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Abstract
Background: New Zealand has one of the worst rates of sexually transmitted infections in the
Organisation for Economic Cooperation and Development and the majority of those affected
are youth aged 12 – 24 years. Youth prefer to access sexual healthcare from a primary
healthcare provider. However, registered nurses practising in primary healthcare settings lack
confidence engaging with youth about sexual health issues.
Aim: The aim of the study is to identify what would facilitate primary healthcare nurses to
discuss sexual health with youth.
Method: A non-experimental descriptive study was undertaken in two phases. In Phase One,
23 registered nurses practising in primary healthcare completed an online survey. Phase Two
followed up the survey with semi-structured interviews with seven registered nurses from
primary healthcare settings.
Results: The majority of New Zealand registered nurses practising in primary healthcare are
female, aged between 40 - 60 years and identify with New Zealand or other European
ethnicity. Participants identified specific educational needs regarding youth sexual health that
are not being met. Some registered nurses believe it is not their role to actively engage in
discussions with youth about sexual health. Some registered nurses have difficulty
differentiating their role and in setting boundaries in consultations with youth. Cultural
influences regarding sexual healthcare and practices are infrequently acknowledged, instead
ethnic stereotyping is common.

Conclusion: Registered nurses in primary healthcare lack knowledge and confidence engaging
with youth about sexual health. In order to improve youth health outcomes, registered nurses
in primary healthcare require ongoing professional development, education and resources
related to youth sexual health.
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Chapter One: Introduction
1.1 Introduction
Youth have a different set of health needs than other age groups in the general population
(The Collaborative for Research and Training in Youth Health and Development Trust, 2011). As
well as needing treatment in the case of illness or disability, youth need to be nurtured,
educated and empowered to make healthy lifestyle choices, to be involved in decision-making
regarding their healthcare and to have their confidentiality respected (Taliaferro & Borowsky,
2012; The Collaborative for Research and Training in Youth Health and Development Trust,
2011). Youth in the western world today have increasingly complex health needs (Kang et al.,
2003) and yet this age group is the least likely to access primary healthcare (PHC) (Schaeuble,
Haglund, & Vukovich, 2010).
“Primary healthcare is the pivotal point of entry for health services”, according to Teevale,
Denny, Percival and Fleming (2013, p. 9). However, many PHC providers, including registered
nurses (RN), do not believe they have enough education, experience or confidence in
managing youth health, resulting in difficulty actively engaging with youth about sexual health
(Denny et al., 2013). Evidence suggests that PHC providers, including RNs may not be able to
meet the complex sexual health needs of New Zealand’s youth population (Denny et al, 2013;
Haller, Sanci, Patton, & Sawyer, 2006; Smart, Parker, Lampert, & Sulo, 2012; Teevale et al.
2013).
Lack of prioritisation towards sexual health by the Government and by health professionals has
contributed to New Zealand (NZ) having the worst sexually transmitted infection (STI) rate
(Terry, Braun, & Farvid, 2012) and the second highest youth pregnancy rate in the Organisation
for Economic Cooperation and Development (OECD) countries (New Zealand Parliamentarians'
Group on Population and Development, 2007). In the Ministry of Health (MOH) resource book
for New Zealand health care organisations (2003, p. vi) the author recognises that the high rate
of unwanted pregnancies and of STIs in NZ needs to be addressed, especially amongst the
youth population and has as its goal:
“A society where individuals have the knowledge, skills and confidence to enjoy
their sexuality, to choose when or if to have children, and to keep themselves
safe from harm.”
However, addressing the poor state of youth sexual health that exists in NZ is not mentioned in
the thirteen population health objectives of The New Zealand Primary Healthcare
1

Strategy

(Ministry of Health, 2001, p. 3). An important part of the action plan in the MOH document,
Sexual and reproductive health, a resource book for New Zealand health care organisations is
the provision of professional development for the PHC workforce in contraception, including
emergency contraception, and in the skill of communicating with youth about sexual health
issues (Ministry of Health, 2003).
This chapter will provide an introduction to youth health. Youth sexual health issues and
access to PHC of New Zealand’s youth population will be discussed. There will be an
outline of researcher interest in the topic and the purpose and aims of the study will be
highlighted. The research question will be identified and an outline of the thesis will be given.

1.2 Background
Although youth use a variety of PHC providers (Fleming & Elvidge, 2010), the preferred access
to healthcare of secondary school students is through their local PHC provider (Clark, Brey,
Banter, & Khubchandani, 2012). However in 35% of consultations attended by youth,
discussions about sexual health are not initiated by PHC providers (Alexander, et al., 2014;
Ham & Allen, 2012). Barriers to conversations about sexual health with youth have been
identified from both the provider (Clark et al., 2012; Gott, Galena, Hinchliff, & Elford, 2004;
Stokes & Mears, 2010; Terry et al., 2012; Van der Meulen, Oliver, Flicker, Travers, & The
Toronto Teen Survey Team, 2010) and the youth perspective (Adolescent Health Research
Group, 2003; Clark et al., 2013a; Denny et al., 2013; Fleming & Elvidge, 2010; Haller et al.,
2006; Schaeuble et al., 2010; Teevale et al., 2013; The Collaborative for Research and Training
in Youth Health and Development Trust, 2011).
The major barriers for youth discussing sexual health with PHC providers are embarrassment,
fear of being judged, fear of causing offence and a concern that their confidentiality will be
breached (Denny et al., 2013; Haller et al., 2006; The Collaborative for Research and Training in
Youth Health and Development Trust, 2011). Studies have found that youth want to be
assured of confidentiality, to be able to form a trusting relationship with the healthcare
professional, be supported with independence in health choices and to feel respected and
cared for when they utilise PHC services (Haller et al.,2006; Schaeuble et al., 2010; Smart,
Parker, Lampert & Sulo, 2012).
School-based health centres (SBHC) in NZ have done much to overcome the barriers
experienced by the youth population when accessing PHC and have been shown to encourage
and support long-term health promoting behaviours in youth (Auckland School Nurses Group,
2012; Buckley et al., 2009; Winnard, Denny, & Flemming, 2005). However, these services are
2

only available to youth while they are engaged in school. Those who elect to leave school at
the legal school leaving age, 16, and those aged 18-24 are not eligible for this service.
Registered nurses practising in PHC settings are well placed to discuss sexual health with
youth, being established in a health education and promotion role (Hart, Parker, Patterson,
Hegarty, & Sanci, 2012). Patients perceive nurses as being more approachable and as having
more time available than doctors to engage in discussions with patients about sexual health
(Hart et al., 2012; Van der Meulen et al., 2010). Evidence shows that RNs practising in PHC are
open to the idea of nurse-led sexual health screening programmes for youth (Gott et al.,
2004; Hart et al., 2012).
There is however concern amongst RNs that their own discomfort or lack of knowledge may
lead to the nurse being unable to address some of the issues arising from engaging youth in
discussion about sexual health (Gott et al., 2004; Stokes & Mears, 2010; Van der Meulen et al.,
2010). Other barriers for health professionals in PHC settings discussing sexual health with
youth include lack of time, lack of experience communicating with youth, lack of knowledge
about youth health and a lack of awareness of resources and agencies for onward referral
(Gott et al. 2004; Thompson et al., 2008).
Registered nurses in NZ are legally obliged to meet standards of conduct (Johnstone, 2010)
and to protect the safety of the public in accordance with the Health Practitioners Competence
Assurance Act (Parliamentary Council Office, 2003). These standards are outlined in the
Nursing Council of New Zealand (2012a) Code of Conduct for Nurses and the New Zealand
Nursing Organisation Code of Ethics (2010). As well as maintaining “exemplary standards of
conduct” (Nursing Council of New Zealand, 2012a, p. 2) RNs must demonstrate their
competence to practice. New Zealand nurses are required to ensure their practice is in
accordance with relevant legislation including, but not limited to, the Health and Disability
Commissioner (HDC) (2015) Code of Health and Disability Services Consumers’ Rights
Regulations 1996 and the Health Information Privacy Code (The Privacy Commissioner, 1994).
Registered nurses also have a responsibility to maintain the human rights of those in their care
(Human Rights Commission, 2010), to practice within the guidelines for cultural safety (Nursing
Council of New Zealand, 2011) and to meet standards of care set by the World Health
Organisation (WHO), such as standard four of the recent Global Standards for Quality HealthCare Services for Adolescents which require that,
“Health-care providers demonstrate the technical competence required to
provide effective health services to adolescents. Both health-care providers and
support staff respect, protect and fulfil adolescents’ rights to information, privacy,
3

confidentiality, non-discrimination, non-judgmental attitude and respect” (World
Health Organisation, 2014).
A number of authors (Chaplick & Allen, 2013; Gott et al., 2004; Hart et al., 2012; Stokes &
Mears, 2010; Van der Meulen et al., 2010) have recommended that further education for PHC
providers, including RNs, is necessary for staff to feel confident in engaging youth in sexual
health discussions. However, education is of little use if the provider does not feel comfortable
or confident to use this knowledge in their daily practice (Magnan & Norris, 2008).

1.3 Researcher interest
Having moved from working as an RN in a PHC setting to a position in a school-based health
centre, I developed an interest in youth health. Through professional development and
postgraduate study, I became aware of the unique health needs of the youth population and
of the poor record of youth sexual health in New Zealand. A study by Alexander et al. (2014)
found sexual health was not discussed with a third of youth who were seen in PHC settings for
an annual review, and when it was discussed an average of thirty nine seconds was spent on
the topic. Reading this article challenged me to reflect on my own practice in PHC and to
realise that opportunities to discuss sexual health with youth, such as when checking blood
pressure and weighing patients attending for a review of their contraception, giving DepoProvera contraception (Depo) injections, Human papillomavirus (HPV) and travel vaccinations,
had not been taken up. I wanted to find out more about what nurses in primary care perceived
would increase their confidence so they felt able to initiate discussions with youth about
sexual health, which led me to the current study.
School-based health centres have progressed in reducing barriers to healthcare for youth
engaged in secondary school education in New Zealand (Auckland School Nurses Group, 2012;
Buckley et al., 2009; Winnard et al., 2005). However not all youth are enrolled in school and
those who are not, are more likely to engage in high health risk behaviours (Bovet,
Viswanathan, Faeh, & Warren, 2006). Primary healthcare centres are the main point of access
for this vulnerable group of the youth population and evidence suggests that their sexual
health needs are not being met (Buckley et al., 2009; Clark et al., 2013b).

1.4 Aims of the research
As well as receiving education about youth health and sexuality issues, RNs practising in PHC
settings need to feel comfortable and confident in engaging with youth in discussions about
4

sexual health in order to improve health outcomes for this population. The aims of this
research are:


to examine the engagement of registered nurses in primary healthcare settings in
discussions with youth about sexual health.



to develop a greater understanding of the barriers for registered nurses initiating
discussions regarding sexual health with youth in primary healthcare.

It is envisaged that providers initiating discussions about sexuality and safe sexual practices
with youth in PHC settings will empower NZ youth to make healthy decisions regarding sexual
behaviour to support the healthy sexual development of youth (Alexander et al., 2014).

1.5 Research question
The research question stems from recommendations in the literature; that research is needed
to identify what facilitates RNs in PHC settings engaging with youth in discussions about sexual
health. The research question is:
“What facilitates registered nurses in primary healthcare settings engaging
with youth in discussions about sexual health?”

1.6 Thesis outline
Chapter One is the introduction to the study and provides background to the subject, the
interest of the researcher, the rationale and aims of the study and the development of the
research question.
Chapter Two outlines the literature review and how the review was conducted in this study.
There is an explanation of the rationale behind the search criteria and of the narrative
approach to the review. In this chapter the health needs of NZ youth population and their
access to PHC are explored. Barriers to discussing sexual health from the perspectives of both
PHC providers and of youth are identified. The gap in current knowledge and the
recommendations on which the research question is based is discussed.
Chapter Three provides a rationale for the methodology used in this study, a descriptive, nonexperimental approach to research. There is discussion about the ethical considerations in
conducting research of this type. The collection, analysis and storage of data obtained are
outlined.
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Chapter Four presents the study results which are cross tabulated and displayed using tables
and charts. Identified patterns, trends and themes are discussed.
Chapter Five explores the findings in relation to the extant literature, focusing on the study
aims.
Chapter Six describes what this study adds to current knowledge of this topic. There is a
discussion of the implications of the study findings for nursing practice, education and
research. Recommendations arising from the study findings are outlined.

1.7 Abbreviations and definitions used in this study
1.6.1 Definitions
This study uses the term sexual health as it is defined by the World Health Organisation (WHO,
2010, p. 3),
“…a state of physical, emotional, mental and social well-being in relation to sexuality;
it is not merely the absence of disease, dysfunction or infirmity…. as well as the
possibility of having pleasurable and safe sexual experiences, free of coercion,
discrimination and violence”.
Primary healthcare (PHC) refers to “the professional healthcare provided in the community,
usually from a general practitioner (GP), practice nurse, pharmacist or other

health

professional working within a general practice” (Ministry of Health New Zealand, 2014a,
paragraph 1).
The Ministry of Health publication “Youth Health A guide to Action” (2002, p. 9) uses the term
“youth” to refer to members of the New Zealand’s population aged between 12-24 years old.
Other terms used synonymously in the literature include “young people,” “adolescent” and
“teenager.” In this study, the term youth will be used to describe young people aged 12-24
inclusively.
There is evidence in the literature reviewed that RNs identified the same barriers to discussing
sexual health with youth in PHC as medical doctors practising in PHC (Sanci et al., 2012), thus
the term primary healthcare provider is used in this thesis to mean registered nurses and
medical doctors employed in PHC setting.
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Māori are the indigenous people of New Zealand. In this thesis the word Māori is used to
mean “a person of the Māori race of New Zealand; and includes any descendant of such a
person.” (Statistics New Zealand, n.d., para 8.) .
The word Pākehā was used by Māori to describe the early white European settlers. Over time,
the term Pākehā has come to mean people who are non-Māori living in New Zealand (Ministry
for Culture and Heritage, 2009).
The term Pasifika does not refer to “a single ethnicity, nationality, gender, language or culture”
it is used in this thesis to describe people who originate from any of the South Pacific Islands
(Ministry of Education, 2013, p. 3).
1.6.2 Abbreviations used in this thesis
AE

Alternative Education

APC

Annual Practising Certificate

BN

Bachelor of Nursing

EIT

Eastern Institute of Technology

GLBQ

Gay, lesbian, bisexual, or questioning

HDC

Health and Disability Commissioner

LOGIC
MN

Linking opportunities generating inter-professional collaboration;
official journal of New Zealand College of Primary Health Care Nurses
Master of Nursing

MSE

Main Stream Education

NCNZ

Nursing Council of New Zealand

NYHNKSF

National Youth Health Nursing Knowledge and Skills Framework

NZ

New Zealand

NZRN PHC

New Zealand Registered Nurse practising in Primary Healthcare

NZNO

New Zealand Nurses Organisation

OECD

Organisation for Economic Cooperation and Development

PHO

Primary Healthcare Organisation

RN

Registered Nurse

SBHC

School Based Health Centre

SP

Survey Participant

STI

Sexually Transmitted Infection

TPU

Teen Pregnancy Units

7

UK

United Kingdom

USA

United States of America

WHO

World Health Organisation

1.7 Chapter summary
This chapter has provided an introduction to the barriers faced by PHC providers in discussing
sexual health with youth. A summary of the legal and professional obligations and
responsibilities required from practising RN in NZ has been presented. It is recognised that
youth face barriers engaging with PHC providers regarding their sexual health. An overview of
the researcher’s interest in the provision of sexual healthcare for youth in PHC has been given
and the aims of the study and the research question have been identified.
Throughout this study abbreviations are used and there are words and phrases that have a
specific meaning, so a list of the abbreviations and definitions are presented. An outline of
the structure of the thesis highlights the topics discussed and presented in each of the
chapters. Chapter Two examines the literature and major themes arising from the literature
review are identified and discussed.
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Chapter Two: Literature Review
2.1 Introduction
The purpose of this chapter is to understand what is known about the topic and to identify any
gaps in understanding relating to RNs and their engagement with youth about sexual health in
PHC settings. The search strategies used in this study are outlined, including databases
searched, and keywords and inclusion criteria used to find the reviewed literature. Themes
arising from the literature are identified and discussed.
Literature reviews provide “a much needed bridge between the vast and scattered assortment
of articles on a topic and the reader who does not have the time or the resources to track
them down” (Baumeister & Leary, 1997, p. 311). This literature review is a narrative review
which uses a descriptive approach to critique and summarise a large amount of literature
(Cronin, Ryan, & Coughlan, 2008). The aim of a narrative literature review is to provide a
summary of what is known about a given topic and then to highlight any inconsistencies and
gaps in that knowledge (Cronin et al., 2008). Retrieved articles were initially appraised using
the UK National Health Service’s Critical Appraisal Skills Programme (CASP) approach
consisting of three steps; is the study valid, what are the conclusions/results and are the
conclusions/results useful (Critical Appraisal Skills Programme UK, 2013). Literature was then
organised according to thematic contents and articles summarised identifying key arguments
within each theme and the ways in which each of these themes linked with the next (Carnwell
& Daly, 2001; Cronin et al., 2008).

2.2 Literature search strategies
A search strategy puts the research question in a “form that the search engine can
understand” (Gillespie & Gillespie, 2003, p. 140). Keywords used to search for literature were
youth, teenager, adolescent, sexual health, primary healthcare, primary healthcare nurse,
school based healthcare, school nurse, sexually transmitted infections, unintended pregnancy
and sexual health education. The search was limited to peer reviewed articles written in
English from scholarly journals and not before the year 1990. The rationale for beginning the
search in 1990 was that the provision of contraception advice and available products for
people of any age in NZ was decriminalised in 1990 with the passing of Amendment 128 of The
Contraception, Sterilisation and Abortion Act 1977 (Ministry of Health, 1977). Therefore in
1990 it became legal for all PHC providers, including RNs, to give advice about contraception
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and available contraceptive products to youth, including those under the age of sixteen. Prior
to 1990, only the parents of a young person aged below 16 years or a doctor were allowed to
supply contraceptive products and information to youth of all ages (Ministry of Health, 1977).
Before 1990 it was a criminal offence for RNs working in PHC settings to discuss sexual health
with those aged between 12-16 years (Ministry of Health , 1977). Twelve to 16 year olds
represent a quarter of the age band defined as youth in this study (Ministry of Health, 2002),
thus research undertaken into engaging youth in discussions about sexual health would not be
comparable to research completed before 1990.
A search of the literature was undertaken by searching the following databases; British Nursing
Index, CINAHL, EBSCO, Medline, Proquest, Proquest Central, Pubmed and Google Scholar. A
manual search was also undertaken, accessing references in journal articles as well as in
government reports, reviews and relevant legislation held in the workplace of the researcher
as well as on the internet. This search firstly identified 6,356 articles. Many of these articles
were excluded because they did not meet the review criteria which was articles focussing on
studies involving RNs in PHC settings, youth and sexual health. Articles which included data
from sex workers and from victims or perpetrators of violent acts, genital mutilation and
studies carried out in third world countries were also excluded from the review. Articles which
focused on other teenage issues, such as obesity or those with learning difficulties were also
excluded. Sixty-five articles were then retrieved, including research about sexual health
discussions with youth in hospital as inpatients. Of these 65 articles, a further 30 were
excluded as they did not focus on the PHC setting. The remaining 35 were reviewed. As
Baumeister and Leary (1997) suggest, in order to ensure methodological diversity of the
evidence retrieved, quantitative, qualitative, systematic reports and mixed methods research
were included in this narrative review. The literature included in this review highlights reasons
why youth access PHC, the barriers they face and how these issues could be overcome. Other
literature included research into barriers to PHC providers initiating discussions with youth
about sexual health. Research describing the complexity of youth health needs have been
included, as well as those highlighting the current state of the sexual health of the youth
population in New Zealand. Studies about whether education in sexual health had been
undertaken, during pre-registration education, postgraduate study or as professional
development, by RNs working in PHC settings have also been included.
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2.3 Overview of literature
This section will provide an overview of the findings of the literature review.
Youth sexual health is given little importance in PHC policies or in the daily practice of PHC
providers (Clark et al., 2012). International studies have found that even at a governmental
level, sexual health is seen as a low priority (Hart et al., 2012; Terry et al., 2012; Van der
Meulen et al., 2010). In New Zealand there has been a lack of consistent funding towards
evidence-based successful sexual health initiatives, such as a national condom use campaign
(Terry et al., 2012), resulting in lack of attention to and prioritisation of sexual health in PHC
settings (Clark et al., 2012; Hart et al., 2012; Terry et al., 2012; Van der Meulen etal.,2010).
A quantitative study with examining trends of the health and wellbeing of 8,500 NZ secondary
school students between the years of 2001 and 2012, found that risky health behaviour in the
yo ut h population of NZ is similar to that in the USA, the United Kingdom (UK), Canada and
Australia (Clark et al., 2013b). Two thirds of people under the age of 21 years old
attending sexual health services to discuss contraception for the first time have already had
sexual intercourse (Stone & Ingham, 2000). Risky sexual behaviour is linked to other health risk
taking behaviours, a high rate of social problems, morbidity and mortality in the youth
population (Bagshaw, 2007; Denny et al., 2013; Johnson & Denny, 2007; Psutka, Connor,
Cousins, & Kypri, 2012; The Collaborative for Research and Training in Youth Health and
Development Trust, 2011). According to the WHO (2010 p.9) the development of sexual
health “requires a positive and respectful approach to sexuality and sexual relationships”.
Youth need access to reliable, accurate and non-judgemental management and education with
regard to their sexual health if concerns arising as a result of risky sexual behaviour are to be
addressed (Clark et al., 2012).
Youth respect their PHC provider as a valid and trustworthy source of health information and
want them to provide education on issues such as sexual health (Chaplick & Allen, 2013; Ham
& Allen, 2012; Walker & Townsend, 1999). However, there is evidence that PHC providers do
not initiate discussions about sexual health with youth (Alexander et al., 2014; Clark et al.,
2012; Denny et al., 2013; Gott et al, 2004; Haley, Maheux, Rivard, & Gervais, 1999; Ham &
Allen, 2012; Kang et al., 2003; Wimberly, Hogben, Moore-Ruffin, Moore, & Fry-Johnson, 2006).
One major barrier for PHC providers initiating discussions about sexual health with youth is the
discomfort of the primary healthcare provider (Denny et al., 2013; Gott et al., 2004; Haley et
al. 1999; Terry et al., 2012; Van der Meulen et al., 2010; Wimberly et al, 2006). Terry et al.
(2012) have identified barriers for NZ PHC providers, including RNs, initiating discussions with
youth about sexual health similar to those identified by international studies, including lack of
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time, lack of funding and inadequate education (Clark et al., 2012; Gott et al., 2004; Kang et al.,
2003; Stokes & Mears, 2010; Thompson et al., 2008; Van der Meulen et al., 2010).
The right to privacy and confidentiality is recognised as one of the sexual rights that must be
ensured for all individuals, including youth, to be sexually healthy (World Health Organization,
Department of Reproductive Health and Research, 2010, p. 4). Fear that their confidentiality
will not be maintained is the biggest barrier for youth feeling able to discuss their sexual health
needs with their PHC provider (Denny, Balhorn, Lawrence, & Cosgriff, 2005; Denny et al., 2012;
Haller et al., 2006; Roberts, Sanci, & Haller, 2012; Roebuck, 2012). National studies have found
that healthcare ensuring confidentiality and privacy amongst youth who attend PHC services is
rare and as a result, discussions of sensitive topics such as sexual health between youth and
healthcare providers, are limited (Denny et al., 2005; Denny et al., 2012).
Some authors in the reviewed literature acknowledge that more needs to be done in PHC to
engage with youth about sexual health (Denny et al., 2005; Kang et al., 2003; Teevale et al.,
2013). Studies have recognised that PHC providers have educational needs to increase their
confidence regarding the provision of sexual healthcare to youth (Denny et al., 2013; Gott et
al., 2004; Haley et al. 1999; Terry et al., 2012; Van der Meulen et al., 2010; Wimberly et al,
2006). Further research is needed to identify these educational needs as well as other
facilitators that will enable PHC providers, including RNs, to initiate discussions regarding
sexual health issues with youth (Denny et al., 2013; Haller et al., 2006; Terry et al., 2012).
The following themes arose from the reviewed literature: the poor state of youth sexual
health; the complexity of youth health needs and their management in PHC; barriers to youth
accessing PHC regarding sexual health; barriers to PHC providers engaging youth in discussions
about sexual health; PHC provider’s limited education about youth and sexual health and
recommendations for best practice in the provision of sexual healthcare in PHC. These themes
are discussed in the next section of the review, in order to provide an understanding of the
current knowledge of this topic.
2.3.1 The state of New Zealand’s youth sexual health
New Zealand has one of the worst rates of STIs in the OECD countries (Psutka et al., 2012;
Terry et al., 2012) and the incidence of chlamydia amongst NZ youth population is high (The
Institute of Environmental Science and Research Ltd, 2013). New Zealand has the second
highest number of births to youth in the OECD countries, after the USA (Azariah, McKernon, &
Werder, 2013; Terry et al., 2012).
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Sexually transmitted infections, such as chlamydia and gonorrhoea are not notifiable
conditions in NZ, thus data regarding youth sexual health from family planning and sexual
health clinics are limited (Terry et al., 2012). However, statistics show that the prevalence of
chlamydia in PHC increased threefold between 1998 and 2008 (Morgan, Colonne & Bell, 2011).
Chlamydia is the most commonly reported STI in NZ and 70% of those with chlamydia are 1524 year olds (The Institute of Environmental Science and Research Ltd, 2013). The incidence of
chlamydia in NZ is four times that of Australia and the UK and double that of the USA (Morgan
et al., 2 11 . Young Māori1 have higher rates of STIs than youth of European ethnicity (New
Zealand Parliamentarians' Group on Population and Development, 2007). Amongst those
diagnosed in New Zealand Family Planning Clinics with chlamydia, Māori showed the highest
rise in the prevalence of chlamydia in the period 2006 and 2012, with an 81% increase (The
Institute of Environmental Science and Research Ltd, 2013).
Nearly a quarter (24%) of secondary school students have had sexual intercourse, according to
Clark et al., (2013a) in a study exploring health and wellbeing of secondary school students and
approximately 20% of NZ secondary school students were sexually active (defined as having
had sex within the past three months) at the time of the study (Clark et al., 2013b). Almost one
half (47%) of sexually active youth had not used a condom during their last sexual encounter
and 54% had not used a condom to protect against STIs (Clark et al., 2013a). Māori youth were
more likely to have had sex (26%) and less likely to have used a condom in their last sexual
encounter (48.3%) (Clark et al., 2013a) with the result that birth rates amongst Māori youth
are higher than youth of European ethnicity (Denny, 2003).
There were some limitations to Clark et al.’s (2013a) study of NZ secondary school students.
Firstly the study did not include those students who were absent from school on the day the
survey was completed. It has been found that students who are absent from school are more
likely to have high risk health behaviours than those who are present in school on any one day
(Bovet, et al., 2006). The study relied on self-reported data from participants which may have
resulted in under-reporting the extent of health-risk behaviour (Brener, Billy, & Grady, 2003).
Further, participants were asked to provide their physical address. In the analysis, when the
level of deprivation had been calculated the address was deleted, however the fact that
participants were asked to state their address may have influenced answers later in the survey
due to participant concerns about confidentiality. A major strength of this study was that

