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ABSTRACT 

 

The prevention of sexually transmitted, or sexually transmissible, infections (STIs) is an 

important public health measure for maintaining sexual health at a population level. In 

Aotearoa New Zealand STIs are a significant public health issue and contribute to the 

burden of disease; particularly among young people. Sexual health surveillance data 

indicates that in Aotearoa New Zealand between 2011 and 2015 there has been a 

substantial decrease of more than 50% in genital warts (HPV) among young people aged 

15-19 (Institute of Environmental Science and Research, 2018; Oliphant et al., 2017). 

However, despite this success story, both men and women in this age group are still at 

considerable risk of contracting the most common STIs: chlamydia and gonorrhoea. Health 

education is an important public health risk reduction strategy for this age group. 

Therefore, improving the impact of health education is a key initiative for reducing the 

burden of disease in the 16-19 year old population. 

In order for such education programs to be effective, they need to reflect a sound 

knowledge of the contemporary behaviour of New Zealand youth, and the understanding 

that youth currently have about risk factors for STIs. While there is a well-established 

research literature on young people’s sexual health, these typically focus on sexual 

intercourse and are underpinned by traditional binaries of heterosexuality and 

homosexuality. Consequently, they ignore a whole range of behaviours that potentially 

make up the sexual repertoires of young people; and the fluidity of sexual identities among 

young people today. Few studies have been undertaken in Aotearoa New Zealand and 

consequently little is known about the sexual behaviours, sexual health practices, and 

levels of knowledge about STIs and/or HIV/AIDS among young New Zealanders. This 

purpose of the present study was to gain a more nuanced understanding of the sexual 

practices, sexual health behaviours, and knowledge of STIs of 16-19 year olds in Aotearoa 
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New Zealand with a view to better understanding their risks for sexually transmitted 

infections to inform the development of health education programs that target minimising 

these risks. 

The present study employed a cross-sectional, quantitative design. A diverse, self-selected, 

sample of 52 young people aged 16-19 and based in Aotearoa New Zealand completed an 

electronic survey asking a comprehensive range of questions about sexual behaviours, 

sexual health practices, and knowledge of STIs and HIV/AIDS. Participants reported a range 

of sexual activities, but generally as either a heterosexual or same-sex activity rather than 

activities being more fluidly practised. In terms of health promoting/disease preventing 

practices, for a range of reasons there was considerable variation in the extent to which 

respondents talked with sexual partners about preventing STIs and/or HIV. Equally, 

respondents reported inconsistent use of protection (condoms; dental dams) during sexual 

activity; with use during oral sex being particularly infrequent. Knowledge of STIs and 

HIV/AIDs was generally good with the exception of risk associated with penetrative anal 

sex. The implications of these findings for sexual health education and promotion are also 

discussed.  
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CHAPTER 1: SETTING THE CONTEXT 

 

The prevention of sexually transmitted, or sexually transmissible, infections (STIs) is an 

important public health measure for maintaining sexual health at a population level. In 

Aotearoa New Zealand, STIs are a significant public health issue and contribute to the 

burden of disease; particularly among young people. In adolescence, many young people 

are beginning to explore their sexuality and may not necessarily exercise good judgement 

in relation to sexual encounters. For example, they are more likely to engage in 

unprotected sex, have sex with multiple partners, and to engage in other activities (e.g. 

excessive alcohol consumption; recreational drug use) that put them at higher risk of STIs. 

In addition, with increasing sexual fluidity young people may be engaging in sexual 

relationships both with persons of the same gender as well as persons of another gender; 

adding to the mix of risk factors for STIs.  

Given their time of life, young people are generally in good health so the contraction of STIs 

is one of the main sources of disease burden in young people – and it is preventable. 

Accordingly, there is clearly a need to focus on the behaviour that increases the risk for 

young people contracting sexually transmitted infections. Health education is an important 

public health risk reduction strategy for this age group. Therefore, improving the impact of 

health education is a key initiative for reducing the burden of disease in the 16-19 year old 

population.  

In order for such education programs to be effective, they need to reflect a sound 

knowledge of the contemporary behaviour of New Zealand youth, and the understanding 

that youth currently have about risk factors for STIs. However, current education programs, 

and the research evidence guiding their development focus solely on sexual intercourse 
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and are underpinned by traditional binaries of heterosexuality and homosexuality. They 

ignore a whole range of behaviours that potentially make up the sexual repertoires of 

young people.  

This research project has been designed to develop an understanding of young people’s 

knowledge about sexual health and how this knowledge influences behaviours from the 

perspective of the young people themselves who are the intended recipients of health 

education. It aims to update the existing knowledge available to health education providers 

so that they can make evidence-based improvements.     

This chapter provides an overview of the research topic including definition of terms, 

background information, the study setting, significance of the study, the purpose of the study 

and research questions. Assumptions of the study and organisation of the thesis are also 

included in this chapter. 

 

1.2 Definitions 

1.1.1 Aotearoa New Zealand  

Over recent years the nation known internationally as New Zealand has made substantial 

moves to actively become bicultural (and increasingly bilingual). As part of this process 

there is increasing recognition of the need to use the Māori language version of place 

names in recognition of Māori as tangata whenua (first nations or Indigenous) peoples of 

this land. In the public sector, including universities, the words Aotearoa New Zealand are 

officially used as the name for our country in recognition that we are a bicultural nation: 

Aotearoa being the Māori name of this land and New Zealand being the European name. 

Therefore, throughout this thesis, the term Aotearoa New Zealand is used to refer to the 

country by name. However, ‘New Zealand’ is used in instances where that is the name of 
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the organisation (e.g. New Zealand Family Planning) or when referring to research 

undertaken in this country (e.g. ‘New Zealand studies…’). In line with this, Māori and 

European language/names are used within this thesis as a means of decolonisation.  

1.1.2 Comprehensive Sex Education 

Comprehensive sex education refers to a sexual health education approach that typically 

includes messages about sexual abstinence, but combined with information about birth 

control (to prevent unwanted pregnancy) and condom use (to prevent STIs). 

1.1.3 Gender 

When referring to ‘male’ and ‘female’ within this thesis, this pertains to identities that are 

assigned by society rather than assigned by individuals. Contemporary gender assignment, 

especially among young people, is fluid rather than fixed in a male/female binary (see 

section 1.3.1 below).  

1.1.4 Heterocentric 

The term heterocentric refers to having a heterosexual bias or basis that assumes that 

heterosexuality is the norm. For example, the use of terms such as ‘intercourse’, ‘sexual 

intercourse’ and ‘coitus’ reproduce a heterocentric norm (McPhillips, Braun and Gavey, 

2001) in that they invoke images of normative heterosexual behaviour. Heterocentricity is a 

dominant discourse that marginalises non-heteronormative ways of sexually relating, and 

also marginalises fluidity of sexuality and non-heterosexual identities.   

1.1.5 Intercourse 

In some studies (e.g. McPhillips et al., 2014) the term ‘sexual intercourse’ is used to refer to 

penetrative sexual practices (i.e. vaginal or anal). The term ‘vaginal sex’ is also used widely 

in the literature, but is not a clear indication that the practice being referred to is penile 

penetration of the vagina. Therefore, to ensure clarity, I have used the term penis-in-vagina 
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intercourse throughout this thesis to distinguish between this sexual practice and other 

penetrative sexual practices (e.g. anal intercourse; use of dildos).  

1.1.6 Young People  

Adolescence is commonly referred to as a stage of the lifespan marked by the transition 

from childhood to adulthood. The World Health Organization (WHO) defines an adolescent 

as any person between ages 10 and 19. People within this age range also fall within WHO's 

definition of young people who are defined as persons between 10 and 24 years old. The 

focus of this thesis is young people aged 16-19 and the terms ‘young people’ and ‘youth’ 

(rather than adolescent) are used throughout this thesis to refer to that group. In Aotearoa 

New Zealand, persons over the age of 16 are legally permitted to engage in consensual sex. 

While undoubtedly there will be 15 year olds who are sexually active, due to the potentially 

sensitive nature of researching underage sexual activity, a pragmatic decision was made to 

exclude 15 year olds from the study.  

 

1.2 `The study setting 

This study was conducted in Aotearoa New Zealand. The population at June 2018 was 

estimated to be 4,885,300 (www.stats.govt.nz). According to the 2013 census, the average 

age is 38 years with around 7% of the population being in the 15-19 year age group; with 

women outnumbering men (51.3% vs 48.7%). Of the main ethnic groups that make up the 

population, in the 2013 census 74.0% identified as European, 14.9% as Māori, 11.8% as 

Asian, and 7.4% as Pacific Islander; many identifying with more than one of these groups. 

As highlighted by Braun (2008), Aotearoa New Zealand has received the dubious title of 

‘chlamydia capital of the world’. The latest public health surveillance report (Institute of 

Environmental Science and Research, 2018) indicates that rates of chlamydia in 2015 were 

http://www.stats.govt.nz/
http://www.stats.govt.nz/
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high at 640 per 100,000 population; a significant increase on the 2014 rates (629 per 

100,000 population) with young people being most at risk. There was also a noticeable 

increase in rates of syphilis from 140 per 100,000 population (in 2014) to 225 per 100,000 

population (in 2015). While the overall rates of gonorrhoea have remained relatively stable, 

rates are highest among young people. Across all areas of public health, including sexual 

health, the overall burden of disease is greatest among Māori and Pacific Island New 

Zealanders (Clark et al., 2014). As a once colonised nation, the effects of colonisation 

persist on the health of people within these groups. Together these characteristics 

contribute to the significance of the study, which is described later in the chapter. 

 

1.3 Background 

1.3.1  Young people’s sexuality in the 21st century 

In the words of Shannon & Klausner (2018) young people are a ‘neglected population’ in 

discussions around sexually transmitted infections and their prevention. While health 

education programmes in Aotearoa New Zealand are relatively progressive compared to 

those in countries such as Australia, the UK, and the USA; they are still largely based on an 

outdated knowledge of sex and sexuality among young people (Garland-Levitt, 2017). In 

particular, the discourse of young people’s sexuality within public health – and beyond – 

assumes that the vast majority of young people are heterosexual (and therefore are 

sexually attracted to, and have sex with, those of the opposite sex) while a very small 

minority are ‘gay’ (and therefore are attracted to, and have sex with, those of the same 

sex). Heterosexuality therefore continues to be the taken-for-granted norm when 

describing sexuality in young people (Jackson, Scott, & Books, 2010), in formulating health 

education programmes, and in public health discussions. On this basis, sexual health 

education is underpinned by problematic assumptions about the sexual repertoires of 
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young people. In particular, the assumption that most young people engage in penis-in-

vagina intercourse to the exclusion of other sexual activities; and that some other sexual 

activities (e.g. anal sex) are exclusive to gay men and therefore not relevant to many, if any, 

other young people. While in previous generations sexual behaviour among young people 

tended to be discouraged; in western countries today, it is, for the most part considered a 

relatively normal part of growing up. Recent research (e.g. Lewis et al., 2013; Mitchell et al., 

2014) also clearly indicates that young people today engage in a wide range of sexual 

practices; regardless of the identity classifications they may use, or that may be ascribed to 

them.  

With increasing visibility of sexual diversity and considerable socio-political change, it has 

become increasingly common to encounter people who see no contradiction in moving 

between sexual relationships with men, with women, or with both; and for this to not be 

seen as implying anything permanent about one’s sexual identity (Savin-Williams, 2005). 

For some young people, especially young women, same-sex attractions, desires and 

behaviour are viewed as a form of ‘sexual freedom’ or ‘sexual choice’; a trendy ‘add-on’ to 

otherwise conventional heterosexuality (Diamond, 2005; Wilkinson, 1996). While the 

majority of young people will identify as heterosexual, many are choosing to align with the 

identity category ‘bisexual’ or one of the newer, primarily heterosexual alternatives (e.g., 

‘mostly heterosexual’; ‘heteroflexible’; ‘bicurious’). A range of non-conventional labels such 

as ‘pansexual’, ‘polysexual’, or ‘queer’ are also in use among young people who are less 

heterosexually-oriented (Oswalt, Evans & Drott, 2016; Russell, Clarke & Clary, 2009). In 

what some have referred to as a ‘post-gay’ era (Savin-Williams, 2005) young people are 

increasingly avoiding the use of conventional labels (e.g. ‘heterosexual’, ‘bisexual’, ‘lesbian’, 

‘gay’) that both constrain their sexual experiences, and that “suggest the primacy of 

sexuality in their personal identities” (Cohler and Hammack, 2007, p. 48). Similarly, recent 

research (e.g. Bodnar & Tornello, 2018) indicates that many young women who identify as 
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‘lesbian’ also engage sexually with men. While more common in young women, sexual 

fluidity is also present within a small and emerging male population (e.g. see Katz-Wise, 

2015). It is important to remember though that young people may be at very different 

stages in their sexual development; while some are likely to be sexually active, others may 

have given their sexuality little or any consideration.  

Understanding young people’s sexuality in the 21st century is also complicated by the 

recent disintegration of the sex/gender binary as an impermeable basis on which sexuality 

is based. Conventionally it is assumed that there are only two categories of sex onto which 

gender is neatly mapped. However, over recent years there has been an increase in the 

number of young people identifying as transgender, and increasingly as gender diverse. 

While many of these young people may experience their gender as fairly rigid or fixed (just 

different from their sex assigned at birth); increasingly, there are reports of young people 

who experience their gender as fluid or changing. Some struggle to identify with the binary 

categories of ‘male’ and ‘female’ and think of themselves in other terms (e.g. ‘non-binary’, 

‘androgyne’, ‘neutrois’) or may choose not to identify with any particular gender label. 

Furthermore, within the New Zealand context an increasing number of Māori and Pacific 

Island youth are reclaiming non-binary gender identities specific to their own cultural group 

(e.g. Tangata ira Tane, Fa’afafine, Whakawahine). While this doesn’t necessarily change 

sexual behaviour, it does have implications for the language chosen to talk about sex and 

sexuality; and the way in which questions about sexual interactions are framed.  

Understanding young people’s sexuality is further complicated by the place of sex and 

sexuality in 21st century western societies. With the omnipresence of broadcast and social 

media, marketization, and international connectedness representation of, and information 

about sex and sexuality is literally everywhere. Whereas for the so-called ‘generation X’ 

growing up in Aotearoa New Zealand in the 80s, exposure to these ideas was very limited, 
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today’s young people have unprecedented access to a wide range of discourses and 

constructions of sex and sexuality. While most will have limited personal experience, they 

are growing up in a world where frequent casual sexual encounters are regarded as the 

norm; and where concepts such as ‘fuck buddies’ (people you have sex with, without the 

commitment/loyalty of a relationship) and ‘friends with benefits’ (two friends who have a 

sexual relationship without being emotionally involved) have been popularised. With the 

focus being on fun, pleasure, and gratification rather than procreation and ‘recreation’ they 

are also exposed to the idea that sex is about much more than just penis-in-vagina 

intercourse. The arrival in the 1990s of a nightclub culture in Aotearoa New Zealand 

(Hutton, 2010) has also provided an environment in which ‘hook-ups’ (casual sex 

encounters) among young people can be more readily established.  

Given that sexual practices seldom map onto sexual identities, and an increasing 

prevalence of sexual and gender fluidity among young people, framing sexual health in 

terms of sexual identities (i.e. ‘heterosexual’, ‘gay’, ‘lesbian’, ‘bisexual’) is not particularly 

useful. In public health (and related areas) sexual health researchers primarily use the 

terms men-who-have-sex-with-men (MSM) and women-who-have-sex-with-women (WSW) 

to shift the focus from identity to behaviour, and to ensure the inclusion of primarily 

heterosexual persons who engage in same-sex sexual practices. However, it should be 

noted that this level of clarity is seldom applied to sexual practices between persons of a 

different sex; resulting in heterosexuality being the assumed/presumed unless otherwise 

stated.   

1.3.2  Prevalence of STIs among young people in Aotearoa New Zealand 

The New Zealand government recently considered changes to the Health (Protection) 

Amendment Bill to include gonorrhoea, syphilis, and possibly chlamydia as notifiable 

infectious diseases (Saxton, Morgan, & Ludlam, 2015). This Bill did not go forward, 
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therefore with the exception of AIDS/HIV, STIs are currently not notifiable. Accordingly, 

sexual health surveillance relies on the voluntary provision of information from sexual 

health clinics, family planning clinics, and laboratories. As this data often does not include 

infections diagnosed in general practices (Saxton et al., 2015), and therefore many cases of 

infection may also go unreported, the prevalence of STIs could potentially be higher than 

the surveillance reports suggest. In Aotearoa New Zealand, sexual health surveillance data 

is analysed and collated by the New Zealand Government Institute of Environmental 

Science and Research (ESR) on behalf of the Ministry of Health and published as an annual 

surveillance report. At the time of writing, the latest available annual surveillance report is 

based on 2015 data and was published in 2018.  

Sexual health surveillance data (Institute of Environmental Science and Research, 2018) 

indicates that between 2011 and 2015 there has been a substantial decrease more than 

50% in genital warts (HPV) among young people aged 15-19. This change has primarily 

been attributed to the introduction of the HPV vaccine to young women in Aotearoa New 

Zealand since 2008. However, despite this success story, both men and women in this age 

group are still at considerable risk of contracting the most common STIs: chlamydia and 

gonorrhoea. In the case of chlamydia, of those who presented for medical care, 15-19 year 

old females consistently demonstrate the highest burden of disease. In this population 

there was a laboratory confirmed prevalence rate of 4630 per 100,000 population in 2014 

compared to the national rate of 640 per 100,000 population. Prevalence of chlamydia is 

lower in males overall (385 per 100,000 population compared to 884 per 100,000 

population for females), but prevalence amongst males aged 15-19 (1142 per 100,000 

population) is second only to males aged 20-24 years. Although gonorrhoea rates are lower 

(75 per 100,000 population) it is the next most prevalent STI and has a similar prevalence 

distribution to chlamydia according to age and sex. Māori and Pacific Island women aged 

15-19 bear the highest burden of disease for both chlamydia and gonorrhoea with more 
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than twice and three times the national estimate respectively. In comparison, despite a 

substantial increase in the prevalence of syphilis in Aotearoa New Zealand, rates in this age 

group are low. However, the burden of disease lies predominantly with men-who-have-sex-

with-men; notably those aged 20-30 years. Furthermore, the burden of disease for 

HIV/AIDS also lies predominantly with men-who-have-sex-with-men. The prevalence rate 

for HIV in Aotearoa New Zealand is 64 per 100,000 population with approximately 10.5% of 

those cases being in the 15-24 year age group in 2014 (Institute of Environmental Science 

and Research, 20151). These patterns of disease prevalence among young people are 

similar to those reported in other western nations, but rates of chlamydia among young 

people in this age group are substantially higher than in Australia and the UK (Connor et al., 

2013; Denison et al., 2017; Psutka et al., 2012).  

Unlike Australia, which is currently onto its third national strategy on STIs (Australian 

Government Department of Health, 2014), Aotearoa New Zealand has not had a strategy 

on sexual and reproductive health since 2001 (Ministry of Health, 2001). Without a national 

sexual health strategy, action plan or targets, health professionals in Aotearoa New Zealand 

lack contemporary guidance to effectively manage sexual health risk (Saxton et al., 2015). 

