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Abstract
{ TC "Justification for the Study" \f C\1 "1" }

The purpose of this study was to examine the opinions of current clients of
the sexual health clinics operated by the Simcoe Muskoka District Health Unit (SMDHU)
concerning the existing delivery of clinic service. The SMDHU is mandated to provide
contraceptive and sexually transmitted infection (STI) services for vulnerable groups,
including adolescents. Contraceptive services are limited to those aged 20 and younger,
while STI services are provided for all ages. The SMDHU has targeted the adolescent
population for its sexual health services, particularly its birth control services, as youth
are among those at highest risk of negative consequences associated with unplanned
pregnancies and STIs.

Study objectives were to determine the types of service that the clients of the
sexual health clinics felt they required; to determine which aspects of service the clients
perceived as most important; and to determine the level of client satisfaction with the
clinic locations, service availability, confidentiality, as well as staff attitudes and
knowledge.

A survey was developed by the researcher to obtain information from clinic
clients including demographics, the specific needs that prompted a clinic visit and the
reasons for choosing the sexual health clinic to meet these needs. Respondents were
asked to choose and rank the most important aspects of clinic service and to evaluate
satisfaction with wait time, clinic location, ease of access, staff attitudes, confidentiality
and satisfaction with treatment received. Open-ended questions included the opportunity
to providé an opinion about the clinic location and a question asking what was most and

least liked about the clinic visit.



Data were collected from 161 clinic clients over a 12 week period, with
participants from each of the seven clinic locations. The age of respondents ranged from
13 to 63 years of age with a mean age of 22 and a median age of 20 years. The majority
of clinic visits were made for STI testing or treatment (59.6%), with 36% seeking birth
control, and 6.2% of clients wanting counselling or information. The proportion of STI
visits increased with client age, while younger clients were more likely to attend clinic
for birth control services.

The most important and best liked features of the clinic service were found to be the
availability of a female provider, the respectful, non-judgemental attitudes of clinic staff,
the comfortable clinic atmosphere, confidentialit'y and the ability to receive the desired
care or treatment. Overall client satisfaction was high. The majority of participants were
pleased with the clinic location, the speed of service, the availability of clinic
appointments, the level of confidentiality and the care received. Most survey respondents
indicated satisfaction with staff attitudes, knowledge and behaviour.

Study recommendations include strengthening community partnerships to better co-
ordinate delivery of sexual health services, increasing the advertising of clinic services,
and expansion of services to Huntsville. In order to continue to provide services in an
appropriate and sensitive manner, the sexual health program must continue to support
staff development through in-services and opportunities for staff to attend conferences
dealing with adolescent sexuality.

Further research should include surveying youth and adolescents in the community to
assess the level of awareness of clinic service, the accessibility of current clinic locations,

and the perceived sexual health needs of the target population. Another important area for



future research is to evaluate the outcomes of sexual health clinic service including

increased knowledge and intent to practice safer sex.
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CHAPTER 1: INTRODUCTION TO THE STUDY{ TC "CHAPTER 1:
INTRODUCTION TO THE STUDY"\fC\l "5" }
Statement of the Purpose{ TC "Statement of the Purpose" \f C\l "1" }

There are challenges in the delivery of sexual health services across the
geographically large and primarily rural area served by the Simcoe Muskoka District
Health Unit (SMDHU). Equitable access is one of the greatest of these challenges,
particularly when the target population for this service is comprised of adolescents and
young adults. Since 2001, there have been significant changes in sexual health clinical
service delivery. For example, the number of clinics was expanded from 2 to 7 locations,
and the SMDHU merged with the Muskoka District Health Unit. With that merger,
Simcoe and Muskoka saw changes in services and service delivery. This survey is being
conducted as part of a larger evaluation of these changes and the sexual health program.
The purpose of the client survey is to determine the extent to which the sexual health
clinic services provided by the SMDHU are meeting the perceived needs of its clients.

Objectives of the Study{ TC "Objectives of the Study" \f C\l "1" }
To determine the types of service that the clients of the sexual health
clinics feel they require.
To determine which aspects of service delivery are perceived as the most
important to the clients of the sexual health clinics.
To determine the level of client satisfaction with the clinic locations,
service availability, confidentiality, and staff attitudes and knowledge.

Conceptual Framework



The organizing framework for this study is Pender’s revised health promotion
model (HPM; Pender, 2002; Pender, Murdaugh, & Parsons, 2002). This model outlines
the influence of individual characteristics and experiences, as well as behaviour-specific

cognition and affect on health-promoting behaviours (see Figure 1).