1

Māori are the indigenous people of New Zealand (Statistics New Zealand, n.d.)
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it

provided up-to-date data from a large and diverse population of secondary school students
who were nationally representative of the population of New Zealand (Clark et al., 2013b).
A report on the health and well-being of secondary school students of Asian ethnicity in NZ
(Parackal, Ameratunga, Tin Tin, Wong & Denny, 2011) found that Asian students were 33% less
likely to use contraception most of, or all of the time, as compared to students of European
ethnicity (15%). This may contribute to Asian youth having the highest rate of publically funded
abortion per 1000 known pregnancies when compared to their Māori, Pasifika2 or European
peers (Abortion Supervisory Committee, 2013). It has also been reported that the number
of terminations carried out in the private sector within the Auckland District Health Board
was higher for Asian women than women of other ethnicities (Mehta, 2012).
Teen pregnancy units (TPU) are a New Zealand Ministry of Education initiative for young
mothers under 20 years of age, to support them to continue with their education following
pregnancy and birth (Johnson & Denny, 2007). Alternative education (AE) is an education
service for youth between the ages of 13 and 15 years who have not been engaged with
mainstream education (MSE) for two terms or more (Counties Manukau District Health Board,
2014). Reasons for youth not engaging in school may be that youth are unwilling to go to
school or because they have been repeatedly excluded or suspended and mainstream schools
are unwilling to enrol them.
Twenty-five percent of youth in AE and TPU did not access PHC when needed, compared to
17% in mainstream education (Denny, Clark, & Watson, 2004). Youth who attend AE and TPU
are more likely than those in MSE to engage in behaviours which could have a negative impact
on their health, such as risky sexual practices (Denny et al., 2004). However, these youth are
not eligible to access school-based health services after the age of 15 (Counties Manukau
District Health Board, 2014).
The majority of pregnant youth attending TPU had high levels of absenteeism or were no
longer attending school at the time they became pregnant (Johnson & Denny, 2007). Almost
all of the students in TPU were sexually active but very few used a condom during last
intercourse, and 75% had undergone testing for STIs (Johnson & Denny, 2007). Youth in AE are

2

Pasifika is used to refer to people who originate from any of the South Pacific Islands (Ministry of
Education, 2013).
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more likely to be sexually active than those in mainstream schools, less likely to use a condom
and more likely to have a STI (Denny et al., 2004).
In a study from the UK into condom use by young people, Stone and Ingham (2000) found that
condoms were not used by 20% of 16-17 year olds when having sex with a new partner and
were inconsistently used by half of youth before their first engagement with sexual health
services. Condom use was higher in secondary school students than in university students
(Psutka et al., 2012). Participating in risky sexual behaviour puts youth at an increased risk of
STIs and unintended pregnancies (Psutka et al., 2012) and is an example of the complexities of
youth health (The Collaborative for Research and Training in Youth Health and Development
Trust, 2011).
2.3.2 The complexity of youth health needs and their management in primary
healthcare
Youth is a time of rapid changes physically, emotionally, psychologically, cognitively and
socially (Stokes & Mears, 2010; Taliaferro & Borowsky, 2012; The Collaborative for Research
and Training in Youth Health and Development Trust, 2011). Primary healthcare providers are
attempting to engage with youth at this difficult stage in their human development, when
youth are trying to establish their own identity and autonomy (Schaeuble et al., 2010). These
rapid changes result in youth having a unique set of health needs, which are frequently
psychosocial rather than physical in nature (The Collaborative for Research and Training in
Youth Health and Development Trust, 2011). Risk-taking behaviours, such as unsafe sex, can
also develop as a result of the experimentation and exploration of youth (Taliaferro &
Borowsky, 2012; The Collaborative for Research and Training in Youth

Health

and

Development Trust, 2011). Most youth do not comprehend the long-term health
consequences of their high-risk behaviours (The Collaborative for Research and Training in
Youth Health and Development Trust, 2011) however, risk behaviours established during
adolescence are often maintained into adulthood and so have implications for their long term
health (Viner & Barker, 2005). To improve the health of future generations, a new way of
approaching youth health is needed (Viner & Barker, 2005).
The western medical model frequently uses a problem-based approach in that a problem is
identified and then a cure is sought (Taliaferro & Borowsky, 2012). Taliaferro and Borowsky
(2012, p. s117) suggest that a different “strength-based” focus is needed when addressing
youth health needs. Youth need to have access to accurate health information and to be
involved in the planning of their healthcare. Health providers need to be able to work with
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youth and recognise their individual strengths and resiliencies. Youth need to be treated with
respect and dignity and to be supported in making choices that will promote healthy
development (Roebuck, 2012; Sheriden et al, 2011; Taliaferro & Borowsky, 2012; The
Collaborative for Research and Training in Youth Health and Development Trust, 2011;
Winnard, 2005).
With regard to health service provision for youth, the European office of the World Health
Organisation (WHO) (2014) stated that:
“Making health services available to young people is not enough. Their
unexpressed health and healthcare needs need to be anticipated, and services
need to be provided wherever and whenever needed, with tact, sensitivity and
confidentiality.”
As youth often engage in a combination of health risk-taking behaviours (Schaeuble at al.,
2010; Taliaferro & Borowsky, 2012; Viner & Barker, 2005), they have a unique need for
preventative healthcare (Schaeuble at al., 2010). Youth should not be seen simply as having
weaknesses and vulnerability, but as having strengths and resiliences that need to be nurtured
(Taliaferro & Borowsky, 2012; The Collaborative for Research and Training in Youth Health and
Development Trust, 2011). Primary healthcare providers need to recognise the independence
of youth, provide them with accurate health information and then give support and
encouragement to choose health promoting behaviours (Schaeuble et al., 2010; Taliaferro &
Borowsky, 2012).
2.3.3 Barriers to youth attending primary healthcare services about their sexual
health
For the majority of NZ youth, PHC settings are the preferred setting to access healthcare (Clark
et al., 2012; Denny et al., 2005; Denny et al., 2013). Young people trust PHC providers as a
reliable source of health information and education (Clark et al., 2012; Denny et al., 2005; Hart
et al., 2012) and would be comfortable discussing their sexual health, if the subject were
raised by the PHC provider (Chaplick & Allen, 2013; Ham & Allen, 2012; Walker & Townsend,
1999). However, one in six secondary school students in NZ do not access PHC, or other
healthcare services, despite feeling that they need to, thus youth are at “increased risk of
physical and mental health problems” (Denny et al., 2013 p 11.).
Ethnicity impacts youth attitude towards accessing healthcare (Denny et al., 2013; Mathias,
2002). Sixteen percent of Asian students (Parackal et al., 2011) and 22% of Māori students
(Denny et al., 2013) needing to access healthcare did not feel able to do so. Another study
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reported that 26% of Pasifika youth reported barriers preventing them from visiting their PHC
provider when needed (Teevale et al., 2013). In the USA, one in five students felt unable to
access PHC services when needed (Schaeuble et al., 2010). Denny et al. (2013) noted that the
health concerns for which youth did not seek help were those of psychosocial nature, involving
high risk-taking behaviours or emotional concerns.
Youth seeking PHC will present to the provider with physical complaints such as skin and
respiratory conditions, but they often have concerns of an emotional or behavioural nature as
well (Haller et al., 2006). The majority of youth who seek PHC believe that they not only have
physical symptoms, but that they also need health information and have emotional concerns
(Haller et al., 2006; Roberts et al., 2012; Roebuck, 2012). Discussions about behavioural issues,
such as sexual health, are not initiated by the PHC providers (Denny et al., 2013; Haller et al.,
2006). Emotional concerns resulting from psychological issues are only noted by the PHC
provider if they are severe or if they are raised by the youth (Roberts et al., 2012).
The main barrier for youth accessing PHC services for sexual health needs is a fear that their
confidentiality will be breached (Adolescent Health Research Group, 2003; Denny et al., 2013;
Fleming & Elvidge, 2010; Haller et al., 2006; Schaeuble et al., 2010; Teevale et al., 2013; The
Collaborative for Research and Training in Youth Health and Development Trust, 2011). Clark
et al., (2013b) found that only a quarter of NZ youth who accessed PHC reported that they
received private and confidential care from a healthcare professional. International studies
suggest that a little under half of youth receiving PHC are accompanied, often by a parent, and
did not have the opportunity to talk to healthcare providers alone during consultations, thus
the youth’s confidentiality is not assured (Haller et al., 2006; Schaeuble et al., 2010; Smart et
al., 2012; Viner & Barker, 2005).
A further barrier to both youth and PHC providers discussing sexual health may be that sex,
sexuality and sexual behaviours are rarely openly discussed in NZ culture (Terry et al., 2012). A
study from the USA suggests that the focus of discussions about sexual health concentrates on
the negative consequences of high risk and “deviant behaviors and pathophysiology”, rather
than on normal health and development (Matza, 2012, p. 108). There is concern amongst
youth that PHC providers will have a negative attitude towards them if sexual health issues are
discussed (Gott & Hinchliff, 2003). This concern, alongside the fear of causing offence to the
PHC provider and the worry of embarrassing themselves have been identified by youth as
further barriers to discussing sexual health with PHC providers (Gott & Hinchliff, 2003). Other
barriers to youth accessing PHC include; not knowing how to access the service, inconvenient
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clinic hours, cost, transport issues, not feeling comfortable talking to the PHC provider, a fear
of the severity of their condition and a worry they would be judged by the healthcare provider
or be deemed to be wasting the PHC provider’s time (Clark et al., 2013b; Denny et al., 2013;
Schaeuble et al., 2010; The Collaborative for Research and Training in Youth Health and
Development Trust, 2011).
School based health centres (SBHC) in NZ have overcome many barriers for youth accessing
PHC (Buckley et al., 2009). School based health centres are generally within school grounds,
free of charge, open during school hours and offer a ‘walk-in service’, meaning that students
do not need to make an appointment, they can access the service when convenient for them
(Winnard et al., 2005). However, SBHC are not available during school holidays (twelve weeks
of a year) and school attendance in NZ is not mandatory from the age of 16 years. Youth who
leave school at this age engage in more high risk sexual behaviour and are less likely to access
PHC than those who remain in school (Denny et al., 2004; Freudenberg & Ruglis, 2007;
Johnson & Denny, 2007).
In 2002 the WHO recognised the need for PHC services to become more youth friendly to
improve youth healthcare access and outcomes (McIntyre, 2002). Evidence suggests that from
a young person’s point of view, a youth friendly health service is one where youth are assured
of confidentiality, able to form a trusting, therapeutic relationship with the healthcare
provider, are supported in making positive health and lifestyle choices and made to feel
respected and cared for with regard to their health (Haller, 2006; Schaeuble et al., 2010; Smart
et al., 2012).
2.3.4 Barriers to primary healthcare providers engaging with youth in discussions
about sexual health
Primary healthcare providers have difficulty initiating discussions about sexual health
particularly with certain patient groups; those of the opposite gender, those from differing
cultural, ethnic and religious backgrounds, middle aged, older patients and with homosexuals
(Stokes & Mears, 2010). Brown and Wissow (2009) and Clark, et al. (2012) found that youth
are more likely to raise sexual health issues with female providers and that female health
providers are more likely to routinely initiate discussions about sexual health with youth.
Patients from minority ethnic groups were more involved in their care, trusted the health
provider more and achieved better health outcomes if the provider was from the same ethnic
group (Cooper-Patrick et al., 1999; Malat, Purcell, & Van Ryan, 2010; Street, O'Malley, Cooper,
& Haidet, 2008).
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A qualitative study in the UK concluded that there is uncertainty amongst some PHC providers
as to whether sexual health is “medical issue” and thus whether it has a place in a consultation
with a doctor (Gott et al., 2004, p.530). Gay, lesbian, bisexual, or questioning (GLBQ) youth are
engaged in more sexual health risk behaviours than other populations, yet 42% of PHC
providers believe the subject of sexual orientation is not significant in youth health outcomes
(Chaplick & Allen, 2013). However Gott et al.’s study (2004) only included a small, random
sample of PHC providers from one city in the north of England and thus their findings cannot
be generalised. A study from the USA found that sexual health was not raised with 35% of
youth attending their PHC provider and in 30% of cases sexual health issues were raised but
any discussion on sexual health lasted 35 seconds or less (Alexander et al., 2014). In only eight
percent of consultations with youth was there any disclosure from or engagement with the
youth about issues regarding sexual health (Alexander et al., 2014).
Further education for PHC providers is needed to facilitate them to engage with youth in
discussing sexual health (Clark et al., 2012; Gott et al., 2004; Stokes & Mears, 2010; Terry et al.,
2012; Van der Meulen et al., 2010). Primary healthcare providers recognise that sexual health
is an important part of holistic patient care and believe that PHC settings are the appropriate
place for youth sexual health issues to be addressed (Gott et al., 2004). However PHC
providers do not initiate discussions with youth about their sexual health (Alexander et al.,
2014; Haley et al., 1999).
Medical practitioners believe that RNs working in PHC settings are best placed to offer sexual
health services to youth, having more time to spend with the youth and already being
established in a health promotion role (Stokes & Mears, 2010). Although nurses argue that
they do not have more time available than doctors, RNs working in PHC are open to the
suggestion of the creation of nurse-led youth sexual health services in PHC (Van der Meulen et
al., 2010). However, RNs recognise that they need further education to feel comfortable
including sexual healthcare to youth as part of RNs holistic care of patients (Stokes & Mears,
2010).
Lack of experience in and knowledge of youth and sexual health are cited as barriers for PHC
providers engaging youth in discussions about sexual health (Chaplick & Allen, 2013). Other
barriers for PHC providers discussing sexual health with youth have been identified as lack of
time and lack of awareness of resources and agencies for onward referral (Clark et al., 2012;
Gott et al., 2004; Stokes & Mears, 2010; Terry et al., 2012; Thompson et al., 2008; Van der
Meulen et al., 2010).
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2.3.5 Primary healthcare provider’s knowledge of youth needs and sexual health
A further theme from the literature is that sexual health education for RNs, in either preregistration education or as professional development, is inconsistent and not mandatory.
Further, many nurses have had little or no education in sexual health or contraception and
thus lack confidence in giving accurate and up-to-date information to youth (Stokes & Mears,
2010; Westwood & Mullan, 2006).
Many RNs working in PHC settings do not believe they have adequate knowledge of youth
health issues and as a result they are uncomfortable engaging with youth in discussions about
sexual health (Denny, et al., 2013; Hart et al., 2012; Westwood & Mullan, 2006). Magnan and
Norris (2008) suggest that sexual health education for providers is useful but that it needs to
be made relevant to youth and the PHC provider has to be able to apply the learned
knowledge into clinical practice. In a USA study of family practice doctors which aimed to
ascertain the relationship between doctors’ knowledge about sexual health in PHC settings
and their initiation of discussions about sexual health with their patients (Clark et al., 2012), it
was found that an increased knowledge of sexual health did not lead to an increase in PHC
doctors raising the subject of sexual health in discussions with their patients. It was also noted
that if sexual health issues were raised in a previous consultation, these were not followed up
by the doctor during subsequent consultations (Clark et al., 2012). The authors recognised that
a limitation of the study was that the sample was a small non-representative sample of PHC
providers from one institution.
A study from the UK researched the effect of postgraduate training and professional
development in sexual health undertaken by RNs working in a PHC setting on attitudes to
discussing sexual health with their patients (Stokes & Mears, 2010). Contrary to Clark et al.,
(2012) who concluded that knowledge of sexual health of PHC providers did not increase
discussions about the issue being raised during consultations, Stokes and Mears (2010) found
that those RNs who had undertaken some training in contraception had a more positive
attitude to discussing sexual health with patients.
Registered nurses in Stokes and Mears (2010) study provided health services for their patients
that provided opportunity for discussion of sexual health issues, including the provision of
cervical smears, family planning and travel clinics. Only a small minority of RNs working in PHC
offered any of these services in clinics specifically for youth (Stokes & Mears, 2010). More than
half of the RNs working in a PHC setting (62%) reported that they had undertaken some
education in sexual health in the five year period prior to their participation in the research
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project (Stokes & Mears, 2010). Older RNs and those working part-time were less likely to have
undertaken further education in sexual health (Stokes & Mears, 2010). The vast majority of
RNs in PHC offering advice on contraception had not completed any appropriately recognised
education on the topic within the previous five years (Stokes & Mears, 2010). New Zealand’s
Strategy for Sexual Health (Ministry of Health, 2003) recognises the provision of professional
development for the PHC workforce in youth sexual health issues as an important step
towards reaching its goal of,
“a society where individuals have the knowledge, skills and confidence to enjoy
their sexuality, to choose when or if to have children, and to keep themselves safe
from harm” (p. vi.)
However, education in sexual health is given a low priority in the education or professional
development education of RNs (Gott et al., 2004). Matza (2012) suggests that the skills
required to initiate a discussion about sexual health in clinical practice are not included in the
education of RNs. Once they are employed most RNs do not make time to discuss sexual
health with patients and have difficulty in accessing education in such skills due to time
constraints or lack of awareness that the education is available (Magnan, Reynolds, & Galvin,
2005). The amount and type of sexual health education is not consistent in the professional
development requirements of NZ RNs, meaning that this education is often inadequate (Terry
et al., 2012). However, there is evidence that some RNs working in PHC settings who have
attended professional development or postgraduate study in sexual health continue to feel
uncomfortable engaging with youth in sexual health discussions (Clark et al., 2012; Magnan &
Norris, 2008). The usefulness of teaching RNs about sexual health without providing the
opportunity to practice and develop the skills necessary to apply that knowledge in clinical
practice has been questioned (Magnan & Norris, 2008). Further investigation is needed to
establish what will facilitate the application of sexual health knowledge into daily practice for
those working in PHC settings.
2.3.6 Recommendations for best practice in the provision of sexual healthcare in
primary healthcare settings
Best Practice Guidelines (The Best Practice Advocacy Centre New Zealand, 2013) advise that
when discussing sexual health every effort must be made by PHC providers to encourage
youth to feel comfortable and ready to openly discuss their sexual health needs with a health
professional. The guidelines (The Best Practice Advocacy Centre New Zealand, 2013) also place
importance on the confidence and comfort of the healthcare provider initiating the discourse.
If the topic of sexual health has been discussed at a prior consultation, then youth are
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comfortable for any sexual health related concerns to be followed up at subsequent visits to
the healthcare provider (Walker et al., 2002).
The National Youth Health Nursing Knowledge and Skills Framework (NYHNKSF) (Kekus,
Dawon, Gilmer, Nicholson, & Harte, 2014, p. 7) suggests competencies for RNs who provide
care for youth at one of three levels; firstly “essential” or “generalist” level being the minimum
level of understanding, alongside clinical skills in youth health for any nurse whose practice
may bring them into contact with youth, for example a RN practising in a PHC setting;
secondly, “speciality” level for those whose work is mostly with a youth population, for
example a school nurse, and thirdly “advanced” level competencies to be met by those who
work in a nurse specialist role with youth. As most RNs practising in PHC in NZ are highly likely
to have input to the care of youth, Kekus et al., (2014, p. 7) recommend that RNs in PHC are
able to meet the competences at the first level “essential”. In order to do achieve this level,
RNs would be able to,





“Explain the need for a comprehensive reproductive and sexual health
assessment to identify key risk and protective factors
Explain legislation pertaining to young people and their sexual and
reproductive health
Discuss appropriate sexual and reproductive healthcare services to refer
young person to
Discuss issues relating to sexual orientation and identity for young people”
(Kekus et al., 2014, p.17).