Apart from the immunisation of both girls and boys aged 9-26 against HPV2 

(https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/hpv-

immunisation-programme), there is little by way of infrastructure and legislation around 

the prevention of STIs. While summary guidelines for managing STIs have recently been 

published (STI Education Foundation, 2017), there is a complete absence of policy around 

this issue.  Rates of chlamydia among young people in the UK are also high, so in England 

there is a National Chlamydia Screening Programme (NCSP) the purpose of which is “to 

                                                           
1 Prevalence statistics for HIV are not included in the 2015 data published in the most recent report 
(Institute of Environmental Science and Research, 2018). 
2 The HPV vaccine has been available to boys in Aotearoa New Zealand since 2017.  

https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/hpv-immunisation-programme
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/hpv-immunisation-programme
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/hpv-immunisation-programme
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/hpv-immunisation-programme
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control chlamydia through early detection and treatment of asymptomatic infection, so 

reducing onward transmission and the consequences of untreated infection” 

(https://www.gov.uk/government/collections/national-chlamydia-screening-programme-

ncsp). However, data from Public Health England (2018) indicates that in 15-19 year old 

women in England the rate of chlamydia is 2340 per 100,000 population; less than half of 

the rate for 15-19 year old women in Aotearoa New Zealand. Currently there is no national 

screening programme in place in Australia or Aotearoa New Zealand. In Australia screening 

has been previously piloted, and the national strategy (Commonwealth of Australia, 2014) 

suggests that screening may be implemented in places where there is a high prevalence of 

STIs; while in Aotearoa New Zealand such screening is uncommon and occurs on an ad hoc 

basis. Given the lack of a screening programme, and the fact that chlamydia is often 

asymptomatic (https://medlineplus.gov/chlamydiainfections.html), rates of chlamydia in 

Aotearoa New Zealand could potentially be higher than the statistics indicate.  

While some STIs (e.g. chlamydia) are largely asymptomatic; others (e.g. gonorrhoea) cause 

symptoms such as unpleasant discharge, genital inflammation, and severe abdominal pain. 

Many STIs can be effectively treated. However, left untreated, the effects often stem 

beyond the initial infection; potentially resulting in more substantive health issues 

subsequently (e.g. Pelvic Inflammatory Disease; HIV as a life-long chronic illness; infertility).  

1.3.3  Sexual Health Education/Services in Aotearoa New Zealand 

Aotearoa New Zealand has a relatively small population. Therefore apart from school-

based sexuality education, the provision of sexual health education/services rests with just 

three key organisations: Sexual Health Centres (public sector), New Zealand Family 

Planning, and New Zealand AIDS Foundation (community sector). Sexual health centres are 

typically located at hospitals or health clinics and are primarily responsible for the clinical 

management of STIs and HIV. However, part of their remit is the promotion of sexual 

https://www.gov.uk/government/collections/national-chlamydia-screening-programme-ncsp
https://www.gov.uk/government/collections/national-chlamydia-screening-programme-ncsp
https://medlineplus.gov/chlamydiainfections.html
https://medlineplus.gov/chlamydiainfections.html
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health, so they are also engaged in health education and provide online resources through 

their ‘just the facts’ website (www.justthefacts.co.nz). The work of New Zealand Family 

Planning compliments that of Sexual Health Clinics in that it offers information and advice 

via face-to-face appointments with clients (appointments are free for those aged under 22 

years and resident in Aotearoa New Zealand). New Zealand Family Planning also provide 

training courses for professionals who work with young people (e.g. teachers, school 

nurses, social workers, community/youth workers) and also to parents/caregivers around 

sexual health issues. The New Zealand AIDS Foundation works primarily with gay, bisexual, 

and other men-who-have-sex-with-men through prevention programmes and 

counselling/support. Their health promotion efforts focus on changing sexual behaviour 

and promoting the adoption and maintenance of safer-sex practices (Adams & Neville, 

2012; Neville et al., 2016). While these organisations have a good online presence and 

additional information is easily accessible through international websites, face-to-face 

services are not necessarily accessible to all. For example, New Zealand AIDS Foundation is 

based in just three cities; and while sexual health clinics and New Zealand Family Planning 

between them are based in 32 towns/cities throughout Aotearoa New Zealand, there are 

many well populated areas and rural regions where the nearest service is a considerable 

distance away.  

Health education (e.g. sexual health education in schools; public health promotion in the 

community) is an important risk reduction strategy for sexual health in young people 

(Naisteter & Sitron, 2010). In Aotearoa New Zealand, sexual health education is integrated 

into school-based sexuality education, which sits within Health and Physical 

Education/Hauora Wāhanga Ako in The New Zealand Curriculum. The guidelines for 

sexuality education in Aotearoa New Zealand were revised in 2015 to ensure a 

contemporary approach based on “hauora [wellbeing]; a socio-ecological perspective; 

health promotion; and attitudes and values” (Ministry of Education, 2015, p. 3). 

http://www.justthefacts.co.nz/
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Importantly, whereas the dominant model for sexuality education internationally (e.g. UK; 

Australia) is ‘comprehensive sex education’, the current sexuality education guidelines for 

Aotearoa New Zealand are holistic. That is, they are based on Māori and Pacific models of 

wellbeing such as Te Whare Tapa Whā (Durie, 1994) and Fonofale (Pulotu-Endermann, 

2001) and therefore include sexual health within understandings of health more generally; 

and aligned with the principles of the WHO definition of sexual health. The New Zealand 

curriculum around sexuality education is also relatively unique globally in its inclusiveness 

of sexual and gender diversity (i.e. LGBTIQ perspectives). Employing this holisticand 

inclusive framework, New Zealand Family Planning have developed a set of age-

appropriate resources for use from Years 1 to 10 (age 5-15). In terms of sexual health 

education, the concept of STIs is introduced in Year 8 (about age 14) but followed up more 

extensively in Hei Huarahi (New Zealand Family Planning, 2015) in Years 9 and 10 (13-15 

years). For example, the STI module within Hei Huarahi at Year 10 centres on raising 

awareness of STIs, identifying myths and assumptions, understanding symptoms and 

treatments, and learning about STI checks (and where to get them). It is a legal 

requirement for state schools in Aotearoa New Zealand to provide sexuality education that 

aligns with the guidelines, at least in years 1-10; with a strong recommendation that this is 

extended into years 11-13. Schools are required to consult with their community and/or 

key stakeholders prior to implementation of the health curriculum, to adjust content to 

reflect specific needs of their community or the ‘special character’ (e.g. religious affiliation) 

of the school. In all instances, parents have a right to withdraw their children from any/all 

sexuality education classes (Ministry of Education, 2015). Consequently, while in principle 

sexual health education designed to address 21st century sexuality is an integral part of the 

health curriculum, in practice there is scope for key health information, especially sexual 

practices that fall outside the traditional heterosexual norm, to be omitted.  
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1.4 Significance of the study 

Sexually transmitted infections are a significant population health issue with effects that 

stem beyond the initial infection; potentially resulting in more substantive health issues 

subsequently (e.g. Pelvic Inflammatory Disease; HIV as a life-long chronic illness; infertility). 

New Zealand sexual health surveillance data (Institute of Environmental Science and 

Research, 2018) suggests that the prevalence of STIs in those aged 16-19 is reasonably high. 

However, there is currently no local research that gives any insight into why STIs are so 

prevalent among 15-19 year olds in New Zealand. Furthermore, despite substantive research 

evidence indicating that young people today engage in a wide range of sexual behaviours, 

studies undertaken in New Zealand (e.g. Clark et al., 2013; Connor et al., 2013) have focused 

solely on (hetero)sexual intercourse; and defining risk in terms of  condom use and/or binge 

drinking. Therefore, little is known about the risk-taking behaviours of young New Zealanders 

in relation to oral and anal sex; much less the risk-taking behaviours that may occur in same-

sex sexual contexts.  

Given that STIs can be transmitted through a range of types of sexual contact, it is important 

to have some understanding of the extent to which young people engage in different types 

of sexual practices (i.e. vaginal vs oral vs anal sex), and their understandings of the sexual 

health risks associated with those. As sexual fluidity is prevalent among young people today 

(see Diamond, 2008; Katz-Wise, 2015) it is also important to gain a better understanding of 

‘who is doing what with whom’; and to establish young people’s understandings of sexual 

risk in relation to different sexual contexts (e.g. heterosex vs same-sex relating). Gaining this 

level of in-depth knowledge is necessary for ensuring that STI prevention measures and 

sexual health education are appropriately tailored to the needs of young people today.   
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In order to effectively respond to STIs in young people as a population health issue, a greater 

understanding of the perspective of those at risk of these infections is needed. The 

justification for this study is that it aims to contribute to filling this gap.  

 

1.5 Purpose of the Study 

This project aims to gain a more nuanced understanding of the sexual practices, sexual 

health behaviours, and knowledge of STIs of 16-19 year olds with a view to better 

understanding their risks for sexually transmitted infections to inform the development of 

health education programs that target minimising these risks. The primary research 

question is  

• What are the contemporary risks relating to sexual health practices that need to be 

addressed in education programs to minimise the risk for sexually transmitted 

infections amongst 16-19 year olds in Aotearoa New Zealand? 

This will be addressed via the following subquestions: 

• What is the pattern of sexual behaviour amongst 16-19 year olds in Aotearoa New 

Zealand? 

• What are the patterns of sexual health practices amongst 16-19 year olds in 

Aotearoa New Zealand? 

• What is the understanding of risk for STIs amongst 16-19 year olds in Aotearoa 

New Zealand relative to their behaviours? 

• Based on this information what content needs to be included in contemporary 

health education programs for minimising risk amongst 16-19 year olds in Aotearoa 

New Zealand? 
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This data will provide an insight into how sexual health educators (e.g. sexual health 

professionals; sexuality education teachers) might develop sexual health education 

programmes that are best matched to the needs of young people in Aotearoa New Zealand 

today. Translating this research into action is a core intention, with a key outcome of the 

research being dissemination of information to service providers, health educators, and 

government and non-government policy makers who can use this information to improve 

preventative measures.  

1.6  Assumptions of the study 

It is anticipated that the findings from the study will provide a more nuanced 

understanding of the sexual practices, sexual health behaviours, and knowledge of STIs in 

16-19 year olds with the assumption that such knowledge can inform development of more 

contemporary health education programs that target minimising risk. To achieve this aim, 

particular care has been taken to ensure that the questions asked in the survey are 

inclusive of a wide range of sexual practices (i.e. oral sex; anal sex; penis-in-vagina 

intercourse; use of sex toys), cover a breadth of sexual health related issues (e.g. sexual 

practices; sexual health behaviours; knowledge of STIs contraction and prevention), and 

are optimally worded to ensure that they are inclusive of all young people regardless of 

how they define their gender and/or sexuality. Furthermore, choosing to recruit 

participants via Facebook and other online forums is seen as a contemporary way of 

engaging with young people. In particular, it directly facilitates young people’s 

engagement, enabling them to answer questions honestly without fear associated with the 

presence of adults.  

1.7 Organisation of the thesis 

The thesis is organised into five chapters including this chapter. Chapter two will present a 

review of the literature that is related of the study. Chapter three contains the research 
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design, potential participants’ details, the sampling method, study setting and 

instrumentation. Data analysis, ethical considerations, and limitations of the study design 

are also included in chapter three. Chapter four contains a discussion of the study’s findings. 

Chapter five discusses the findings of the study in relation to other studies. This chapter also 

presents the conclusions drawn from the study, implications for health education and public 

health practice and recommendations for future research. The limitations of the study are 

also discussed in this final chapter.   
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CHAPTER 2: LITERATURE REVIEW 

 

This chapter examines the literature related to young people’s sexual health that will 

specifically inform this study. It begins with the broad base of population level sexual health 

data, then examines this and other research more closely to critique the literature relating 

specifically to sexual repertoires of young people. Research relating to risk taking behaviours 

is then explored in order to inform this study about potential factors contributing to high 

levels of STIs among young people. This is followed by the contrasting consideration of 

current knowledge about young people’s uptake of, or barriers to adoption of practices 

designed to minimise risk of STIs. Research describing youth engagement in health 

promotion and disease prevention activities and their knowledge of STIs and sexual health 

risks is then presented. The chapter closes with an assessment of how this literature overall 

informs the development of this study.    

 

2.1  Population level data 

Within public health and related health disciplines (e.g. health psychology; medicine) there 

is a well-established body of published research around sexual health. An important source 

of information about young people’s sexual health is data derived from national surveys, 

such as the National Survey of Sexual Attitudes and Lifestyles (NATSAL) in the UK (e.g. see 

Lewis et al., 2017); and the National Survey of Sexual Health and Behaviour (NSSHB) in the 

US (e.g. see Fortenberry et al., 2010). For example, NATSAL studies involved collection of 

data on sexual experiences from a stratified random probability sample of households 

across Britain (i.e. England, Scotland and Wales). Data was collected in 1990-1, 1999-2001, 

and 2010-12 with the most recent study (NATSAL-3) including data from 15,162 people 
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aged 16-74 years. A more modest national study, the NSSHB comprised population-based, 

cross-sectional data from 5865 participants aged 14-94 years old. To date there has not 

been a national survey of sexual health undertaken in Aotearoa New Zealand; and sexual 

health is not included within the New Zealand Health Survey (Ministry of Health, 2018). 

More comprehensive information about young people’s sexual health has been collected 

through studies specifically focusing on young people. To date there are two major studies 

of this kind: The sixteen18 project (Lewis & Marston, 2016; Lewis et al., 2013; Marston & 

Lewis, 2014) undertaken in the UK, and the National Survey of Secondary Students and 

Sexual Health (NSSSSH; Mitchell et al., 2014) undertaken in Australia. The Sixteen18 project 

was a qualitative study comprising nine group discussions and 71 face-to-face interviews 

with 130 16-18 year olds across three locations (London; a medium-sized Northern 

industrial city; a rural area). A large-scale survey study, the NSSSSH has been undertaken 

with secondary school students in Australia every 5 years since 1992, with the most recent 

survey undertaken in 2018. This survey gathers an extensive range of information around 

knowledge of STIs/HIV, sexual experiences, and related issues (e.g. feelings about condom 

use; confidence in communication about sex). The sample of the 2013 survey (Mitchell et 

al., 2014) comprised 2136 students representing a range of schools (State; Independent; 

Catholic) and across all states and territories. While the Youth2000 Survey Series (e.g. Clark 

et al., 2016) has collected data on youth health and wellbeing in Aotearoa New Zealand on 

three occasions (2000, 2007, and 2012), its coverage of sexual health is minimal. The 

remaining literature around young people’s sexual health are cross-sectional studies; most 

comprising survey designs with data collected via convenience sampling.  

Overwhelmingly, research on sexual health has centred on other-sex relating; primarily in 

relation to penis-in-vagina intercourse, but increasingly in relation to oral and anal sex 

practices as well. Conversely, the vast majority of research around sexual health in men-
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who-have-sex-with-men (MSM) has focused on a single sexual practice (anal intercourse) 

and a single sexual health issue (HIV risk); while there is a comparative absence of recent 

research around sexual health in women-who-have-sex-with-women (WSW). It is also 

important to note that the sexual health literature tends to imply that MSM and WSW are a 

discrete group, mostly distinct from those who engage in other-sex relating. This 

categorical approach fails to acknowledge that there is substantial overlap in these 

categories (e.g that WSW, will often also be women who engage in sex with men) – and 

that this is further complicated by gender diversity – means that this framework is not 

ideal. However, as this is the language most frequently used in the research literature, it 

will be adopted throughout the review presented here.  

 

2.2  Sexual repertoires of young people 

 Recent studies indicate that young people engage in a wide range of sexual activities. For 

example, in research arising from the Sixteen18 project (Lewis et al., 2013) genital practices 

identified as common and regarded as normative among 16-18 year olds in the UK included 

oral sex (i.e. ‘blow jobs’; ‘licking out’), masturbatory practices (i.e. ‘hand jobs’; ‘fingering’), 

and penis-in-vagina intercourse. However, of relevance to this study is that it is often quite 

difficult to establish the extent to which young people engage in different practices due to 

inconsistencies in the scope of studies.  

Data from public health studies of young people’s sexual health repeated at regular 

intervals (e.g. NATSAL; NSSSSH) indicate marked changes in sexual behaviour across time; 

including an overall increase in engagement in sexual activities and a substantial increase in 

reported oral sex (in particular, fellatio) and anal sex across time (e.g. see Lewis et al., 

2017). While the large-scale national studies such as NATSAL-3 (Lewis et al., 2017) and 

NSSSSH (Mitchell et al., 2014) include questions about a range of sexual practices; others, 
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including all three New Zealand studies (i.e. Clark et al., 2016; Connor et al., 2013; Psutka et 

al., 2012) only ask about penis-in-vagina intercourse. In narrowly defining ‘sex’ or ‘sexual 

behaviour’ in this way, they not only don’t give any indication about the wide range of 

other sexual practices in which young people engage; but they also exclude the sexual 

experiences of many young people who may be sexually active but who haven’t engaged in 

penis-in-vagina intercourse (e.g. those whose sexual relating has been solely with persons 

of the same sex). For example, as studies of WSW  clearly indicate, common sexual 

practices among WSW may include oral sex (vaginal; anal), genital-to-genital contact, and 

the use of ‘sex toys’ (e.g. dildos; vibrators; butt plugs) and body parts; practices which fall 

outside these conventional framings of ‘sex’ (e.g. Fujii, 2018; Marrazo, Coffey & Bingham, 

2005).  

In virtually all studies a question is asked to derive an indication of how many young people 

are ‘sexually active’. However, of importance for informing the formulation of the data 

collection tool for this research, the way in which this question is asked varies from study to 

study. For example, in the NSSSSH (Mitchell et al., 2014) respondents were asked “have 

you ever had sexual intercourse (vaginal or anal)?” whereas in the Youth2000 study 

respondents were asked “have you ever had sex? (by this we mean sexual intercourse)” 

(Adolescent Health Research Group, 2013). Other studies simply ask “have you ever had 

sex?” without defining it further (e.g. Prendergast et al., 2017). Specifically qualifying what 

is meant by ‘sex’ or ‘sexual intercourse’ may be helpful in clarifying what practices are 

specifically being asked about.  On the other hand narrowly defining sex is likely to provide 

a poor indication of how many young people are sexually active. Conversely, while using 

the word ‘sex’ and leaving it undefined is potentially more inclusive; the word ‘sex’ is often 

understood to be synonymous with penis-in-vagina intercourse and so may not be 

interpreted as widely as intended. Indeed, it can cause confusion for research participants. 

For example, one paper (Lewis et al., 2013) indicated that some young women in the 
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NATSAL sample reported having had same-sex genital contact (e.g. ‘fingering’; 

giving/receiving oral sex) but were not sure if this counted as ‘sex’. Despite this variation, 

large-scale studies (e.g. Lewis et al., 2017; Mitchell et al., 2014) put the percentage of 

young people aged 15-18 who have experienced some form of sexual activity at around 

70%. This prevalence of young people being sexually active highlights the importance of 

gaining a better understanding of sexuality in this age group in order to provide 

appropriate sexual health information and education.  

While seldom asked about in research the most common sexual activities among young 

people, and probably at all ages, are likely to be kissing (including ‘deep kissing’ or 

‘pashing’), genital-to-genital contact, and masturbatory practices. However, studies of 

sexual practice in young people have tended to focus primarily on penis-in-vagina 

intercourse, which is currently the next most commonly reported practice. Studies vary 

considerably in the percentage of participants reporting to have ever engaged in penis-in-

vagina intercourse. For example, findings of the Youth2000 study in 2012 (Clark et al, 2016) 

report that 24.4% of New Zealand 15-18 year olds surveyed had ever had penis-in-vagina 

intercourse; which is similar to the findings of a US study (Fortenberry et al., 2010) using a 

nationally representative probability sample. In contrast, the NATSAL-3 survey (Lewis et al., 

2017) indicates that just over 60% of 16-18 year olds in the UK had ever had penis-in-vagina 

intercourse. In comparison, the NSSSSH (Mitchell et al., 2014) reports that of Australian 15-

18 year olds surveyed 33% had ever had ‘sexual intercourse’ (defined in their study as 

vaginal or anal sex) which is more in line with the New Zealand statistic than that for the 

UK. While these differences may be explained by characteristics of the studies themselves 

(e.g. sampling differences) they may equally be attributable to cultural differences between 

these three contexts. This will be an important consideration when contextualizing the 

findings of this study to the broader body of literature once completed.  
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After penis-in-vagina intercourse, oral sex is the next most commonly reported practice. In 

the NATSAL-3 (Lewis et al., 2017) around 49% of 16-18 year olds reported having given 

and/or received oral sex; compared with around 40% in the NSSSSH (Mitchell et al., 2014). 