INDIVIDUAL BEHAVIOUR SPECIFIC BEHAVIOURAL
CHARACTERISTICS COGNITIONS OUTCOME
AND EXPERIENCES AND AFFECT
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Figure 1. Pender’s revised health promotion model.{ TC "Figure 1. Pender’s revised

health promotion model." \f B\l "1" }
Source: Pender (2002).

According to the HPM, individual characteristics are the sociocultural beliefs and
biological and psychological characteristics unique to each person. These characteristics,
along with the prior related behaviours and experiences of the individual, are powerful
influences on the level of motivation a person requires before adopting or rejecting a

particular health-promoting behaviour (Pender et al., 2002).



Regarding sexual health behaviours, prior experiences may include such factors
as the age of first sexual experience, the number of sexual partners, previous experience
with contraception, involvement in high-risk behaviours such as alcohol or drug abuse,
and personal history of sexual abuse or violence. Personal factors influencing sexual
health behaviours may include beliefs about sexuality; sexual identity and orientation;
and the individual’s personality, genetic makeup, and physical and cognitive abilities.
These characteristics and experiences interact with interpersonal and situational
influences to shape behaviour.

Interpersonal influences include the positive or negative effects of family, friends,
and role models, as well as the perceived norms within the community and other
significant people, including health care providers. Social support is another interpersonal
influence that can play a significant role in promoting a healthy lifestyle. When
individuals are part of a supportive social group, they may be able to access resources
that will help them to accomplish their personal health goals. Situational influences
include such factors as perception of available options, accessibility of resources, and
features of the surroundings that may impact behaviour (Pender, 2002).

The HPM (Pender, 2002) describes four behaviour-specific variables that
influence the level of engagement in health-promoting behaviours: (a) perceived benefits
of action, (b) perceived barriers to action, (c) perceived self-efficacy, and (d) activity-
related affect. Perceived benefits of action are positive mental images concerning the
personal consequences of adopting a particular behaviour. Perceived barriers to action are
real or imagined impediments that may reduce the commitment to a plan of action.

Perceived self-efficacy is the individual’s belief in the ability to make a behaviour change



or adopt a health lifestyle. Activity-related affect refers to the subjective feelings
experienced before, during, and after an activity. These variables, in combination with
interpersonal and situational influences, determine one’s commitment to a plan of action.
This commitment can be modified by competing demands, over which an individual has
little control, and preferences, over which the individual has a higher level of control
(Pender et al., 2002).

This framework is useful in understanding the complexity and interrelated nature
of the variables that impact health service utilization and effectiveness. Interpersonal and
situational influences play important roles in determining if those who might benefit from
clinic attendance will seek service. For example, if clients perceive clinic services to be
acceptable and easy to access, it is more likely that they will make the effort to attend
clinic and possibly to follow through with advice or treatment.

Behaviour-specific variables are powerful motivators that are, in many cases,
amenable to change, thereby allowing service providers the opportunity to encourage
their clients to engage in positive behaviours. Before they can commit to a health-
promoting behaviour such as practising safer sex, it is crucial that the clients see the
personal benefits to doing so and have an adequate perception of their ability to put the
desired behaviour into action. Clients who doubt their ability to follow through with an
action plan such as using a particular method of contraception correctly are unlikely to
succeed. Perceived barriers can be addressed by a skilled clinician through exercises in
problem solving or role-playing. Addressing perceived barriers in this way is often useful
in helping clients deal with relationship issues such as negotiating sexual limits. Activity-

related affect may include the clients’ subjective feelings associated with clinic



attendance. If the clients feel welcome, secure, and supported, they will have positive
feelings related to the clinic visit and be more likely to commit to health-promoting
behaviours.

These four variables are interrelated, and they all have direct and indirect
influences on behaviour. For example, positive affect toward a behaviour results in fewer
perceived barriers and greater perceived self-efficacy, leading to an increased likelihood

of commitment to action and actual performance of the desired behaviour (Pender, 2002).



CHAPTER 2: LITERATURE REVIEW{ TC "CHAPTER 2: LITERATURE REVIEW"
\fC\A"5"}
Introduction{ TC "Introduction" \f C\l "1" }

A critical review of current literature is the basis for the survey. The review starts
with a definition of sexual health. It includes an overview of the sexual health status of
Canadians, particularly of Canadian youth; an examination of trends in sexual behaviour,
sexually transmitted infections (STIs), and teen pregnancy; and a review of the evidence
concerning knowledge of sexuality among secondary school students. Factors commonly
identified as influencing the accessibility and acceptability of sexual health services are
discussed, as are common barriers and facilitators to clinic access. Finally, studies and
guidelines outlining interventions shown to be effective in reducing sexual health risks
are reviewed, and common elements among them are identified.