Youth are perceived by health providers as a well population and not seen in PHC unless an
acute problem arises (Chandra-Mouli et al., 2015). The WHO have suggested that youth
healthcare should change from a model of acute and periodic care to one of chronic and
preventative care (World Health Organisation, 2015). This change of focus recognises the
complexity of youth health needs and acknowledges that health risk behaviours adopted
during youth often are maintained into adulthood (The Collaborative for Research and Training
in Youth Health and Development Trust, 2011; Viner & Barker, 2005).
In the past twenty years the cultural diversity of the NZ population has increased (Ministry of
Social Development, 2014). It has been found that the presence of Māori healthcare providers
increases healthcare access by patients of all ethnicities and not just by Māori (Tan, Carr, &
Reidy, 2012). Teevale et al. (2013) suggest that to increase the engagment by youth from
ethnic groups with PHC, more health professionals from Māori and Pacific populations
should be recruited into the PHC workforce.
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2.3 Chapter summary
Youth in NZ have poor sexual health in comparison with other OECD countries (Azariah et al.,
2013; Psutka et al., 2012; Terry et al., 2012). The sexual health concerns of youth are not
addressed during visits to primary PHC providers (Alexander et al., 2014; Ham & Allen, 2012).
Several barriers for youth accessing PHC have been identified (Adolescent Health Research
Group, 2003; Denny et al., 2013; Fleming & Elvidge, 2010; Haller et al., 2006; Schaeuble et al.,
2010; Teevale et al., 2013; The Collaborative for Research and Training in Youth Health and
Development Trust, 2011). There are also barriers for the PHC providers in initiating
discussions about sexual health with youth (Clark et al., 2012; Gott et al., 2004; Stokes &
Mears 2010; Terry et al., 2012; Van der Meulen et al., 2010). The provision of SBHC in NZ has
reduced many of the barriers for young people seeking healthcare but PHC remains the main
point of access to healthcare services for the majority of youth (Buckley et al., 2009; Clark et
al., 2013a).
The needs of youth with regard to sexual health services are not currently being met in PHC
settings (Denny et al., 2013; Teevale et al., 2013). Youth have different health needs to those
of other age groups, requiring PHC providers who are skilled in providing health promotion,
support and encouragement to enable youth to make healthy decisions about their sexual
behaviour (Taliaferro & Borowsky, 2012; The Collaborative for Research and Training in Youth
Health and Development Trust, 2011). Recommendations have been made that the
organisation and practice in PHC needs to be reviewed to provide accessible services to youth
(Denny et al., 2013). Evidence suggests that improvement in the provision of sexual healthcare
for youth by RNs practising in PHC settings should be viewed as a high priority (Hart et al.,
2012; Stokes & Mears, 2010).
There is agreement in the literature that health professionals working in PHC require further
education in youth health (Clark et al., 2012; Denny et al., 2013; Gott et al., 2004; Haller et al.,
2006; Hart et al., 2012; Terry et al., 2012; Roberts et al., 2012; Viner & Barker, 2005) as well as
in sexual health issues (Chaplick & Allen, 2013; Gott et al., 2004; Hart et al., 2012; Stokes &
Mears, 2010; Van der Meulen et al., 2010). However, PHC providers need to feel comfortable
using this knowledge in engaging youth in discussions about sexual health (Betony & Yarwood,
2013).
There are barriers to PHC providers in engaging with youth in discussions about sexual health
and further research is needed to identify ways to facilitate PHC providers discussing sexual
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health issues with youth (Alexander et al., 2014; Haley et al., 1999; Wimberly et al., 2006). It is
from this recommendation that the research question in this study has been developed. It is
likely that increasing the ability of RNs in PHC to provide holistic healthcare to youth and to
form trusting, therapeutic relationships with youth will enhance job satisfaction of RNs
employed in PHC. It is also anticipated that improving the engagement of the PHC providers
with youth to discuss sexual health will promote healthy sexual development and decisionmaking.
From the literature the research question was identified and the next chapter provides
discusses the research method used in this study.
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Chapter: Three Method
3.1 Introduction
In this chapter the research method used to undertake this study and ethical considerations
are outlined. The survey design, including validity and reliability, the selection of the sample
group, data collection, storage and analysis are also discussed.

3.2 Methods
The research question of this study was to identify what facilitates registered nurses in
primary healthcare engaging with youth in discussions about sexual health. A descriptive nonexperimental method was chosen to conduct this study so that the usual practice of the
participants could be described without any attempt from the researcher to change their
behaviour (Grimes & Schulz, 2002; Hopkins, 2000; Kelly, Clark, Brown, & Sitzia, 2003). The
time constraints of a 60 credit thesis also influenced design choice. Quantitative methods are
based on the postpositive paradigm of cause and effect (Cresswell, 2003), that seeks to
identify links between the data collected. In this study the researcher wanted to establish if
there were any links between variables such as education undertaken, clinical support,
resources available and the confidence of participants in engaging youth in discussions about
sexual health. If links could be identified between the variables and the confidence of
participants discussing sexual health with youth, this information would be useful in answering
the research question.

The data collection process in this study consisted of two phases. During Phase One
quantitative data were collected using an online survey via Survey Monkey™ to provide a
picture of the participants’ confidence in discussing sexual health with youth. Phase Two of the
study involved the use of qualitative methods, in the form of semi-structured interviews, to
gain a deeper understanding of the topic.
Quantitative methods express associations between variables using statistics (Cantrell, 2011;
Hopkins, 2000). Variables are characteristics that are subject to change (Hopkins, 2000). Some
examples of variables from the current study are whether education in sexual health during
undergraduate education or through professional development was provided, RN level of
knowledge about sexual health and legal issues regarding youth sexual health and RN
understanding of cultural issues effecting youth sexual health.

25

Quantitative research relies on mathematical and statistical analysis of data gathered,
providing facts and figures to explain what is happening within the sample group (DeVault,
2014). In this study, the sample group were RNs employed in PHC settings in NZ. The results of
a descriptive quantitative research design describe the frequency and nature of possible
causative factors of a condition or situation (Grimes & Schulz, 2002). Findings from
quantitative descriptive research can therefore identify causal links between variables and the
outcome. Rarely is the outcome determined by a single variable but rather a combination of
equally important determinants (Grobbee, 2004), such as having undertaken professional
development in cultural issues regarding youth sexual health, having support from colleagues,
the presence of a clear workplace policies or access to a sexual health screening tool. The
causal links can be used to generate hypotheses and used to recommend further research
(Grimes & Schulz, 2002).
In Phase One of this descriptive non-experimental study, descriptive, quantitative data were
collected by means of an online survey (Appendix 1 using Survey Monkey™, with the purpose
of describing confidence levels, concerns, and perceived needs of the participants. Phase Two
was qualitative data collection though semi-structured interviews which provided the
opportunity to check with participants that meanings found within the quantitative data had
been correctly understood and to gain more clarity about the results (Cooney, 2011).
In the quantitative survey (Appendix 1) some contradictory responses were received. The
majority of participants reported that they felt comfortable with their knowledge of STIs,
contraception and of legal and ethical issues around the provision of sexual healthcare to
youth. However, some participants also stated that concern about their lack of knowledge of
STIs, contraception and legal and ethical issues made them feel uncomfortable discussing
sexual health with youth. Further, participants identified that they wanted more professional
development regarding legal, ethical and cultural issues relating to the provision of sexual
healthcare to youth, youth sexual and psychological development and cultural issues. To
address these discrepancies, it was evident that interviews with RNs would add clarity to these
concerns, thus a second phase to the study in the form of semi structured interviews was
added.
Phase Two of the study, semi-structured interviews with participants, added rich, qualitative
data to gain a better understanding of the quantitative data (Driscoll, Appiah-Yeboah, Salib, &
Rupert, 2007). The questions used to guide the interviews (Appendix 2) were based on data
received from the online survey (Appendix 1).
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Bryman (2006) suggests that researchers should have clearly identified reasons for adding
semi-structured follow-up interviews so that the resources and time of the participant or
researcher are not wasted. The rationale for adding a qualitative element to this study was to
explain and understand the discrepancies in the data, to a gain better insight of the data and
to provide a clearer picture of what the participants were expressing. Discussing the analysis of
the quantitative survey with participants, known as “member checking” enabled the
researcher to check the interpretation of the data, and enhanced the credibility of the study
(Goldblatta, Kamieli-Miller, & Neumann, 2011, p. 389). The rationales discussed above are
recognised as a justification for the addition of a qualitative element to quantitative research
(Greene, Caracelli, & Graham, 1989). Goldblatta et al., (2011) would argue that member
checking could compromise participant privacy and confidentiality as some data is shared
during the process. In this study however, the researcher had no way of identifying any of the
survey participants and only general trends in the survey data were shared with the interview
participants. Thus the privacy and confidentiality of the participants was maintained.
Phase Two of the study, semi-structured interviews with participants, added rich, qualitative
data to the study (Driscoll et al., 2007). Interviewing participants enabled a focus on specific
issues arising from the quantitative data. The interviews consisted of open questions and
added a different perspective acknowledging the experiences and skills of each participant
(Petty, Thompson, & Stew, 2012). In this way the “complimentary use” (Petty et al., 2012, p.
273) of qualitative data, gained through interviews, provided a deeper understanding of the
quantitative data.

3.3 Sample group
Potential participants in this study were NZ RNs with an annual practising certificate (APC),
practising in a PHC setting. The RNs were initially recruited from one NZ primary healthcare
organisation (PHO1), but due to an initial poor response rate to recruitment, nurses were
subsequently recruited from two other primary healthcare organisations (PHOs). Further
participants were gained when an invitation to participate in the study (Appendix 3) was
placed in LOGIC (Linking opportunities generating inter-professional collaboration), the official
journal of the New Zealand College of Primary Health Care Nurses which is distributed free to
members.
The first primary healthcare organisation (PHO1) was selected for recruitment because the
PHC venues within it were in a geographical area known to the researcher. The researcher had
attended professional development sessions for RNs, including those practising in
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PHC,

provided by the PHO1, and knew that a range of ethnicities, including Māori, were represented
in the RNs employed within the PHO. The use of purposive sample allowed the researcher
access to potential participants who were RNs practising in PHC settings (Mays & Pope, 1995).
The two other PHOs (PHO2 and PHO3) were selected as they operated in a similar
geographical area as PHO1. Initial contact with the PHOs was made via the contact details
provided on their respective websites. The researcher was invited to submit information about
this study to the managers of each PHO. All three PHO managers agreed to distribute
invitations to participate to the RNs on their database, in the form of an introduction letter,
(Appendix 4) and Information sheet for participants (Appendix 5), including a link to the
survey.
Participants for the Phase Two interviews were recruited using a snowballing method (Cohen,
Manion, & Morrison, 2007), where the researcher makes contact with one RN (RN1) known to
her, who is interested in participating in the study. RN1 then informed their colleagues and
contacts and put anyone interested in touch with the researcher. These contacts then passed
details of the study on to their contacts and so on.

3.4 Survey design
An online survey using the Survey Monkey™ tool (Appendix 1 was chosen as the d a t a
collection tool, because of the ability to gain access to a larger population sample, ease of
administration, and affordability (Kelly et al., 2003). Survey development was stimulated after
reading two academic journal articles by Matza (2012) and Stokes and Mears (2010). The first
was a study of school nurses in the USA by Matza (2012) regarding nurses’ attitudes to the
provision of sexual health education. Matza (2012) adapted a survey used by Westwood and
Mullen (2006) in a UK study of school nurses, following permission from the original authors.
The aim of Westwood and Mullen’s study (2006) was to ascertain whether school nurses’
l eve l of knowledge of STIs and contraception was adequate to provide education to
secondary school students. The research by Stokes and Mears (2010) examined the education,
attitudes and current practice of RNs practising in a PHC setting regarding the provision of
sexual healthcare. The study (Stokes & Mears, 2010) also identified barriers for RNs addressing
sexual health and a need for further RN education in sexual healthcare in a PHC setting.
Both Matza (2012) and Stokes and Mears (2010) used closed questions relating

to

demographic information and sexual health education undertaken by the participants. Likerttype scales were used to collect data on how confident participants were providing sexual
health education to youth. The current study required some demographic information, but not
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identifying data. The questions requesting demographic information were optional to maintain
the privacy of the participants. Five-point likert-type scales were used to explore the perceived
usefulness of various tools, clinical support systems and communication skills when facilitating
discussions with youth about sexual health. Closed questions were used to determine
education offered and completed in sexual health. Participants were also asked if they had
confidence in their knowledge of STIs and contraception, their understanding of the rights of
youth to confidentiality and consent and providing sexual healthcare to youth with different
ethnicity, sexual orientation and gender to the participant.

3.5 Survey question development
In the Stokes and Mears (2010) survey, demographic information was asked for, but
demographic questions were optional to maintain participant’s privacy. Evidence from the
literature review revealed that some demographic data, for example, age, ethnicity and
gender of the healthcare provider could be important variables in the study. A question about
the RNs’ gender was included in the current study because female providers have been found
to initiate discussions about sexual health more often than males (Haley et al., 1999; Wimberly
et al., 2006), and youth are more likely to raise sexual health issues with female providers
(Brown & Wissow, 2009).
Older PHC providers are more likely to have undertaken training in sexual health than their
younger colleagues (Stokes & Mears, 2010), thus a question was added about the age of the
participants. Cultural diversity is increasing in the New Zealand population (Ministry of Social
Development, 2014) and international studies have shown that patients, especially those from
minority ethnic groups, are more trusting of a healthcare provider if they are from the same
ethnic group (Cooper-Patrick, et al., 1999; Malat, Purcell, & Van Ryan, 2010; Street et al.,
2008). The researcher therefore added a question about ethnicity into the survey.
Other questions included in the survey (Appendix 1) focused on RN education, support
strategies and resources that participants believed would, or did increase their confidence in
initiating discussions about sexual health with youth. The survey design required careful
consideration to ensure the aims of the study were met through appropriate data gathering.
The contradictory responses from the survey findings were used to develop question
guidelines for the semi-structured interviews (Appendix 2). These were open-ended questions
about participant knowledge of youth sexual health needs, availability of and access
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professional development related to youth sexual health and of the legal and ethical issues
involved when working with youth.

3.6 Piloting the survey and interviews
The study survey (Appendix 1) was piloted by seven RNs employed in PHC settings, who would
not be recruited in the actual study. Each of the participants in the pilot group was asked to
complete the online survey (Appendix 1) and then to complete and return the pilot study
feedback form (Appendix 6). Following the pilot survey, all pilot participants reported that
instructions in the survey (Appendix 1) were easy to follow; questions were understandable
and written in plain language. None of the questions were noted to be upsetting or irrelevant.
A Māori health nurse leader within a District Health Board (DHB) was a participant in the pilot
group. This participant found the survey to be appropriate for Māori and user-friendly
(Appendix 7).
The survey (Appendix 1) took pilot participants between five and 15 minutes to complete, with
an average time of eight and a half minutes. One pilot participant noted that it was difficult for
nurses who had been registered for many years to remember exactly what post-registration
education in sexual health had been undertaken. This question was amended to ask what
professional development in sexual health had undertaken within the past five years.
Analysis of pilot responses showed that in three of the survey questions an answer had to be
given in order to move forward in the survey. If none of the choices given were applicable to
the participant, the respondents had to select one of them to be able to complete the survey
and this would have led to inaccurate data being collected. This was found to be due to a
design issue which was easily rectified when by adding the options “other” or “none of the
above.”
Further feedback from the pilot participants suggested that it would be more useful to know
the length of time participants had been in their current role rather than to only inquire as to
the years/months they had been registered as nurses. The term “pre-registration education”
was found to be confusing by three of those piloting the survey and the phrase “preregistration training” was used instead. The researcher agreed with one of the pilot
participants who suggested that for the middle selection of the Likert-scale questions the word
“unsure” would be better than “neither likely nor unlikely.” One of the nurses in the pilot did
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not think that it was relevant to ask about a participant’s age. However this had been included
in the survey in the light of evidence that older nurses were more likely to have undergone
further education in sexual health (Stokes & Mears, Sexual health and the practice nurse: A
survey of reported practice and attitudes, 2010).
One pilot semi-structured interview was undertaken to give the researcher practice asking
questions, responding to answers and managing the recording device. Feedback from the pilot
participant was that he/she had felt comfortable talking to the researcher for 20 minutes, the
questions were easy to understand, and the interview was relaxed and unpressured.

3.7 Data collection
3.7.1 Phase One
The researcher made contact by telephone with the Chief Executive Officer of PHO1 in April
2014 and verbal permission was given to discuss the study with the PHO1 Practice Liaison
Manager. Appropriate approvals for the study were applied for, including approval for the
study from the Eastern Institute of Technology (EIT) Faculty of Health Sciences Academic
Committee (Appendix 8), ethics approval from the EIT Research Ethics and Approvals
Committee (Appendix 9) and support from the Nurse Leader Te Kaahui Ora Māori Health of
the DHB (Appendix 10). Once these approvals had been given, a letter introducing the purpose
of survey to prospective participants (Appendix 4), the Information sheet for Participants
(Appendix 5) and the survey (Appendix 1) were reviewed by the clinical team of PHO1. The
clinical team gave their support to the study (Appendix 11) and the Practice Liaison Manager of
PHO1 emailed an invitation to participate in the study to all seventy RNs on their database.
The email contained the introductory letter (Appendix 4) and the Participant Information
Sheet (Appendix 5). The introductory letter (Appendix 4) contained a link to the online survey
(Appendix 1) and informed participants that the survey would remain open for a period of two
weeks. A total of sixteen responses were submitted during the first week the survey was open
but two of these were not complete and could not be included as data. A reminder to
participate in the survey was emailed to the RNs by the Practice Liaison Manager at one week
intervals for a period of four weeks, rendering one further response from each of the first and
third reminders. The researcher was also invited to attend a professional development session
facilitated by PHO1 for the practice nurses within their organisation. Prior to the formal
proceedings at the session the researcher was able to have an informal conversation with
nurses from PHO1 and distribute information about the research (Appendix 12) which included
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a link to the survey (Appendix 1). Following that evening three further responses were
submitted, however one of these was incomplete.
Evidence shows that response rates from online surveys are lower than those from paper
surveys, despite having the advantage of reaching a large population group (Leece et al., 2004;
Longo & Lynn, 2010; Scott et al., 2011; Solomon 2001), and that participation in research is not
improved when the option of completing the survey online is added (Brøgger, Nystad,
Cappelen, & Bakke, 2007). It has been suggested (Flüß, Bond, Jones, & Macfarlane, 2014) that
the inability to access the online survey is a contributing factor to the low response rate
particularly if the URL address is complex, for example, containing numbers and case sensitive
letters. While the completion of an online survey requires a certain level of technical ability
(Jones, Murphy, Edwards, & James, 2008), this should not have affected the response rate as
current competencies for RNs require that nurses “demonstrate literacy and computer skills”
(Nursing Council of New Zealand, 2012b, p. 16), however it is acknowledged that some RNs
feel less confident than others in their technical ability.
Surveys distributed online are often ignored or deleted (Leece et al., 2004). Im et al. point out
that people who communicate better face-to-face do not respond well to online surveys.
Registered nurses often lack motivation to complete online surveys, finding them a source of
frustration and annoyance (Im et al., 2006). Many surveys which are started are returned
incomplete (Kramer & Schmalenberg, 2009). Kramer and Schmalenberg (2009) suggest that
this could be due to the participant being called away and not coming back to finish the
survey.
Due to the initial poor response from the target group in PHO1, the survey was left open for
another month. Permission was also requested from the New Zealand Nurse’s Organisation
(NZNO) to access their database of PHC nurses. The request was made following the NZNO
External Research Requests policy (New Zealand Nurses Organisation, 2012). Access to the
NZNO nursing database was not granted, however the researcher was invited to place an
advertorial (Appendix 3) in the LOGIC journal.
As well as approaching the NZNO, contact by telephone was made with another PHO (PHO2)
through its Clinical Governance Committee, requesting their assistance in distributing the link
to the survey to RNs in their organisation. The Clinical Governance Committee agreed that an
invitation to participate, containing the introductory letter and link to the survey (Appendix 4),
and the information for participants (Appendix 5), would be sent to the RNs on their
database
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who were working in PHC settings. A reminder was circulated by PHO2 one week later but no
responses were collected from this source.
The communications manager from a third PHC organisation (PHO3) was contacted by email
and the manager agreed to submit information regarding the study to the Clinical Board for
their consideration. Six weeks later the researcher was contacted via email by the
communications manager of PHO3 and asked to submit further information about the study
which was then provided (Appendix 12). The flyer which included a link to the survey, was
included in their monthly newsletter sent to all PHC settings on their database. Following the
distribution of the LOGIC magazine and PHO3 newsletter, a further four complete responses
and one incomplete response was received.
3.7.1.1 Response rate
Eighteen of the seventy RNs who were initially invited to participate in Phase One of the study
completed and submitted online survey (a response rate of 25.7%). An invitation to participate
in the study was then sent out to 54 more RNs in PHO2 with no responses reducing the
response rate to 14.5%. Information about the study (Appendix 3) was published in the NZNO
LOGIC journal as well as in a newsletter distributed by a third PHO. The number of invitees was
now unknown and so a response rate could not be generated. In summary, 27 responses were
collected, with 23 completed fully and used as data. The four incomplete responses were not
used.
3.7.2 Phase Two
3.7.2.1 Semi-structured interviews
After receiving ethical approval from EIT Research Ethics and Approvals Committee to add
Phase Two to the data collection process (Appendix 13), the researcher discussed the study
with fellow MN students at EIT, and to ex-colleagues working in a PHC setting. These potential
participants were asked if they would be interested in participating in the study, and were
given the email contact details of the researcher. The researcher asked the potential
participants to forward the researcher’s email address to anyone they knew who might be
interested in taking part in the study. If prospective participants wished to take part in the
study they were asked to provide the researcher with their email address so that the
Information for Interview Participants (Appendix 14) and the Consent form (Appendix 15)
could be forwarded to them via the email address they had provided. Potential participants
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were given up to seven days to read the Information for Interview Participants sheet
(Appendix 13), to clarify with the researcher any questions they had and to decide whether or
not to take part in the study. Seven RNs meeting the inclusion criteria contacted the
researcher and agreed to participate in the study
Three of the seven participants worked in the same PHC centre and their employer gave
permission for them to participate in the study (Appendix 16). One of these participants
wanted to be interviewed individually but the other two requested to be interviewed together.
The remaining four participants preferred a telephone interview, rather than meeting face-toface. Two further prospective participants expressed an interest in participating in the study
and the information was sent to them, however they did not respond within the seven day
period and thus did not participate in the study.
All participants were asked to sign and return the consent form (Appendix 15) to the
researcher and to provide a contact telephone number. Each of the participants was then
contacted by telephone by the researcher to arrange a convenient time for the interview. The
interviews were all held within two to six days after the initial contact with the participants.
The participants in the face-to-face interviews requested that the interviews be held at their
workplace. Permission for the interview to occur in the workplace was requested from and
granted by their employer (Appendix 16) and both of the interviews were carried out in the
afternoon of the same day as each other. Each interview was recorded using the voice memo
application on the researcher’s mobile telephone. The individual interview was 15 minutes
while the interview in which two participants who preferred to be interviewed together was
25 minutes. For the remaining interviews the researcher telephoned each participant, using
the number they had provided and at a prearranged time. All took place in the evening and the
researcher’s home telephone was used in speaker phone mode so that the call could be
recorded, using the voice memo application on the researcher’s mobile telephone. For the
duration of the calls, which were between 15 – 20 minutes, the researcher was alone in a
room with the door closed and was not disturbed in order to maintain privacy.

3.8 Data analysis
Analysis is used to “summarise data so that it is easily understood” (Kelly, et al., 2003, p. 265).
The analysis and interpretation of results give the answer to the research question (Peat,
2001). The online survey, Survey Monkey™ allowed the data in this study to be collated and
provided a summary that could be displayed by means of tabulation. The quantitative data
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were explored using descriptive statistical methods; variance, means, percentages and
distribution patterns. Tabulation was used to show any relationships between the variables
(Botti & Endacott, 2005; Chambliss, Schutt, & Flick, 2012; Zikmund, Babin, Carr, & Griffen,
2009).
Where participants added free text in their online survey responses, the text were thematically
analysed using a general inductive approach described by Petty et al., (2012) and Thomas,
(2006). In this form of analysis, the researcher condenses the raw, qualitative data into a brief
summary by identifying key themes arising from it. Links can then be established between
these themes and the objectives of the research. These links have to be shown to be
transparent and defensible and can then be used to form a theory or model about any
relationships in the data (Thomas, 2006).
As the completed surveys were returned, the qualitative data from the surveys were grouped
together according to similarities and differences, a process known as “the constant
comparative method of analysis” (Petty et al., 2012, p. 379). Throughout the data collection
process, further refinement of the groups took place to identify relationships and to make
sense of the data (Dye, Schatz, Rosenberg, & Coleman, 2000).
An analytical tool known as “thematic networks” (Attride-Stirling, 2001, p. 385) was used to
analyse the transcribed interviews. The data were initially grouped together into basic themes
identified within the text. Basic themes are in turn categorised into broader, organising
themes, summarising the basic principles identified in the data. The organising themes are
then grouped into “super-ordinate themes,” that are known as global themes (Attride-Stirling,
2001, p. 389) which present the main arguments contained within the data. The integration of
quantitative and qualitative data through the study provided richer data to enhance the
validity of the study (Johnson & Onwuegbuzie, 2004).