Another Australian study (Chow et al., 2017) explored the early sexual experiences of 

teenage heterosexual males. These authors found that around 36% of the young men 

surveyed experienced oral sex earlier than their first experience of penis-in-vagina 

intercourse; while 28% experienced oral sex and penis-in-vagina intercourse for the first 

time on the same occasion. Engagement in oral sex increases with age; with reported rates 

being relatively low for 14-15 year olds, and increasing substantially by 17 years (e.g. 

Fortenberry et al., 2010; Mitchell et al., 2014). To date, just two published studies have 

specifically explored young people’s engagement in oral sex. The first is a British study 

(Lewis & Marston, 2016) arising out of interview data from the ‘Sixteen18’ project focusing 

on sexual behaviour in 16-18 year olds. The other is a Canadian study (Vannier & O’Sullivan, 

2012) based on surveys completed by 18-24 year olds. While Lewis and Marston’s (2016) 

study indicated that participants felt that oral sex should be reciprocated, both males and 

females felt that oral-vulva sex (cunnilingus) was a “far bigger deal” (p.780) than oral-penis 

contact (fellatio). As Vannier and O’Sullivan’s (2012) data indicated, fellatio was 10 times 

more commonly performed than cunnilingus (61.1% vs 5.6%) in encounters that comprised 

oral sex only. Mutual oral sex occurred only 33.3% of the time in these reported 

encounters. Furthermore, in all instances where males performed oral sex on their female 

partners this was reported as also occurring in conjunction with receiving fellatio or 

engaging in penis-in-vagina intercourse. Although this study comprised older participants, 

and oral sex was predominantly performed among committed partners, of relevance to the 

proposed study, these patterns are likely to hold true for younger participants.  

The least commonly reported sexual behaviour in major studies is anal sex. Engagement in 

this practice is reported to be 8.7% in NSSSSH (Mitchell et al., 2014) and around 15% in 
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NATSAL-3 (Lewis et al., 2017). However, reported rates in the US study (Fortenberry et al., 

2010) were considerably lower at around 5%. Anal sex is commonly associated with men-

who-have-sex-with-men. However, it is becoming more common in heterosexual 

encounters (e.g. see Lewis et al., 2017). There are just two recent studies exploring anal sex 

practices in young people; one focusing on those aged 12-18 in the rural Midwestern USA 

(Dake et al., 2011), and the other based on interview data from the Sixteen18 project in the 

UK (Marston & Lewis, 2014). The latter indicated that anal practices typically involved 

penetration, or attempted penetration by a male with his penis or finger. With the 

exception of just one participant, such practices occurred in heterosexual relationships.  

Reported reasons for engaging in anal sex varied in the reviewed studies. Common reasons 

included wanting to copy pornography, it’s ‘tighter’ and therefore better for men, and for 

reasons of sexual competition between men (e.g. ‘every hole’s a goal’). However, women 

in the study seldom reported anal sex as pleasurable.  

Despite being commonly used among MSM and WSW (e.g. see Rosenberger et al., 2012; 

Wood et al., 2017), and increasingly among heterosexual persons, very little is known 

about the prevalence of sex toy use among young people. Although sex toy use has been 

the subject of a nationally representative survey in the US (e.g. see Herbenick et al., 2009), 

the survey only included adult participants. Conversely, national youth surveys (e.g. 

NSSSSH) have not, to date, asked about sex toy use. Wood et al’s (2017) study of sex toy 

use is the only study to have provided findings disaggregated into age groups. Of 

importance to this study, of those surveyed who were aged 18-25 years, 12.1% had used 

sex toys. Given that the sample in Wood et al’s survey comprised primarily heterosexual 

participants, the use of sex toys in this age group may be higher. While it might be 

expected that sex toy use is less prevalent in those aged under 18, it is probable that a 

minority of young people in the 16-19 age group will have used them. Given the prevalence 

of sexual fluidity (see chapter 1) for some young people sex toys may be part of their 
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regular sexual repertoires, and the current lack of inclusion in research to date is therefore 

a gap in the literature that could be addressed by the proposed study.  

 

2.3  Risk behaviours and sexual health practices  

Sexual risk-taking is not particular to young people (e.g. see Reece et al., 2010) but arises 

from a combination of risk behaviours that are more prevalent to the 16-19 year old 

demographic who are the population under consideration for this study. Given their stage 

of life, young people are much less likely to be in a committed sexual relationship; and 

consequently more likely to be engaging in social activities that might possibly lead to 

casual sexual encounters (e.g. parties at someone’s residence; nightclubs). Alcohol 

consumption, and sometimes substance use, is prevalent in these environments. There is 

ample evidence that alcohol (and some substances) use reduces inhibition making it more 

likely that young people will engage in unplanned, and unprotected sex (e.g. see Patrick & 

Maggs, 2009). Contemporary research also suggests that young people who engage in 

sexting (the electronic exchange of sexually suggestive messages/pictures) have an 

increased likelihood of engaging in unplanned, and unprotected sexual activities (e.g. see 

Rice et al., 2018). It has also been suggested that despite age restrictions, pornographic 

material is also relatively easy to access and has been found to be associated with 

engagement in unsafe sexual practices (e.g. see Lim et al., 2017). Therefore, it would seem 

that young people are potentially at high risk of contracting STIs due to engagement in a 

range of risk-taking behaviours. Despite this, young people are largely a neglected 

population in discussions around sexually transmitted infections and their prevention 

(Shannon & Klausner, 2018). However, public health guidelines on STI prevention clearly 

recommend using barrier protection (i.e. condoms, dental dams, or similar) during vaginal, 
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oral or anal sex with every partner every time (https://www.health.govt.nz/your-

health/healthy-living/sexual-health/safer-sex-and-condoms).  

 

2.3.1  Engagement in ‘safer sex’ practices 

Research relating to sexual risk- taking and its consequences has primarily focused patterns 

of condom use; occasionally in conjunction with the role of alcohol consumption. Recent 

research on condom use in young people indicated that a large proportion of young people 

reported inconsistent or no use of condoms when engaging in sexual activities (Chow et al., 

2017; Prendergast et al., 2017). A study of 15-19 year olds in the US indicated that 45% of 

participants consistently used condoms with their current or most recent partners 

(Manning et al., 2009). Another study undertaken in the Netherlands by Wolfers et al., 

(2010) indicated that 57.9% of participants reported using condoms consistently. Similarly, 

the NSSSSH, – which offers a more nuanced analysis, indicated that around 59% of 

Australian young people surveyed had used a condom at their last sexual encounter. Given 

that availability of condoms is a key factor in use, Mitchell at al (2014) also analysed the 

extent of condom use among those who had a condom available at the time. They found 

that the majority (85% of females and 89% of males) actually used it. This would seem to 

suggest that subject to a condom being available, condom use among young people is fairly 

high and would be an important element for this study to explore. However, in the NSSSSH 

‘having sex’ is defined as both penis-in-vagina intercourse and anal intercourse. This may 

account for higher rates of condom use given that other studies almost exclusively define 

‘sex’ as penis-in-vagina intercourse. For example, in a US-based national sample of 14-17 

year olds reported rates of condom use (during penis-in-vagina intercourse) were 

somewhat lower at 80% for males and 69% for females. It is difficult to make direct 

comparisons between studies however, because of factors to do with differing study 

https://www.health.govt.nz/your-health/healthy-living/sexual-health/safer-sex-and-condoms
https://www.health.govt.nz/your-health/healthy-living/sexual-health/safer-sex-and-condoms
https://www.health.govt.nz/your-health/healthy-living/sexual-health/safer-sex-and-condoms
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designs (e.g. sample selection; questions asked) and also the cultural context in which 

those studies were undertaken.  

By comparison, few studies have focused on condom use in anal sex. Due to the high risk of 

HIV transmission through anal sex among men-who-have-sex with men, health promotion 

has consistently provided a clear message to use a condom every time for anal sex; 

regardless of relationship status (Adams & Neville, 2012; Neville et al., 2016). To date, no 

study has explored condom use in young MSM. However, studies of adult MSM (e.g. Adams 

& Neville, 2009) have indicated that inconsistent use, or non-use, of condoms during anal 

sex is common. This finding is surprising given the clear and consistent public health advice; 

and suggests the need for research around young people’s condom use during anal sex in 

order to guide health promotion messaging specific to young people. A few studies have 

explored condom use by men when performing anal sex on women; also reporting that, 

like for penis-in-vagina intercourse, condom use is sporadic (e.g. Chow et al., 2017; Hensel 

et al., 2010). For example, Hensel and colleagues’ (2010) longitudinal cohort study of young 

people in the US indicated that only about 30% of anal sex events were condom protected. 

Other studies indicated a rate nearer 50%, this is still relatively low (e.g. Chow et al., 2017).  

The number of studies that have reported condom use in relation to oral sex is also small. A 

national (US) study of young people aged 15-24 years (Holway & Hernandez, 2017) found 

that condom use during fellatio was uncommon. In contrast, 57.9% of respondents in a 

Dutch study reported using condoms consistently when engaging in fellatio. However, 

assessing condom use in fellatio only gives a partial picture of sexual health practices in oral 

sex encounters because it reveals nothing about engagement in safer sex practices during 

cunnilingus (i.e. oral sex performed on a vulva). Given that young people regardless of 

sexual identity are more likely to be engaging in casual sex, often with multiple partners, 
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the risk of contracting an STI through cunnilingus is relatively high. Failure to explore this 

issue in research to date is a gap in current understanding of both practices and risk.  

For some time research on ‘safer sex’ for WSW has been largely invisible in mainstream 

health promotion (MacBride-Stewart, 2004); with awareness raising and promotion of 

dental dam use appearing primarily at ‘gay events’ (e.g. Pride festivals; Mardi Gras). 

Despite this, recent studies  have indicated that dental dam use among WSW is low; with 

fewer than 10% of women indicating having ever used one (e.g. Richters et al., 2010; 

Rowen et al., 2013). To date, there are no studies that have explored the use of barrier 

protection by men performing cunnilingus on women.  

To date, despite the increasing prevalence of ‘sex toys’ (and similar objects) in normative 

sexual encounters, there are very few studies of sexual health practices in relation to their 

use. In a survey of 1408 mainly heterosexual Canadian women aged 18-81 years, Wood et 

al. (2017) found that most engaged in good sexual health hygiene practices. Around 78% of 

participants indicated that they did not share their sex toys; and most cleaned them before 

or after with soap and water or a cleaner marketed specifically for cleaning sex toys. 

However, of the minority of participants in Wood et al.’s (2017) study who did share sex 

toys, most did not use a disposable cover (e.g. condom), placing them at risk of contracting 

STIs. Another study comprising an international sample of 1557 WSW (Rowen et al., 2013) 

indicated that barrier protection was most prevalent during sex toy use (34.4% had ever 

used barriers) and least prevalent in digital genital stimulation (11.3% had ever used 

barriers).  

An important consideration in interpreting the findings of research around condom and 

other forms of barrier protection is that almost without exception studies rely on self-

report data collected through surveys or interviews. However, one study (Rose et al., 2009) 

set out to explore the validity of young people’s self-reported condom use. The study 
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design comprised a randomised trial whereby the self-reported use of condoms by 1558 

young people aged 15-21 in the US was assessed against tests for YcPCR (presence of the Y 

chromosome in the vaginal fluid). Findings of the study showed a high degree of 

discordance between self-reports of consistent condom use and Yc-PCR positivity, 

indicating that use of condoms may not be as high as self-reports suggest. While this 

suggests that condom use in penis-in-vagina intercourse may be lower than studies 

indicate, it does not change the fact that condoms are used inconsistently. Improving 

consistency of use is therefore an important consideration for health education programs 

and an important element to consider for inclusion in the planned study. 

2.3.2  Reasons for not using condoms or other barrier protection 

Much sexual health promotion is premised on the notion that condom use is contingent on 

intent. For example, applying the Theory of Planned Behaviour (Ajzen, 1991) to sexual 

health would suggest that carrying condoms (or other barrier protection) indicates an 

intent to use them; enhancing the likelihood of use. The high reported rates of condom use 

when condoms were available in the Australian SSSSH would appear to corroborate this. 

However, intent to use condoms does not necessarily result in the necessary preparatory 

behaviour of buying and carrying condoms (van Empelen & Kok, 2008). Furthermore, 

although less common in this age group, studies  have indicated that some young people 

view condom use as not applicable to them as they are in a committed relationship, can 

trust their partner, and/or knew that their partner was ‘clean’ following recent testing for 

STIs (e.g. Bauman, Karasz, & Hamilton, 2007; Mustanski et al., 2014). Probing this 

perspective further would be valuable for contributing knowledge about behaviours.  

One of the most obvious barriers to condom use is situational and access issues. Often 

young people talk about sex as being ‘unplanned’, ‘unexpected’, or that they got ‘carried 

away’  as a justification for not having used a condom in sexual encounters (e.g. see 



 
 

32 

Bauman et al., 2007; Mustanski et al., 2014). While not having a condom available is clearly 

an important determinant, there are often other factors that contribute to young people’s 

ability to exercise preparedness.  Of the few recent studies that have explored this, a 

recent study of 14-18 year old gay and bisexual men Mustanski et al. (2014) indicated that 

issues such as embarrassment around buying condoms, not being sure where to purchase 

them, and cost were important factors in young people’s preparedness.  

Studies of condom use among young people consistently report that those from lower 

socio-economic backgrounds use condoms less frequently than other young people (e.g. 

see Clark et al., 2016; Johansson et al., 2018; Manlove et al., 2008). This would seem to 

indicate that cost may be a key contributing factor. In New Zealand, condoms typically 

retail for $12-20 a pack; a substantial amount of money for many teenagers. Often 

teenagers are financially dependent on adults and may either feel too embarrassed to ask 

for money for that purpose, or know that the adults they are dependent on simply don’t 

have the money available.  Although there are sometimes opportunities to access free 

condoms from organisations and/or schemes (e.g. see Ryder, Aspden, & Sheridan, 2015) 

these are not necessarily routinely available and therefore widely accessible.  

Another key factor in condom use is young people’s attitudes, beliefs, and self-efficacy. A 

recent focus group study (Braun, 2008) potentially attributes Aotearoa New Zealand’s poor 

sexual health statistics to the complacent “she’ll be right” attitude endemic within 

Aotearoa New Zealand, it does not offer any insight into the disproportionate rate at which 

young people are represented in these statistics. Using structural equation modelling, 

Zimmerman and colleagues (2007) demonstrated that these factors are good predictors of 

condom use. For example, often young people (erroneously) believe that they are not at 

risk of STIs, or that STIs are not serious (Denison et al., 2017; Haley et al., 2013). Young 

people have also reported that using condoms is not necessary (Mustanski et al., 2014) 
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and/or that they will decrease pleasure (Mustanski et al., 2014) and therefore avoid using 

them. Conversely, those who believe that the use of condoms gives them greater control 

over STI prevention are more likely to use them (Mustanski et al., 2014; Newby et al., 

2017). However, studies (e.g. Manning et al., 2009; Potard et al., 2012; Vasilenko, Kreager 

& Lefkowitz, 2015) indicate that attitudes and self-efficacy within the dynamics of a couple 

relationship is a more important factor than attitudes at an individual level. For example, in 

their longitudinal study, Vasilenko and colleagues (2015) found that in negotiating condom 

use within a heterosexual couple relationship, male attitudes often took precedence. In 

addition, factors particular to the relationship itself (e.g. controlling behaviour, mistrust, 

conflict) have also been found to have an impact on condom use (Manning et al., 2009). 

Embarrassment has also been highlighted as an important factor around self-efficacy in 

relation to condom use (e.g. see Bell, 2009); and specifically, being able to comfortably 

discuss this with a sexual partner. Given that young people are often concerned about 

social conformity, the attitudes of significant others (e.g. friends; family) and the socio-

cultural norms of one’s peer group and community are also important factors in intention 

to use condoms (Abel & Fitzgerald, 2006; Potard et al., 2012) and relevant particularly to 

this study exploring young people’s perceptions and self-reported practices 

Another key determinant of STI prevention is having an awareness of the need to use some 

form of protection. A survey of 11, 681 US high school students (Rasberry et al., 2018), 

showed that being taught about condom use in school was associated with a greater 

likelihood of condom use for heterosexual boys. In contrast, this was not found for ‘sexual 

minority’ (i.e. gay or bisexual) boys. Similarly, other studies (e.g. Bodnar & Tornello, 2018; 

Lindley, Friedman, & Struble, 2012; Power et al., 2009) consistently indicate that lesbian 

and bisexual women are often confused about their level of sexual risk as they are 

frequently excluded from dominant sexual scripts in both school-based sexual health 

education and online sources of information.  These findings exemplify the way in which 



 
 

34 

the absence – or at best, tokenistic inclusion – of sexual minorities in school-based sex 

education and other health education sources inhibits good sexual health decision-making 

among sexual minority young people; and among others who might engage in same-sex 

sexual relationships. With the aim to inform the inclusion of contemporary content in 

health education programs, gathering data from this group is therefore an important gap to 

address. 

2.3.3 Engagement in screening and treatment 

The main approach to early detection of STIs is testing. However, uptake of STI testing in 

young people is generally low (Habel et al., 2018; Normansell, Drennan, & Oakeshott, 

2016). Statistics around uptake of STI testing in New Zealand are not readily available. 

However, research from one New Zealand sexual health clinic (e.g. Morgan & Haar, 2008) 

reports marked gender differences in attendance in the 15-19 age group, with girls (at 

23.3%) being twice as likely to engage in STI testing than boys (at 12.5%). Normansell et al 

(2016) reported uptake in the UK through the National Chlamydia Screening Programme to 

be 26%.  This is likely to be higher, on average, than elsewhere due to the National 

Chlamydia screening programme in place in England. While having engaged in unprotected 

sex with casual partners is often a motivator for participating in STI testing (Habel et al., 

2018), interview studies (e.g. Denison et al., 2017; Normansell et al., 2016) have identified 

a number of barriers to engagement in STI testing among young people. For example, in an 

analysis of interview data from New Zealand students aged 19-32; Denison et al (2017) 

identified that among other things (e.g. being too busy; worried about being stigmatised; 

fear that the procedure would be invasive), young people tended to underestimate the risk 

of contracting an STI and perceived STIs as not serious. Conversely, in Normansell et al’s 

(2016) UK study of 16-25 year olds young people said that they felt their peers feared the 

stigma associated with testing, and that long waiting times in specialist clinics were also a 
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barrier. In a systematic review of randomised controlled trials (RCTs) (Odesanmi et al., 

2013) – including two studies of young people uptake was found to increase significantly 

when home-based screening was used rather than clinic-based screening. Although 

participants in Normansell et al’s study were reticent about postal STI sample kits being 

sent to their homes; RCTs indicate that home-based testing is potentially a more effective 

form of intervention than clinic-based options.  

  

2.4  Knowledge of STIs and sexual health risks 

One of the major risk factors for STI transmission, and indeed failure to take precautions, is 

a lack of information (Šeremet et al., 2014). A gap in the literature is that there are 

surprisingly few recent studies of young people’s knowledge of STIs. The two main studies 

that have explored knowledge of STIs are the NSSSSH undertaken in Australia (Mitchell et 

al., 2013), and a cross-sectional survey of 1177 high school students in Germany (von Rosen 

et al., 2018). These studies are consistent in their findings that young people’s knowledge 

about HIV transmission is generally high, whilst knowledge of other STIs is quite poor. For 

example, in the NSSSSH (Mitchell et al., 2013) over 90% of respondents were aware of the 

ways in which HIV could be contracted; whereas fewer than 60% were aware that 

chlamydia affects both males and females, and that it can lead to sterility in women. 