Sexual Health{ TC "Sexual Health" \f C\l "1" }
Definition of Sexual Health{ TC "Definition of Sexual Health" \f C\l "3" }

The World Health Organization (WHO, 2004) acknowledged the complexity of
the issue of sexual health, which encompasses such issues as HIV/AIDS, STIs, unplanned
pregnancies, abortion, infertility, and sexual dysfunction. In consultation with a group of
experts in the field of sexuality, the WHO established a working definition of sexual
health:

Sexual health is 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. Sexual health requires a positive and respectful approach to sexuality
and sexual relationships, as well as the possibility of having pleasurable and safe
sexual experiences, free of coercion, discrimination and violence. For sexual

health to be attained and maintained, the sexual rights of all persons must be
respected, protected and fulfilled (Section 2, { 5).



Adolescent Pregnancy Rates{ TC "Adolescent Pregnancy Rates" \f C \| "3" }

Rates of adolescent pregnancy are often used as a general indicator of sexual and
reproductive health (McKay, 2006). In Canada, the rates of adolescent pregnancy have
been steadily declining since 1974, when Statistics Canada began collecting these data.
Between 1974 and 2003, the pregnancy rate among females ages 15 to 19 dropped from
53.9 per 1,000 to 32.1 (Statistics Canada, 2004). In 2003, the adolescent pregnancy rate
for Ontario was lower than the national average, at 27.4, whereas the rate of pregnancies
among females ages 15 to 19 in Simcoe County and the District of Muskoka was slightly
higher than the provincial average, at 29.5 per 1,000 (SMDHU, 2007; see Table 1).
Table 1{ TC "Table 1" \f A\l "3" }

Adolescent Pregnancy Rates (per 100,000 population ages 15-19 years) 2000-2003{ TC

"Adolescent Pregnancy Rates (per 100,000 population ages 15-19 years) 2000-2003" \f

A\l "3"}
Year Canada Ontario Simcoe-Muskoka
2000 38.0 327 30.7
2001 36.1 30.4 30.9
2002 33.9 28.7 31.7
2003 32.1 27.6 29.5

Source: SMDHU (2007).

It is difficult to make comparisons between countries because data often are
collected and presented differently; however, Canada is ranked as having a moderate rate
of adolescent pregnancy when compared with other industrialized countries (Dryburgh,
2002). According to McKay (2006), the combined birth/abortion rate in Canada has

remained dramatically lower than that of the United States, England, and Wales, and that



“after a decade of declines in all three countries, Canada’s rate in 2003 remains less than
half the rate in either the U.S. or England and Wales” (p. 161).

Prevalence and Incidence of Chlamydiaf TC "Prevalence and Incidence of Chlamydia"
\fFC\I"3"}

Chlamydia is the most common reportable STI in Canada, with the highest rates
occurring in females ages 15 to 19 and 20 to 24 (Public Health Agency of Canada
[PHAC], 2005). Because it is more common in adolescents, the rates of chlamydia often
are used as “monitors of the magnitude of STI infection in adolescents and of trends in
infection rates” (McKay, 2004, p. 71). Although it is a common infection among the
general population of adolescents in Canada, the rates of chlamydia are the highest
among certain adolescent subpopulations, including Aboriginals, street youth, and those
who are socioeconomically disadvantaged. Females account for 75% of reported
chlamydia infections, a circumstance that may be the result of better screening and case
finding among females rather than an accurate reflection of the distribution of infection
(McKay). The Centers for Disease Control and Prevention (CDC, 2006) suggested that
increased rates of chlamydia may reflect an expansion of testing and an increased
sensitivity of diagnostic tests, along with possible true increases in disease.

The rate of chlamydia in the area served by the SMDHU is lower than the Ontario
and the Canadian rates. In 2004, the rate of chlamydia per 100,000 population in Simcoe
and Muskoka was 115, compared to 165 in Ontario and 192 in Canada (SMDHU, 2007).
The incidence is considerably higher in the United States, where the rate of chlamydia in

2004 was 348 per 100,000 (CDC, 2006; see Table 2).