3.9 Ethical considerations
The research was underpinned by the following documents: The Treaty of Waitangi; Health
and Disability Commissioner Code of Rights; the Privacy Act (Parliamentary Council Office,
1993); and the New Zealand Nurses Organisation (NZNO) Code of Ethics (New Zealand Nurses
Organisation, 2010). Ethical considerations in research are informed by the principles of
nonmaleficence, “above all, cause no harm,” (Johnstone, 2010, p. 40) and beneficence, “above
all, do good” (Johnstone, 2010, p. 42). A research proposal was submitted to the EIT Faculty of
Health Sciences Academic Committee, who approved the study to proceed (Appendix 17).
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Ethical approval was then granted by the EIT Research Ethics and Approval Committee
(Appendix 3). Further ethical approval was submitted to the EIT Research Ethics and Approvals
Committee following a decision to add Phase Two to the data collection. The EIT Research
Ethics and Approvals Committee endorsed the addition of Phase Two to the study (Appendix
13).
This study was carried out in accordance with accepted principles of ethical research (Eastern
Institute of Technology Research Ethics, 2014), which are; informed and voluntary consent
(autonomy), respect for the privacy rights of the participants (confidentiality), social and
cultural sensitivity (justice), acknowledgment of the Treaty of Waitangi (guardianship),
transparency (veracity), and avoidance of conflict of interest (fidelity) minimisation of harm
(non-maleficence) and research merit (beneficence) (New Zealand Nurses Organisation, 2010).
3.9.1 Informed and voluntary consent
The Participant Information Sheet (Appendix 5) outlined the purpose of the research and
stated that participation was voluntary. This sheet explained that when potential participants
opened the link and completed the survey online, they were giving informed consent to
participate in the research. Potential participants in the follow-up interviews were given one
week to decide whether to participate in the study or not, having the opportunity to read the
Information for Interview Participants (Appendix 14), which explained that participation was
entirely voluntary and confidential, and questions about the study were welcome. The
attached consent form (Appendix 15 was then used to gain the participant’s consent to take
part in a follow-up interview and for the interview to be recorded.
3.9.2 Respect for the privacy rights of the participants
Anonymity is maintained when the information given cannot be traced back to a specific
individual, and confidentiality is the management of private information to protect a person’s
identity (Fouka & Mantzorou, 2011). Privacy is the right of a person to decide how much
personal information they are prepared to divulge (Fouka & Mantzorou, 2011). Privacy was
respected in this study as answering the demographic questions in the online survey was
optional and it was possible to skip any of these questions and still be able to complete and
submit the survey. Although the invitation to participate in the study was sent out by the
Practice Liaison Manager at PHO1, this manager did not know who had responded to the
invitation nor did she have access to any of the completed surveys. Therefore choosing to
participate in the study or not, had no effect on the employment of potential RN participants
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thus responding to the survey was entirely voluntary. There were no responses to the
invitation to participate distributed by PHO2, and the NZNO and PHO3 displayed the invitation
to take part in the study (Appendix 3) in their magazine and newsletter. This meant there was
no way of knowing who had chosen to take part and so anonymity was assured. In the Phase
Two interviews, participants were not asked for any identifying data and were referred as
anonymously as RN1, RN2 for example, when the recordings were transcribed by the
researcher.
The introductory letter (Appendix 4) stated that under the Privacy Act (Parliamentary Council
Office, 1993), participant anonymity would be maintained as participation in the survey was
optional as was providing an answer to any questions about demographics. There is an
obligation to protect the interests of participants by ensuring the study is governed by nursing
research values, Codes of Rights and Codes of Practice (National Council for Māori Nurses,
2012). Participants’ rights were protected as prospective participants were assured of
anonymity as detailed in the Privacy Act (Parliamentary Council Office, 1993). A Te Reo 3
version of the Health and Disability Commissioner’s Code of Rights was provided via a link in
the introductory letter (Appendix 4 . Tino rangatiratanga, the participants’ right to selfdetermination and autonomy (National Council for Māori Nurses, 2012), was respected as the
right of the RNs not to participate in the study was made clear in the introductory letter
(Appendix 4).
3.9.3 Acknowledgement of the Treaty of Waitangi
The Treaty of Waitangi (Ministry of Justice, 2013) recommends partnership, participation and
protection of Māori, including Māori knowledge and culture (Nursing Council of New Zealand,
2011). Within this study, partnership was maintained by treating data from all participants as
relevant and valuable, respecting all cultures, experiences, resources, knowledge and learning.
This study was not Māori focussed, nor was it Māori centred; however the potential sample
group was made up of many ethnicities including Māori. Prior to the study commencing,
consultation occurred with Māori advisors from a DHB and their support for the study was
provided (Appendix 10 . The researcher was guided through the process of Kaupapa Māori
methodology which is the acknowledgement of Māori knowledge and learning, (Milne, 2005)

3

Te Reo is the language of Māori, the indigenous people of New Zealand and is central to Māori
culture and identity (Statistics New Zealand, 2013)
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through consultation and in partnership with the Nurse Leader Te Kaahui Ora Māori Health
within a DHB.
Participation was gained by offering all RNs practising in PHC settings within the PHOs and the
NZNO College of Primary Healthcare Nurses, the opportunity to participate in this study.
Protection was assured as the survey was anonymous and the RNs could choose not to
participate. Although questions were asked about age, gender and ethnicity, these were all
optional and as the participant had the right to choose how much personal information to
divulge, privacy was protected. There were no other required identifying data.
3.9.4 Social and cultural diversity
In the past twenty years the cultural diversity of the NZ population has increased (Ministry of
Social Development, 2014), with Asian ethnic groups doubling in size since 2001 (Statistics
New Zealand, 2013). The NZ Government acknowledge that cultural, ethnic and religious
diversity are evident in NZ and they are working to create a society where people can live
together harmoniously (Ministry of Social Development, 2014). This cohesive society is a
concept based on five dimensions; belonging, participation, inclusion, recognition and
legitimacy (Jenson, 1998).
The geographical area in which the study was undertaken has a large Asian population and
there are many Asian PHC providers working for PHC centres who are part of PHO1.
Recognising the growth of NZ’s cultural diversity, the New Zealand Government is actively
working to build strong relationships between the many different ethnic, cultural and religious
communities that make up the population of New Zealand (Ministry of Social Development,
2014). Social cohesion is defined as (The Council of Europe, 2010, p. 8),
“a society’s capacity to ensure the well-being of all its members by minimising
disparities and avoiding marginalisation; to manage differences and divisions and
to ensure the means of achieving welfare for all.”
Social cohesion consists of five elements: belonging rather than isolation; inclusion not
exclusion; participation instead of non-involvement; recognition and not rejection and
legitimacy rather than illegitimacy (Jenson, 1998). By inviting all RNs who met the inclusion
criteria to participate in the study, regardless of their ethnicity, religion or culture and by
accepting all data as valuable and relevant, this study has been carried out in accordance with
the New Zealand Government’s concept of social cohesion (Ministry of Social Development,
2014).
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3.9.5 Minimisation of harm
There were no questions in the survey or in the semi-structured interviews which asked
participants about their personal experiences with regard to managing youth sexual health
issues. Such questions would have had the potential to cause psychological distress to the
participants and thus were deliberately avoided in this study. Potential participants were also
informed in the introductory letter (Appendix 4) that participation was voluntary and that
there would be no penalty for choosing not to participate. None of the pilot survey
participants nor the acting participant in the follow-up interview pilot found any of the
questions to be upsetting. There was one incidence of a question in the survey being difficult
to answer which was due to a technicality in the survey design rather than because of
psychological or emotional reasons. This question was amended.
3.9.6 Storage of data
Data from the survey were stored in the researcher’s password protected account in Survey
Monkey™ on a password protected computer. The interviews were transcribed by the
researcher, omitting any identifying data, and stored on the researcher’s password protected
computer. Once all the Phase Two interviews had been transcribed, the recordings were
deleted, and the paper copies were destroyed following completion of analysis of the
transcriptions. In accordance with Rule Nine of the Health Information Privacy Code (The
Privacy Commissioner, 1994), the survey data and transcriptions will be stored for a minimum
of five years after the research project has been completed.
After a five year period, data and transcriptions will then be deleted permanently from the
account. The data were used to write a thesis as partial fulfillment of the requirements for the
degree of Master of Nursing at the Eastern Institute of Technology. The study and findings will
be published in a relevant journal and presented at a youth health conference in order to
disseminate the findings widely.

3.10 Rigour of the study
Piloting the survey was a vital step in the development of the final version of the survey
(Appendix 1), particularly in establishing reliability and validity (Kelly, et al., 2003). Reliability is
the ability of the tool to generate similar data under different circumstances assuming that
everything else stays the same (Roberts, Priest, & Traynor, 2006). Validity is the ability of the
tool to test what it is supposed to test (Roberts et al., 2006; Twycross & Shields, 2004). The
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development of the survey was prompted by two existing surveys (Stokes & Mears, Sexual
health and the practice nurse: A survey of reported practice and attitudes, 2010; Westwood &
Mullan, 2006) which had been used successfully, adding validity to the survey tool. Following
feedback from the pilot survey participants, minor amendments were made to the survey, as
specified. If the tool does not have validity or reliability then the credibility of the research can
be called into question (Kelly, et al., 2003).
Lincoln and Guba (1985) suggest that rigour in qualitative research is maintained by evaluating
the trustworthiness of the research. Trustworthiness requires that the researcher is able to
demonstrate that a research study has credibility (that the findings are true), auditability (to
show that the data were honestly and openly recorded), confirmability (minimising researcher
bias from the research) and fittingness (or usefulness of the research) (Cooney, 2011; Lincoln
& Guba, 1985). This chapter describes in detail the survey development, participation
recruitment and how interviews were conducted, providing auditability of the research
process. Semi-structured interviews gave the researcher the opportunity to check with
participants that their responses had been correctly understood and interpreted, thus adding
credibility to the study (Goldblatta et al., 2011). Qualitative data were analysed independently
by the researcher and two research supervisors in order to minimise research bias. The
literature review in this study identified a clear need for and usefulness of the study. The
researcher anticipates that this research will provide recommendations to facilitate RNs
practising in PHC venues discussing sexual health with youth.

3.11 Chapter Summary
In this chapter, the research process undertaken in this study has been outlined. The process
ensures that this study was conducted in accordance with the principles of ethical research
(Eastern Institute of Technology Research Ethics, 2014) and by including data from all
participants, regardless of culture, religion or ethnicity, acknowledges the concept of social
cohesion (Ministry of Social Development, 2014). The survey used in this study was designed
to produce results that were valid and credible. Using evidence from literature, the method
and design of this study, the addition of interviews to collect and integrate qualitative data
have been justified. The steps and consultation taken to adhere with ethical and culturally safe
principles have been outlined. The rigour of the study has been outlined. In the next chapter,
the findings from the data collected will be reported.
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Chapter Four: Results
4.1 Introduction
In this chapter, the results of the study will be presented. The quantitative data will be
discussed and displayed using tables and charts. The qualitative data from the survey and
interviews will be presented according to the themes identified

4.2 Results Phase One
4.2.1 Demographics
Participants in Phase One of the study were all female (n=23) and aged between 22-67 years.
The mean age was 47 years, with a median of 51 years and a mode of 52 years. As noted in
Figure 1, most participants (43%) were aged between 51 and 60 years.

Age Ranges Of Survey Participants
50%
40%
30%
20%
10%
0%
21-30

31-40

41-50

51-60

61-70

Figure 1: Age ranges of participants in Phase One of the study, % n=23)

4.2.2 Ethnicity
Over half of the participants in Phase One of the study identified as NZ European. “Other
European” and “Other” undisclosed ethnicities accounted for 22% and 26% of the sample
respectively, 13% of the participants identified as Chinese ethnicity and Pasifika and Fijian
Indian ethnicity each accounted for 4% of the sample. There were no participants of NZ or
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Cook Island Māori, African, Korean, Filipino or Indian ethnicities in the sample, as shown in
Table 1.

Study
Participants
(%)

Number
of
responses

57%

13

22%

5

New Zealand Māori

0%

0

Cook Island Māori

0%

0

Pasifika

4%

1

Fijian Indian

4%

1

Chinese

13%

3

Korean

0%

0

Filipino

0%

0

Indian

0%

0

Other Asian

0%

0

African

0%

0

26%

6

Ethnicity
New Zealand
European
Other European

Other

Table 1: Ethnicity of participants

4.2.3 Nursing experience
The number of years the participants had been working as RNs ranged from six months to 43
years, with a mean of 23 years and both median and mode were 28 years. Figure 2 shows that
most participants (39%) had been RNs for between 21 and 30 years. Sixty-five percent (n=23)
of the participants had been RNs for 15 years or more.

45%
40%
35%
30%
25%
20%
15%
10%
5%
0%
0-10

11-20yrs 21-30yrs 31-40yrs 40yrs+

Figure 2: Length of time that participants had been a registered nurse (%, n= 23)
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Participants had been working in their current position for between three months to 31 years,
the mean being eight years and four months. It can be seen from Figure 3 that 80% (or n=18
out of 23) of the participants had been in their current position for ten years or less and one
participant (4%) had been in the position for over 30 years.

50%
40%
30%
20%
10%
0%

Figure 3: Length of time participants in current position (% n=23)

As seen in Figure 4, the first nursing qualification held by the most participants was a hospital
certificate (39%, nine out of 23) and next was a BN degree held by 30% (seven out of 23) of
participants. Four out of 23 (17%) of the participants had completed a Diploma in Nursing and
the remaining 13% (three out of 23) had other qualifications.

What is your first nursing qualification?
50%
40%
30%
20%
10%
0%
Hospital
Diploma of
certificate
Nursing

Bachelor
degree

Other

Figure 4: Participants first nursingqualification

Over half of the participants (57% or 13 out of 23) held postgraduate qualifications. These
were Postgraduate Certificates (four out of 13), Postgraduate Diplomas (four out of 13), or a
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Masters’ Degree (three out of 13 . It is not known what studies had been undertaken to
complete these qualifications. The remaining two of the 13 reported having undertaken
“other” studies. One held Diploma in Family Planning from the New Zealand Family Planning
Association and the other reported having a Certificate in Orthopaedic Nursing but gave no
information as to what this was and where it was obtained. This is shown on Figure 5.

40%
30%
20%
10%
0%
PostgraduatePostgraduate
Certificate
Diploma

Masters
Degree

Doctoral
Degree

Other
(please
specify)

Figure 5: Postgraduate Qualifications held byparticipants

4.2.4 Education in sexual health
Participants were asked about sexual health education provided in their pre-registration
programme and any undertaken as continuing professional development. As in shown in
Figure 6, sexual health education was provided in the pre-registration education of only 30%
(n= seven of 23) of the sample group and 65% (n= 15 of 23) had not undertaken any
professional development in sexual health in the five years preceding the study. Of the eight
participants who had undertaken professional development, seven of them added comments
when asked to explain. This information will be presented with the qualitative data in section
4.2.1.2 of this chapter.

80%
60%
40%
20%
0%

Yes
Do you have any
postgraduate
qualifications?

In your pre-registration In the past 5 years, have
training, was sexual you completed any post
health education
registration professional
provided?
development in youth
sexual health?

Figure 6: Education of participants in sexualhealth
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No

4.1.5 Confidence levels
Of the 23 participants; 19 either strongly agreed or agreed that they were confident taking
sexual history from youth, 18 that their knowledge of STIs was adequate for them to give
advice to youth, and 18 that their understanding of youth contraception was adequate for
them to give advice to youth. More than a quarter of the participants disagreed or were
unsure that their knowledge of the law regarding; the provision of sexual health education to
youth (11 out of 23), confidentiality and youth (six out of 23) and the rights of consent
regarding youth (six out of 23) were adequate with regard to the provision of sexual
healthcare to youth, as indicated in Table 2.

Please indicate your level of agreement with the following
statements

Strongly
disagree

Strongly
agree

Disagree

Unsure

Agree

0

1

3

14

5

I am confident my knowledge of sexually transmitted
infections is adequate for me to give advice to youth.
I am confident that my understanding of contraception
regarding youth is adequate for me to give advice to
youth.
I am confident that my knowledge of the law regarding the
provision of sexual health education to youth is adequate

0

1

4

13

5

0

2

3

12

6

0

1

10

8

4

I am confident that my knowledge of the law regarding
confidentiality and youth is adequate

0

1

5

12

5

I am confident my understanding of the rights of consent
regarding youth is adequate

0

1

5

12

5

I am confident taking a sexual history from youth

Table 2: Confidence of participants in aspects of providing sexual healthcare to youth

Table 3 on page 46 shows that eight out of the 23 participants (35%) responded that they were
not comfortable discussing sexual health with youth from a different culture. Differences in
sexual orientation and gender between the youth and participant (13%, three out of 23 for
both) were seen as reasons for participants to feel discomfort when discussing sexual health. A
lack of time caused 30% (seven out of 23) of the participants to feel uncomfortable in engaging
with youth in discussions about sexual health. Five out of the 23 (22%) participants identified
an inadequate understanding of youth’s legal ability to give informed consent caused them
concern when providing sexual healthcare to youth, and six of the 23 (26%) responded that
they were not comfortable with their knowledge about legal and ethical requirements with
regard to the confidentiality rights of youth. Concerns were also expressed by 17% of
participants (four out of 23) about being unsure of the legality of giving contraceptive advice to
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youth. Five of the 23 participants (22%) felt their lack of knowledge regarding sexual health
caused them discomfort, while 26% (six out of 23) reported that none of the reasons listed
made them feel uncomfortable discussing sexual health withyouth.
Some registered nurses feel uncomfortable
discussing sexual health issues with youth
because of some of the reasons below. Please tick
any of the following which apply to you (you may
select more than one)
Concern about youth’s legal ability to give informed
consent
Concern about the legality of giving contraceptive
advice
Concern about the ethical and legal requirements
ensuring confidentiality for youth
Lack of health practitioner knowledge about youth
sexual health
Ethnicity difference between health practitioner and
youth
Sexual orientation difference between health
practitioner and youth
Gender difference between health practitioner and
youth

Participants
(%)

Number of
responses

22%

5

17%

4

26%

6

22%

5

35%

8

13%

3

13%

3

Lack of time for consultation with youth

30%

7

None of the above

26%

6

Table 3: Concerns of participants when discussing sexual health withyouth

4.1.6 Training needs
The topics for professional development identified by most participants which they wanted to
increase their comfort level in discussing sexual health with youth were cultural issues (for
65%, n=15 of 23), and legal and ethical issues regarding the provision of sexual health advice to
youth. Table 4 shows that over half of the participants (53%, n=12) believed that professional
development on youth psychological development would be helpful, and 48% (n=11) would
like more education on working with gay, lesbian, bisexual or transsexual youth. Further
education in youth sexual health was perceived as beneficial to RNs’ comfort levels by 44%
(n=ten of 23) of the participants and 9% (n=two of 23) reported that none of the listed topics
would be of any help to them.
Please indicate any of the following professional development topics that you believe
would increase your comfort in discussing sexual health with youth
Cultural issues regarding the provision of sexual health advice to youth

Participants
(%)
65%

Number of
participants
15

Working with gay, lesbian, bisexual or transsexual youth

48%

11

Youth sexual development

44%

10

Youth psychological development

52%

12

Legal and ethical issues regarding the provision of sexual health advice to youth

65%

15

9%

2

None of the above

Table 4: Professional development topics that participants believed would increase their comfort in discussing
sexual health with youth
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4.1.7 Resources
Figure 7 is a representation of internal and external resources that participants believed would
increase their comfort level in engaging youth in discussions about sexual health. Most
participants (61%, n=14 of 23) indicated that a computer template which could be used as a
guide when taking a sexual history or a sexual health screening tool (57%, n=13 of 23) would
be beneficial to comfort levels in engaging with youth in discussions about sexual health.
Almost 22% (five out of the 23) of the participants stated that updated sexual health policies
would be useful in providing sexual health to youth. Other resources participants thought
would be useful were youth-focussed sexual health education resources (39%, n= 9 out of 23)
and collaboration with other local sexual healthcare providers (26%, n=six of the 23).
Seventeen percent (n= four out of 23) responded that they felt that none of the resources
listed would improve comfort levels in discussing sexual health.
What would improve your comfort level when engaging youth in
discussions about sexual health? (you may select more than one )
70%
60%
50%
40%
30%
20%
10%
0%

Collaboration
Development of Updated sexual Use of a sexual
Computer
educational health policies by health screening
template as a
with other
guide for
providers in your
youth-•focused your employer tool, for example
HEADDSS
questions to ask
area
resources about
assessment
sexual health

None of the
above

Figure 7: Internal and external resources that participants believed would increase their comfort level in engaging
youth in discussions about sexual health.

4.1.8 Support systems
All participants (n=23) felt that access to sexual health educational resources aimed at health
professionals would be either useful or very useful in increasing their confidence in providing
sexual healthcare to youth. Support from other sexual healthcare providers was believed to be
useful or very useful by 87% (n=20 out of 23) participants and regular reflection and case
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reviews by 74% (17 out of 23). The same number of participants also felt that regular
debriefing and sharing of experiences would be useful or very useful, and as seen in Table 5
below, role play was perceived to be useful or very useful by 35% (n= eight of 23).

Some health professionals have on-going systems in place
that support their ability to engage youth in discussions about
sexual health. Please indicate how useful the following
interventions are or would be, in increasing your comfort
when engaging youth in discussions about sexual health.
not
useful
at all
Regular reflections of practice and case reviews with
colleagues
Regular debriefing or supervision allowing the sharing of
experiences
Role play with colleagues (eg. taking sexual history,
answering questions about sexual health)
Access to educational materials about youth sexual health
aimed at health professionals
Support from other sexual health providers in your area

not
unsure
useful

useful

Very
useful

0

1

5

13

4

0

2

4

13

4

5

6

4

6

2

0

0

0

17

6

0

0

3

15

5

Table 5: On-going systems of support to engaging youth in discussions about sexualhealth

4.1.9 Communication skills
Table 6 shows the self-reported communication skills used when discussing sexual health with
youth. All participants indicated that they would reinforce with youth that their confidentiality
would be maintained. All participants self-reported that they would acknowledge positive
sexual behaviours of youth, such as condom use. The number of those who would use open
questions was 22 or 96% of the sample and all participants would use language that youth
would understand. Thirty percent (n= seven of the 23) were likely or highly likely to raise the
topic of sexual health early in the consultation and 78% (n=18 out of 23) self-reported they
were either likely or highly likely to ask youth directly about their sexual health.

Highly
unlikely

Highly
likely

Unlikely

Unsure

Likely

0

1

0

14

8

0

1

4

13

5

Raise topic of sexual health early in consultation i.e. within the first 5
minutes

1

7

8

6

1

Acknowledge positive sexual behaviours, such as contraception use,
condom use

0

0

0

12

11

0

0

0

8

15

0

0

0

6

17

Use open questions, such as what? how?, in what way?
Ask youth directly about their sexual health

Use plain language that youth will understand
Reinforce with youth that confidentiality will be maintained

Table 6: Participants communication with youth regarding sexualhealth
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4.1.10 Summary of Phase One
Participants in Phase One of the study were all female with the majority being aged between
51-60 years. Most participants had been in their current position for less than five years, but
had been RNs for between 21-30 years with a Hospital Certificate as their first nursing
qualification. Over half of the participants identified as NZ European, with the remainder
identifying as Chinese, Pasifika and Fijian Indian. There were no participants who identified as
NZ or Cook Island Māori. More than half of the participants had gained a postgraduate
qualification but it is not known what was studied nor how long ago the studies were
completed. Education in sexual health was not provided in the pre-registration education of
70% of the participants and 65% had not completed any professional development in the past
five years.

Three-quarters of participants felt confident in their knowledge of contraception, STIs and
their ability to take a sexual history from youth. More than 25% were not confident in their
understanding of legal and ethical issues regarding the provision of sexual healthcare to youth.
Two major sources of discomfort when engaging with youth about sexual health were lack of
time and when the youth was from a different ethnicity. The two professional development
topics that most participants would find beneficial were legal and ethical issues and cultural
issues relating to youth sexual health. Access to a screening tool or computer template as a
guide for asking questions were seen as having the potential to increase comfort levels of
participants in discussing sexual health with youth. Access to educational resources on sexual
health, support from other health professionals and regular reflection and supervision were
also seen as being beneficial to the participants. Apart from raising the topic of sexual health
early in discussions with youth, all or almost all of the participants self-reported good
communication skills when providing sexual healthcare to youth.

