven't had sex 

My behaviours aren't risky 

I don't have the time 

I can't afford it 

It's far away / difficult to get to 

It's embarrassing 

I don't know where to get tested  

I'm afraid of doctors 

I always use protection 

I haven't had many sexual partners  

Other (please specify) 

 

14. Have you had a sexual health test (e.g. a test for HIV, chlamydia, or any other sexually 

transmitted infection) in the last 12 months? 

Yes 

No  

Unsure 

     

15. Please rate your agreement or disagreement with the following statements: 

I expect myself to get tested for chlamydia every time I have a new sexual partner 

I want to get tested for chlamydia every time I have a new sexual partner 

I intend to get tested for chlamydia every time I have a new sexual partner 

(Strongly disagree, Disagree, Somewhat disagree, Neutral, Somewhat agree, Agree, Strongly 

agree) 

 

16. For me, getting tested for chlamydia every time I have a new sexual partner is:  

Good – Bad (7 point scale) 

 

17. For me, getting tested for chlamydia every time I have a new sexual partner is:  

Worthless – Useful (7 point scale) 
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18. For me, getting tested for chlamydia every time I have a new sexual partner is:  

Admirable – Shameful (7 point scale) 

 

19. For me, getting tested for chlamydia every time I have a new sexual partner is:  

Harmful – Beneficial (7 point scale) 

 

20. When it comes to getting tested for chlamydia every time I have a new sexual partner...  

Most people who are important to me think… 

My friends think… 

My current/ most recent partner thinks… 

I should – I should not (7 point scale) 

 

21. Overall I believe... 

It is expected of me that I will get tested for chlamydia every time I have a new sexual 

partner 

I feel under social pressure to get tested for chlamydia every time I have a new sexual partner 

People who are important to me want me to get tested for chlamydia every time I have a 

new sexual partner 

(Strongly disagree, Disagree, Somewhat disagree, Neutral, Somewhat agree, Agree, Strongly 

agree) 

 

22. When it comes to getting tested for chlamydia every time they have a new sexual 

partner...  

My friends are 

My current / most recent partner is 

Likely to do it – Unlikely to do it (7 point scale) 

                  

23. Please choose the option that best represents your feelings:  

What my friends think I should do matters to me 

Doing what my friends do is important to me 

The approval of my current/most recent partner is important to me 

Doing what my current/most recent partner does is important to me 

Not at all – Very much (7 point scale) 
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24. In terms of getting tested for chlamydia every time I have a new sexual partner... 

I am confident that I could get tested if I wanted to 

The decision to get tested is beyond my control 

Whether I get tested is entirely up to me 

(Strongly disagree, Disagree, Somewhat disagree, Neutral, Somewhat agree, Agree, Strongly 

agree) 

 

25. For me getting tested for Chlamydia every time I have a new sexual partner is...  

Easy – Difficult (7 point scale) 

 

26. I thought that the session I attended (i.e. either the sexual health talk or Sexy Trivia) 

was 

Uninteresting – Interesting (7 point scale) 

           

27. I thought that the session I attended was 

Fun – Boring (7 point scale) 

 

28. I thought that the session I attended was  

Useless – Useful (7 point scale) 

 

29. What did you enjoy most about the session (i.e. either the sexual health talk or Sexy 

Trivia)? 

 

30. Was there anything you thought could be improved? If so, please provide details here. 

                   

31. Before submitting your responses, is there anything else you would like to add? 

 

If you are ready to submit your answers, please click 'done'. If you wish to withdraw from 

the survey, simply close this window. 