Awareness of STIs appears to improve as young people move through adolescence 

(Kurkowski et al., 2012). However, studies undertaken in continental Europe (i.e. Italy; 

Sweden) have indicated that knowledge of STIs is poorer among students who are less 

academically inclined (e.g. see Makenzius et al., 2009; Visalli et al., 2014). Furthermore, 

despite raised awareness around HPV, studies (e.g. Mitchell et al., 2014; von Rosen et al., 

2018; Santangelo, Provenzano, & Firenze, 2018) indicated that there is limited awareness 

among young people about both the HPV virus and the availability of the HPV vaccine.  
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Possibly the most important determinant of knowledge of STIS is the sources that young 

people rely on for accurate information. Recent research is consistent in finding that young 

people derive sexual health information from a range of sources including friends, family, 

school, health professionals and the internet (e.g. Cornelia, Adriana, & Petrariu, 2013; 

Litras, Latreille, & Temple-Smith, 2015; Mitchell et al., 2013). While some (e.g. Buhi et al., 

2009) have claimed that the internet is the leading source of information for young people; 

others (e.g. Jones & Biddlecom, 2011) have found that young people are wary of sexual 

health information on the internet, preferring to rely on traditional sources (e.g. school, 

family, friends). However, other factors may be more important determinants of where 

young people will seek sexual health information. For example, an interview study of 16-19 

year old male students in Australia (Litras et al., 2015) found that while participants sought 

information from a range of sources, including pornography, they identified GPs as the 

most trustworthy source but had not consulted them due to embarrassment. The study 

found that in general, the young men interviewed were poorly informed about sexual 

health; and their existing knowledge came from school-based sexual health education. This 

highlights the importance of school-based sexual health education as a source of accurate 

and reliable information for young people.  

One of the issues with sexual health education, particularly school-based programmes (e.g. 

see Abbott, Ellis, & Abbott, 2015) is that it is heteronormatively framed and therefore 

invariably provides information that is inadequate or irrelevant to LGBTIQ people (e.g. see 

Shannon, 2016). For example, in the NSSSSH young people commented that “there was no 

mention of LGBTQ+ in any context” and that “I don’t feel as if sexuality education covers 

alternative forms of sex enough, e.g. same-sex couples and oral sex” (Mitchell et al., 2013, 

p. 73). To date there is no study that specifically explores young people’s knowledge of STIs 

and sexual health risks in the context of same-sex relating. Given that sexual health 

education around this topic is so poor, it might be expected that young people’s knowledge 
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in relation to this particular context, would be quite limited. Empirical evidence in this area 

is therefore indicated. 

 

2.5  Rationale and research questions 

In the last decade, there have been just four New Zealand studies published relating to 

young people’s sexual health. Three of these (Connor et al., 2013; Denison et al., 2017; and 

Psutka et al., 2012) were studies of university students and while they include some 

participants in the target group, their age range is much wider and therefore may give the 

impression that certain behaviours and experiences are more prevalent among those 

earlier in their sexual development than is in fact that case. Also, the focus of these two 

studies is specifically on sexual risk (i.e. numbers of sexual partners; alcohol consumption in 

conjunction with sex; condom use) and is heteronormatively focused (e.g. does not reflect 

the experiences of LGBTQ young people). The third study (Clark et al., 2016) presents an 

analysis of data from Youth2000; which, as already indicated is very narrowly focused. 

Therefore, there is currently no local research that gives any insight into why STIs are so 

prevalent among 15-19 year olds in New Zealand.  

As highlighted in this review, young people today have diverse sexual repertoires including 

penis-in-vagina intercourse, oral sex, anal sex, use of sex toys. Together with other factors 

such as having multiple sexual partners; infrequent/inconsistent use of condoms; alcohol 

and/or substance use, these repertoires place New Zealand youth at higher risk of 

contracting STIs. However, because of the dearth of New Zealand research around sexual 

health in young people, we know virtually nothing about the sexual behaviours and 

associated sexual health practices of 15-19 year olds in Aotearoa New Zealand; yet this is 

the age group at highest risk of contracting STIs. Furthermore, to date there are no studies 
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that explore knowledge of STIs and sexual health risk among young people in Aotearoa 

New Zealand.  

Given that STIs are preventable; health education is an important strategy in minimising 

the burden of disease. From a public health perspective, gaining an in-depth knowledge of 

contemporary sexual repertoires and sexual health practices among young people in 

Aotearoa New Zealand is therefore necessary to ensure that STI prevention measures and 

sexual health education are appropriately tailored to the contemporary needs of young 

people. 

The next chapter will describe the method of the study, guided by the content of the 

literature as described in this review chapter. 
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CHAPTER 3: METHODOLOGY 

 

This chapter presents a description of the method used in the study. The chapter will discuss 

the study design, participants and sampling methods, instrumentation, data analysis and 

ethical considerations. 

 

3.1  Study Design 

The research reported in this thesis comprised a quantitative cross-sectional survey design 

(see Leavy, 2017). As indicated in the literature review, the vast majority of studies on 

young people’s sexual health have comprised cross-sectional survey research. Where the 

research has comprised large scale national studies (e.g. NATSAL; NSSSSH) the survey has 

been repeated on regular occasions to produce quasi-longitudinal data. The surveys 

themselves are revised between each data collection point, and while there may be an 

overlap in samples between collection points; these are not longitudinal studies per se. The 

balance of studies around sexual health in young people comprise small scale interview 

studies.  

Given the paucity of research around sexual health in young people in Aotearoa New 

Zealand, a quantitative survey design was chosen for this study because of its potential 

utility in generating exploratory data around sexual practices and sexual health in young 

people. This research was underpinned by a positivist framework in which a 

straightforward relationship between the data collected and the situation ‘on the ground’ 

is assumed. The design of the study was cross-sectional, providing a ‘snapshot’ of the 

situation at one point in time (Walter, 2013); via the collection of self-report data. While it 

cannot necessarily be guaranteed that the data collected is a truthful and accurate account 
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of participants’ knowledge and experiences, this is the best option for gaining an insight 

into young people’s behaviour and thinking; with a view to better understanding the 

particularly high rates of STIs among young people in Aotearoa New Zealand.  

The survey was administered electronically. While electronic data collection can be an 

efficient way to collect survey data, and surveys are increasingly being completed and 

submitted online (Walter, 2013), it is important to recognise the sampling limitations of this 

method. While access to connective technology (e.g. mobile phone; internet) among young 

people in Aotearoa New Zealand is relatively prevalent;  for many this may be via a shared 

computer, laptop or tablet (often on a slow connection), and/or in the location where they 

live a 3G or 4G signal may be non-existent. Therefore, electronic distribution of surveys is 

less likely to reach those from low socio-economic groups or those who live in rural or 

remote areas. Nevertheless, given the age of the target population, online data collection 

was deemed to be the most efficient way of collecting data within the study’s short 

timeframe. Collecting data via alternative means (e.g. via schools or community youth 

groups) would have required substantive networking and additional permissions that were 

simply not feasible for a study conducted as a 30% component of a coursework degree.  

 

3.2 Sample 

The target population for this survey was young people aged 16-19 living in Aotearoa New 

Zealand. The 2013 census (https://www.stats.govt.nz/) puts the population in the 15-19 

year old age group at 295,758; which means the target population for this study would be 

in the vicinity of 240,000. Ideally, a study of this kind would be best suited to probability 

sampling whereby a representative sample could be selected enabling accurate inferences 

to be drawn about the population as a whole (Tranter, 2013; Walter, 2013). However, 

accessing a population-based sample for this study was simply not feasible given both the 

https://www.stats.govt.nz/
https://www.stats.govt.nz/
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processes involved, and the time-frame for this project. Therefore non-probability sampling 

(Howitt & Cramer, 2011) – in particular, a combination of convenience and purposive 

sampling – was employed for this study. A form of snowball sampling was also added by 

encouraging potential participants to share links to the social media where they learnt 

about the research with other potential participants.  

As this was an exploratory study, the proposed sample size was 100+ participants. Although 

statistically, a sample size of 384 participants (as calculated using the Survey Monkey 

sample size calculator (https://www.surveymonkey.com/mp/sample-size-calculator/) 

would be optimal in terms of maximising the precision and generalisability of the results; 

this was not feasible within the time frame of the project. Data from a sample of 100 

participants (or fewer) was deemed sufficient to enable the proposed analyses to be 

undertaken; and would provide adequate data for meeting the aims of the study. It was not 

critical for this particular piece of work that the findings be generalisable to the population 

as a whole.   

Participants under the age of 16, over the age of 19 and not living in New Zealand were 

excluded from participation. Information about eligibility was included in the Participant 

Information Sheet (Appendix A), the consent page of the survey also included a reminder 

about eligibility, and the first question of the on-line survey again screened for eligibility: 1. 

Do you live in New Zealand (yes/no); 2. How old are you (under 16, 16, 17, 18, 19, 20+). If 

potential participants did not meet eligibility or did not wish to participate they were 

redirected to the final page of the survey thanking them for their interest in this study, but 

that their response had been recorded for data about how many people accessed the 

survey.  

 

 

https://www.surveymonkey.com/mp/sample-size-calculator/
https://www.surveymonkey.com/mp/sample-size-calculator/
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3.3  Recruitment  

Once ethical approval for the study was obtained, and the on-line survey instrument 

finalised, the call for participants was circulated via Facebook using the social media 

distribution option within Qualtrics (the platform hosting the survey). This generated an 

embedded link to the survey on the researcher’s profile page. The Facebook posting 

accompanying the link called for New Zealand volunteers aged 16-19 years old to help with 

research aiming to improve sexual health education for young people. It identified that 

volunteering would mean completing an anonymous and confidential survey on their 

sexual health knowledge and practices. By clicking on the link prospective participants were 

directed to the Participant Information Sheet (Appendix A) 

Although this method generated some responses in the first few days after posting, it did 

not have the snowball effect that had been hoped for; and data collection stalled. The call 

was subsequently circulated via a range of electronic means with varying success; including 

distribution to LGBTIQ groups (e.g. UniQ groups at New Zealand universities), professional 

listservs (e.g. ISCHP Network), and select groups of first year students (e.g. Education and 

Social Science Majors). While enquiries were made to national organisations (e.g. New 

Zealand Family Planning; Rainbow Youth New Zealand; New Zealand AIDs Foundation) and 

regional youth groups; the enquiries either remained unacknowledged or unsupported. For 

example, the request was considered by an organisation who responded saying 

“unfortunately we are not able to share the link at this time”, indicating that they prefer 

not to recruit participants via remote methods (e.g. social media). Within the timeframe for 

this research it was not possible to build a rapport with this organisation and explore 

alternative means of recruitment. In another case, the convenor of a regional youth group 

declined the invitation to circulate the call as the topic was “something [they]’d rather 

mention to youth one on one”.  
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Prospective participants were informed about the study through a detailed participant 

information sheet (Appendix A) which comprised the opening page of the survey. The 

participant information sheet included details about the nature and purpose of the study, 

how the survey data would be used, and participants’ right to withdraw from the study. It 

also included an assurance that information provided would be confidential and 

anonymous. As participants were being recruited and completing the survey remotely, full 

confidentiality and anonymity could be guaranteed. Respondents were asked to indicate 

that they had voluntarily given consent to participate before entering the survey.  

 

3.3.1 Participation 

Participation involved completing the on-line survey designed to take less than 30 minutes, 

was voluntary and anonymous and no dependant relationships existed between the 

researcher and the potential participants. Once the potential participant clicked on the link 

to the e-survey, it took them to the secure on-line Qualtrics platform, with the first page 

opening in a new ‘window’. The first page was a replica of the Participant Information 

Sheet, reiterating information about the research project and including a reminder about 

eligibility. The second page was the Consent form (Appendix B). If potential participants did 

not meet eligibility or did not wish to participate they were instructed to close their 

browser. Although data had not been collected, their response was recorded for data 

about how many people accessed the survey. 

The participant could not progress to the survey itself without clicking on the ‘continue’ 

button. The participant then progressed through the survey until they reached the final 

page. The final page again confirmed consent to participate, and provided information 

about key sources of information and support for sexual health in Aotearoa New Zealand.  
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On completion of the survey the participant was also offered the opportunity to download 

a record of their responses for their individual use and reflection. 

3.3.2 Withdrawal 

Participants were free to withdraw from the study at any point during completion of the 

survey by closing their browser before submitting the completed survey. There were no 

consequences of participants choosing to withdraw from the study. As the data collection 

process resulted in the collection of an aggregated data set for which it would not be 

possible to identify the responses contributed from individuals, it was not possible for 

participants to withdraw from the study once they had submitted a completed survey. 

Information about withdrawing consent or not participating was provided to potential 

participants and respondents in the email invitation, Participant Information Sheet and 

consent form. 

 

3.4 Survey Instrument  

3.4.1  Survey construction 

The survey instrument was developed specifically for this study. As a starting point, a 

review of the questions asked in previous surveys including NATSAL-3 (Lewis et al., 2017), 

Sixteen18 (Lewis et al., 2013), NSSSSH (Mitchell et al., 2013), and Youth’12 (Clark et al., 

2016) was undertaken with a view to developing a viable survey instrument. Although pre-

existing questions initially provided a valuable resource for developing the survey; this 

exercise showed many limitations in the way in which survey instruments were both 

worded and constructed. For example, a lack of consistency in wording across studies – and 

limited coverage of sexual health practices in relation to a wide range of sexual behaviours 

– made it necessary to generate a bespoke survey to collect comprehensive data around 
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sexual practices and sexual health behaviours. Furthermore, the questions used in most 

studies were not optimally worded to enable those who primarily identified as lesbian, gay 

or bisexual – or who were trans or gender diverse – to respond fully about their sexual 

behaviours and sexual health practices. Therefore, care was taken to ensure that the 

wording of questions would make sense to those with diverse sexual and/or gender 

identities.  

Although the main focus of the study was sexual health, as STI knowledge is a contributing 

factor in ensuring appropriate sexual health practices (e.g. see Šeremet et al., 2014), STI 

knowledge was therefore identified as an important topic to include in the survey. The 

scope of the survey designed for this study was sexual practices, sexual health behaviours, 

and STI knowledge. All survey questions were fixed choice questions, where respondents 

were provided with a range of responses from which to choose.  While some questions 

were forced-choice, where appropriate, questions were framed so that respondents were 

able to select more than one response. With the exception of questions on gender and 

ethnicity, where an ‘other’ option was available, no qualitative response options were 

made available in this survey. While it would potentially have been informative to have 

given participants the opportunity to elaborate on responses around their sexual health 

behaviours, there were ethical concerns that this would be associated with the risk that 

such open-ended questions might be used for other purposes; such as to report non-

consensual sex. As participation would be anonymous it would be impossible to meet 

ethical obligations to report this; so on the advice of the ethics committee, open response 

options were not included. A full version of the finalised survey can be found in Appendix C.  

3.4.2 Survey Organisation 

The survey was organised in eight sections 
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The opening section of the survey comprised two screening questions designed to filter out 

respondents who were aged under 16 or over 19; and those who do not live in New 

Zealand. This was then followed by a range of demographic questions (e.g. age; region of 

New Zealand where currently domiciled; ethnicity; etc.). Given that many New Zealanders 

identify with more than one ethnic group, participants were given the opportunity to 

‘select all that apply’. As the extent to which gender and sexual identities among young 

people today are diversely constructed (see 1.3.1); in a marked departure from previous 

studies, careful consideration was given to the wording of demographic questions about 

sex, gender and ‘sexual orientation’. For example, rather than simply asking participants 

about sex and/or gender with a binary response option (male vs female) two distinct 

questions were asked: sex assigned at birth (male, female, indeterminate) and current 

gender. To ensure inclusivity, a wide range of response options for the latter including 

binary gender (i.e. woman/girl; man/boy), transgender options (e.g. transman; 

transwoman; transsexual), gender diverse options (e.g. non-binary; agender; pangender), 

Māori and Pasifika3 specific gender options (e.g. tangata ira tāne; whakawahine; fa’afafine; 

fakaleiti).  

Similarly, in order to avoid a fixed, categorical approach to sexuality, a more fluid approach 

was taken, asking participants who they were attracted to rather than asking about sexual 

orientation or sexual identity. A range of response options were provided for both the 

gender and sexual identity questions and respondents were given the opportunity to select 

more than one response.  

The third section of the survey asked general questions about participants’ sexual 

experiences. A key question for sexual health research is identifying whether or not 

                                                           
3 Pasifika is the term commonly used in Aotearoa New Zealand to refer collectively to people of 
Pacific Island origin.  
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participants are sexually active; typically assessed by asking ‘have you ever had sex?’ As 

indicated in the literature review, the way in which this question is asked differs from study 

to study and in most cases there is a lack of clarity as to what ‘counts’ as sex (Lewis et al., 

2013). As sexual behaviour often comprises a wide range of practices, each with their own 

level of health risk, this study adopted the approach that the question about the level of 

sexual activity of participants in this study should be framed to maximise inclusivity. 

Therefore, respondents were asked ‘have you ever had sex (however you define it) with 

another person?’ Other questions included in this section aimed to tease out issues relating 

to risk factors for STIs and so asked about number of sexual partners in the last six months, 

whether these were casual or regular partners, whether STI and HIV/AIDS prevention had 

been discussed with partners and why/why not, and the level of engagement in sexual 

behaviour whilst drinking or taking drugs.  

Sections four, five and six focused on gaining an understanding of participants’ oral sex, 

penis-in-vagina intercourse, and anal sex activities respectively. Each of these sections 

began with an STI knowledge question (or questions) relating to that specific behaviour 

(e.g. ‘is it possible to catch an STI and/or HIV/AIDS from oral sex?) after which respondents 

were specifically asked about their engagement in oral sex, penis-in-vagina intercourse, and 

anal sex, the frequency of barrier protection (e.g. condoms, dental dams, etc.) use in these 

situations, and reasons for not using barrier protection.  

Section seven explored sex toy use. The final section of the survey focused on knowledge 

about STIs. This included questions about participation in sexual health education and 

sources of information about sexual risks and precautions; and ended with a true/false quiz 

about STI and HIV/AIDS transmission.  
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3.4.3  Validity and Reliability 

Two types of validity were optimised in respect to the data collection instrument for this 

study: content, and construct validity (Lynn, 1986; Schneider et al, 2016). The content 

validity of the questionnaire refers to the accuracy of the findings of the study dependent 

on the instrument (Gray, Grove & Sutherland, 2017). Content validity was determined by 

replicating previous research, addressing identified deficits in previous research, and by 

verification by a panel of experts. Firstly, questions pertinent to the specific research 

questions for this study were selected from questionnaires previously validated by Clark et 

al (2016), Lewis et al (2017), Mitchell et al (2013), and others. Secondly, these questions 

were then adapted and combined to form a new questionnaire that was examined by 

content experts. According to Lynn (1986) the number of experts required to determine 

the validity of the questionnaire depends on the number of experts available and the 

amount of previous research related to the content area. While there was much known 

about the content area from the dominant world view, it has been argued that there were 

significant gaps in knowledge of contemporary practices of New Zealand youth. Therefore 

it was deemed appropriate to seek a range of people with expertise specific to 

contextualising the content to the study population, and for an alternative world view with 

broader inclusivity. The expert reference group was comprised of a small number of young 

people based in Australia, representatives of the Māori community, representatives of the 

LGBTIQ community, and a health professional. To ensure that the potential participant pool 

was not reduced, persons engaged in developing and/or piloting the survey were not 

eligible to participate in the survey themselves (i.e. were not resident in New Zealand or 

were aged over 20). The expert reference group also reviewed the survey for face validity. 