In the next section of the chapter, the qualitative results will be discussed.

4.2 Results: Qualitative data
In this section of the chapter the themes arising from the qualitative data collected from free
text from Phase One and semi-structured interviews in Phase Two will be presented. Four
major themes have been identified; RN education in sexual health, lack of RN recognition of
their responsibility for discussing sexual health with youth, barriers to RNs discussing sexual
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health with youth and cultural and ethnic influences on youth sexual health provision. The
themes will be presented each under separate headings, with sub-themes included. Verbatim
comments from participants are included in italics; interview participants will be identified as
RN 1 through to RN7 and the survey participants as SP1 to SP23.
4.2.1 RN education in sexual health
The sexual health education RNs had received during their pre-registration education and
professional development whilst practising as RNs in PHC was a major theme. Availability and
content of sexual health courses reported by participants are presented along with the
educational needs identified by the participants.
4.2.1.1 Pre-registration education in sexual health
Less than half of the survey participants indicated that they had received education in sexual
health during their pre-registration training. This education had been varied in amount and
content as indicated by these responses,
Maybe some, it was more about pregnancy, birth and labour. Also diseases that
affected the above. [SP11]
Sexual health was covered in community nursing and awareness of STIs [Sexually
transmitted infections]. [SP13]
Sexual health in general and we covered topics such as: women's health,
contraception including IUD [intrauterine contraceptive device] and TL [tubal
ligation]; sexually transmitted diseases (herpes, syphilis, gonorrhoea, HIV [human
immunodeficiency virus] etc). Cervical smears secondary schools visit (sex
education and talks), Career Expos on sexual health. [SP14]
We had Rainbow Youth come and talk to us about sexuality in youth. Also had
basic training about contraception options in my pre-registration placement at a
GP clinic. [SP5]
Anatomy and physiology, stages of development both physical and psychological,
sexually transmitted diseases and prevention, contraception, ethical issues. [SP6]
Some participants commented that their sexual health education in pre-registration education
was insufficient for their practice as RNs. These participants noted,
It was probably just one or two lessons on one paper. So it’s not a lot really. [RN7]
Very limited, minimal info [information] on practicalities of prevention and birth
control etc, it was more of a disease knowledge basis. [SP1]
For the majority of participants, sexual health education during their pre-registration
education had focused on STIs and contraception. Two participants reported they had received
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sexual health education relating specifically to youth; one observed sexual education
presentations at a secondary school and the other received a lecture from a youth GLBQ
support group. Two participants who had been RNs for 10 and 32 years respectively made
these comments about their pre-registration education in sexual health,
Sorry, so long ago I don't remember. [SP3]
Too long ago to remember. [SP11]
One of the above participants had undertaken professional development in sexual health in
the last five years. Pre-registration education in sexual health was limited to anatomy,
physiology, STIs and contraception. Some participants reported that sexual health education
during their pre-registration programme was minimal. There were participants who, despite
not remembering what sexual health education occurred in their pre-registration programme,
had not undertaken any professional development education in sexual health within the last
five years.
4.2.1.2 Professional development in youth sexual health
Participants discussed their own professional development education in youth sexual health
which they had received as a practising RN in primary healthcare. Participants had received
varied professional development as reported,
I have had lots of lectures on chlamydia, genital warts or whatever [RN1]
I have attended at least four conferences/study days on sexual health over the
past nine years. [SP4]
Sexual health in primary care for under 17 year olds (completed 2013 and updated
2014). Sexual health and contraception workshop at the DHB [District Health
Board] (2014). [SP6]
Incorporated in the family planning course: sexual health, prescribing
contraception, STI [Sexually transmitted infections] screening. [SP18]
I did a refresher course at the family planning office on sexual health in Area A in
2007. [SP15]
Smear takers course 2009, contraception certificate 2009…. I have also completed
a HEADSS [a youth psychosocial assessment tool, the acronym stands for Home,
Education, Activities, Drug use and abuse, Depression Sexual behaviour and
Suicidality] training. [SP16]
I did the smear course and the sexual health course and there’s been two sexual
health updates since then. [RN6]
During the smear taking course it [youth sexual health] was touched on. [SP3]
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As a smear taker and a sexual health nurse in primary healthcare, I have attended
clinical updates in women's health. [SP20]
Youth Sexual Health [with a] private specialist with ABC Health Services 2013,
contraception with Family Planning 2014, Sexually transmitted diseases with
Family Planning 2014. [SP19]
I completed my Masters in Nursing on the topic of adolescence with diabetes and
risk taking behaviours and this research portfolio had a sexual health context
throughout it. [SP1]
In summary, participants had completed professional development education in the following:
contraception, prescribing contraception, STIs, women’s health and taking cervical smears.
Two survey participants had undertaken some education in youth sexual health while another
two had attended professional development on screening for STIs and one participant
described undertaking Masters Study, which included youth health and risk taking.
4.2.1.3 Availability and content of sexual health courses
Unavailability of courses in youth sexual health was a feature in some of the participants’ lack
of further education in sexual health. One participant was not aware that youth sexual health
courses were available,
Youth sexual health courses, are they available in NZ? [RN2]
Another commented,
They [courses on youth sexual health] are very few and far between I must
[RN3]

say

One participant stated that the mandatory sexual health updates, provided by the PHO at a
local hospital, were rushed and did not provide a good understanding of sexual health,
I did sexual health as well [as the smear taker’s certificate] ... If I hadn’t done that
and I just relied on the updates, they were quite superficial and they breeze over
things quite quickly. [RN6]
Some participants reported that education in sexual health was not readily available to them,
either because of a lack of courses provided by the PHO or because of lack of time to attend.
Where courses on sexual health were available, these were rushed and did not provide
participants with a good understanding of youth sexual health issues.
4.2.1.4 RN educational requirements
Participants believed that they needed further education to increase their confidence in
discussing sexual health with youth.
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4.2.1.4.1 Legal and ethical issues regarding youth sexual health
Sexual health education undertaken by participants included screening for and the
management of STIs, and on the provision of contraception information and products.
However, there was little, if any, education undertaken in legal and ethical issues regarding the
provision of sexual healthcare to youth, as described by these participants,
I can honestly say I have never had a lecture on the legal aspects…I have had lots
of lectures on chlamydia, genital warts and whatever. [RN1]
I think that there should be…more in depth courses about legal and ethical
barriers. [RN4]
I just have this general understanding that if they [youth] are under 16 they are
entitled to free contraception and contraceptive advice. [RN1]
I think that my knowledge regarding the ethics and legality of what they [youth]
can or cannot do what they can or cannot consent to, you know, is kind of a grey
area. [RN2]
We’ve had to do all the legal and ethical courses… with youth, if they are under 16
they have to have parental consent and you can give results to parents, but it
they’re over 16 you can’t - it’s got a real black line there, but with sexual health it
hasn’t. [RN5]
I am not confident in an awful lot of to do with sexual health … I wouldn’t be very
comfortable with my knowledge and the law. [RN7]
Professional development in the legality of the provision of contraception to youth was
wanted by the majority of the participants. Other areas that participants would like more
education were the rights of confidentiality and the rights of consent of youth.
4.2.1.4.2 Understanding youth risk behaviours
Participants were aware that youth often participate in multiple-risk behaviours, such as drug
use, binge drinking and unsafe sex and they wanted further education on this topic, as these
participants commented,
It is mostly young girls that I see, that most of them are doing a lot of risky
activities, drug use, binge drinking, and the binge drinking is when the sex is
happening, and this brings in whether it was consensual or not. [RN5]
I think as a nurse we are concerned not just with their physical wellbeing as in not
getting pregnant and not getting STIs [Sexually Transmitted Infections]…you know
what other risk behaviours are involved? There’s a whole scope of things that I
think as practice nurses I think we don’t know enough about. [RN5]
But focusing on teenagers and youth sexual health would be good because we
don’t do any of that focusing specifically on the teenage issues. I mean and how to
deal with teenagers. [RN6]
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One participant notes that education focusing on the specific healthcare needs of teenagers
and also how to communicate with youth would be beneficial.
4.2.1.4.3 Communication with youth
Some participants identified that further education in communicating more effectively with
youth would be beneficial, especially in increasing confidence levels when discussing sexual
health,
Knowledge and confidence in terms of knowing which conversations are best and
how to have them with youth and feeling confident enough to ask youth. [RN4]
So about how to communicate with them [youth] would be good. [RN6]
The majority of participants identified legal issues regarding the provision of sexual healthcare
to youth would be beneficial to their confidence levels engaging with youth about sexual
health. Other areas in which further education was required were youth health risk behaviours
and communication with youth.
4.2.2 Lack of recognition by RN of their responsibility for discussing sexual health
Some participants believed that having discussions with youth about sexual health was not
their responsibility, but that of the medical doctor.
4.2.2.1 Role confusion when engaging with youth in sexual health discussion
This participant assumed that the medical doctor would have already had a conversation with
the young patient about their sexual health
If they come in for something - if they come in for contraception or something like
that I would imagine the doctor would have a chat with them about sexual health.
[RN2]
However, the same participant reported not being sure about what had been discussed
regarding sexual health prior to meeting with the youngperson,
It will have been prescribed for them by the doctor so they will have already have
had that discussion with them supposedly. I don’t know I’m not entirely sure but
we don’t go into all that conversation. [RN2]
As this comment suggests there was a perception from some participants that youth also
believed it was the role of the medical doctor to discuss sexual health issues,
I think that the youth themselves will see the doctors rather than the nurses for
any kind of [sexual health] advice. [RN2]
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Some participants believed that another health professional was discussing sexual health with
youth. As presented below, opportunities to engage in discussions regarding sexual health
were not taken up by participants.
4.2.2.2 Missing opportunities to discuss sexual health needs with youth
Some participants acknowledged that youth were not often seen by RNs in primary healthcare,
They [youth] don’t come to see the nurse unless it’s for a wound dressing or
something. [RN3]
Youth tend to be a well population group and are not regularly seen in a GP
[General Practice] clinic until they are acutely unwell. [SP20]
When youth did make an appointment to see the RN in PHC, it may be for reasons other than
sexual health issues. Participants were asked if they would offer an opportunity to youth to
discuss sexual health during such a consultation. Responses included,
I wouldn’t have a teenager coming in for something else and just saying “by the
way, how’s your sex life?” [RN2]
No, I don’t think it’s appropriate [to ask about sexual health]. [RN2]
We are very busy and I would not have even thought of going down that track of
sexual health with a teenager who is coming into the health centre. [RN6]
4.2.2.3 Discussion of sexual health does not happen unless there is a problem
Several participants self-reported that they would initiate a discussion about sexual health only
when youth presented with a concern that was related to sexual health,
When they have already have the problem then you start educating then but of
course for some of them by then it’s too late. [RN1]
When they presented for pregnancy tests, then you would follow through that if
they wanted a screening for chlamydia and gonorrhoea. [RN1]
If they came in for a pregnancy test that would be “well if you really don’t want to
be pregnant then, what are you doing about it?” and a contraception lecture.
[RN1]
Yes it’s really just unless they come to us you know saying “I think I’ve got a
problem with this” or “I’ve been told he’s infected with this” then that’s all we can
really go on. [RN7]
I haven’t had many conversations with youth about their contraception, unless
they come in for emergency contraception. [RN2]
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I mean usually they would say “I have a lump down there on my vagina – what is
it?” So you put them on the bed, switched on the light and then called the doctor
through. [RN1].
Role confusion with regard to discussing sexual health was a feature for some participants.
Engaging with youth about sexual health occurred if the youth was seeking treatment of a
symptomatic STI or was pregnant. Despite youth infrequent presentation in primary
healthcare settings, the opportunity to discuss sexual health was not taken when youth did
present for another reason. The next theme presents some of the barriers to the participants
in discussing sexual health.
4.2.3 Barriers to RNs discussing sexual health with youth
A further theme identified was barriers to participants engaging with youth about sexual
health. This included external factors such as limited time for consultations, lack of priority to
address youth sexual health issues and lack of policies in the work place. Other barriers were
lack of confidence in discussing sexual health, being unable to establish boundaries around
consultations with youth, and perception of youth barriers to discussing sexual health.
4.2.3.1 External barriers
Some barriers to the discussion about sexual health with youth were those perceived by
participants as being out with their control such as a lack of prioritisation of sexual health, a
lack of time and the lack of workplace policies and procedures for the provision of sexual
healthcare to youth.
4.2.3.1.1 Lack of prioritisation of youth sexual healthcare in primary health
Some participants believed that addressing youth sexual health issues was not a high priority
within primary healthcare. This participant was unaware of the rates of STIs within the
population their clinic served,
I don’t think we’re measured on it… I don’t think there are any measurements at
all, so many STIs [Sexually Transmitted Infections] per 1000 and whatever. [RN7]
The same participant had completed a one day course in sexual health provided by the PHO,
the aim of which for the participant to be able to claim funding by completing a tick box
computer template,
The main course I went on was put on by family planning and the PHO [primary
healthcare organization] and it was mainly because of the claiming so we could
claim on the contract. [RN7]
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The participant went on to say,
Other than that we haven’t got a [sexual health] screening tool, there’s no priority
from the PHO [primary healthcare organization] to reduce the [sexually
transmitted] infection rate. [RN7]
4.2.3.1.2 Lack of time
Time pressures while working in PHC were seen as a barrier to initiating conversations about
sexual health by participants in the interviews,
I mean in general practice you don’t have time to do a sexual health screening.
[RN1]
Girls who show more of an interest than usual, I think “I can talk to them about
their sexual health and keeping safe and looking after themselves.” But we have
this 10 minute consult and it’s not something that you can go into with everybody.
[RN5]
One participant stated it was difficult to make time to attend professional development on
youth sexual health,
The PHO [Primary Healthcare Organisation] down here is pretty good at sorting
out courses and things like that, but I just struggle trying to find the time to do
that sort of thing. [RN7]
Another barrier for participants was a lack of awareness of policies and procedures regarding
sexual health to support their practice, as reported below.
4.2.3.1.3 Lack of sexual health policies and procedures in the workplace
Some participants were not aware of sexual health policies within their workplace or of
screening tools which could be used as a basis for initiating discussions with youth about
sexual health,
No I don’t think we’ve even got a policy for it really, ah yes we do, we’ve got a
policy for giving out the morning after pill. We’ve got a policy for that and that’s
also covered under the sexual health contract and our clinics adapted a standing
order for that as well. [RN7]
Not that I am aware of - but there could well be [a sexual health policy in place]
[RN4]
I guess there might be a sexual health screening tool, I mean that would be really
useful, I would definitely use one if there was something like that available.[RN7]
I am unfamiliar with HEADDSS [Home, Education, Activities, Drug use and abuse,
Depression Sexual behaviour and Suicidality assessment tool] - what is it? [SP4]
Three participants had previously or currently worked where there was sexual health policy in
place along with guidelines to taking a sexual health history. The presence of both of these
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resources led to an increase in the participant’s comfort and confidence in discussing sexual
health,
We had a big sexual health protocol that we used heaps in Town A and that was
really useful. [RN4]
It’s a good thing to have a prompt so that you know the next thing to go onto and
so you’re not forgetting anything. [RN5]
I think templates are a good tool to use to prompt questions. Currently we use a
sexual health template and this is useful. [SP20]
4.2.3.2 RN barriers
Several participants identified barriers to engaging with youth about sexual health arising from
the RN participants themselves; a lack of confidence, the RN being the parent of youth,
knowing youth for a long time, perceptions that youth were not willing to discuss sexual health
and difficulties in establishing boundaries for consultations with youth.
4.2.3.2.1 Lacking confidence
Some participants reported they lacked experience in providing sexual healthcare toyouth
and as a result they also lacked confidence in doing so,
I’m not really experienced in sexual health. [RN6]
I am not confident in an awful lot of to do with sexual health – it’s such a small
part of what I deal with on most days. [RN7]
Other participants however, self-reported they were comfortable engaging with youth in
discussions about sexual health,
I don’t feel uncomfortable discussing sexual health. [SP17]
I’ve got no problems with it [initiating a discussion about sexual health] as I have
had heaps of practice [RN4]
Others had difficulty if they were the parent of teenage children or they had known the youth
for a long time.
4.2.3.2.2 RN being the parent of youth
As these comments show, some participants acknowledged that if youth were in the same
peer group as their own children, it was challenging to remain confident and objective when
discussing sexual health,
Morally as the mother of a 14 year old, I would just die if someone gave
daughter contraception…morally I would totally disagree with that. [RN2]
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my

When I was a school nurse I did have some reservations around providing support
and assistance for youth that had a positive pregnancy test and requested a
termination. [SP20]
This participant felt able to detach themselves from their role as parent,
I’m a mother of teenagers, and I certainly know that you really have to keep those
sorts of feeling to yourself and not think if this was my child I’d be so disappointed
or so unhappy. You know, I think you’ve just got to see the person for who they are
and go for it [RN5]
4.2.3.2.3 Knowing patients for a long time
Some participants felt it was harder for them to discuss sexual health with youth they had
known for a long time, sometimes personally as well as professionally suggesting that
boundary confusion was present,
I mean I’ve worked here a long time and have grown up with these kids and a lot
of the kids that come in I’ve known them since they were about five. I wouldn’t be
comfortable bringing that [sexual health] up with them nowadays. [RN3]
I mean some of these kids are in the same class as my little girl. I mean I wouldn’t
feel comfortable [initiating discussions about sexual health]. [RN2]
Living and working in local area where my own teenage children know some of
patients and go to school can bring difficulties with possible doubt from teenagers
with confidentiality. [SP10]
The last participant perceives that as some patients are known to their family members, a fear
of a confidentiality breach may be a barrier for youth engaging with the RN in discussions
about sexual health. Some other barriers for youth perceived by the participants are reported
below.
4.2.3.2.4 RN perception of youth barriers to discussing sexual health
Some participants reported they perceived youth barriers discussing sexual health with RNs in
primary healthcare,
I feel that healthcare providers are confident to discuss sexual health, but the
young person may not be willing to discuss. [SP20]
They [youth] get quite used to adults looking at watches and being time limited so as soon as you do that then they shut down and of course you have to do that
because you’ve got other patients to see. [RN6]
Another barrier to RNs engaging with youth in discussion about sexual health was that
participants were not confident to establish boundaries around their discussions with
youth.
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4.2.3.2.5 Difficulties establishing rules for consultations with youth accompanied by
whanau
Participants were uncomfortable raising the subject of sexual health with youth as they did not
feel confident to establish boundaries around the consultation with the youth and
accompanying family members, as described by these participants,
To initiate a conversation about something else, especially sexual health, they are
less likely to be honest, you have to separate them from their parents in some way.
[RN4]
It can also be challenging to speak to the young person alone when they are
brought in by their parents. It is possible but challenging. [SP16]
Then you’ve got the other difficulty of the other teenagers that come in with their
parents…there’s the age thing. If they’re under 16 it [initiating discussions about
sexual health] can be very difficult. [RN6]
Several participants did not have the confidence to engage with youth about sexual health.
Barriers to discussions about sexual health included a lack of time during consultation, a
perception of participants that youth were not willing to discuss sexual health and difficulty for
RNs to maintain boundaries. Guidelines or policies for those RNs providing sexual healthcare
and education to youth were either not known about by or not available for many participants.
Where guidelines and or policies regarding youth sexual health were available participants
found them to be useful.
4.2.4 Cultural and ethnic influences on youth sexual health provision
The majority of participants identified as NZ European (Pākehā 4 or other European ethnicities.
Perceptions of the influence of culture on youth sexual health are therefore predominately
those of Pākehā. When discussing culture, participants discussed the effects of ethnic
difference on their perceptions of youth. Some participants believed that if their workplace did
not have a large Māori or Pasifika population, there was no need to consider cultural
influences on youth sexual behaviour or on the discussion of sexual health,
So culturally because we don’t have a huge Māori, Pacific population in our
practice you know I don’t see a lot of them so I don’t think it’s [culture] that much
of an issue. [RN2]
The practice I work in is predominately European, Asian and we have a huge
amount of Russian… we’ve got only 2.8% Pacific Island so I don’t come across
young girls of that culture very often at all. [RN5]
4

Pākehā - people living in New Zealand who are non-Māori (Ministry for Culture and Heritage,
2009).
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Comments such as those below suggest that there was a perception amongst participants that
if someone was born in NZ then cultural influences were not applicable,
I think if they [Asian youth] are born over here it’s [having sex] not much of an
issue. [RN3]
I think over here if they are NZ born then I think they tend a bit more NZ culture
whether they are Asian descent or anything else. [RN2]
However, this participant who was familiar with Asian culture commented,
Obviously in Asia, having sex outside marriage is quite a big deal…in Asian culture
definitely not [accepted]. [RN2]
There was a perception that teenage pregnancy was accepted and supported amongst Māori
or Pasifika cultures,
I do see a lot of Māori girls; they tend to be quite prepared to see the nurses for
morning after pills or for STI [Sexually Transmitted Infections] checks. They’re
probably the biggest proportion of what I would see. [RN7]
When two young girls walk into your room, it’s usually about sexual health
although I think I’ve seen more Māori and Pacific Islander girls come in pairs rather
than European girls. Maybe it’s just their way but they joke about it more and it’s
like normal behaviour to them…. All their [Māori and Pasifika young women]
friends have babies at a really young age and as far as culture’s concerned it
seems to be more normal in those cultures, and accepted. I suppose their families
look after them and they are supported. [RN6]
I think in the Māori and Pacific culture it’s not as unacceptable to be having a child
at a young age; it’s probably more acceptable…I mean most of their friends have
all got kids. [RN6]
This participant felt that it was more distressing for a Pākehā youth to find she was pregnant
than it would be for Māori youth,
I’d find a Pākehā girl would get more get upset you know and not know what to do
[RN6],
while another participant believed that she was expected by parents to act as a disciplinarian
to Pākehā youth, who were sexually active,
The [Russian] girls that I’ve seen, normally they are brought in as a type of
punishment, I mean they don’t actually get brought in for treatment or anything
like that, they just get brought in to get told off…yes, for having sex [RN5]
Youth culture, in the form of peer pressure, was seen by some participants as having an impact
on youth sexual behavior,
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I mean cultural issues, it’s how you’re brought up, peer pressure comes into it.
[RN2]
The importance of health providers having good cultural knowledge is noted by this
participant,
It’s really important that providers have a good cultural knowledge particularly
when it comes to providing sexual health and information. [RN4]
However, several participants discussed similar perceptions of attitudes of certain ethnicities
towards youth sexual activity. Teenage parents were perceived being the normal for Māori or
Pasifika ethnicities, but teen parents and sexually active youth were unacceptable for Asian
and Pākehā populations.
4.2.5 Summary of Phase Two
Education in sexual health for undergraduate nurses and RNs in working in PHC is inconsistent
in amount and content. Those who had undertaken education in sexual health reported that
topics covered were STIs and contraception. However participants identified that other areas
such as legal and ethical issues affecting the provision of sexual healthcare to youth,
understanding youth health risk behaviours and communication with youth would be more
beneficial in increasing confidence discussing sexual healthcare with youth.

The majority of participants self-reported that communication with youth was difficult due to a
lack of time for consultation. Another barrier was participants’ perception of youth
unwillingness to discuss sexual health due to a fear of a breach of confidentiality. According to
some participants, addressing youth sexual health concerns was not seen as a priority in PHC.
While sexual health policies, screening tools, computer templates and guidelines were seen as
being useful in increasing confidence in discussing sexual health with youth, many participants
were unaware of the existence of such resources.

Several participants were not comfortable discussing sexual health with youth. In some cases
this was due to lack of experience or uncertainty of the legal and ethical issues regarding the
provision of sexual healthcare to youth. Other participants found it difficult to establish
boundaries around consultations where parents accompanied youth and between their own
role as parent and health provider. When asked to discuss cultural influences on the provision
of sexual healthcare to youth, participants instead described their perception of the attitudes
of Māori and Pasifika, Asian and Pākehā ethnicities towards youth sexual health.
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Some participants felt they had little support from colleagues in providing sexual healthcare
for youth and they were not clear what information and education youth had received. Some
participants felt it was not their responsibility to provide sexual healthcare and education to
youth. It was reported by some participants that it was inappropriate to raise the topic of
sexual health during consultations with youth if a sexual health problem was not the reason
for the consultation. Several participants self-reported they would discuss sexual health and
was only when a sexual health concern had become apparent.

4.3 Chapter Summary
In this chapter the quantitative data from Phase One have been displayed using tables and
graphs. Four major themes were identified from the analysis of the qualitative data collected
from the free text in the online survey and from the follow-up interviews in Phase Two. The
themes were RN education in sexual health, lack of RN recognition of their responsibility for
discussing sexual health with youth, barriers to RNs discussing sexual health with youth and
cultural and ethnic influences on youth sexual health provision. The findings from the
qualitative data have been reported using verbatim comments from the participants under the
corresponding themes and sub-themes. The findings will be discussed in depth in the following
chapter and include salient literature.
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Chapter Five: Discussion
5.1 Introduction
In this chapter the findings from both phases of the study will be discussed. Using the themes
identified from the qualitative data, the findings will be considered and related to current
literature. The chapter begins with a comparison of demographics of this study with those of
the Nursing Council of New Zealand (NCNZ), (2013)

5.2 Demographics
The demographic information discussed in this section were collected from participants during
Phase One of the study via the on-line survey. Only gender data were collected in Phase Two.
The demographic data from this study is compared with demographics reported on the
national nursing workforce of NZ by the NCNZ (2013).

Comparisons are made between the participant demographics from this study and the New
Zealand registered nurses (NZRN) workforce as well as with the demographics of New Zealand
registered nurses in primary health care (NZRN PHC) workforce in New Zealand. Demographic
data are displayed as graphs and tables to highlight similarities and differences between the
study sample group and the NZRN and NZRN PHC workforce, and how the demographics of the
sample group and the NZRN PHC workforce compares to the NZRN workforce as a whole. The
demographic data will then be summarised.
5.2.1 Gender
As at March 2013 RNs made up 94% of the NZ nursing workforce, with just under 6% who
enrolled nurses and less than 1% nurse practitioners. Of the RNs, 92% were female (Nursing
Council of New Zealand, 2013, p. 29). All but one of the study participants in both phases of
the study were female (n=29 or 97%). The percentage of female NZRN PHC was also 97%
(Nursing Council of New Zealand, 2013, p. 37).
5.2.2 Age
Figure 8 on page 65 illustrates that in the study sample more of the RNs were under the age of
40 years and there were fewer over the age of 60, than in the NZRN PHC workforce. One
reason for more study participants being aged less than 40 years could be that the median age
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of the general population in the area from which study participants were recruited was lower
(35.1 years old) than the median age of the NZ population (38 years old) as a whole (New
Zealand Government, 2013). The percentage of survey participants aged between 40 and 60
years was 65%, very similar to that of the NZRN PHC (64%) workforce. Registered nurses
working in PHC in NZ are one and a half times more likely to be aged between 40 and 60 years
than those in the NZRN workforce (Nursing Council of New Zealand, 2013).
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Figure 8: Age range of study participants compared to NZRN and NZRNPHC

5.2.3 Ethnicity
Figure 9 shows that the majority of study participants identified with either NZ European or
Other European ethnicities (79%). In the NZRN workforce 82% identify as NZ and Other
European as do 93% of the NZRN PHC workforce (Nursing Council of New Zealand, 2013, p.
30). The next most common ethnicity in the sample group were those who identified as
‘Other’, followed by those identifying as being of Chinese ethnicity. In comparison to data from
the NCNZ (2013, p. 30), six times as many study participants identified as being Chinese and
Other ethnicities than the NZRN and NZRN PHC workforces (Figure 9).
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Figure 9 Comparisons of ethnicities between study participants, NZRN & NZRN PHC (%)
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An explanation for the increased representation of participants of Chinese ethnicity as noted in
Table 7 could be that the population in the area from which the majority of study participants
were recruited those identifying as Chinese was almost three times that of the national
population of New Zealand (New Zealand Government, 2013). This data however, does not
offer a rationale for the over-representation of those identifying as “Other” ethnicity in the
study sample.

It can be seen in Table 7 that despite 15% of the total NZ population identifying as Māori and
the study area population having a five percent Māori population, none of the participants in
this study identified as Māori. Four percent of the study participants identified as Pasifika
compared to two percent of the NZRN PHC workforce. In the general population of the area
from which the participants of the study were recruited five percent identify as Pasifika
ethnicity but in the total NZ population the figure is slightly higher at seven percent (New
Zealand Government, 2013).

Ethnicity

Study Participants

NZRN PHC

Study Area Population

NZ General Population

NZ/Other European

79%

93%

55%

74%

Māori

0%

8%

5%

15%

Pasifika

4%

2%

5%

7%

Chinese

13%

2%

39%

12%

African

0%

1%

2%

2%

Other

26%

3%

1%

2%

Table 7: Comparisons of ethnicities between study participants, NZRN PHC, Study area & NZ national population

5.2.4 Nursing experience
Study participants had been practising as a RN for a mean of 23 years and had been in their
current position for a mean of a little over eight years. The majority, 65% of the study
participants, had been registered nurses for over 15 years compared to 57% of the NZRN PHC
workforce (Nursing Council of New Zealand, 2013, p. 29), as shown in Figure 10 on page 67.
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Figure 10: Comparison of length of time as a registered nurse between survey participants and New Zealand
registered nurse workforce employed in primary healthcare (years)

A report by the NCNZ (2013) on the NZ Nursing Workforce provides data on the qualifications
gained by RNs first entitling them to register as a NZRN. However it is not possible to separate
these out into initial qualifications gained by RNs practising in specific areas, such as in primary
healthcare.

Of the participants who completed the survey (39%), more held a Hospital Certificate as their
first nursing qualification, compared to 25% of the NZRN workforce. The majority of the NZRN
workforce (28%) hold a Bachelor of Nursing Degree (BN) as their first nursing qualification. The
number of study participants holding a BN as their first nursing qualification was 30%. A
Diploma in Nursing was completed by 17% of participants in the study and 18% of the NZRN
workforce. The remainder (13% of participants and 14% the NZRN workforce) obtained other
registration qualifications, including international qualifications, to be entitled to be a RN in
New Zealand (Nursing Council of New Zealand, 2013, p. 39).

Figure 11 on page 68 shows that over half (57%) of the study participants had gained
postgraduate qualifications, significantly more than the 44% of the NZRN workforce and 36%
of the NZRN PHC workforces holding postgraduate qualifications (The Nursing Council of New
Zealand 2013, p.40). However there were no data collected in this study as to the nature of
these qualifications and the NCNZ has not displayed data about the level of postgraduate
qualifications obtained by NZRN or by NZRN PHC.
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5.2.5 Summary
Similar to the NZRN and the NZRN PHC workforces, 97% of study participants were female.
Registered nurses practising in PHC settings tend to be aged between 40 and 60 years old and
this is reflected in the sample group in this study. The majority of the study sample identified
with NZ /Other European ethnicities and this is consistent with both the NZRN and the NZRN
PHC workforces. The sample group was made up of more members of Chinese or Other
ethnicity than either the NZRN or the NZRN PHC workforces, which may be accounted for by
the ethnic composition of the local population from which participants in the study were
recruited. Unlike either the NZRN or the NZRN PHC workforces there were no Māori, Filipino,
Indian, Other Asian or African participants in the sample group, however the study participant
group contained a higher number of members identifying as Pasifika ethnicity. The majority of
both study participants and the NZRN workforces had been RN for over 15 years; this majority
was a higher percentage in the study participants than in the NZRN workforce. The study
participants were more likely to have gained nursing registration in NZ with a Hospital
Certificate whereas RNs in the NZRN workforce were more likely to have registered with a
Bachelor degree such as a Bachelor of Nursing. Study participants were more likely to have
achieved postgraduate qualifications than either the NZRN or the NZRN PHC workforce.

The study participants were mainly a representative mix of NZRN and NZRN PHC population
except that there was six times the number of RNs identifying as of Chinese ethnicity in the
sample group as in the NZRN PHC workforce. Unlike the NZRN PHC workforce with 3% of RNs
identifying as Māori, there were no RNs who identified as Māori in the sample group. These
discrepancies reflect the ethnic make-up of the area in which the study was conducted as
compared to that of NZ as a whole. Interestingly, the RNs in the sample group were more likely
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to hold a Hospital Certificate as their first nursing qualification and more likely to have
undertaken postgraduate qualifications than RNs from the NZRN workforce.

The remaining findings of the study will be discussed under the themes identified in the results
chapter; RN education in sexual health, lack of recognition by RN of their responsibility for
discussing sexual health and barriers to RNs discussing sexual health withyouth.

5.3 RN education in sexual health
The majority of the participants in this study self-reported they were confident in their abilities
and knowledge regarding the provision of sexual health to youth. However, participants also
identified a lack of education and knowledge as barriers to engaging with youth in discussions
about sexual health. In this section sexual health education undertaken by nurses during their
pre-registration programmes and as post registration education will bediscussed.
5.3.1 Influences of sexual health education provided in secondary school
Given the average age of study participants and of NZRN PHC, most participants would have
completed their secondary education sometime between 1970 and 1990 and gained their first
nursing qualification at some point prior to the year 2000. During the 1970s-1990s, it was
frequently perceived in NZ society that sexuality deviating from traditional male or female
roles in sexual relationships was immoral (Brickell, 2006; Jackson & Weatherall, 2010) and
some sexual practices were illegal, for example, homosexuality which was not legalised in NZ
until 1986 (Parliamentary Council Office, 1986). Until the late 1990s sexual health education in
secondary schools encouraged abstinence from sex, with education mainly focused on the
negative aspects of sex, such as STIs, unwanted pregnancy, rape and abuse (Cameron-Lewis &
Allen, 2013; Jackson & Weatherall, 2010; Lamb, Lustig, & Graling, 2013 ).

Washington and Pereira (2012) suggest that education regarding sexual health in the
formative years of today’s students, many of whom will become nurses, continues to focus on
the violent and negative aspects of sex, on STIs and problems related to reproduction. As many
nurses begin their undergraduate education straight from completing secondary school,
Washington and Pereira (2012) suggest they may bring with them attitudes and values
developed on the basis of their sexual health and sexuality education at secondary school.
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In this study, some participants self-reported that they had difficulty detaching themselves
from their role as a parent and remaining objective in terms of their own morality when
discussing sexual health with youth. Negative attitudes towards sex and sexuality developed
during the school years may be a barrier for nurses in PHC with their engagement with
youth about sexual health. Over 15 years ago, Herson, Hart, Gordon and Rintala, (1999,
p. 149) suggested that if the sexual behaviours and attitudes of patients do not align with
those of the RN, the behaviours of the patient are often seen as being “improper” by the
RN. Recent studies have reported that this belief has not changed over the past 15 years
(Delancey, 2009; Gott et al., 2004; Hart et al., 2012; Magnan & Norris, 2008; Magnan et al.,
2005; Macdowell et al., 2010; Tsai, Huang, Liao, Tseng, & Lai, 2013).

A USA study by Matza (2012) reports that education and information about sexual health from
health providers concentrates on the negative consequences of high risk sexual practices and
that any behaviours other than heterosexual are considered “deviant” and cannot be part of
normal health and development (Matza, 2012, p. 108). Gott et al. (2004, p. 535) found that
prejudices against non-heterosexual practices, conscious and sub-conscious continue to be
present amongst healthcare providers. Both Herson et al. (1999) and Gott et al. (2004) found
that any negative and disapproving attitudes are reflected in the language the healthcare
provider uses during consultation, which may result in the young patient being unwilling to
discuss sexual health issues including sexuality, sexual orientation, STIs and unsafe sexual
behaviour.

5.3.2 Inadequate pre-registration education and professional development in
sexual health
There is a wide variation in the amount and content of sexual healthcare education provided
for NZ nurses in both pre-registration education and professional development. In this study, it
was found that education in sexual healthcare is rarely provided for nurses in PHC and there is
no mandatory requirement to undertake further education in sexual health. Sixty-five percent
(n=15) of the participants reported not receiving any sexual health education in their preregistration programme. The WHO (2015) report that adolescent health is not included in the
pre-service education of many PHC providers, including nurses. The WHO has been supporting
the education of PHC providers in achieving competencies in adolescent health since 1996
(World Health Organisation, 2015). In 2004, the WHO produced a paper “Adolescent health
and development in nursing and midwifery education” (World Health Organisation, 2004)
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outlining competencies in adolescent health. This resource supports professional development
and post registration education of those working in PHC, including nurses, but does not include
competencies for specific aspects of health, such as sexual health (World Health Organisation,
2015).

Of the 65% of participants in this study who had received no sexual health education during
their pre-registration programme, 60% (n=9) of that 65% had not undertaken any professional
development in sexual health in the previous five years either. Stokes and Mears (2010) found
that the majority of RNs who are providing contraceptive advice had not undertaken any
education relevant to the subject in the previous five years. Delaney (2009, p. 14) suggested
that nurses who undertake “[contraceptive] Pill Checks” and support patient’s requests for
repeat prescriptions of contraceptive medications without having undertaken appropriate
professional development, are ill-equipped to provide their patients with the best care and
may risk losing their registration. These findings are consistent with Matza (2012) who
suggested that RNs in clinical practice have little awareness of sexual health courses and
updates available and report not having time to attend them. Evidence from other studies
(Clark et al., 2012; Magnan & Norris, 2008; Stokes & Mears, 2010; Westwood & Mullan, 2006)
shows that variation in the amount and type of education undertaken by nurses in sexual
health education begins in undergraduate education and continues throughout the career of a
registered nurse.

As part of RNs requirement to maintain continuing competence to practice (Nursing Council of
New Zealand, 2015) and in accordance with the Health Practitioners Competency Assurance
Act (Parliamentary Council Office, 2003), all RNs in NZ must undertake a minimum of 60 hours
of professional development over a three year period. It is the responsibility of each nurse to
seek out their own professional development opportunities, some of which must be “relevant
to your development as a nurse and to your area of practice” (Nursing Council of New Zealand,
2015, p. professional development). There are no mandatory requirements regarding the type
of postgraduate education or professional development in sexual health for RNs in PHC
settings. Terry et al. (2012) suggest that the resulting variation of amount of time spent and
topics covered in sexual health education undertaken by RNs when engaged in clinical practice
is inadequate in equipping the NZ nursing workforce to address the sexual health needs of the
youth population.
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The current study shows that education in youth sexual health for RNs, if undertaken, is
inadequate with focus on pathology, symptoms and treatment of STIs, contraception and the
management of unwanted teenage pregnancy. The findings of this study are supported by
earlier research that RNs have specific educational needs to gain confidence addressing sexual
health with youth in PHC and that these needs are not being met (Betony & Yarwood, 2013;
Kotronoulas, Papadopoulou, & Patiraki, 2009; Magnan & Norris, 2008; Magnan et al., 2005;
Tsai et al., 2013; Washington & Pereira, 2012; Westwood & Mullan, 2006).

Tsai et al. (2013, p. 153) report that the lack of “specific sexuality-related education” is a major
barrier for nurses initiating and engaging in discussions about sexual health with their patients
Further, in a recent report, the WHO (2015, p. 1) recognises that within PHC “a paradox
persists, however: health professionals report high interest in developing skills to work better
with adolescents, and yet their education needs remain unmet.” In the following sections, the
specific educational needs of RNs identified by the participants in this study are discussed;
legal and ethical issues regarding youth sexual health, understanding youth risk behaviours
and communication with youth, and cultural and ethnic influences on youth sexual health
provision.
5.3.2.1 Legal and ethical issues regarding youth sexual health
Two-thirds of the study participants wanted more education on the legal and ethical aspects of
care regarding youth sexual health, the rights of consent and the right to confidentiality of
those under the age of sixteen. There is evidence (Hart et al., 2012; Westwood & Mullan,
2006) that many RNs practising in PHC lack confidence discussing sexual health with youth due
to a lack of knowledge of legal and ethical issues regarding the provision of sexual healthcare
to youth, consistent with the findings of this study.

There was a perception from study participants that youth do not want to discuss sexual
healthcare with health professionals due to fear that the professional will breach their
confidentiality, and this concern is supported in the literature (Hart et al., 2012; Schaeuble et
al., 2010). Kang et al. (2003) found that a lack of knowledge of the rights of youth regarding
confidentiality leads to primary healthcare providers being reluctant to ask parents or primary
caregivers to leave the consultation allowing the young person to speak to the healthcare
professional alone. Youth are often accompanied to PHC consultations by their parents or
primary caregivers (Haller et al., 2006; Schaeuble et al., 2010; Smart et al., 2012; Viner &
Barker, 2005), and are disinclined to discuss sexual health issues if their parents are present or,
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if they fear their confidentiality will be breached (Adolescent Health Research Group, 2008;
Fleming & Elvidge, 2010; Haller et al., 2006; Schaeuble et al., 2010; Teevale et al., 2013; The
Collaborative for Research and Training in Youth Health and Development Trust, 2011).

Youth have rights to confidentiality and to a right to be treated with respect and dignity; RNs
are obligated to ensure these rights are respected under the Nursing Council of New Zealand
Code of Conduct (2012a). Youth do not want their parents present when they enter into
discussions about sensitive topics such as sexual health with health professionals (Schaeuble et
al., 2010). The presence of parents during health consultations causes youth to feel they are
not respected and to feel invisible and without a voice (Schaeuble et al., 2010; Smart et al.,
2012). One outcome of RNs being unsure of the legal and ethical requirements to provide the
opportunity for youth to talk to the RN without their parents present, may be that youth are
not able to be open and honest in their communication with the health professional.

5.3.2.2 Understanding youth risk behaviours & communication with youth
Registered nurses in this study perceived their ability to communicate with youth as
unproblematic, yet paradoxically the majority of participants self-reported that they needed
further education and skills in communicating with youth. Participants also identified they
would welcome post registration education in youth development and management of youth
health risk behaviours. Youth often engage in high risk health behaviours, including unsafe
sexual practices, and require a different approach in addressing their healthcare needs (Denny
et al, 2005; Roebuck, 2012; Schaeuble et al., 2010; Sheridan et al., 2011; Taliaferro &
Borowsky, 2012; The Collaborative for Research and Training in Youth

Health

and

Development Trust, 2011; Viner & Barker, 2005). The findings from this study concur with
other literature that RNs practising in PHC do not feel equipped to understand the complexity
of youth healthcare needs, nor are they confident that they possess the required skills to
communicate effectively with youth (Chaplick & Allen, 2013; Clark et al., 2012; Gott et al.,
2004; Stokes & Mears, 2010; Terry et al., 2012; Thompson et al., 2008; Van der Meulen et al.,
2010). Lack of education regarding youth health behaviours, youth sexual health and
communication with youth for RNs in PHC have been recognised in the literature as barriers
for RNs engaging with youth about sexual health in PHC settings (Chaplick & Allen, 2013; Clark
et al., 2012; Denny et al., 2013; Gott et al., 2004; Haller et al., 2006; Hart et al., 2012; Roberts
et al., 2012; Stokes & Mears, 2010; Terry et al., 2012; Van der Meulen et al., 2010; Viner &
Barker, 2005).
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The NYHNKSF (Kekus et al., 2014, p. 6) recognises that additional skills are needed by RNs to
provide sexual healthcare to youth, including legal and ethical aspects, an understanding of
youth health and an ability to communicate effectively with youth. The NYHNKSF document
suggests that the Nursing Council of New Zealand competencies for RNs (2012b) be
supplemented to include “youth health specific knowledge and skills an RN requires to deliver
care to all young people” (Kekus et al., 2014).
5.2.2.4 Cultural and ethnic influences on youth sexual healthprovision
Most study participants wanted more education regarding cultural issues affecting youth
sexual health and the provision of sexual healthcare. The majority of participants identified as
NZ European (Pākehā or other European, were female and aged between 51-60 years old.
Perceptions of cultural influences on the provision of youth sexual health were therefore
developed from the attitudes of middle aged Pākehā women. Terry et al., (2012) also found
that despite being a multicultural society, those involved in providing sexual health services
approach sexual health in NZ from the perspective of the Pākehā culture, the majority of the
NZ population.

When asked about cultural issues regarding the provision of sexual health to youth, many
participants identified four cultures; Māori and Pasifika, Asian and Pākehā. Others commented
that if they did not serve a large Māori population then they perceived that cultural influences
did not need to be considered. Historically, RNs were educated that all people should be cared
for in the same way (Papps & Ramsden, 1996), the ‘one size fits all’ approach. However, a lack
of recognition of “people’s differences” (Papps & Ramsden, 1996, p. 493) and the ethnocentric
attitudes of health providers put patients at risk by creating a power imbalance leading to
mistrust of Pākehā healthcare providers by the Māori population and thus was culturally
unsafe (Ramsden, 2002). Practice that is culturally safe is defined by those receiving care from
a health professional of a different culture to the patient and is defined by the Nursing Council
of New Zealand (2011, p. 7) as including,
“but not restricted to, age or generation; gender; sexual orientation; occupation
and socioeconomic status; ethnic origin or migrant experience; religious or
spiritual belief; and disability.”
The results of this study support the belief of patients from ethnic minorities that discussions
with health professionals about sexual health are based on ethnic stereotyping rather than a
respect and understanding of cultural differences (Gott et al., 2004). New Zealand’s healthcare
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system is based on a colonial model (Ramsden, 2002) which also reflects the model that nurses
have been exposed to during their own sexual education and which continues to impact on
their personal values and professional practice (Brickell, 2006; Cameron-Lewis & Allen, 2013;
Lamb et al., 2013; Jackson & Weatherall, 2010).

According to the revised Nursing Council of New Zealand Guidelines for Cultural Safety (2011,
p. 7), first written by Māori nurse and leader Irihapeti Ramsden in 1992, ethnic stereotyping is
an action that “diminishes, demeans or disempowers the cultural identity and well being of an
individual” and so constitutes unsafe cultural practice. In order to provide culturally safe
nursing care, RNs need to avoid ethnocentricity and be aware of the effects of their own
cultural identity on the nursing care they provide. Practice that is culturally safe must ensure
that “all human beings receive nursing services that take into account all that makes them
unique” (Nursing Council of New Zealand, 2011, p. 7) and is the responsibility of all practising
RNs in NZ.

5.3 Lack of recognition by RN of their responsibility for discussing
sexual health
Participants in this study reported that a lack of experience in youth healthcare and in sexual
health discussions, leads to a lack of confidence in communicating with youth. This concurs
with the findings of Hart et al. (2012) who reported that RNs in PHC doubt they have skills to
engage in discussions with youth about sexual health. Delaney (2009, p. 17) suggested that
experience and thus confidence, could be gained by RNs “sitting in” during young people’s
clinics held by youth health specialist nurses. Tsai et al. (2013, p. 155) reported that lack of
experience in discussing sexual health can lead to RNs using inappropriate language when
trying to discuss sexual health and this may then result in reluctance by youth to discuss sexual
health issues.

Many of the participants, like those involved in other research (Magnan & Norris, 2008; Tsai et
al., 2013), stated that sexual health discussions between youth and health professionals only
occurred when a sexual health concern had become apparent or if the sexual health issue is
raised by the youth. In this current study the majority of participants self-reported that they
would not consider enquiring about sexual health with a young person who presents to the RN
about non-sexual related concerns. The finding that opportunistic discussions about sexual
health with youth are missed in PHC has been reported in other studies over the past ten years
(Alexander et al., 2014; Macdowell et al., 2010; Magnan et al., 2005).
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Numerous studies (Betony & Yarwood, 2013; Gott et al., 2004; Kotronoulas et al., 2009;
Magnan & Norris, 2008; Terry et al., 2010; Tsai et al., 2013; Washington & Pereira, 2012) have
reported that the provision of sexual healthcare and sexually related education are recognised
by nurses as important parts of holistic healthcare, and yet many RNs do not raise sexual
healthcare with patients. Previous studies (Magnan & Norris, 2008; Magnan et al., 2005) have
suggested that nurses do not initiate discussions about sexual health because they believe that
patients would not expect to be discussing sexual health issues with a nurse in PHC. However,
the literature (Chaplick & Allen, 2013; Ham & Allen, 2012; Walker & Townsend, 1999) reports
that youth would welcome discussions and education about sexual health issues, if the subject
was raised by a health professional. When RNs do not discuss sexual health with youth and
support their safe choices regarding their sexual behaviours, RNs may be unclear about the
ethical principles of beneficence, or doing good, non maleficence, not doing harm and justice,
fair practice with regard to youth (New Zealand Nurses Organisation, 2010, pp. 15-16).