Face validity aims to ensure that the instrument is relevant to measure the concepts 

identified (Gray et al., 2017; Lynn, 1986).  
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Reliability refers to the consistency with which respondents understand and respond to all 

questions (Gray et al., 2017). Although the individual questions were based on similar 

questions with demonstrated high levels of reliability because they have been tested and 

retested, these previously documented studies could not entirely ensure the reliability of 

the adapted questionnaire and its use in this specific study. Therefore, a small pilot study 

was conducted to ensure whether the questionnaire was understandable and appropriate 

for the purpose of this study.  

The expert reference group provided feedback on validity and reliability throughout the 

survey’s development resulting in some refinements to the instrument. Feedback from the 

Australian-based young people resulted in a more extensive list of reasons for non-use of 

barrier protection than had initially been generated. Feedback from the LGBTIQ community 

resulted in some changes to wording of questions to ensure inclusivity. In particular, these 

informants identified that the use of the terms ‘men’ and ‘women’ in relation to particular 

sexual practices made it difficult for transgender and gender diverse persons to respond to 

these questions. Therefore, in the interests of clarity for all participants, the body-related 

terms ‘person with a penis’ and ‘person with a vulva’ were utilised throughout the survey 

instead. Similarly, for this group the widely used term ‘vaginal sex’ is problematic, so for 

this and other reasons previously outlined (see Chapter 1 definitions) the term penis-in-

vagina intercourse was adopted. Based on feedback from each of the key informant 

groups, care was also taken to ensure that language used in the survey would be easily 

understood by those in the target age group, with specific feedback from the Australian 

youth.  Completion time for the whole survey was estimated by Qualtrics to be around 25 

minutes. Piloting confirmed that with the number of skip logics most participants would 

complete the survey in around 15-20 minutes.  
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Together the various inputs of the reference group meant that the researcher was 

confident that the whole questionnaire was considered to have both validity and reliability 

(Lynn, 1986).  

3.4.4 Privacy and confidentiality 

Study participants were anonymous at all stages of the research cycle. The survey was 

transmitted electronically to the data repository. There were no fields for collecting 

responses with any information that could identify participants in the survey to the 

researchers. Qualtrics automatically records IP addresses when survey data is entered. At 

the point of downloading the data file, this information was removed from the data set so 

that the responses were completely anonymous. There was no possibility of linking the de-

identified survey data to an individual. 

3.4.5 Data security 

During the data collection phase the data was stored in the secure database of the online 

survey tool Qualtrics where it was hosted. The survey file was only accessible by using a 

username and password only known to the named researchers of this study.  

When data collection closed, the data was downloaded as a single file and saved on the 

password protected computers of both the Principal Investigator and the student 

investigator in their lockable offices at their place of work. As insurance against possible 

corruption of the working file, a backup file was also stored on the secure server at the 

universities where the investigators are based.  

 

3.5 Ethical Considerations 

Ethical approval for this research was granted by the Human Research Ethics Committee of 

the Northern Territory Department of Health and Menzies School of Health Research 
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(HREC-2018-3124) in accordance with the guidelines for human research including the 

NHMRC National Statement on Ethical Conduct in Human Research 2007 (Appendix D). As 

data collection was undertaken in Aotearoa New Zealand, the research was also approved 

by Te Kura toi Tangata/Faculty of Education Ethics Committee at Te Whare Wānanga o 

Waikato/The University of Waikato, New Zealand. 

Given that the research was undertaken in Aotearoa New Zealand, it was important to 

ensure that the study was conducted in line with the underpinning principles of Te Tiriti o 

Waitangi/The Treaty of Waitangi: Partnership, participation, and protection. Recognising 

that Māori are the tangata whenua (first peoples) of New Zealand, it was important to 

ensure that at all stages of the research project Māori tikanga (customs and values) and 

matauranga (knowledge) were upheld and respected. Furthermore, that care was taken in 

the interpretation and presentation of research findings to ensure that these are not 

interpreted in ways that may contribute to the stigmatisation of, or further marginalise, 

rangatahi (Māori youth) or Māori in general. While this project was not research on Māori 

per se, Māori comprise a sizeable minority of the New Zealand population so it was 

probable that rangatahi would comprise at least some respondents. This research was 

accordingly guided by the New Zealand Health Research Council guidance for researchers 

on Health Research involving Māori, 2010 

(https://gateway.hrc.govt.nz/funding/downloads/Guidelines_for_researchers_on_health_r

esearch_involving_M%C4%81ori.pdf). In particular, that a Māori reference group were 

consulted at all stages of the project. This was accomplished in two ways: 1/ through the 

inclusion of Māori representatives in the piloting of the survey, and 2/ through discussions 

with colleagues who were also members of the Māori community.    

While survey research is generally considered low risk, given the sensitive nature of the 

research topic of this study, specific consideration was given to ensuring that any risk to 

https://gateway.hrc.govt.nz/funding/downloads/Guidelines_for_researchers_on_health_research_involving_M%C4%81ori.pdf
https://gateway.hrc.govt.nz/funding/downloads/Guidelines_for_researchers_on_health_research_involving_M%C4%81ori.pdf
https://gateway.hrc.govt.nz/funding/downloads/Guidelines_for_researchers_on_health_research_involving_M%C4%81ori.pdf
https://gateway.hrc.govt.nz/funding/downloads/Guidelines_for_researchers_on_health_research_involving_M%C4%81ori.pdf
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participants was minimised. As the survey asked about a range of sexual practices, there 

was some risk that these questions might evoke recollections of non-consensual sexual 

experiences. As respondents were completing the survey remotely, there would be no way 

of knowing if this had been a participants’ experience. Therefore, at the beginning of each 

substantive section of the survey the following statement was included to ensure that 

there was a means for respondents to seek appropriate information and support: 

This survey is only about practices when sex is consensual; and we ask that when 

answering questions, you only answer about practices that you choose to do. Importantly, 

there are laws that protect you from engaging in sex that you do not agree to, or that you 

did not want, and reporting this type of activity is important if it has happened to you. We 

cannot make a report because the survey is anonymous, but if this has been your 

experience, and/or any of the questions cause you to remember these experiences or any 

unpleasant experiences you are encouraged to seek help via http://rpe.co.nz/get-help/ 

 

Also, risk of distress was minimised by asking only surface-level questions about sexual 

practices and sexual health behaviours. No survey question requested detailed information 

about those experiences. By using only fixed response options there was also no means by 

which respondents could provide unsolicited information.  

While some (e.g. Toner & Schwartz, 2003) have argued otherwise, it is usually a 

requirement that parental consent is sought in research involving participants under the 

age of 18. However, in Aotearoa New Zealand parental consent is not usually required for 

participants over the age of 16; and this is clearly specified in the guidelines of the Health 

Research Council of New Zealand (see p. 3 of 

http://www.hrc.govt.nz/sites/default/files/Research%20involving%20children.pdf). While 

the Australian National Statement on Ethical Conduct in Human Research includes 

provision for not requiring parental consent where participants are “mature enough to 

http://rpe.co.nz/get-help/
http://rpe.co.nz/get-help/
http://www.hrc.govt.nz/sites/default/files/Research%20involving%20children.pdf
http://www.hrc.govt.nz/sites/default/files/Research%20involving%20children.pdf
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understand and consent” (pgh 4.2.8) and where the research is low-risk (pgh 4.2.9); a more 

cautious approach is exercised around research on sensitive topics. Therefore, careful 

consideration was given to whether or not parental consent should be sought for 

participants in this study. Given the strong rationale for undertaking this particular piece of 

research (see 1.4) it was imperative that participants under the age of 18 were able to 

participate. However, it was recognised that requiring parental consent would seriously 

compromise participation in that sex/sexuality is not something that young people like to 

discuss with their parents; asking for parental consent risked ‘outing’ young people as 

sexually active, as lesbian, gay, or bisexual, or engaged in sexual practices that parents may 

not view as normative – all things that young people may have chosen not to share with 

their parents previously; and in some instances may place them at greater risk than 

participating in the research itself. Therefore, weighing the risks and benefits it was 

deemed that requiring consent would be counterproductive to the aims of the research.  

The topics of sex and sexuality – especially in relation to teenagers – can be sensitive for 

people who may have cultural, social, or religious beliefs that are not aligned with 

mainstream New Zealand views on these issues. Care has been taken in the construction of 

information about the research, and in the questions asked to ensure that these do not 

imply that teenagers *should* be sexually active, nor that they will necessarily be engaging 

in the practices being asked about in the survey. The information about the study is clear 

about the topics that the survey includes to enable potential participants to make an 

informed decision about whether they feel comfortable engaging with those issues. 

 

3.6 Analysis 

Prior to data analysis, the aggregated data was downloaded from Qualtrics and imported 

into SPSS. The data was analysed using descriptive statistics. As subgroups within the 
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sample were small, no group comparisons were undertaken. However, correlational 

analyses were undertaken between some questions to explore gender differences in 

responses (e.g. in relation to poorer levels of knowledge about STI transmission in lesbian 

sex) and to compare responses to related questions (e.g. knowledge about risk associated 

with anal sex vs use of condoms during anal sex).  

3.7 Summary 

 

This chapter has outlined the method, recruitment, and participation requirements for this 

study of sexual practices and sexual health knowledge of 16-19 year old residents of 

Aotearoa New Zealand. An on-line questionnaire informed by previous studies (both 

inclusions and data that was not sought) was developed and distributed for voluntary and 

anonymous participation through social media. Data was analysed using SPSS to identify 

frequencies and characteristics of responses. Data collection and analysis was conducted in 

accordance with the Australian NHMRC and New Zealand Health Research Council Ethical 

guidelines. The following chapter will discuss the study findings.    
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CHAPTER 4: RESULTS 

This chapter presents the findings of this study. It reports on an on-line survey completed by 

52 respondents. The findings are presented in three sections. The first section provides a 

description of the characteristics of the study sample. The second section reports on the self-

reported sexual experiences and practices of participating youth. The third section reports 

on respondents’ knowledge about sexually transmitted infections (STIs).  

 

4.1  Sample 

Eighty-four people accessed the survey. Twenty-eighty of those who accessed the survey 

did not respond to any questions, three further respondents were ineligible (i.e. were not 

aged 16-19 or were not resident in New Zealand), and 1 exited the survey after answering 

just three questions. These 32 participants were removed from the data set, leaving a final 

sample of 52 participants (1 aged 16; 11 aged 17; 24 aged 18; and 16 aged 19). All 

participants were currently living in the North Island of Aotearoa New Zealand; most in the 

upper North Island (16 in Auckland, 16 in Waikato, 15 in Bay of Plenty, and one in another 

Northern location) and three were based in the Wellington/Wairarapa area. One 

participant did not indicate their current location.  

Of the sample 55.7% (N = 29) identified exclusively as female, 30.8% (N = 16) identified 

exclusively as male, and 13.5% (N = 7) identified as trans or gender diverse. Males were 

therefore underrepresented in this sample. Of participants who identified as trans or 

gender diverse all were assigned female at birth. A diverse range of sexualities were 

represented within the sample. Of those assigned female at birth (N=34), most (N = 

19/55.8%) were exclusively attracted to males, four were exclusively attracted to females, 

six were attracted to both males and females, two identified as ‘pansexual’ (attracted to all 

people, including non-binary sex/gender), and one was not sure who they were attracted 
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to. Of those assigned male at birth, most (N = 8) were exclusively attracted to females, 

three to males, three to both females and males, one identified as ‘pansexual’, and one 

was not sure who they were attracted to.  

The sample was also ethnically diverse (see figure 4.1). Just over two thirds of the sample 

(67.7%) identified exclusively as Pākehā/New Zealand European; 17.3% identified as 

Pākehā/New Zealand European and either Māori, Samoan, Tongan or Cook Island Māori. 

Two participants (3.8%) of the sample identified exclusively as Māori and one exclusively as 

Samoan. The remainder of participants identified as Chinese (N = 2); Indian (N = 3), two of 

whom also identified as Filipino and Indo-Fijian respectively; and three as ‘other’ 

(Cambodian, Filipino, English). This is a reasonable approximation of the proportion of 

Pākehā/New Zealand European, Māori, and Pacific Islanders in the New Zealand population 

(e.g. www.stats.govt.nz).4 

 

4.2 Sexual Experiences 

Of the 52 participants, 71.2% (N = 37) self-identified as having had sex with another person, 

63.9% of those had had just one sexual partner in the last six months; 13.9% two partners, 

5.6% three partners, 8.3%, four or more partners. There did not appear to be any variation 

in number of partners as a function of age. Three participants (8.3%) indicated that they 

had not had sex in the last six months. Just over two thirds (69.4%) of these participants 

had been in a relationship with these sexual partners. Just over half (52.8%) of the 

participants who identified as having had sex with another person had ever engaged in 

casual sex. Of all participants identifying as having had sex, 94.4% reported having ever 

                                                           
4 The results of the 2018 New Zealand census for ethnic breakdown of the population are not yet 
available. Since the 2013 census, the total population and its ethnic mix have changed markedly, 
which makes it difficult to make an accurate assessment of the representativeness of the sample 
against the population.  

http://www.stats.govt.nz/
http://www.stats.govt.nz/
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engaged in sexual behaviour after/while drinking alcohol; and 36.1% after/while taking 

drugs.  

 

Figure 4.1:  Ethnic breakdown of sample 

 

 

The most commonly reported sexual activities for this sample were penis-in-vagina 

intercourse (N=32, 86.5%) and oral sex with a person with a penis (N=30, 81.1%) (see Table 

4.1). However, virtually all participants (91.9%) had engaged in more than one type of 

sexual practice; with 64.8% having engaged in three or more different sexual practices. For 

example, of those who had engaged in penis-in vagina intercourse; 75.7% had also engaged 

in oral sex with a person with a penis, 24.3% had also engaged in oral sex with a person 

with a vulva, 29.7% had also engaged in anal sex, and 56.8% had also engaged in sex 

involving the use of sex toys. Conversely, relatively few participants (10.8%) had engaged in 

oral sex both with a person with a penis as well as a person with a vulva.  
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Table 4.1: Type of Sexual activity 

Have you ever had*… Number of  
“Yes”, 

respondents 
(out of 37) 

 
% 

Penis-in-vagina intercourse 32 86.5 
Oral sex with a person with a penis 30 81.1 
Sex using sex toys (e.g. dildos) or other objects 
(e.g. fingers) 

24 64.9 

Anal sex 13 35.1 
Oral sex with a person with a vulva 11 29.7 

*Some participants reported engaging in more than one type of sexual activity 

 

 

4.3  Health Promoting/Disease Preventing Practices 

Talking with sexual partners about preventing STIs and/or HIV/AIDS is an important part of 

sexual health practices. Of participants identifying as having had sex with another person, 

53.9% indicated that they had talked with a partner they were in a relationship with about 

these issues. Common reasons for not having had those conversations with a regular 

partner included knowing their partner’s sexual history (N=13; 25%), feeling it was too 

awkward/embarrassing (N=8; 15.4%), having both been tested for STIs/HIV (N=5; 9.6%), 

not having found the right moment to raise the issue (N=4; 7.7%), taking birth control 

measures so not thinking that STI prevention mattered (N=4; 7.7%), and thinking their 

partner will not trust them (N = 3; 5.8%). Much fewer participants had talked with casual 

partners about preventing STIs and/or HIV; with only 23.5 having discussed these issues 

with casual sexual partners. Reasons for not having discussions about STI and/or HIV/AIDS 

with casual partners were largely the same as for regular partners, but also included not 

having time, thinking it would ruin the moment, and having been drinking alcohol and/or 

taking drugs.  
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Another important measure in preventing STIs and the transmission of HIV/AIDS is using 

barrier protection (e.g. condoms; dental dams; etc.) when having sex. Data from this 

sample indicated infrequent and inconsistent use of barrier protection across all types of 

sexual activity; with use being most common for penis-in-vagina intercourse but 

uncommon in other sexual activities (see table 4.2).  

 

Table 4.2: Frequency of barrier protection use by sexual activity 

Frequency of use Penis-in-vagina 
sex 

(out of 32) 

Oral sex on a 
person with a 

penis 
(out of 31) 

Oral sex on a 
person with a 

vulva 
(out of 12) 

Anal sex 
(out of 13) 

 N % N % N % N % 
Always 10 31.3 2 6.5 0 0.0 3 23.1 
Most of the 
time 

8 25.0 3 9.7 1 8.3 4 30.8 

Sometimes 12 37.5 7 22.6 3 25.0 2 15.4 
Never 2 6.3 19 61.3 8 66.7 4 30.7 
  100.1  100.1  100  100 

 

 

Use of barrier protection varied widely by sexual activity; with participants most often 

reporting having ‘never’ used protection when engaging in oral sex (Figure 4.2). 

Of those who had ever engaged in penis-in-vagina intercourse (N=32), only 31.3% reported 

always using a condom as protection. While a wide range of reasons were cited for not 

using a condom (see table 4.3), the most commonly cited reasons were that the sex was 

with a regular partner (53.1%), using a condom would reduce sexual pleasure (31.3%), and 

not wanting to use a condom (18.8%).  

Similarly, infrequent use of condoms for anal sex was reported by those participants who 

had ever engaged in anal sex (N=13); with just 23.1% of participants who had engaged in 

anal sex indicating that they always used a condom. The most commonly cited reasons for 

not using a condom were that the person was a regular partner (38.5%), anal sex not 
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carrying the risk of pregnancy (23.1%), and not having a condom available at the time 

(15.4%) (see Table 4.4).  

 

Figure 4.2: Trends of barrier protection use by sexual activity 

 

 

The use of barrier protection during oral sex was even less frequent. Of those who had 

performed oral sex on a person with a penis (N=31), just 6.5% indicated that they always 

used a condom. None of the respondents who had performed oral sex on a person with a 

vulva (N=12) reported always using protection. There were a wide range of reasons cited 

for not regularly using protection during oral sex. – These varied depending if the oral sex 

was penile or vulval. The most common reason for not using protection when engaging in 

penile oral sex was because sex was with a regular partner (51.6%). The most common 

reason for not using protection when engaging in vulval oral sex was because it would 

reduce the sexual pleasure experienced by either partner (50%). This was the second most 
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common reason for not using protection when engaging in penile oral sex. (see Table 4.5 

for a full breakdown of responses).  

As already indicated, many respondents (64.9%) indicated having ever used sex toys (or 

other objects); and as with the sexual practices already discussed, engaging in sexual health 

practices that reduce the risk of STIs and HIV/AIDS are important in these instances. 

Relatively few respondents (N=4) reported not having engaged in any of the recommended 

sexual health practices during sex toy use (see Table 4.6). The most commonly reported 

sexual health practice was washing sex toys before and after use and never sharing them 

(56%). However, this is just over half of participants; suggesting that a sizeable minority 

were not engaging in this most basic sexual health practice.  