Some participants in the current study believed that the medical doctor would have already
discussed sexual health issues with patients prior to the young person seeing the RN. Without
knowing what discussions the youth and the doctor had, some participants believed it would
then be inappropriate for them to initiate discussions about sexual health with the young
patient. However there is evidence (Stokes & Mears, 2010) that unless sexual health issues are
the reason for youth visiting the doctor, medical practitioners believe their consultation is not
the place to discuss sexual health issues. Stokes and Mears (2010) also report that medical
doctors believe that RNs in PHC have a recognised role as health educators and that they have
more time to spend with patients. It is the belief of the medical doctor that it is the RN who is
best placed to provide sexual health education and information to youth (Stokes & Mears,
2010).

The confusion about who should be providing information, education and opportunistic
assessments to youth regarding sexual health and sexuality could lead to a breach of Right
Five, the right of the patient to be fully informed, of the HDC Code of Rights (Health and
Disability Commissioner, 2015), as well breaching Standard 3.1 of the Code of Conduct
(Nursing Council of New Zealand, 2012a, p. 5) which states that nurses should
“Explain and share information with health consumers that they want and/or
need. Give health consumers information that is honest and accurate in a way
they can understand”
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When RNs are not confident to address sexual health concerns with the youth population
professional, legal and ethical responsibilities may be overlooked. The latest WHO Global
Standards for Quality Health-Care Services for Adolescents states that health professionals
practising in PHC, including RNs, will “respect, protect and fulfill adolescents’ rights to
information, privacy, confidentiality, non-judgmental attitude and respect” (World Health
Organisation, 2014). Registered nurses “need to be aware of all the legislation that governs
their practice and understand how it impacts on their practice” (Cook, 2012, p. 35), otherwise
they are in danger of being unable to fulfill their responsibilities and may be in breach of the
NZNC Code of Conduct (Nursing Council of New Zealand, 2012a), the NZNO Code of ethics
(New Zealand Nurses Organisation, 2010), the United Nations Convention Rights of the Child
(UNCROC) (Human Rights Commission, 2010), the Health and Disability Commission (HDC)
Code of Rights (Health and Disability Commissioner, 2015); as well as struggling to provide
culturally safe practice (Nursing Council of New Zealand, 2011).
There is evidence (Herson et al., 1999; Kotronoulas et al., 2009; Magnan & Norris, 2008;
Magnan et al., 2005; Tsai et al., 2013) that this role confusion and misperception of patient
expectation have been barriers to RNs in PHC settings addressing sexual health issues for more
than fifteen years.

5.4 Barriers to RNs discussing sexual health with youth
RNs in this study reported low prioritisation in addressing sexual health needs of youth in the
day-to-day practice of RNs in PHC; sexual health assessments are not undertaken when youth
attend appointments, there is no time for discussions about sexual health concerns and in
many cases the topic of sexual health and sexuality is not raised by the health professional. In
line with numerous other studies (Clark et al., 2012; Gott et al., 2004; Stokes & Mears, 2010;
Thompson et al., 2008; Terry et al., 2012; Van der Meulen et al., 2010), in this study it has been
found that RNs cite “institutional barriers” (Magnan et al., 2005, p. 282) when discussing
sexual health with youth, such as lack of time, lack of sexual health policies in the workplace,
lack of awareness of available resources and a lack of support for RNs addressing sexual health
and sexuality needs of youth in primary healthcare.

Terry et al., (2012) identified that addressing youth sexual health issues was not a priority for
the New Zealand Government. However, it is the Government who control funding on which
the PHC services depend. In 2014 a transition began in the way that the performance of PHC
organisations was measured (Ministry of Health , 2014) with the commencement of Phase One
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of the Integrated Performance and Incentive Framework (IPIF) (Ministry of Health New
Zealand, 2014). The Ministry of Health expect that the national targets of more heart and
diabetes checks (target 90% of the relevant enrolled population), better help for smokers to
quit (target 90%), increased immunisation rates at 8 months old (target 95%), increased
immunisation rates at 2 years old (target 95%) and cervical screening coverage (target 80%)
will be met by all PHOs by July 2015 (Ministry of Health New Zealand, 2014 ). Government
funding for PHOs will be allocated according to “good performance only” (Health Improvement
and Innovation Resource Centre, 2010-2015). However none of the national targets against
which performance is measured and so by which funding is allocated, include addressing the
poor record of NZ youth sexual health. The low prioritisation of addressing sexual health issues
at a government level filters down through to PHC settings and registered nurses practising in
those areas as a lack of availability of resources, including time, assessment tools and
educational opportunities.

In this study, the majority of participants were unaware of sexual health screening tools but
agreed that they would be useful in facilitating discussions about sexual health. An Australian
study (Dadich & Hosseinzadeh, 2013) found that RNs in PHC acknowledged the usefulness of
both a screening tool and of an online STI training programme in improving their practice with
regard to the provision of evidence-based sexual healthcare. However, less than one third of
RNs surveyed by Dadich and Hosseinzadeh (2013) were aware of the tool. The majority of RNs
who knew about the tool, perceived it as not being accessible or as not pertinent to the role of
the RN in PHC and thus did not use it (Dadich & Hosseinzadeh, 2013). Dadich and
Hosseinzadeh (2013) also found that barriers to undertaking an online STI learning programme
included a perception of its irrelevance to their role and regarding other topics as being more
worthy of their limited time. It would seem that even where resources are available, heavy
workload, lack of time and being unaware of the relevance to practice are cited by RNs in PHC
as barriers to their use (Dadich & Hosseinzadeh, 2013). Another barrier to the use of available
resources in sexual health acknowledged by Dadich and Hosseinzadeh (2013) is concern of the
healthcare provider in raising the issue of sexual health in the PHC setting (McNulty, Freeman,
Bowen, Shefras, & Fenton, 2004), including personal barriers.

Those barriers which prevent RNs engaging with youth in PHC in discussions about sexual
health have been described as “personal barriers” (Magnan et al, 2005, p. 282), arising from
RNs’ own personal confidence and attitudes and beliefs regarding sexual health and sexuality
(Delaney, 2009; Gott et al., 2004; Hart, et al., 2012; Macdowell et al., 2010; Magnan & Norris,
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2008; Magnan et al., 2005; McNulty et al. 2004; Tsai, et al., 2013). Personal barriers to sexual
health discussions identified in this study reflect those first identified 15 years ago by Herson
et al., (1999).

The “personal barriers” (Magnan et al, 2005, p. 282) identified from the findings of this study
prevent participants from remaining objective with regards to addressing sexual health
concerns, allowing their own attitudes and values to influence their provision of sexual
healthcare to youth. The result of these personal barriers is that the RNs could have difficulty
meeting their obligation to “respect the dignity and individuality of health consumers” which is
Principle One of the Code of Conduct (Nursing Council of New Zealand, 2012a, p. 9), based on
the ethical values of “autonomy or self-determination” and “justice or fairness” (New Zealand
Nurses Organisation, 2010, pp. 15-16) and struggling to provide culturally safe care. Further
barriers to discussions regarding sexual health identified in this study included; setting
boundaries around consultations, concern about the RN being embarrassed themselves or
causing embarrassment to youth and difficulty in putting their personal moral values aside,
especially if the RN is a parent of youth.

Washington and Pereira, (2012, p. 64) suggest that when patients present with sexual health
concerns arising from an outside-marriage or non-heterosexual relationship, these concerns
may be viewed by nurses as resulting from “negative” behaviours rather than as topics for indepth discussion and exploration. The New Zealand Action Plan for Human Rights (Human
Rights Commission, 2004) identifies that within educational facilities there

is

still

discrimination with regard to sexual orientation and gender. Together with Herson et al’s.
work, (1999), this current study supports Magnan and Norris (2008, p. 262) who state that
nurses’ knowledge and attitudes about sex and sexuality have changed little over the past 20
years.

5.5 Chapter Summary
A key finding of this study is that sexual health education for nurses does not provide them
with the specific knowledge and skills required to overcome barriers to engaging with youth in
PHC settings. In order to facilitate RNs engaging with youth about sexual health, registered
nurses in PHC identify the need for further education in the legal and ethical issues regarding
the provision of sexual healthcare to youth, understanding youth health risk behaviours,
communication with youth and youth sexual development.
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A further key finding of this study is that participants were ill-prepared to meet the required
standards for providing sexual healthcare to adolescents. The majority of participants in this
study were older than the NZRN workforce (Nursing Council of New Zealand, 2013) and some
had not undertaken any education in sexual health in their pre-registration programme, as
post-registration education or continuing professional development. Therefore, education in
sexual health may have only been undertaken when these participants were still at secondary
school; a time when extra-marital and non-heterosexual sex was viewed as abnormal,
abhorrent and, until 1986, homosexual practices were illegal. There is no mandatory
requirement for RNs to undertake education in sexual health and sexuality to improve their
knowledge and skills in this area. They are however, required to meet cultural safety standards
achieved through being self aware and to examine and understand their own attitudes and
values and the impact these could have when providing care to those of a different culture
(Nursing Council of New Zealand, 2011).

Many participants were confused about their PHC role in relation to youth sexual health and
were unsure of their responsibility in addressing the sexual health needs of youth. Role
confusion regarding sexual healthcare of RNs stems from the belief of the nurse that patients
would not expect them to initiate discussions about sexual health; that sexual healthcare was
the responsibility of the medical doctor and that sexual health is not an appropriate topic for
discussion with a nurse. Confusion of participants about their responsibility to discuss sexual
health with youth indicates that they have a need for education regarding the legal, ethical
and professional obligations required of a RN regarding the provision of sexual healthcare to
youth.

Another key finding of this study is the barriers participants identified which prevent them
engaging youth in discussions about sexual health. Barriers identified in this, and several other,
studies (Chaplick & Allen, 2013; Clark et al., 2012; Gott et al., 2004; Stokes & Mears, 2010;
Terry et al., 2012; Thompson et al., 2008; Van der Meulen et al., 2010) included lack of
experience and skills in communication with youth, lack of knowledge regarding youth sexual
health including the associated legal and ethical issues, lack of time and lack of awareness of
resources and screening tools. However, where resources including education in sexual health
are available, RNs continued to cite a heavy workload, lack of time and irrelevance to their
practice as barriers to their utilisation (Dadich & Hosseinzadeh, 2013).
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The results of this study support those of other research (Delaney, 2009; Gott et al., 2004; Hart
et al., 2012; Magnan & Norris, 2008; Magnan et al., 2005; Macdowell et al., 2010; McNulty et
al. 2004; Tsai et al., 2013) identifying additional barriers for RNs arising from their personal
values and attitudes towards sex and sexuality preventing them from engaging youth in
discussions about sexual health. These “personal” barriers (Magnan et al, 2005, p. 282) have
implications for RNs fulfilling their duty to maintain their competency to practice under The
Health Practitioners Competence Assurance Act (Parliamentary Council Office, 2003). Lack of
confidence and education in discussing sexual health with youth could also lead the RN to
unwittingly breach legal, ethical and professional responsibilities, placing both RN and young
patients at risk.

The WHO recognise that current post-registration education is not meeting the needs of those
practising as RNs (World Health Organisation, 2015). The results of this study demonstrate that
some participants were unclear about the professional, legal and ethical duty of RNs to
address sexual health needs with youth (Nursing Council of New Zealand, 2012a). Further,
participants felt inadequately educated and lacked support and resources to meet their
obligations regarding youth sexual health. Combined with a lack of prioritisation and funding
from the Government, these RNs in PHC settings are struggling to meet the health needs of NZ
youth (Health Workforce New Zealand, 2011).
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Chapter Six: Conclusion
6.1 Introduction
The aim of this study is to identify what facilitates RNs practising in PHC settings engaging with
youth in discussions about sexual health. A descriptive method was used to examine current
practice, confidence levels and attitudes of RNs in PHC regarding the provision of sexual
healthcare to youth. This chapter highlights three key findings of the study and discusses the
implications of the findings for nurse education, practice and research. Limitations of the study
will also be acknowledged.

There has been no significant improvement in the poor state of sexual health amongst NZ
youth population since 2001 (Clark et al., 2013b). New Zealand research by Teevale et al.,
(2013) suggests that the sexual health needs of youth are not being met in PHC settings.
Research has found that youth would be comfortable discussing their sexual health concerns
with their PHC provider, if the provider initiates the conversation (Chaplick & Allen, 2013; Clark
et al., 2012; Denny et al., 2005; Denny et al., 2013; Ham & Allen, 2012; Walker & Townsend,
1999). However, there is evidence that PHC providers do not engage with youth in discussions
about their sexual health (Alexander et al., 2014; Denny et al., 2013; Haller et al., 2006). In
order to address this “important area of need” (Clark et al., 2013b, p. 30) improvements are
needed in the provision of sexual healthcare to youth in PHC in New Zealand.

The recent Global Standards for Quality Health-Care Services for Adolescents set by the WHO,
(2014) and the Health and Disability Commissioner (2015) Code of Rights require that health
professionals maintain the rights of confidentiality, dignity and respect of the youth
population. The authors of the NYNSKF (Kekus et al., 2014, p. 7) suggest that additional
competencies should be required by the NCNZ for all RNs who will provide healthcare to
adolescents at any time during their clinical career. For more than 15 years the WHO has been
supporting professional development programmes to enable health providers to become
competent in the provision of healthcare to youth (World Health Organisation, 2014, p. 2).

6.2 Key findings
The majority of RN participants did not feel adequately prepared nor confident to provide
sexual healthcare to youth. Three key findings affecting RN confidence in discussing sexual
health with youth were identified in this study; education of participants did not provide them
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with required skills, knowledge and confidence to engage with youth about sexual health,
barriers prevent RNs engaging with youth about sexual health and participants were confused
about their role regarding the provision of sexual healthcare to youth. Each of these findings
will be discussed in the following sections.
6.2.1 Education did not provide RNs with required skills, knowledge and confidence
to engage with youth about sexual health
RN participants in this study identified that they had very specific educational needs regarding
youth sexual health which were not being met. Undergraduate, postgraduate and professional
development education programmes do not provide PHC providers, including RNs, with the
skills or confidence needed to address the sexual health needs of youth in PHC (Denny et al,
2013; Kotronoulas et al., 2009; Matza, 2012; Tsai et al., 2013). The results of this study are
supported by Health Workforce New Zealand (HWNZ) (2011) who also note that RNs practising
in PHC settings have undertaken very little, or no, education in youth health or in sexual
health.

Participants who had undertaken professional development in sexual healthcare reported that
specific topics they believed would be beneficial to increasing their confidence in addressing
sexual health concerns with youth had not been included in education. Registered nurses
identified the specific subjects lacking in professional development regarding youth sexual
health as being legal and ethical aspects of providing sexual healthcare to youth, specifically
regarding their rights of consent and rights of confidentiality and the cultural and ethnic
influences on youth sexual healthcare needs. Participants also stated that they wanted
education in youth health, particularly in understanding youth health-risk behaviours, the
complexity of youth healthcare and in communication with youth. Most RNs also wanted to
improve their understanding of cultures different to their own; particularly with regard to
gender, sexual orientation, age and ethnicity.
6.2.2 Barriers prevent RNs engaging with youth about sexual health
Registered nurse participants commented that addressing the sexual health needs of youth
was not recognised as a healthcare priority, creating barriers to the discussion of sexual health
issues with youth. Government funding via the PHO is not allocated to improving the state of
youth sexual health in New Zealand (Terry et al., 2012). As a result of the low priority of youth
sexual health in PHC, RNs reported that they had limited resources, notably time,
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for

addressing youth sexual health needs. Appointment time allocated to youth is limited, not
allowing for opportunistic discussions regarding sexual health issues. Registered nurse
participants also reported they did not have the time to attend education sessions on sexual
health. Despite identifying that sexual health policies would increase RN confidence in raising
sexual health with youth, many participants were unaware of youth sexual health policies in
their workplace.
Other barriers identified were that RNs lacked experience in discussing sexual health with
youth and were not confident that they had the ability to do so. Registered nurses in this study
did not have confidence in their knowledge of the legal and ethical aspects regarding the
provision of sexual healthcare to youth, with over half wanting more education in this area.
Some participants found establishing boundaries around consultations difficult, especially
when parents or caregivers accompanied youth. Another finding was that some participants
found it difficult to set aside their own values as a parent and to remain non-judgemental as a
health provider. Lack of cultural awareness of the diverse requirements of youth was also a
finding in this study. Registered nurses who lack personal cultural awareness can create an
environment which may be culturally unsafe (Ramsden, 2002).
6.2.3 Confusion about their role regarding the provision of sexual healthcare to
youth
Most participants lacked confidence in raising the issue of sexual health with youth and did not
feel supported by their employers to do so. Registered nurses in this study self-reported that
they had good communication skills with youth; however, many participants stated that they
would not actively initiate discussions about sexual health with youth. Participants
acknowledged that when they provided care to youth, the young person’s presenting
condition was normally a non-sexual health related matter, such as a dressing change. Several
participants felt that it would be inappropriate for them to raise the subject of sexual health
during these appointments. Many RN participants identified that the provision of sexual
healthcare to youth often began only after a problem had arisen for the young person, for
example a STI or unwanted pregnancy. It was the belief of several participants that the young
person would then present to the medical doctor and that it was the doctor’s role to address
any sexual health issues.
RNs in this study did carry out procedures during which discussions about sexual health would
be pertinent, such as the administration of contraceptive injections, administering the
emergency contraceptive pill or recording weight and blood pressure of patients of patients as
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part of their medical review for repeat prescriptions of the contraceptive pill. Nevertheless, RN
participants did not engage with their young patients about sexual health assuming that any
concerns of the patient regarding sexual health had already been addressed by the doctor.
Although the RNs were unaware of exactly what had been discussed with the doctor, they did
not believe that they needed to ensure the patient‘s understanding, information requirements
or any concerns regarding their sexual health.
6.2.4 Summary
In summary, the key findings of this study are that RNs in PHC are not equipped to engage with
youth in discussions about sexual health. Registered nurses lack the confidence to actively
initiate discussions about sexual health with youth in their daily practice. Education in the
knowledge and skills required for RNs to provide safe and effective sexual healthcare to youth
in PHC is inadequate in undergraduate, postgraduate and professional development
programmes for nurses. There is a lack of governmental priority given to addressing the sexual
health needs of NZ youth which creates barriers for RNs engaging with youth about sexual
health, in the form of lack of resources, time, funding and professional development. There is
also confusion amongst RNs about their role in the provision of youth sexual healthcare in
PHC. Many participants believe that the medical doctor should address youth sexual health
needs and that it would be inappropriate for the RN to raise the subject again, despite not
knowing exactly what, if anything, had been addressed during the youth’s appointment with
the medical doctor.

This study has identified that in order to facilitate sexual health in youth, RNs in primary health
care need to be supported in becoming culturally aware, to have specific educational needs
met, to be better resourced at a national and a local level, to be clear about their legal and
ethical responsibilities and able to meet the standards of care required of an RN. The following
sections will outline implications of the findings of this study and recommendations for nurse
education, clinical practice and further research.

6.2 Implications for nurse education
Education of nurses in sexual health, sexuality and youth health is inadequate in preparing RNs
to engage with youth about sexual health. The WHO (2015) recommends that education in
youth sexual health and sexuality should commence in undergraduate education and be
mandatory in post registration education of those working in PHC. The skills, knowledge,
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attitudes and experiences to meet WHO (2015) and NYNSKF (Kekus, et al., 2014) competencies
need to be included in the undergraduate curriculum and included in the Nursing Council of
New Zealand competency requirements for the NZRN workforce.

Nurses need to be better prepared to address youth sexual health (Bell & Bray, 2014; Lim,
Brown, & Jones, 2013; Tsai et al, 2013; Washington & Pereira, 2012). Nurses need to feel safe
and supported in order to acknowledge their own attitudes and values regarding sexual health
behaviours and in becoming culturally aware (Ramsden, 2002). Tsai et al., (2013) note that
nurses must be taught to respect the differences in acceptability regarding sex and sexuality
within different cultures. Lim et al., (2013) add that nursing education needs to acknowledge
the increasing normality of a range of sexual expression and practices. Betony and Yarwood
(2013) suggest that the number of PHC clinical placements be increased in undergraduate
nursing programmes. Consistency in the type of PHC placements included in the education of
all nurses would provide the opportunities to gain experience and skill in the provision of
youth sexual health in the community (Betony & Yarwood, 2013).

Registered nurses practising in PHC must be able to undertake regular professional
development in the provision of sexual healthcare to youth. These sessions could focus on;
legal and ethical issues regarding youth sexual health, specifically in terms of the youth’s right
to consent and rights to confidentiality, understanding youth health-risk behaviours and the
complexity of youth health needs, how to communicate with youth, and the cultural and
ethnic influences on youth sexual health provision. Further, these sessions must be made
easily accessible to RNs practising in PHC and their attendance of these sessions given priority
or become mandatory.

The undergraduate and postgraduate education of NZ nurses must emphasise the Nursing
Council of New Zealand (2011) description of culture which respects the uniqueness of the
individual including gender, gender identity, sexual orientation and age. There is a great
diversity of cultural and ethnic needs within the NZ population which need to be addressed
in the education of nurses (Betony & Yarwood, 2013). Registered nurses have identified
specific unmet educational needs regarding the provision of sexual healthcare to youth;
legal and ethical issues, youth health-risk

behaviours,

youth

healthcare,

how

to

communicate with youth and cultural issues. These educational deficits need to be addressed
in undergraduate and postgraduate nursing education and through professional development.
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6.2.1 Recommendations for nursing education
1

Education in youth sexual health and sexuality is a high priority and is included in
undergraduate nursing programmes

2

Increase clinical placement experiences in addressing youth and sexual healthcare
needs in PHC settings during undergraduate nursing education

3

Education in youth health and youth sexual health is included in the professional
development of all RNs practising in PHC

4

Nursing education acknowledges that gender, gender identity, sexual orientation and
age are all part of cultural identity as defined by the Nursing Council of New Zealand
(2011)

5

All levels of nursing education (undergraduate, postgraduate and through professional
development) includes,
i.
ii.
iii.
iv.
v.
vi.

6

cultural self-awareness through reflection
cultural influences on youth sexual health provision
legal and ethical issues regarding youth sexual health
understanding youth health-risk behaviours and the complexity of youth
health needs
skills for effective communication with youth
use of screening tools such as HEADDSS assessment

That the Nursing Council of New Zealand competencies for RNs be supplemented to
include competencies required to address youth healthcare needs as outlined in the
NYHNKSF document (Kekus et al., 2014).

6.3 Implications for practice
Registered nurses working in PHC need be able to engage with youth in discussions about
sexual health in order to improve health outcomes of NZ youth. Addressing youth sexual
health must be a priority in PHC, in order for RNs to be better resourced to initiate discussions
about sexual health with youth and to implement opportunistic nurse-led sexual health
screening programmes as part of the holistic care offered to youth in PHC.

Registered nurses must have the confidence and competence to actively initiate discussions
with youth about sexual health, having legal obligations and professional responsibilities to do
so (Health and Disability Commissioner, 2015; Nursing Council of New Zealand, 2012b). To
ensure that RNs are also able to meet the ethical principles of beneficence (doing good),
nonmaleficence (doing no harm) and justice (fair practice) (New Zealand Nurses Organisation,
2010, pp. 15-16), they need support to be confident, equipped and able to engage with youth
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in open and honest discussions about sexual health and sexuality (Denny et al., 2013; Hart et
al., 2012; Stokes & Mears, 2010).

An increased awareness of the need to improve the sexual health of NZs youth population is
required in PHC. It is vital that education relating to youth sexual health be recognised as a
priority area in the professional development of RNs in PHC.

Sexual health policies need to be kept updated and readily accessible for RNs discussing sexual
health when providing healthcare to youth. The availability of sexual health screening tools,
and education in their use, would also improve RN confidence in discussing sexual health with
youth.