 

Table 4.3: Reasons for not using a condom in penis-in-vagina sex 

Reason Number of 
respondents 
(out of 32) 

 
% 

They are my regular partner 17 53.1 
I/my partner was taking birth control so it didn’t/doesn’t 
matter 

10 31.3 

Using a condom would reduce the sexual pleasure my 
partner experiences 

10 31.3 

Using a condom would reduce the sexual pleasure I 
experience 

9 28.1 

My partner didn’t want to use a condom 6 18.8 
I didn’t want to use a condom 6 18.8 
Neither of us had a condom with us at the time 5 15.6 
I/they can’t get pregnant so a condom isn’t necessary 4 12.5 
One or both of us had been/were drinking alcohol 4 12.5 
I felt too scared/intimidated 2 6.3 
My partner might think I didn’t trust them 1 3.1 
It was my first time 1 3.1 
One or both of us had been/were taking drugs 1 3.1 
Condoms are too expensive to buy 1 3.1 
Penis-in-vagina sex is a low risk sexual activity  0 0 

*Participants were asked to report all applicable responses  
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Table 4.4: Reasons for not using condoms in anal sex 

Reason Number of 
respondents 
(out of 13) 

 
% 

They are my regular partner 5 38.5 
I/they can’t get pregnant so a condom isn’t necessary 3 23.1 
I didn’t have a condom with me at the time 2 15.4 
Neither of us had a condom with us at the time 2 15.4 
I had a condom with me but forgot to use it 2 15.4 
Using a condom would reduce the sexual pleasure my 
partner experiences 

1 7.7 

It is embarrassing to buy condoms 1 7.7 
It was my first time 1 7.7 
One or both of us had been/were drinking alcohol 1 7.7 
One or both of us had been/were taking drugs 1 7.7 
Condoms are too expensive to buy 1 7.7 
Anal sex is a low risk sexual activity  0 0 

*Participants were asked to report all applicable responses  

 

Table 4.5: Reasons for not using barrier protection while performing oral sex  

Reason Oral sex with a person 
with a penis 

 

Oral sex with a person 
with a vulva 

 
 Number of 

respondents 
(out of 31) 

 
% 

Number of 
respondents 
(out of 12) 

 
% 

They are my regular partner 16 51.6 5 41.7 
They can’t get pregnant so it isn’t necessary 3 9.7 4 33.3 
Oral sex is a low risk sexual activity 7 22.6 5 41.7 
Condoms/dental dams don’t taste very nice 10 32.3 5 41.7 
It would reduce the sexual pleasure my partner 
experiences 

10 32.3 6 50.0 

It would reduce the sexual pleasure I experience 8 25.8 6 50.0 
Neither of us had any protection with us  6 19.4 4 33.3 
My partner didn’t want to use protection 4 12.9 3 25.0 
I didn’t want to use protection  5 16.1 5 41.7 
Worried that my partner would lose an erection 3 9.7   
They might have thought that I didn’t trust them  2 6.5 1 8.3 
I felt too scared/intimidated 2 6.5 2 16.7 
It was my first time 2 6.5 3 25.0 
One or both of us had been drinking alcohol 3 9.7 5 41.7 
One or both of us had been taking drugs 0 0 3 25.0 
Protection is too expensive to buy 2 6.5 0 0 
It is embarrassing to buy protection 1 3.2 1 8.3 

*Participants were asked to report all applicable responses  
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Table 4.6: Sexual health practices in relation to sex toy use 

 Number of 
respondents 
(out of 25) 

 
% 

Wash sex toys before and after use and never share them 14 56.0 
Used a condom on sex toys and/or other objects; and 
changed the condom before transferring the sex toy/object 
from one person, or part of the body, to another 

7 28.0 

Wash sex toys or other objects before passing them from 
one person to the other 

5 20.0 

None of the above 4 16.0 
*Participants were asked to report all applicable responses  

 

 

4.4 Sexual Health Education and Knowledge about STIs 

 

An important public health strategy for the prevention of STIs and HIV/AIDS is ensuring that 

young people (and others) have access to reliable and accurate information about STIs. Just 

under a third of all participants in the study (29.8%) had participated in sexual health 

education in the last 12 months. This education was primarily gained in school (or another 

education institution) (75%), and via the internet (59.6%) Overall, information about sexual 

risks and precautions had been acquired from a wide range of sources (see Table 4.7). 

While seeking information from this disparate array of sources of various reliability and 

accuracy respondents’ knowledge of STI and HIV/AIDS was in most instances very good. For 

example, 97.9% of respondents correctly identified that STI and/or HIV/AIDS transmission 

was possible through penis-in-vagina sex; 87.8% through oral sex with a person with a 

penis; and 83.0% through anal sex between a man and a woman. Similarly, 95.8% of 

respondents correctly identified that it is possible to contract an STI and/or HIV/AIDS 

through anal sex between a man and a man. However, only 77.1% of respondents correctly 

identified that it was possible to contract an STI and/or HIV through oral sex with a person 

with a vulva.  
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Table 4.7: Sources of information about sexual risks and precautions 

Source of Information Number of 
Respondents 

(out of 52) 

 
% 

Health education classes in school 39 75.0 
Internet 31 59.6 
Friends 23 44.2 
Teacher, counsellor, or nurse at school 20 38.5 
Whanau/family 19 36.5 
Sexual health centre 15 28.8 
Sexual health organisation 13 25.0 
Doctor’s surgery/Hauora Māori clinic 8 15.4 
Sexual health education 
workshop/course 

3 5.8 

*Participants were asked to report all applicable responses  

 

Those who had indicated that they had engaged in sexual activity (N = 37) were presented 

with a series of true-false questions about STIs. The results of these (see Table 4.8) 

indicated that in most instances, a high percentage of respondents possessed accurate 

knowledge about STIs. 

Overall, the mean number of correct answers was 9 = 82%.  However, there were two 

instances where there was some uncertainty. Although 75.7% of respondents correctly 

identified that the statement ‘it is virtually impossible to contract an STI through lesbian 

sex’ was false; a sizeable minority (24.3%) indicated that they were not sure or didn’t know. 

Also, for the item ‘Penetrative anal sex has a higher risk of transmitting STIs than penis-in-

vagina or oral sex’, only 24.3% of respondents correctly identified this as true. Independent 

samples t-tests found no significant gender differences in responses to either question.  

Given that knowledge about risk in relation to anal sex was so variable, a chi square test for 

association was run for responses to the question ‘when you engage in anal sex, is a 



 
 

65 

condom used as protection against STIs and/or HIV/AIDS’ and responses to the true/false 

question ‘penetrative anal sex has a higher risk of transmitting STIs than penis-in-vagina or 

oral sex’. No pattern of association was found between responses to these two questions.  

 

Table 4.8: Knowledge about STIs 

Statement Correct 
answer 

 
True 

% 

 
False 

% 

Not 
sure/don’t 

know 
% 

There is little or no risk of 
contracting an STI through oral sex 

False 13.5 83.8 2.7 

Using barrier protection during oral 
sex is an effective way of preventing 
STIs 

True 86.4 2.9 2.7 

You would know if you had an STI 
because STIs always have symptoms 

False 2.7 91.9 5.4 

Only men-who-have-sex-with-men 
get HIV/AIDS 
 

False 0.0 94.6 5.4 

People who have multiple sexual 
partners are more likely to contract 
an STI 

True 81.1 10.8 5.4 

People who have a regular partner 
cannot contract an STI 

False 2.7 94.6 2.7 

It is virtually impossible to contract 
an STI through lesbian sex 

False 0.0 75.7 24.3 

STIs are only passed on through 
genital to genital contact 

False 0.0 97.3 2.7 

Penetrative anal sex has a higher risk 
of transmitting STIs than penis-in-
vagina or oral sex 

True 24.3 43.2 42.4 

Most STIs are treatable 
 

True 91.9 2.7 5.4 

You’re unlikely to get an STI if you 
are on the pill  

False 97.3 0.0 2.7 

 

 

4.5 Summary 

The results revealed that around 70% of participating youth were sexually active, with just 

over two thirds being in a relationship with their sexual partner. Participating youth 

reported a range of sexual activities, but generally as either a heterosexual or same-sex 

activity, rather than exploring more sexual fluidity. The key findings of this study relate to 
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health promoting/disease preventing practices. In particular, that many young people 

surveyed had spoken with sexual partners about prevention of STIs and/or HIV/AIDS; and 

that they used protection (e.g. condoms; dental dams) infrequently and inconsistently. 

While engagement in sexual health practices varied somewhat, on the whole, knowledge of 

STIs was particularly good.   

The implications of these results will be examined in the discussion chapter.  

  



 
 

67 

CHAPTER 5: DISCUSSION 

 

The purpose of this study was to gain a more nuanced understand of the sexual practices, 

sexual health behaviours, and knowledge of STIs of 16-19 year olds in Aotearoa New 

Zealand with a view to better understanding their risks for sexually transmitted infections 

to inform the development of health education programs that target minimising these 

risks. This chapter discusses the findings of the study and their implications for both 

research and sexual health education from a public health perspective. The limitations of 

the study are also outlined. 

 

5.1  Summary of Results   

The results for each substantive topic area – sexual experiences, health promoting/disease 

preventing practices, sexual health education and knowledge of STIs – are discussed here in 

relation to the existing literature reviewed in chapter 2.  

5.1.1  Sexual Experiences 

As previously indicated (see 2.2) existing studies vary considerably in the methods used to 

establish whether or not respondents are sexually active. This study used the most 

inclusive definition by asking ‘have you ever had sex (however you define it)? Of those 

surveyed, 71.2% self-identified as having had sex with another person. This is consistent 

with large-scale studies (e.g. Lewis et al., 2013; Mitchell et al., 2014) which put the 

percentage of young people in this age group who have experienced some form of sexual 

activity at around 70%.  

The findings of this study also indicated that the young people surveyed had engaged in a 

range of sexual behaviours (e.g. penis-in-vagina sex; oral sex; anal sex; use of sex toys) with 
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many participants having engaged in more than one type of sexual practice. Generally the 

findings suggest that while those surveyed reported engagement in a range of sexual 

activities these tended to occur in either heterosexual or same-sex contexts rather than 

reflecting the sexual fluidity prevalent among youth. The extent to which young people 

surveyed in other studies have engaged in more than one type of sexual practice is unclear. 

However, the findings of this study are consistent with population based studies (e.g. Lewis 

et al., 2013; Mitchell et al., 2014) which indicate that the sexual repertoires of young 

people today are diverse.  

Interestingly, the percentage of participants reporting having engaged in particular sexual 

behaviours is higher in this study than in previous studies. For example, in this study 86.5% 

of participants reported having engaged in penis-in-vagina intercourse; while the 

Youth2000 study (Clark et al., 2016) – also undertaken in Aotearoa New Zealand – reports 

only 24.4% of 15-18 year olds surveyed as having had penis-in-vagina intercourse. The 

figure for this study is higher than any other previous study including NATSAL-3 (Lewis et 

al., 2017) at 60% and NSSSSH (Mitchell et al., 2014) at 33%.  

In this study the percentage of participants reporting having had oral sex with a person 

with a penis was similarly high at 81.1%. Again this was considerably higher than in 

NATSAL-3 (Lewis et al., 2017) and NSSSH (Mitchell et al., 2014); although the trend of 

penis-in-vagina sex and oral sex with a person with a penis being similarly common was 

replicated in this study. As with other studies, engagement in anal sex was much less 

commonly reported although higher at 35.1% in this sample than in previous studies: 8.7% 

in NSSSH (Mitchell et al., 2014) and 15% in NATSAL-3 (Lewis et al., 2017). The most 

probable explanation for rates of engagement in each of these sexual practices being 

higher is sample bias. All the comparison studies were large-scale, population based 

samples selected (at least in part) through stratified sampling whereas the present study 
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comprised a very small self-selected sample. The sample was also derived through social 

media and snowballing and was more likely to have generated engagement from 

participants with similar attitudes and beliefs about sexual engagement. Therefore, the 

findings may not necessarily reflect the experiences of 16-19 year olds in the wider 

population. This issue is addressed more fully in section 5.3. 

5.1.2 Health promoting/Disease Preventing Practices 

Despite being an important sexual health practice, no recent youth studies have reported 

on youth talking with sexual partners about preventing STIs and/or HIV/AIDS. In this study 

around half of participants had talked with a regular partner about STI and/or AIDS/HIV 

prevention; while about half as many had spoken with a casual sexual partner about these 

issues. The most common reasons for not having discussed these issues with a regular 

partner were knowing that partner’s sexual history (25%) and feeling it was too awkward or 

embarrassing (15.4%). 

The main disease prevention practice is the use of barrier protection (e.g. condoms; dental 

dams; etc.) when having sex. Like other studies (Chow et al., 2017; Prendergast et al., 

2017), the findings of the present study showed infrequent and inconsistent use of barrier 

protection. While protection was most commonly used for penis-in-vagina intercourse, it 

was much less frequently used during other sexual activities. Most notably, a high 

percentage of participants reported having ‘never’ used barrier protection during oral sex 

on a person with a penis (61.3%) and oral sex on a person with a vulva (66.7%). While 

studies of use of barrier protection during oral sex are few (see 2.3.1) these findings are 

consistent with other studies (e.g. Holway & Hernandez, 2017; Richters et al., 2010; Rowen 

et al., 2013). It was also noted that in this particular sample, the number of participants 

reporting having ever engaged in sexual behaviour after/while drinking alcohol was 

particularly high (94.4%). Although few participants reported alcohol consumption as a 
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reason for not using protection, existing research (e.g. Agius et al., 2013) indicates that in 

young people, alcohol consumption is a factor in engagement in risky sex. This may 

therefore account for many instances where protection was not used.    

Although the number of participants reporting having engaged in anal sex was small, only 

23.1% reported ‘always’ using a condom during anal sex. Given that the risk of HIV 

transmission is much higher in anal sex and therefore the public health advice has 

consistently been to use a condom every time for anal sex it is surprising that consistent 

use of condoms was reported to be so low. However, this is consistent with New Zealand 

studies around condom use in anal sex with adult MSM (e.g. Adams & Neville, 2009, 2011) 

which indicate that inconsistent use or non-use is common.  

To date, no study has specifically reported on sexual health practices among young people 

in relation to sex toy use. However, in comparison with a study of Canadian women aged 

18-81 years (Wood et al., 2017) engagement in the most common practice, washing sex 

toys before and after use and never sharing them, was much less frequently reported in 

this study.  

Consistently, the most commonly reported reason for not using protection during penis-in-

vagina intercourse, oral sex with a person with a penis, and anal sex was that the person 

was a regular partner. This is consistent with some other studies (e.g. Bauman et al., 2007; 

Mustanski et al., 2014) where being in a committed relationship also featured strongly. In 

the present study, other commonly reported reasons included reduction in sexual pleasure 

(for penis-in-vagina sex and oral sex), that ‘I/my partner was taking birth control’ (penis-in-

vagina sex), or they can’t get pregnant (oral sex with a person with a vulva), that 

condoms/dental dams don’t taste nice (for oral sex), and that oral sex is a low risk activity. 

These findings differ somewhat from the main reasons reported in other studies. Although 

some studies have suggested that young people report not being at risk of STIs (e.g. 
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Denison et al., 2017; Haley et al., 2013) or believing that condoms are not necessary 

(Mustanski et al., 2014), which also underpin some common responses in this study (e.g. 

‘oral sex is a low risk activity’; ‘I/my partner was taking birth control’), interpersonal 

reasons (e.g. embarrassment; management of a partners expectations) commonly reported 

by others (e.g. Bell, 2009; Manning et al., 2009; Vasilenko et al., 2015) did not feature 

strongly in this study.  

5.1.3  Sexual health Education and Knowledge of STIs 

An important public health strategy in the prevention of STIs and HIV/AIDS is ensuring that 

young people have a good knowledge of risk factors associated with STIs and HIV/AIDS. 

Few recent studies have explored young people’s knowledge of STIs. However, those that 

have (e.g. Mitchell et al., 2013; von Rosen et al., 2018) tend to report very high levels of 

knowledge about HIV transmission while knowledge of other STIs is quite poor. The 

findings of this study deviate from this pattern in that a high percentage of respondents 

demonstrated consistently good knowledge across almost all questions around STIs. 

However, despite most respondents correctly identifying that it was possible to contract an 

STI or HIV/AIDS through anal sex between a man and a woman and between a man and a 

man, only 24% of respondents correctly identified that penetrative anal sex has a higher 

risk of transmitting STIs than penis-in-vagina or oral sex.  

A key source of information for young people is sexual health education. In the current 

study, this education was primarily gained in school or via the internet; with information 

about sexual risks and precautions being acquired from a wide range of sources (e.g. health 

education classes in school, the internet, friends, Whānau/family, teachers, health 

providers). This is consistent with other studies (e.g. Cornelia et al., 2013; Litras et al., 2015; 

Mitchell et al., 2013) which have reported that young people derive their sexual health 

knowledge from a disparate range of sources of various reliability and accuracy.  
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5.2  Implications and recommendations for sexual health education 

The findings of this study indicate that young people are engaged in a wide range of sexual 

practices; and that those practices are prevalent in both heterosexual and same-sex sexual 

contexts. This indicates the importance of ensuring that sexual health education (whether 

in schools or in the community) needs to include information and advice that addresses the 

full range of sexual activities that young people may be potentially engaged in. Given the 

paucity of research evaluating sexual health education practice, it is difficult to ascertain 

the extent to which information around oral and anal sex (in relation to both same-sex and 

other-sex relating) is provided within provision.  

Recent research (e.g. Abbott et al., 2015; Shannon, 2016) indicates that despite claiming to 

be ‘comprehensive’ school-based sexual health education typically reproduces 

heteronormative constructions of sex and sexuality; focusing almost exclusively on penis-

in-vagina sex and reproduction. While in part this is attributable to the framing of 

sex/sexuality within curriculum documents; for multiple reasons (e.g. lack of 

training/knowledge; fear of negative reactions from students or parents; personal beliefs) 

teachers may feel particularly uncomfortable talking about some aspects of sexual health 

(Williamson & Lawson, 2015). Recent research from students’ perspectives indicates 

teacher discomfort as a notable issue (e.g. see Giordana & Ross, 2012). The results of this 

study also highlight the importance of professional development for teachers around 

delivery of sexual health education; especially in relation to less commonly discussed issues 

such as oral and anal sex. Given the vastly changed sexual landscape that has emerged out 

of greater visibility of gender and sexual diversity, and increasing sexual fluidity, the 

implementation of peer-led (rather than teacher-led) sexual health education is also worth 

considering. Reports on the efficacy of peer-led provision in reducing sexual risk-taking 
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among young people are mixed (Kim & Free, 2008; Rotz et al., 2018), but from a student 

perspective has been reported to be valuable (Johnson et al., 2014).  

Furthermore, that oral sex (particularly fellatio) has been found to be equally common 

among young people as penis-in-vagina sex both in this study and in population based 

studies such as NATSAL-3 (Lewis et al., 2017) and NSSSH (Mitchell et al., 2014) highlights 

the need to ensure that information about the transmission of STIs and HIV/AIDS and 

education about health promotion/disease prevention in relation to oral sex features 

strongly in sexual health education and public health promotion. While specific sexual 

health education provision (in or outside of schools) may address health promotion/disease 

prevention around oral sex; it is not explicitly addressed in either the curriculum guidelines 

for schools (Ministry of Education, 2015; New Zealand Family Planning, 2015 ) nor in key 

online resources for young people in Aotearoa New Zealand (e.g. ‘Just the Facts’ 

http://www.justthefacts.co.nz/). Given that in this study there were particularly high rates 

of having ‘never’ used protection while performing oral sex (both penile and vulval) this 

would seem to be an important public health priority. Furthermore, that a sizeable minority 

of respondents reported that they did not use protection during oral sex for reasons 

pertaining to pregnancy (i.e. ‘I/my partner was taking birth control’ or ‘they can’t get 

pregnant’ from oral sex) highlights the need to further reinforce with young people that 

while taking birth control or engaging in oral sex mitigate the risk of pregnancy, they do not 

prevent the transmission of STIs and HIV/AIDS.  

There are also particular implications arising from this study in relation to anal sex. In 

particular, despite anal sex being high risk for the transmission of STIs and AIDS/HIV, and 

that public health promotion has consistently advised to use a condom every time during 

anal sex (Neville et al., 2016), the infrequent and inconsistent use of condoms by those who 

had engaged in anal sex is alarming. Coupled with the fact that 76% of all participants in 

http://www.justthefacts.co.nz/
http://www.justthefacts.co.nz/
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this study either incorrectly responded to the item ‘penetrative anal sex has a higher risk of 

transmitting STIs than penis-in-vagina or oral sex’ or indicated that they were unsure, it 

would seem that young people’s knowledge of the risks associated with anal sex is 

somewhat limited. Therefore, it would seem that there is a need for sexual health 

education and public health promotion specifically focusing on anal sex and targeted at 

young people; both in relation anal sex between a man and a woman and between a man 

and a man. It might also suggest that current methods for conveying this information to 

young people might also need reviewing. Given that there has been significant progress 

around smoking cessation and pregnancy prevention among young people in Aotearoa 

New Zealand over recent years; it might be useful to identify the factors contributing to 

these successes and evaluate how these might be applied to sexual health education 

focused on disease prevention.  

Although not the focus of this specific study, given the prevalence of gender diversity 

among young people (13.5% of participants in this study), it is also important that in sexual 

health education and public health promotion information is accessible (and makes sense) 

to all young people. Therefore consideration needs to be given to the language used to 

refer to bodies and sexual practices, and also the framing of information. A particularly 

good example of advice targeted specifically at transmen and transwomen respectively, is 

available on the UK’s Terrence Higgins Trust website (see https://www.tht.org.uk/hiv-and-

sexual-health/sexual-health/improving-your-sexual-health).  

 

5.3 Limitations 

While this study provides a valuable insight into the sexual behaviours, sexual health 

practices, and knowledge of STIs among 16-19 year olds in Aotearoa New Zealand, it is 

important to recognise the limitations of this study. The main limitations of this study 

https://www.tht.org.uk/hiv-and-sexual-health/sexual-health/improving-your-sexual-health
https://www.tht.org.uk/hiv-and-sexual-health/sexual-health/improving-your-sexual-health
https://www.tht.org.uk/hiv-and-sexual-health/sexual-health/improving-your-sexual-health
https://www.tht.org.uk/hiv-and-sexual-health/sexual-health/improving-your-sexual-health
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pertain to the sample. First, comprising just 52 participants, the sample for this study was 

small. Based on a power analysis (see 3.2) this study ideally needed at least 384 

participants to enable the use of inferential statistics to facilitate generalisation. While the 

present study was exploratory, and therefore its purpose was not generalisability, the aim 

was to recruit at least 100 participants. Despite actively promoting the survey through a 

range of means, this target was not reached. Second, the sample was a self-selecting, 

convenience sample; and therefore subject to sampling bias. These factors combined mean 

that the current results represent a snapshot of a particular group of young people, about 

whom limited information is known. It is therefore not possible to determine the extent to 

which these young people might be similar to other 16-19 year olds in Aotearoa New 

Zealand. Furthermore, the small sample size meant that it was not feasible to undertake 

subgroup comparisons. Given that Māori and Pacific youth carry the greatest burden of 

disease from STIs among youth in Aotearoa New Zealand (see 1.3.2), it would have been 

useful to ascertain whether there were notable group differences in patterns of behaviour 

between this group and the majority Pākehā/New Zealand European population. This may 

have provided some insight in how to better tailor health education and promotion to 

these populations.  

A related issue is that the sample in this particular study comprised only 30.8% male 

participants which is not a true representation of the New Zealand population. However, 

this is consistent with other youth studies on sexual health undertaken in Aotearoa New 

Zealand and internationally where non-probability sampling has been employed (e.g. 

Denison et al., 2017; Psutka et al., 2012; Vannier & O’Sullivan, 2012).  

To avoid making the survey too lengthy, it was necessary to make decisions about what to 

prioritise and what to exclude. Although the aim of this survey was to comprehensively 

cover the sexual repertoires of young people to gain a more holistic understanding of their 



 
 

76 

knowledge and sexual health practices, there are some notable limitations in the range of 

practices asked about. In the main, the survey focused on penis-in-vagina sex, oral sex, and 

anal sex. While the survey also asked about sex toys, this comprised just two questions; 

and these questions combined sex toy use with penetrative sex with other objects (e.g. 

fingers). Aggregating these two practices made it difficult to accurately interpret the 

meaning of findings in relation to these sexual health practices. So, for example, it is 

difficult to ascertain whether the relatively high number of ‘yes’ responses to the question 

‘have you ever used sex toys (e.g. dildos) or other objects (e.g. fingers) to engage in 

penetrative sex with a sexual partner’ pertained to sex toy use, digital penetration (e.g. 

fingering; fisting), or both. This limitation also potentially impacts the interpretation of 

findings for the question pertaining to sexual health practices in relation to these activities. 

Also, it is difficult to interpret the responses to this question in relation to sexual health 

practices without knowing more about the context in which these are practiced (e.g. same-

sex vs other sex) or the type of penetration (i.e. vaginal or anal).  

From a public health perspective, social determinants of health such as poverty, 

homelessness, family dysfunction may play a large role in sexual health (e.g. see Atkins et 

al., 2012; Garrido et al., 2018); and may serve as barriers to facilitating sexual health 

education and positive change. This particular survey didn’t include demographic 

questions, nor did it comprise data linkage. Therefore, the extent to which social 

determinants may have influenced responses is unknown.  

 

5.4  Recommendations for future Research 

As a small-scale study, this research can only provide limited insights into the sexual 

activities, sexual health practices, and knowledge of STIs among 16-19 year olds in 

Aotearoa New Zealand. As highlighted in chapter 2, there is a paucity of New Zealand based 
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research around sexual health in young people; and in this age group in particular. While 

the present study provides some useful insights, there is a need for a large-scale 

population-based study to provide a better indication of the sexual health risks of young 

people in the general population. In particular, there is the need for a study that 

comprehensively collects data around the full range of sexual practices and associated 

sexual health behaviours; and which is cognisant of the sexual and gender diversity 

prevalent among New Zealand youth today.    

Another important area for research both within (and beyond) Aotearoa New Zealand is a 

detailed analysis of the social determinants that impact on youth sexual health. For 

example, although in this study non-use or infrequent use of protection was seldom 

attributed to cost; recent reports of the extent of ‘period poverty’ in Aotearoa New Zealand 

(e.g. see https://www.kidscan.org.nz/news/kidscan-survey-exposes-extent-of-period-

poverty-in-new-zealand) may mean it is highly probable that for many young people, cost 

may be a significant factor in use or not of protection during sexual encounters. Recent 

research (e.g. Le Grice & Braun, 2018) has focused on understanding Māori perspectives on 

sexual health; however, an analysis of social determinants is largely absent from discussion 

of Māori sexual health. Given that Māori (and Pacific Islander) youth are disproportionately 

represented in New Zealand statistics around poverty and low socio-economic status, and 

Māori and Pacific Island young women carry the greatest burden of disease form STIs, 

there is an urgent need to better understand the ways in which these social determinants 

operate to produce poorer sexual health.  

 

 

 

https://www.kidscan.org.nz/news/kidscan-survey-exposes-extent-of-period-poverty-in-new-zealand
https://www.kidscan.org.nz/news/kidscan-survey-exposes-extent-of-period-poverty-in-new-zealand
https://www.kidscan.org.nz/news/kidscan-survey-exposes-extent-of-period-poverty-in-new-zealand
https://www.kidscan.org.nz/news/kidscan-survey-exposes-extent-of-period-poverty-in-new-zealand
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5.5 Conclusion 

This chapter has provided a summary of the main findings of the present study; discussed 

the implications of those findings; and in relation to the study’s limitations, has identified 

key areas for future research. In the analysis arising from this study, young people were 

found to engage in a wide range of sexual behaviours; but their engagement in sexual 

health practices was highly varied across those practices. While barrier protection was 

inconsistently used, it was most frequently used during penis-in-vagina sex; while use in 

anal sex was sporadic, and barrier protection was seldom used during oral sex (penile or 

vulval). Knowledge of risk around STI transmission was fairly good, except in relation to 

anal sex. The detailed findings indicated the need to ensure that sexual health education 

(whether within or outside school) adequately reflects the diversity of sexual repertoires 

and sexual/gender diversity of young people today. As the current study was small-scale it 

does not, and cannot, provide all the answers about improving the sexual health of young 

people in Aotearoa New Zealand and reducing the high prevalence of STIs in this age group; 

but provides a useful insight for beginning to think about these issues.  
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APPENDIX A: PARTICIPANT INFORMATION SHEET 

 

 
 

 
 

INFORMATION FOR PARTICIPANTS 

 

RESEARCHERS: Associate Professor Robyn Aitken, Associate Professor Sonja Ellis 

Sexually transmitted infections (STIs) are a major health issue. In Aotearoa New Zealand, 
young people are at greater risk of STIs than those in any other age group. This project is 
designed to explore the sexual practices, sexual health behaviours, and knowledge of STIs 
among 16-19 year olds because we currently don’t know much about this. Finding out this 
information will help us to better understand how we can reduce the rate of STIs in this age 
group through appropriately focused sexual health education. By taking part in this research 
you will help us achieve this aim. 

  

Who can take part? 

To respond to this survey you must be aged 16-19 and live in Aotearoa New Zealand. Those 
under the age of 16 years and over the age of 19 years or who do not live in Aotearoa New 
Zealand are not eligible to take the survey. 

  

How long does it take? 

The survey can be completed in about 15-20 minutes. Most questions are multiple choice or 
yes/no questions. 

  

Why complete the survey? 

Completing the survey will give you an opportunity to provide important information that will 
help researchers, sex educators, and sexual health professionals to identify how to improve 
the sexual health and wellbeing of adolescents in Aotearoa New Zealand. 

  

What does the survey cover? 

If you choose to take part in the survey you will be asked to answer questions about your 
sexual experiences, sexual health practices, and your knowledge about STIs. You will 
simply be asked to answer a series of straight-forward questions (e.g. have you ever had 
sex with another person? When you last engaged in oral sex was a condom used as 
protection against STIs?) – you will not be asked to provide specific details of your 
experiences. You will also be asked a few questions about yourself such as your age, the 
region you live in, and your gender. 
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Will the information I provide be confidential and anonymous? 

All information provided will be confidential and anonymous. There are no questions with 
any information in the survey that could identify you to the researchers.  So, you cannot be 
connected to your answers. When you finish the survey you will be asked to agree to submit 
your answers. There are no questions with any information in the survey that could identify 
you to the researchers.   

When you submit the survey it is transmitted electronically to the data repository and the 
researchers, who cannot trace the source IP address, are the only people who will see the 
information. They can only access the information through the password protected virtual 
database on their password protected computers. 

  

How will my survey information be used? 

The anonymous responses of all participants are collated by the survey software as a set of 
numbers, from which the researchers will analyse to produce statistics.  Anonymous results 
will be reported in journal articles and presentations but only as collective findings. You will 
not be identifiable in these findings. The data will be held in secure electronic storage at 
Menzies School of Health Research (Australia) and The University of Waikato (New 
Zealand) for 5 years following collection if published, or one year if not. Then it will be 
destroyed. 

 

Are there any risks to me in taking part in the survey? 

The survey is unlikely to make you feel uncomfortable, but if you do – or simply change your 
mind about taking part – you can just close your browser and this will delete your answers. 

  

What if I change my mind about taking part? 

If you change your mind about taking part you can just close your browser and this will 
delete your answers. You can choose to exit the survey at any time, but once you have 
submitted your answers these will not be identifiable so cannot be withdrawn. 

  

How do I agree to take part in the survey? 

Clicking on the ‘proceed to volunteer’ button at the end of this page will take you to the page 
where you agree to participate. 

  

Will I have access to the information I give about myself? 

No. We will not have access to the identity of any of our participants. As such we will be 
unable to provide any individual with their information. 

  

How can I obtain information about the survey results? 

After completion of the study a link to a summary of the findings will be provided on Dr Sonja 
Ellis’ staff webpage at The University of Waikato. A summary of findings will also be 
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circulated via social media. This information will go public shortly after completion to the 
research (i.e. December 2018). 

  

What else do I need to know? 

We are interested in your practices when engaging in sexual activity that you have agreed 
to. This survey is only about practices when sex is consensual; and we ask that when 
answering questions, you only answer about practices that you choose to do. Importantly, 
there are laws that protect you from engaging in sex that you do not agree to, or that you did 
not want, and reporting this type of activity is important if it has happened to you. We cannot 
make a report because the survey is anonymous, but if this has been your experience, 
and/or any of questions cause you to remember these experiences or any unpleasant 
experiences you are encouraged to seek help via http://rpe.co.nz/get-help/ 

  

The researcher, Associate Professor Sonja Ellis, is a Masters student in Public Health with 
Menzies School of Health Research in Australia, but is also works at The University of 
Waikato in Hamilton, here in New Zealand. You can ask any questions about this survey by 
contacting Sonja at Sonja.Ellis@waikato.ac.nz or her fellow researcher: Associate Professor 
Robyn Aitken: robyn.aitken@menzies.edu.au 

  

The project has been approved by the Human Research Ethics Committee at the Northern 
Territory Department of Health and Menzies School of Health Research (approval number 
2018-3124). If you have any ethical concerns about the project or questions about your 
rights as a participant please contact Ethics Administration, Human Research Ethics 
Committee of the NT Department of Health and Menzies School of Health Research on +61 
8 8946 8687 or +61 8 8946 8692 or email ethics@menzies.edu.au. The research has also 
been approved by Te Kura toi Tangata/Faculty of Education Ethics Committee, The 
University of Waikato.  
  

  

http://rpe.co.nz/get-help/
http://rpe.co.nz/get-help/
mailto:Sonja.Ellis@waikato.ac.nz
mailto:Sonja.Ellis@waikato.ac.nz
mailto:robyn.aitken@menzies.edu.au
mailto:robyn.aitken@menzies.edu.au
http://ethics@menzies.edu.au/
http://ethics@menzies.edu.au/
mailto:ethics@menzies.edu.au
mailto:ethics@menzies.edu.au
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APPENDIX B: CONSENT FORM 

 

 
 

 
 

CONSENT FORM 
  
This means you can say NO 
  
RESEARCHERS: Associate Professor Robyn Aitken, Associate Professor Sonja Ellis 
  
I have read the Participant Information Sheet (previous page) and understand all of the 
information describing this study including that: 
 
  

• To be eligible to participate I must be living in New Zealand and be aged between 16 and 19 
years old  

• The research is about my sexual practices, sexual health behaviours, and knowledge of 
STIs, and is for the purpose of Dr Sonja Ellis’ enrolment in the Master of Public Health 

• The survey is about sexual practices that I have agreed to participate in and I understand 
that if any of these questions cause me to remember any experiences that I did not agree to, 
or any unpleasant experiences I can seek help via http://rpe.co.nz/find-a-sexual-assault-
support-centre-near-you/ 

• Completing the survey is voluntary and I can change my mind and decide not to participate 
at any time, right up until the survey is submitted electronically 

• My participation is anonymous and after submission of my responses, information can no 
longer be identified, preventing anyone identifying my responses and preventing retrieval 
from the survey database 

• I don’t have to give a reason if I choose not to participate 
• There is no direct benefit to me personally as a participant, other than perhaps learning 

something about STIs that I didn’t know, but that by participating I might contribute to 
developing appropriate sexual health education programs for NZ youth 

• The researchers are the only people who have access to the survey data, which will be 
stored in password protected computer files or locked up until it is destroyed 

• While information gained during the study may be published, I will not be identified 
• The research project has been approved by the Human Research Ethics Committee of the 

Northern Department of Health and Menzies School of Health Research (approval number 
2018-3124) and The University of Waikato, New Zealand 
 

At the end of the survey you will be given an opportunity to download this information along 
with your survey responses.  
  
If you do not wish to participate, please close your browser now.  
  
If you agree to take part in this research please continue. By clicking ‘Continue’ you are 
indicating that you have voluntarily given your consent to participate in the study. 
  

http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
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APPENDIX C: SURVEY 

 

Can I participate? 

 

Q1 Are you aged between 16 and 19 years? 

o Yes  (1)  

o No  (2)  

 

Q2 Do you live in New Zealand? 

o Yes  (1)  

o No  (2)  

 

Display This Question: 

If Are you aged between 16 and 19 years? = No 

 

 Sorry, you cannot participate. Thank you for your interest but unfortunately this survey is 
only for those aged 16-19 years. 

 

Skip To: End of Survey If Sorry, you cannot participate. Thank you for your interest but unfortunately 
this survey is only...() Is Displayed 

Display This Question: 

If Do you live in New Zealand? = No 

 

 Sorry you cannot participate. Thank you for your interest but unfortunately this survey is 
only for those living in Aotearoa New Zealand.  

 

Skip To: End of Survey If Sorry you cannot participate. Thank you for your interest but unfortunately 
this survey is only f...() Is Displayed 
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Information about you 

 

 This information will help us describe the characteristics of participants, and perhaps assist 
in tailoring educational programs to unique needs of a particular group, but cannot be used 
to identify you as a participant.  

 

Q3 How old are you? 

o Under 16  (1)  

o 16  (2)  

o 17  (3)  

o 18  (4)  

o 19  (5)  

o 20 or older  (6)  

 

Display This Question: 

If How old are you? = Under 16 

Or How old are you? = 20 or older 

 

 Sorry, you cannot participate. Thank you for your interest but unfortunately this survey is 
only for those aged 16-19 years. 

 

Skip To: End of Survey If Sorry, you cannot participate. Thank you for your interest but unfortunately 
this survey is only...() Is Displayed 
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Q4 Which region of New Zealand do you currently live in? 

o Northland  (1)  

o Auckland  (2)  

o Waikato  (3)  

o Bay of Plenty  (4)  

o Gisborne  (5)  

o Hawkes Bay  (6)  

o Taranaki  (7)  

o Manawatu-Wanganui  (8)  

o Wellington/Wairarapa  (9)  

o Nelson/Tasman  (10)  

o Marlborough  (11)  

o West Coast  (12)  

o Canterbury (including Chatham Islands)  (13)  

o Otago  (14)  

o Southland (including Stewart Island)  (15)  
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Q5 What sex were you assigned at birth, for example on your original birth certificate? 

o Male  (1)  

o Female  (2)  

o Indeterminate  (3)  
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Q6 What is your current gender? Select all that apply 

▢ Woman/girl  (1)  

▢ Man/boy  (2)  

▢ Trans woman  (3)  

▢ Trans man  (4)  

▢ Transsexual  (5)  

▢ Whakawahine  (6)  

▢ Tangata ira tāne  (7)  

▢ Takatapui  (8)  

▢ Fa'afafine  (9)  

▢ Fa'afatama  (10)  

▢ Fakaleiti  (11)  

▢ Fakafafine  (12)  

▢ Akava'ine  (13)  

▢ Vakasalewalewa  (14)  

▢ Transgender  (15)  

▢ Genderqueer  (16)  
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▢ Gender diverse  (17)  

▢ Non-binary  (18)  

▢ Bi-gender  (19)  

▢ Cross-dresser  (20)  

▢ Pangender  (21)  

▢ Demi-gender  (22)  

▢ Agender  (23)  

▢ My gender is not listed above (please type it here)  (24) 
________________________________________________ 

 

Q7 Who are you sexually attracted to? Select all that apply 

▢ Women/girls  (1)  

▢ Men/boys  (2)  

▢ Both women/girls and men/boys  (3)  

▢ Non-binary people  (4)  

▢ I'm not sure  (5)  

▢ Neither  (6)  

▢ I don't understand this question  (7)  
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Q8 Which ethnic groups do you belong to? Select all that apply 

▢ New Zealand European/Pākehā  (1)  

▢ New Zealand Māori  (2)  

▢ Samoan  (3)  

▢ Cook Island Māori  (4)  

▢ Tongan  (5)  

▢ Niuean  (6)  

▢ Chinese  (7)  

▢ Indian  (8)  

▢ Don't know  (9)  

▢ Other (please specify)  (10) 
________________________________________________ 

 

Your Sexual Experiences 

 

The following questions relate to the sexual experiences you have agreed to participate in. 
You will be asked questions about your experiences in relation to vaginal sex (often 
referred to as sexual intercourse or coitus), oral sex (i.e. cunnilingus; fellatio or ‘blow jobs’), 
anal sex, and other sexual behaviours. Many of the questions are quite personal but are 
important for this research. If you are unsure of the exact answer to any question, please 
respond with your best estimate.     This survey is only about practices when sex is 
consensual; and we ask that when answering questions, you only answer about practices 
that you choose to do. Importantly, there are laws that protect you from engaging in sex 
that you do not agree to, or that you did not want, and reporting this type of activity is 
important if it has happened to you. We cannot make a report because the survey is 
anonymous, but if this has been your experience, and/or any of questions cause you to 
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remember these experiences or any unpleasant experiences you are encouraged to seek 
help via http://rpe.co.nz/get-help/    

 

Q9 Have you ever had sex (however you define it) with another person? 

o Yes  (1)  

o No  (2)  

 

Skip To: End of Block If Have you ever had sex (however you define it) with another person? = No 

 

Q10 In the last six months, how many sexual partners have you had? 

o I have not had sex in the last 6 months  (1)  

o 1 partner  (2)  

o 2 partners  (3)  

o 3 partners  (4)  

o 4 or more partners  (5)  

o I don't know how many partners  (6)  

 

Q11 Were you in a relationship with any of these sexual partners? 

o Yes  (1)  

o No  (2)  

 

http://rpe.co.nz/get-help/
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Q12 Have you ever talked with the partner(s) you are in a relationship with about 
preventing sexually transmitted infections (STIs) and/or HIV/AIDS? 

o Yes  (1)  

o No  (2)  

 

13 What are the reasons you have not talked with this partner(s) about preventing STIs or 
HIV/AIDS? Select all that apply.  