There needs to be clear and constant communication between health professionals in PHC
regarding the role of the RN in relation to the provision of youth sexual health. Registered
nurses in PHC settings must be empowered and supported by their employers to discuss
sexual health concerns with youth.
6.3.1 Recommendations for practice
1

Youth sexual health and well-being is prioritised in primary healthcare services

2

Improved support and resources for RNs practising in PHC to provide opportunistic
youth sexual healthcare, such as longer appointment times, availability of and
education in sexual health screening tools such as the HEADDSS assessment and
current youth health focused policies

3

Policies need to be implemented into PHC settings which ensure RNs are able to meet
these expectations and meet the competencies required to maintain their scope of
practice

4

Implementation of nurse-led opportunistic sexual health screening programmes for
youth in primary healthcare

5

Improved access and availability of professional development in youth sexual health

6.4 Implications for research
Further research is needed into the effectiveness of specific education programmes to
increase the confidence levels of RNs practising in PHC in engaging with youth regarding sexual
health. This could be in the form of an intervention study, with RN participants being surveyed
or interviewed pre and post receiving education in youth sexual health, to observe any change
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in the practice of the participants. Research is also required to ascertain whether providing
cultural awareness education and education in legal and ethical issues improves confidence
levels of RN when they are communicating with youth about sexual health in PHC. Research
which explores youth perception and expectations of sexual healthcare provision in PHC would
also be beneficial.
6.4.2 Recommendations for research
1

Evaluation study into the effectiveness of specific education programmes in increasing
the confidence of RNs engaging with youth about sexual health in primary healthcare
settings

2

Youth perception and expectations of sexual healthcare provision in primary health

6.5 Limitations of the study design
Reviewing the design of a study as part of the research process is important not only in
establishing validity, reliability and credibility, but also in facilitating the creation of reliable
and valid instruments of data collection for future research (Schneider, Whitehead, &
LoBiondo-Wood, 2012). Establishing the credibility of a study permits generalisation of its
findings and external validity. The verification of external validity supports the application of
the findings of the study to clinical practice (Schneider et al., 2012).

Initially, during Phase One of the study a quantitative survey (Appendix 1), accessed by
participants via SurveyMonkeyTM, was used to collect data for the study. Although a
quantitative survey can produce a large amount of data, surveys are likely to lack the depth of
detail provided by the qualitative interview method (Kelly, et al., 2003). To provide richer data,
the survey included open-ended questions allowing the participants to add their own
comments (Kelly, et al., 2003). Some of the responses to the online survey were contradictory;
in order to clarify perceptions of the participants individual semi-structured interviews were
added in Phase Two of the data collection.

There was a poor response rate to Phase One of the study which may have been the result of
“survey saturation” (McPeake, Bateson, & O’Neill, 2 14, p. 25) as nurses are asked to
participate in increasing numbers of on-line surveys. A result of survey saturation is that nurses
will complete only those surveys which are mandatory or are of great interest to them which
could result in an element of selection bias (Jones et al., 2008.; McPeake et al., 2014)
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Some incomplete responses to the survey (Appendix 1) were received. This may have been
due to potential participants being interrupted whilst completing the survey and then not
having a chance, or forgetting, to return to finish. These surveys were submitted incomplete
and were excluded from the study. McPeake et al. (2014) suggest that potential participants
prefer to complete and return paper surveys. Some potential participants may have had
concerns regarding confidentiality over the internet and so elected not to participate, while
others may not be confident in its use. The provision of the option to complete a paper survey
may have increased the number of complete responses returned.

6.6 Concluding comments
The number of youth attending PHC with STIs is a “very significant” concern in New Zealand
(Azariah et al., 2013, p. 145). Opportunistic sexual health screening led by RNs practising in
PHC has been shown to be both successful (Azariah et al., 2013) and acceptable by the youth
population (Hogan, Howell-Jones, Pottinger, Wallace, & McNulty, 2010). Registered nurses
need to feel confident to initiate discussions about sexual health in order to improve health
outcomes of youth. However, this study shows that many RNs are not equipped, and lack
confidence to provide culturally safe, effective sexual healthcare to youth in primary
healthcare. For this to change, RNs in primary health care must be educated, resourced,
empowered and supported to provide effective sexual healthcare to youth in PHC.
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8.0 List of Appendices
Appendix 1: Online survey

Dear Registered Nurse in primary health care
My name is Rhiannon Martel. I am a masterate research student at the School of Nursing,
Faculty of Health Sciences at Eastern Institute of Technology, Hawkes Bay but am based in
Auckland.
I am conducting research about registered nurses in primary health care and their engagement
with youth about sexual health.
You are invited to participate in this study as you are a registered nurse working in a primary
health care setting within this primary healthcare organisation.
The attached “Information for Participants” outlines your rights under the Health and
Disability Commissioner Code of conduct. If you choose to participate in this study, the survey
can be accessed via the link below. Clicking on the link and completion of the survey will be
taken as your consent to participate in the study.
The survey takes 10 minutes to complete and will remain open for a period of two weeks. Your
responses before the 8th of September 2014 would be much appreciated.

https://www.surveymonkey.com/s/XCXNCHF
Many thanks for your time.
Rhiannon Martel
MN student
School of Nursing
EIT
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Pleasetell me alittleaboutyourself:
1. Gender – Please circle appropriate answer
Male or Female or Other
2. Birth year: please complete 19
3. Ethnicity - Please circle all that apply
New Zealand European
Other European(please specify country below)
New Zealand Māori
Cook Island Māori
Pasifika (please specify country below)
Fijian Indian
Chinese
Korean
Filipino
Indian
Other Asian(pleasespecifycountrybelow)
African(pleasespecifycountry below)
Other (please specify)
4.

How long have you been a registered nurse?
Years

5.

Months

How long have you been in your current role?
Years

Months

6. What is your first nursing qualification? Please circle appropriate answer
Hospital Certificate
Diploma of Nursing
Bachelor Degree
Other (please specify)
7.

Do you have any postgraduate qualifications? Please circle appropriate answer
Yes or No

8.

If yes, please circle your highest postgraduate qualification
Postgraduate Certificate
Postgraduate Diploma
Master’s Degree
Doctoral Degree
Other (please specify)
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9. In your pre-registration training was sexual health education provided? Please circle appropriate answer
Yes or No
If yes, what education was provided?

10. In the past 5 years, have you completed any professional development in youth sexual
health? Please circle appropriate answer
Yes or No
If yes, please explain what this was
11. Pleaseindicateyourlevelofagreementwiththefollowingstatements: (pleasetickappropriate
answer: Strongly disagree, Disagree, Unsure, Agree, Strongly agree)
I am confident taking a sexual history from youth
I am confident my knowledge of sexually transmitted infections is adequate for me to
give advice to youth
I am confident that my understanding of contraception regarding youth is adequate for
me to give advice to you
I am confident that my knowledge of the law regarding the provision of sexual health
education to youth is adequate
I am confident that my knowledge of the law regarding confidentiality and youthis
adequate
I am confident my understanding of the rights of consent regarding youth is adequate

12. Some registered nurses feel uncomfortable discussing sexual health issues withyouth
because of some of the reasons below. Please tick any of the following which apply to
you (you may select more than one)
Concern about youth’s legal ability to give informed consent
Concern about the legality of giving contraceptive advice
Concern about the ethical and legal requirements ensuring confidentiality for youth
Lack of health practitioner knowledge about youth sexual health
Ethnicity difference between health practitioner and youth
Sexual orientation difference between health provider and youth
Gender difference between health practitioner and youth
Lack of time for consultation with youth
None of the above
If there are other reasons that concern you, please add here
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13. Please indicate any of the following professional development topics that you believe would
increase your comfort in discussing sexual health with youth (Please tick as many as apply to
you)
Cultural issues regarding the provision of sexual health advice to youth
Working with gay, lesbian, bisexual or transsexual youth
Youth sexual development
Youth psychological development
Legal and ethical issues regarding the provision of sexual health advice to youth
None of the above
If there is anything else that you believe would increase your comfort level in discussing sexual
health with youth, please add here
14. What would improve your comfort level when engaging youth in discussions about sexual
health? (you may select more than one)
Development of educational youth focused resources about sexual health
Updated sexual health policies by your employer
Use of a sexual health screening tool, for example HEADDSS assessment
Computer template as a guide for questions to ask
Collaboration with other providers in your area
None of the above
If there is anything else that you believe would increase your comfort level in discussing sexual
health with youth, please add here
15. Some health professionals have ongoing systems in place that support their ability
to engage youth in discussions about sexual health. Please indicate how useful the following
interventions are or would be, in increasing your comfort when engaging youth in discussions
about sexual health. (not useful at all, not useful, unsure, useful, very useful)
Regular reflections of practice and case reviews with colleagues
Regular debriefing or supervision allowing the sharing of experiences
Role play with colleagues (eg. taking sexual history, answering questions about sexual
health)
Access to educational materials about youth sexual health aimed at health professionals
Support from other sexual health providers in your area
If there is anything else you find or have found useful please add here
16. In discussion with youth during a consultation, how likely (Please tick the appropriate answer:
Highly unlikely, Unlikely, Unsure, Likely, Highly Likely) are you to,
Use open questions, such as what?, how?, in what way?
Ask youth directly about their sexual health
Raise topic of sexual health early in consultation i.e. within the first 5 minutes
Acknowledge positive sexual behaviours, such as contraception use, condom use
Use plain language that youth will understand
Reinforce with youth that confidentiality will be maintained
If there are any other communication strategies you have found or find useful, please add here

Thank you for completing this survey – your time is appreciated.
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Appendix 2: Semi-structured interview questions
1. The majority of participants indicated in the survey that they are comfortable with
their knowledge of sexually transmitted infections and contraception, yet they
also indicated they would like more professional development in youth sexual
health and in youth health – what are your thoughts on this?
2. The majority of participants indicated in the survey that they are confident in their
knowledge of the legal and ethical issues around providing sexual healthcare and
education to youth but most RNPHS want more education in these areas – Please
discuss
3. The majority of participants indicated that they have no concerns about discussing
sexual health with those of different culture and yet the majority want more
education in cultural issues – why do you think this is the case?
4. The majority of participants indicated that they feel collaboration with other
services providers would not improve their comfort level in engaging with youth in
discussions about sexual health, although the majority of RNPHS say that support
from other service providers would be a useful strategy for support – please
discuss
5. The majority of participants indicated that updated workplace policies, screening
tools and computer templates would improve their confidence in providing sexual
healthcare to youth – What screening tools are you aware of?
6. Please discuss the prioritisation of sexual health in primary healthcare provision to
youth

7. The majority of participants indicated that support from their own colleagues
would be a useful strategy to facilitate their engagement about sexual health with
youth. Please discuss facilitators and barriers to collegial support
8. Please make any further comments on this study “What facilitates registered
nurses in primary healthcare settings engaging with youth in discussions about
sexual health?”
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Appendix 3: Advertorial in LOGIC magazine

Are you a registered nurse practising in primary healthcare?
What we know

We need your help!

NZ has poor youth
sexual health rates

A research project is being undertaken, exploring primary health nurses

On average primary
healthcare providers
engage with youth
about sexual health for
less than a minute

engagement with youth about sexual health.

Youth want to talk to
primary health
providers about their
sexual health, if the
topic is raised by the
provider

informed, healthy decisions regarding their sexual health.

This research will help registered nurses empower youth to make

My name is Rhiannon Martel and I am a Masters’ research student at the
School of Nursing, at Eastern Institute of Technology (EIT), Hawkes Bay. I
am conducting research (ethical approval ref EIT 21/14) about registered
nurses in primary healthcare and their engagement with youth about

sexual health.
For further information regarding this research please contact me: marter1@student.eti.ac.nz
OR my supervisor at EIT: Ruth Crawford, rcrawford@eit.ac.nz
Interested in taking part in this study??
Please complete a short online survey, which will take you approximately 10 minutes.
Here is the link to the survey:
https://www.surveymonkey.com/s/XCXNCHF
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Appendix 4: Introduction letter to PHO’s

Dear registered nurse in primary health care
My name is Rhiannon Martel. I am a Masterate Research student at the School of Nursing,
Faculty of Health Sciences at Eastern Institute of Technology, Hawkes Bay but am based in
Auckland.
I am conducting research about registered nurses in primary health care and their engagement
with youth about sexual health
You are invited to participate in this study as you are a registered nurse working in a primary
health care setting within this primary healthcare organisation.
The attached Information for participants form outlines your rights under the Health and
Disability Commissioner Code of conduct. If you choose to participate in this study, the survey
can be accessed via the link below. Clicking on the link and completion of the survey will be
taken as your consent to participate in the study. Should you decide not to participate, this will
not affect your employment in any way.
https://www.surveymonkey.com/s/ZPVMHHZ
Many thanks for your time.
Rhiannon Martel
MN student
School of Nursing
EIT

Thank you for your time and interest in this study.
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Appendix 5: Information sheet for Research Participants

Date:

Project Title:

19 May 2014

Registered Nurse engagement with youth about sexual health in primary health care

To:

Registered Nurses working in a primary health caresettings

Researcher(s):

Rhiannon Martel

Affiliation:

Masterate Research Candidate, Eastern Institute of Technology (EIT)

Description of the research:
To describe what facilitates registered nurses in primary health care settings engaging with youth about sexual health
What will participating in the researchinvolve?:
If you choose to participate in this study, you will be asked to complete an online survey. The survey has questions, and will take
approximately 15 minutes to complete.
What are the benefits and possible risks to you in participating in this research?
There are no risks in participating in this research. Potential benefits are a greater awareness and understanding of facilitating
discussing sexual with youth in your nursing practice.
Your rights under the Health and Disability Commissioner’s Code of Rights:




You do not have to participate in this research if you do not wish to, this will not affect your employment in any way.
You may request a summary of the completed research.
You have the right to complain, again this will not affect your employment in any way

For full list of rights please go to; http://www.hdc.org.nz/media/24833/leaflet%20code%20of%20rights.pdf
For Te Reo version of HDC rights ; http://www.hdc.org.nz/media/2534/maori.pdf
For Chinese version of HDC rights; http://www.hdc.org.nz/media/2552/chinese_simple.pdf
Confidentiality:
No identifying data is requested in the questionnaire
If you wish to participate in this research, or if you wish to know more about it, please contact

Contact Person:
EIT School/Section:
Work phone #
Mobile phone #

Rhiannon Martel
School of Nursing, Faculty of Sport Science, EIT
Email address
marter1@student.eit.ac.nz
0274461683

Supervisor Name(s):

Ruth Crawford

Work phone #

06 974 8000 Extension
5401

Email address

rcrawford@eit.ac.nz

Head of School/Manager:
Dr. Rachael Vernon
Work phone #
06 974 8000 Ext 5037
Email address
rvernon@eit.ac.nz
For any queries regarding ethical concerns, please contact: Chair, Research Approvals Committee, EIT. Ph. 974
8000
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Appendix 6: Pilot study feedback form
Pilot study feedback for Rhiannon
Thank you for your help!
Thank you for taking the time to complete the pilot survey for me. I would be really grateful if
you answer just five more questions to help me refine and improve the survey. Please be
honest, the purpose of this exercise is to make the survey better

1. What was your first impression of the survey?
2. How long did it take you to complete the survey?

3. The survey itself • did you find
Instructions were easy to follow

Yes No

The length of the survey was about right

Yes

No

If you answered 'No' to any of the above please can you tell me a bit more about your
reasons?

4. Did you find
any of the questions insulting? Yes

No

any of the questions irrelevant? Yes

No

If you answered 'Yes' to any of the above please can you tell me a bit more about your
reasons?
5. If you have any other comments or suggestions about the survey please could you add them
here?

Once again thank you for your help
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Appendix 7: Pilot survey response - Te Kaahui Ora Māori Health

Sent: Tuesday, 1 July 2014 3:12 p.m.
To: Rhiannon Martel
Subject: RE: Huge favour for Rhiannon???

Apologies Rhiannon, I have been away on AL and only returned today.
In response to your letter below, it is very appropriate, and user friendly. Not tedious to
respond too either.
.

From: Rhiannon Martel
Sent: Wednesday, 18 June 2014 1:08 p.m.
To:

)

Subject: Huge favour for Rhiannon???

Kia Ora

,

I am now at the stage of piloting my survey for my research and I wondered if you would mind
helping me with that as per the letter below…..
The survey takes about 10 minutes and the feedback form a lot less!
Thanks
Rhiannon
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Appendix 8: Approval from EIT Faculty Academic Committee

119

Appendix 9: Approval EIT Research Ethics and Approvals
Committee
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Appendix 10: Support for study by Te Kaahui Ora Māori Health

From:
Sent: 22 May 2014 15:02
To: Rhiannon Martel
Cc:
Subject: RE: Rhiannon Martel Support for research
Kia ora Rhiannon,
following our discussion in relation to your research study, I would like to respond by offering
my support. I am aware there is potential for Maaori Nurses to be included in the sample
group and I am happy to assist you in finding them and guiding you through the process of
Kaupapa Maaori methodology when working with Maaori.
Kia pai tou raa, (have a great day)

Nurse Leader
Te Kaahui Ora Maaori Health

121

Appendix 11: Confirmation approval from PHO2

From:
To: Rhiannon Martel
Subject: RE: Survey
Date: Tuesday, 1 July 2014 4:16:06 p.m.

Hi Rhiannon
I have got the approval to send your survey out which I have done this afternoon. I did inform
all the practice nurses to please complete by 7th July.
Let me know what response you get.
Regards
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Appendix 12: PHO flier for education evening and newsletter
Did you know?
1

•

New Zealand has one of the worst rates of sexually transmitted infections in the OECD countries

•

New Zealand has second highest rate of births to youth .

•

The incidence of chlamydia in New Zealand is four times that of Australia and The United Kingdom (UK)

2

and it is double that of the United States of America
•

3
4

Chlamydia is the most common STI in New Zealand and 70% of those who have chlamydia areyouth .

For the majority of New Zealand’s youth:
5



Their family primary healthcare centre is the preferred access to health care



Youth would be happy to discuss sexual health, if the subject were raised by the primary healthcare
provider

6,7,8,

However, discussions with youth about sexual health issues are not initiated by providers in primary healthcare
settings

7, 9

We know:
•

Barriers exist for initiating sexual health discussions, for both provider & youth

What we would like to know is:
How do we facilitate primary healthcare providers to initiate discussions about sexual health with youth??

AND SO I AM ASKING FOR YOUR HELP!................
Please take ten minutes of your time to complete an online survey:
https://www.surveymonkey.com/s/XCXNCHF
Thank you for your time and interest in this research
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Appendix 13: Ethics approval to add follow up interviews
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Appendix 14: Participant Information for interview participants
Project Title:

Registered Nurse engagement with youth about sexual health in primary health care

To:

Registered Nurses working in a primary health care settings

Researcher(s):

Rhiannon Martel

Affiliation:

Masterate Research Candidate, Eastern Institute of Technology (EIT)

Description of the research:
To describe what facilitates registered nurses in primary health care settings engaging with youth about sexual
health

What will participating in the research involve?
You will take part in a semi-structured interview with the researcher. The interview which can be face to face or
via the telephone will last no more than 30 minutes and will be recorded

What are the benefits and possible risks to you in participating in thisresearch?
There are no risks in participating in this research. Potential benefits are a greater awareness and
understanding of facilitating discussions about sexual health with youth in your nursing practice.
Your rights under the Health and Disability Commissioner’s Code of Rights:




You do not have to participate in this research if you do not wish to, this will not affect your employment
in any way.
You may request a summary of the completed research.
You have the right to complain, again this will not affect your employment in any way.

For full list of rights please go to; http://www.hdc.org.nz/media/24833/leaflet%20code%20of%20rights.pdf
For Te Reo version of HDC rights ; http://www.hdc.org.nz/media/2534/maori.pdf
For Chinese version of HDC rights; http://www.hdc.org.nz/media/2552/chinese_simple.pdf
Confidentiality:
No identifying data is requested in the interview, recoding and paper transcripts will be destroyed once uploaded
onto a password protected computer.
If you wish to participate in this research, or if you wish to know more about it, please contact
Contact Person:
Rhiannon Martel
EIT School/Section:
School of Nursing, Faculty of Sport Science, EIT
Work phone #
Email address
marter1@student.eit.ac.nz
Mobile phone #
Supervisor Name(s):
(if applicable)
Work phone #

0274461683
Ruth Crawford
06 974 8000 Ext 5401

Email address

rcrawford@eit.ac.nz

Head of School/Manager:
Dr. Thomas Harding
Work phone #
06 974 8000 Ext 5037
Email address
For any queries regarding ethical concerns, please contact: Chair, Research Approvals Committee, EIT. Ph. 974 8000
This study has been approved by the EIT Research Ethics and Approvals Committee on 30/05/2014 Reference 21/14
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Appendix 15: Consent form for interview participants

CONSENT FORM

Project Title: Registered Nurse engagement with youth about sexual health in primary health
care

Researcher: Rhiannon Martel, MN student, EIT Hawke’s Bay

I have read and I understand the Information for Research Participants sheet dated 15
September 2014 for volunteers taking part in this study. I have had the opportunity to discuss
this study and am satisfied with the answers I have been given.

I understand I am able to withdraw all of my information until 20 October 2014

I understand that taking part in this study is voluntary (my choice) and that I may withdraw
from the study at any time and this will in no way affect my employment.

I understand that my participation in this study is confidential and that no material which
could identify me will be used in any reports on this study.

I have had time to consider whether to take part, and know who to contact if I have any
questions about the study.

I agree to take part in this research
Yes

No

I consent to my interview being audiotaped





I wish to receive a summary of the results





Signed:
126

Name:

Signature of Research Participant’s Support Person (if applicable)

Date:

Witness:
I as researcher undertake to maintain the confidentiality of information gather during the
course of this research.
Signed

Dated

This study has been approved by the EIT Research Ethics and Approvals Committee on
30/05/2014 Reference 21/14
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Appendix 16: Approval from employer of RN 2, 3 & 4

From:
To: "rhiannon martel"
Subject: RE: Help with my research!
Date: Tuesday, 7 October 2014 2:08:16 p.m.
Rhiannon
I’m impressed with your study – do talk to the nurses
Best wishes

k
Auckland
New Zealand
Ph (b) 09 537 4980 (mobile) 0274 733 864
From: rhiannon martel [mailto:rhiannonmartel@xtra.co.nz]
Sent: Tuesday, 7 October 2014 1:41 p.m.
To
Subject: Help with my research!
Hi
Well I have taken on my masters and I am looking at “the engagement of registered nurses
working in primary healthcare settings with youth in discussions about sexual health.” I have
done a survey through Survey Monkey but have collected some ambiguous data and nowhave
ethical approval from the University to discuss this with some RNs working in Primary
Healthcare. I would like to speak to three or four more and wondered if you would allow meto
contact your nurses and invite them to take part?
The discussions take about 20 minutes (max) and information and a consent form are
attached!
Hope all is well
Regards
Rhiannon Martel
MN student
EIT
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Appendix 17: Research proposal for addition of follow up
interviews
Dear Jeanette
Re: Ethics Approval 21/14
Registered Nurse engagement with youth about sexual health in primary healthcare
My study was approved by the Eastern Institute of Technology Research Ethics and Approvals
Committee on 30/05/2014. Approval was gained to collect data using an online survey..
However I would like to request further ethical approval to carry out follow-up interviews with
six to eight registered nurses working in primary health care settings. The rationale for this
change is that responses to the survey received suggest that there are further questions that
would be best answered in an interview format.

Participants for the proposed interviews will be recruited using a snowballing method where
the researcher makes contact with a registered nurse (RN1) who was interested in
participating in the study. Holding a current APC and working in a primary healthcare setting,
RN1 will meet the inclusion criteria for this part of the research. RN1 will then inform their
colleagues and contacts and put anyone interested in touch with the researcher, and they will
then be given a copy of the Participants Information sheet (attached). These contacts then
give details of the study to their contacts and so on. Prospective participants will be asked to
contact the researcher, who will ensure they have read the Participant Information sheet, and
then after a period of time, sign the consent form

The semi-structured interviews will last no more than 30 minutes and be held face to face or
via telephone according to the preference of the participant. The interview will then be
transcribed omitting any identifying information and data will be stored on the researcher’s
password protected computer. The paper copies and recordings will be destroyed. In
accordance with Rule nine of the Health Information Privacy Code (1994), the transcriptions on
the computer will be stored for a minimum of 5 years after the research project is completed.
Thank you for your assistance in this matter, I look forward to hearing from you.
Regards

Rhiannon Martel
MN student
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