▢ Too awkward or embarrassing  (1)  

▢ I've not found the right moment to raise the issue  (2)  

▢ My partner will think that I don't trust them  (3)  

▢ I know my partner's sexual history so there is no need to discuss  (4)  

▢ We've both recently been tested for STIs/HIV  (5)  

▢ STIs are only a risk with casual partners  (6)  

▢ My partner might think that I have been 'sleeping around'  (7)  

▢ I/my partner was taking birth control so it didn't/doesn't matter  (8)  

 

Q14 Have you ever engaged in casual sex (i.e. penis-in-vagina, oral, anal, or masturbatory 
sex with someone who is not a regular sexual partner)? 

o Yes  (1)  

o No  (2)  
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Q15 Have you ever talked with a casual sexual partner about preventing STIs and/or 
HIV/AIDS? 

o Yes  (1)  

o No  (2)  
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Q16 What are the reasons you have not talked with casual partners about preventing STIs 
and/or HIV/AIDS? Select all that apply. 

▢ Too awkward or embarrassing  (1)  

▢ There wasn't time  (2)  

▢ Would have ruined the moment  (3)  

▢ They would think that I didn't trust them  (4)  

▢ I know their sexual history so there is no need to discuss  (5)  

▢ I know they have been tested for STIs/HIV  (6)  

▢ They might think that I am 'sleeping around' a lot  (7)  

▢ One or both of us had been/were drinking alcohol  (8)  

▢ One or both of us had been/were taking drugs (other than alcohol)  (9)  

▢ I was taking birth control so it didn't/doesn't matter  (10)  

 

Q17 Have you ever engaged in any sexual behaviour after you have been/while you are 
drinking alcohol? 

o Yes  (1)  

o No  (2)  

 

Q18 Have you ever engaged in any sexual behaviour after you have taken/while you are 
taking drugs (other than alcohol)? 

o Yes  (1)  
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o No  (2)  

 

 

 

 

 

Oral sex 

 

The following questions relate to oral sex where a person's penis is in another person's 
mouth (this can happen with both males and females).      

 Remember, this survey is only about practices when sex is consensual; and we ask that 
when answering questions, you only answer about practices that you choose to do. If you 
have experienced non-consensual sex (sex that you didn’t agree to), and/or any of questions 
cause you to remember these experiences or any unpleasant experiences you are 
encouraged to seek help via http://rpe.co.nz/get-help/ 

 

Q19 Is it possible to catch an STI and/or HIV/AIDS from oral sex with a person with a penis? 

o Yes  (1)  

o No  (2)  

o Don't know  (3)  

 

Q20 Have you ever had oral sex with a person with a penis? 

o Yes  (1)  

o No  (2)  

 

Skip To: QID32 If Have you ever had oral sex with a person with a penis? = No 

 

http://rpe.co.nz/get-help/
http://rpe.co.nz/get-help/
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Q21 When you engage in oral sex with a person with a penis, is a condom used as 
protection against STIs and/or HIV/AIDS? 

o Always  (1)  

o Most of the time  (2)  

o Sometimes  (3)  

o Never  (4)  

 

Skip To: QID32 If When you engage in oral sex with a person with a penis, is a condom used as 
protection against ST... = Always 
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Q22 When a condom is not used as protection when you have oral sex with a person with a 
penis what is the reason(s)? Select all that apply 

▢ They are my regular partner  (1)  

▢ They can't get pregnant so a condom isn't necessary  (2)  

▢ Oral sex is a low risk sexual activity  (3)  

▢ Condoms don't taste very nice  (4)  

▢ Using a condom would reduce the sexual pleasure my partner experiences  
(5)  

▢ Using a condom would reduce the sexual pleasure I experience  (6)  

▢ I didn't have a condom with me at the time  (7)  

▢ Neither of us had a condom at the time  (8)  

▢ It is my partner's responsibility and they didn't ask  (9)  

▢ My partner didn't want to use a condom  (10)  

▢ I didn't want to use a condom  (11)  

▢ I had a condom with me but forgot to use it  (12)  

▢ I was worried that my partner would lose an erection  (13)  

▢ My partner might have thought that I didn't trust them  (14)  

▢ I felt too scared/intimidated  (15)  
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▢ It was my first time  (16)  

▢ My partner might think I am 'sleeping around'  (17)  

▢ One or both of us had been/were drinking alcohol  (18)  

▢ One or both of us had been/were taking drugs (other than alcohol)  (19)  

▢ Protection is too expensive to buy  (20)  

▢ It is embarrassing to buy protection  (21)  

 

The following questions relate to oral sex where you have 'gone down on' a person with a 
vulva 

 

Q23 Is it possible to catch an STI and/or HIV/AIDS from oral sex with a person with a vulva? 

o Yes  (1)  

o No  (2)  

o Don't know  (3)  

 

Q24 Have you ever performed oral sex on a person with a vulva? 

o Yes  (1)  

o No  (2)  

 

Skip To: End of Block If Have you ever performed oral sex on a person with a vulva? = No 
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Q25 When you have performed oral sex on a person with a vulva, is a barrier (e.g. condom, 
dental dam, or similar) used as protection against an STI and/or HIV/AIDS 

o Always  (1)  

o Most of the time  (2)  

o Sometimes  (3)  

o Never  (4)  

 

Skip To: End of Block If When you have performed oral sex on a person with a vulva, is a barrier (e.g. 
condom, dental dam,... = Always 
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Q26 When a barrier (e.g. condom, dental dam, or similar) is not used as protection when 
you have performed oral sex on a person with a vulva, what is the reason(s)? Select all that 
apply. 

▢ They are my regular partner  (1)  

▢ I/they can't get pregnant so a condom isn't necessary  (2)  

▢ Oral sex is a low risk sexual activity  (3)  

▢ Dental dams, condoms, etc don't taste very nice  (4)  

▢ Using a dental dam, condom, or similar would reduce the sexual pleasure 
my partner experiences  (5)  

▢ Using a dental dam, condom, or similar would reduce the sexual pleasure I 
experience  (6)  

▢ I didn't have any protection with me at the time  (7)  

▢ I had protection with me but forgot to use it  (8)  

▢ Neither of us had any protection with us at the time  (9)  

▢ It is my partner's responsibility and they didn't ask  (10)  

▢ My partner didn't want to use protection  (11)  

▢ I didn't want to use protection  (12)  

▢ My partner might have thought that I didn't trust them  (13)  

▢ I felt too scared/intimidated  (14)  

▢ It was my first time  (15)  
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▢ My partner might think I am 'sleeping around'  (16)  

▢ One or both of us had been/were drinking alcohol  (17)  

▢ One or both of us had been/were taking drugs (other than alcohol)  (18)  

▢ Protection is too expensive to buy  (19)  

▢ It is embarrassing to buy protection  (20)  

Penis-in-vagina sex 

 

The following questions relate to penis-in-vagina sex (i.e. sex where a penis is inserted into 
a vagina).       

Remember, this survey is only about practices when sex is consensual; and we ask that 
when answering questions, you only answer about practices that you choose to do. If you 
have experienced non-consensual sex (sex that you didn’t agree to), and/or any of questions 
cause you to remember these experiences or any unpleasant experiences you are 
encouraged to seek help via http://rpe.co.nz/get-help/ 

 

Q27 Is it possible to catch an STI and/or HIV/AIDS from penis-in-vagina sex? 

o Yes  (1)  

o No  (2)  

o Don't know  (3)  

 

Q28 Have you ever had penis-in-vagina sex? 

o Yes  (1)  

o No  (2)  

 

Skip To: End of Block If Have you ever had penis-in-vagina sex? = No 

 

http://rpe.co.nz/get-help/
http://rpe.co.nz/get-help/
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Q29 When you engage in penis-in-vagina sex, is a condom used as protection against STIs 
and/or HIV/AIDS? 

o Always  (1)  

o Most of the time  (2)  

o Sometimes  (3)  

o Never  (4)  

 

Skip To: End of Block If When you engage in penis-in-vagina sex, is a condom used as protection 
against STIs and/or HIV/AIDS? = Always 
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Q30 When a condom is not used as protection when you have penis-in-vagina sex, what is 
the reason(s)? Select all that apply. 

▢ I was/we were trying to get pregnant  (1)  

▢ They are my regular partner  (2)  

▢ I/they can't get pregnant so a condom isn't necessary  (3)  

▢ Penis-in-vagina sex is a low risk sexual activity  (4)  

▢ Condoms don't taste very nice  (5)  

▢ Using a condom would reduce the sexual pleasure my partner experiences  
(6)  

▢ Using a condom would reduce the sexual pleasure I experience  (7)  

▢ I didn't have a condom with me at the time  (8)  

▢ I had a condom with me but forgot to use it  (9)  

▢ Neither of us had a condom with us at the time  (10)  

▢ It is my partner's responsibility and they didn't ask  (11)  

▢ My partner didn't want to use a condom  (12)  

▢ I didn't want to use a condom  (13)  

▢ I was worried that my partner might think that I didn't trust them  (14)  

▢ My partner might think I am 'sleeping around'  (15)  
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▢ I felt too scared/intimidated  (16)  

▢ It was my first time  (17)  

▢ One or both of us had been/were drinking alcohol  (18)  

▢ One or both of us had been/were taking drugs (other than alcohol)  (19)  

▢ Condoms are too expensive to buy  (20)  

▢ It is embarrassing to buy condoms  (21)  

▢ We used a female condom instead  (22)  

▢ I/my partner was taking birth control so it didn't/doesn't matter  (23)  

 

Anal sex 

 

The questions in this section relate to anal sex. In this instance anal sex refers to sex where 
a penis is inserted into the anus.      

 Remember, this survey is only about practices when sex is consensual; and we ask that 
when answering questions, you only answer about practices that you choose to do. If you 
have experienced non-consensual sex (sex that you didn’t agree to), and/or any of questions 
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cause you to remember these experiences or any unpleasant experiences you are 
encouraged to seek help via http://rpe.co.nz/get-help/ 

 

Q31 Is it possible to catch an STI and/or HIV/AIDS from anal sex between a man and a 
woman? 

o Yes  (1)  

o No  (2)  

o Don't know  (3)  

 

Q32 Is it possible to catch an STI and/or HIV/AIDS from anal sex between a man and a 
man? 

o Yes  (1)  

o No  (2)  

o Don't know  (3)  

 

Q33 Have you ever had anal sex? 

o Yes  (1)  

o No  (2)  

 

Skip To: End of Block If Have you ever had anal sex? = No 

http://rpe.co.nz/get-help/
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Q34 When you engage in anal sex, is a condom used as protection against STIs and/or 
HIV/AIDS? 

o Always  (1)  

o Most of the time  (2)  

o Sometimes  (3)  

o Never  (4)  

 

Skip To: Q36 If When you engage in anal sex, is a condom used as protection against STIs and/or 
HIV/AIDS? = Always 
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Q35 When a condom is not used as protection when you have anal sex, what is the 
reason(s)? Select all that apply.  

▢ I/my partner can't get pregnant so a condom isn't necessary  (1)  

▢ They are my regular partner  (2)  

▢ I only have anal sex with females  (3)  

▢ Anal sex is a low risk sexual activity  (4)  

▢ Using a condom would reduce the sexual pleasure my partner experiences  
(5)  

▢ Using a condom would reduce the sexual pleasure I experience  (6)  

▢ I didn't have a condom with me at the time  (7)  

▢ I had a condom with me but forgot to use it  (8)  

▢ Neither of us had a condom with us at the time  (9)  

▢ It is my partner's responsibility and they did not ask  (10)  

▢ It is my partner's responsibility and they didn't use one  (11)  

▢ I was worried that my partner might think they are not trusted  (12)  

▢ I felt too scared/intimidated  (13)  

▢ It was my first time  (14)  

▢ One or both of us had been/were drinking alcohol  (15)  
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▢ One or both of us had been/were taking drugs (other than alcohol)  (16)  

▢ Condoms are too expensive to buy  (17)  

▢ It is embarrassing to buy condoms  (18)  

 

Display This Question: 

If What sex were you assigned at birth, for example on your original birth certificate? = Male 

 

Q36 Do you have anal sex 

o Only with males  (1)  

o Only with females  (2)  

o With both males and females  (3)  

 

Use of sex toys and other objects 

 

 The following questions relate to the use of sex toys or other objects.     Remember, this 
survey is only about practices when sex is consensual; and we ask that when answering 
questions, you only answer about practices that you choose to do. If you have experienced 
non-consensual sex (sex that you didn’t agree to), and/or any of questions cause you to 
remember these experiences or any unpleasant experiences you are encouraged to seek 
help via http://rpe.co.nz/get-help/    

 

Q37 Have you ever used sex toys (e.g. dildos) or other objects (e.g. fingers) to engage in 
penetrative sex with a sexual partner? 

o Yes  (1)  

o No  (2)  

 

Skip To: End of Block If Have you ever used sex toys (e.g. dildos) or other objects (e.g. fingers) to 
engage in penetrativ... = No 

 

http://rpe.co.nz/get-help/
http://rpe.co.nz/get-help/
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Q38 What measures do you take when using sex toys or other objects to minimise the risk 
of sexually transmitted infections passing from one person to another? Select all that 
apply.  

▢ Wash sex toys before and after use, and never share them.  (1)  

▢ Wash sex toys or other objects before passing them from one person to 
the other.  (2)  

▢ Used a condom on sex toys and/or other objects; and changed the condom 
before transferring the sex toy/object from one person, or part of the body, to another.  
(3)  

 

 

 

 

 

Knowledge about STIs 

 

 This last set of questions ask about engagement in sexual health education, your 
knowledge of STIs, and where you have got this information.  

 

Q39 Have you participated in sexual health education in the last 12 months? 

o Yes  (1)  

o No  (2)  

 

Skip To: Q41 If Have you participated in sexual health education in the last 12 months? = No 
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Q40 Where did the sexual health education take place? 

o Educational institution (e.g. school, wānanga, university)  (1)  

o Community-based organisation (e.g. youth group, LGBT+ support group)  (2)  

o Marae  (3)  

o Doctor's surgery/Hauora Māori clinic  (4)  

o Sexual Health Centre  (5)  

 

Q41 Where have you got your information about sexual risks and precautions from? Select 
all that apply. 

▢ Whānau/family  (1)  

▢ Friends  (2)  

▢ Internet  (3)  

▢ Sexual health centre  (4)  

▢ Doctor's surgery/Hauora Māori clinic  (5)  

▢ Sexual health organisation (e.g. family planning; AIDS Foundation)  (6)  

▢ Sexual health education workshop/course  (7)  

▢ Teacher, counsellor, or nurse at school  (8)  

▢ Health education classes in School  (9)  

 

Q42 Are the following statements true or false?  
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 This is not a test. However, if you think may benefit from further information after 
completing the survey, this can be easily found at Just the Facts 
https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-clinic-new-zealand/  

https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-clinic-new-zealand/
https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-clinic-new-zealand/
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 True (1) False (2) Not sure/Don't know 
(3) 

There is little or no risk 
of contracting an STI 
through oral sex. (1)  

o  o  o  
Using barrier 

protection (e.g. 
condoms or dental 
dams) during oral 

sexual contact is an 
effective way of 

preventing STIs (2)  

o  o  o  

You would know if you 
had an STI because 

STIs always have 
symptoms (3)  

o  o  o  
Only men-who-have-

sex-with-men get 
HIV/AIDS (4)  

o  o  o  
People who have 
multiple sexual 

partners are more 
likely to contract an STI 

(5)  

o  o  o  

People who have a 
regular partner cannot 

contract an STI (6)  
o  o  o  

It is virtually 
impossible to contract 
an STI through lesbian 

sex (7)  

o  o  o  
STIs are only passed on 

through genital to 
genital contact (8)  

o  o  o  
Penetrative anal sex 
has a higher risk of 

transmitting STIs than 
penis-in-vagina or oral 

sex (9)  

o  o  o  

Most STIs are treatable 
(10)  o  o  o  

You're unlikely to get 
an STI if you are on 

'the pill' (11)  
o  o  o  
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Debrief 

 

Q56 Thank you for participating in this survey. 

Remember, this survey asked only about practices that you chose to do. There are laws 
that protect you from engaging in sex that you do not agree to, or that you did not want, 
and reporting this type of activity is important if it has happened to you. We cannot make a 
report because the survey is anonymous, but if this has been your experience, and/or any 
of questions cause you to remember these experiences or any unpleasant experiences you 
are encouraged to seek help via http://rpe.co.nz/get-help/ 

If you have felt discomfort completing this survey, or you would like further information or 
advice on any of the issues raised, you can find support and guidance via the following 
links: 

• Just the Facts https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-
clinic-new-zealand/ 

• New Zealand Family Planning 
http://www.familyplanning.org.nz/clinics/services/sti-testing-and-treatment 

• New Zealand AIDS Foundation https://www.nzaf.org.nz/ 
• Sexual assault support https://www.kiwifamilies.co.nz/articles/sexual-assault-

support-agency/ or  http://rpe.co.nz/find-a-sexual-assault-support-centre-near-
you/ 

Thank you for participating in this research and for your time.  Your views and opinions are 
important in informing education to reduce the rate of STIs in your age group. 

A copy of the final report will be available on the portal where you accessed this survey 
following completion of the research 

To submit the survey, please click the button below. Once again, by clicking here you are 
freely giving your consent to participate. 

 

  

http://rpe.co.nz/get-help/
http://rpe.co.nz/get-help/
https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-clinic-new-zealand/
https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-clinic-new-zealand/
https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-clinic-new-zealand/
https://www.justthefacts.co.nz/get-help/find-local-sexual-health-sti-clinic-new-zealand/
http://www.familyplanning.org.nz/clinics/services/sti-testing-and-treatment
http://www.familyplanning.org.nz/clinics/services/sti-testing-and-treatment
https://www.nzaf.org.nz/
https://www.nzaf.org.nz/
https://www.kiwifamilies.co.nz/articles/sexual-assault-support-agency/
https://www.kiwifamilies.co.nz/articles/sexual-assault-support-agency/
https://www.kiwifamilies.co.nz/articles/sexual-assault-support-agency/
https://www.kiwifamilies.co.nz/articles/sexual-assault-support-agency/
http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
http://rpe.co.nz/find-a-sexual-assault-support-centre-near-you/
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APPENDIX D: ETHICS APPROVAL LETTER 
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