Table 2{ TC "Table 2" \f A\l "1" }

Incidence of Chlamydia in Canada, Ontario, and Simcoe-Muskoka per 100,000
population (2000-2004 ){ TC "Incidence of Chlamydia in Canada, Ontario, and Simcoe-
Muskoka per 100,000 population (2000-2004)" \f A\l "1" }

Location 2000 2001 2002 2003 2004
Canada 152 161 179 190 192
Ontario 126 136 150 156 165

Simcoe-Muskoka 84 96 108 132 115

Source: SMDHU (2006).
Sexual Health and Canadian Adolescents{ TC "Sexual Health and Canadian
Adolescents" \f C \| "3" }

In 2002, the Canadian Youth, Sexual Health and HIV/AIDS Study was conducted
to update data concerning the sexual health of Canadian youth (Boyce, Doherty, Fortin,
& Mackinnon, 2003). Survey questions from a previous study, the Canada Youth and
AIDS Study of 1989, were modified to include the concepts of sexual health and healthy
sexuality. For this study, a sample of more than 10,000 students in Grades 7,9 and 11
was selected from every Canadian province and territory, with the exception of Nunavut.
A systematic, stratified sampling method was used to ensure representation from various
groups, including public and separate school students; students instructed in both English
and French; and students from rural and urban areas, schools of various sizes, and
different geographic locations. A final random selection was made to choose one class

per grade in each sampled school.



10

The surveys were comprised of three basic components: psycho-social-
environmental determinants, sexuality variables, and sexual health. For students in Grade
7, the survey consisted of a single, three-item question concerning sexual experiences.
For those in Grades 9 and 11, the survey included those same items as well as questions
about oral sex and sexual intercourse. Potential determinants of sexual health were
selected based on previous research, which showed a possible link among sexual
behaviours, risk behaviours, and sexual health outcomes (Boyce et al., 2003).

Comparing findings between the 1989 study and the 2002 study, Boyce et al.
(2003) noted a decline in the proportion of Grade 9 students who reported having had
sexual intercourse. Although the rate of Grade 11 girls who reported having had sexual
intercourse was unchanged between the two studies, fewer males in Grade 11 reported
having had sexual intercourse in 2002. These findings did not support the assumption
held by some that recent cohorts of adolescents are more likely to have had sex than
adolescents did in previous years (Boyce et al.). The average age of first sexual activity
remained unchanged at 15 years.

In terms of positive adolescent sexual health, the study found that most of the
students reported the rare use of harmful addictive drugs and a happy home life. Most of
the respondents were familiar with condom use, and more than one quarter of them used
both a condom and birth control pill at last intercourse (Boyce et al., 2003, p. 2). Less
encouraging were findings of the increased use of alcohol and a lack of student use of
health services that provide education about the prevention of STIs. Student scores in

questions dealing with general knowledge about sexuality were lower in 2002 than they



were in the earlier study. Confidence levels related to coping skills and self-esteem also
were lower.

In summary, Boyce et al. (2003) highlighted the need for a comprehensive focus
on the sexual health needs of Canadian adolescents. This focus “must go beyond an
exploration of the knowledge, attitudes and behaviour of youth, to an exploration of the
contexts under which they engage in sexual activities and the belief systems that inform
both positive and negative actions” (Boyce et al., p. 3).

Accessibility, Availability and Acceptability of Services{ TC "Accessibility, Availability
and Acceptability of Services" \f C\l "3" }

Clinic location and hours of service were mentioned frequently in the literature as
important considerations for youth. The provision of sexual health services in a
convenient area, perhaps in a nontraditional setting such as a school, a drop-in centre, or a
local mall, can help adolescents access services (Elliott & Larson, 2004; Evans, Wright,
Goodbrand, Kilbreath, & Young, 2002; Hayter, 2005; Hock-Long, Herceg-Baron,
Cassidy, & Whittaker, 2003; Metcalf, 2004; Mulchahey, 2005).

Confidentiality has been identified by many researchers as a key component in
promoting access to sexual health services (Elliott & Larson, 2004; Hayter, 2005; Hock-
Long et al., 2003; Mulchahey, 2005; Parkes, Wight, & Henderson, 2004; Sanci, Sawyer,
Kang, Haller, & Patton, 2005). Sanci et al. found concerns about confidentiality to be so
important that nearly 1 in 10 adolescents in the United States reported not visiting a
health care provider in the previous year because of the fear that parents would find out

about the visit. According to Ontario law, adolescents are able to consent to medical care



as long as they meet the requirement of the Health Care Consent Act (Government of
Ontario, 1996), which states that a person is capable of consent if he or she

Is able to understand the information that is relevant to making a decision about

the treatment, admission or personal assistance service, as the case may be, and

able to appreciate the reasonably foreseeable consequences of a decision or lack

of decision. (Chap. 2, sec. 4.1)

Kennedy and McPhee (2006) conducted one-on-one interviews with 12 females
ages 13 to 16 concerning their perceptions of the confidentiality of health services in one
district of Nova Scotia. The participants in this qualitative study were randomly selected
from sex education class lists in two schools. One of the selected schools was located in
an urban area where there was access to a youth health centre; the other was a rural
school without access to a youth health centre. Six girls from each school were randomly
selected and invited to participate in the study. Semistructured interviews were taped, and
a grounded theory approach to analysis was used. There was consistency among the
participants in the identified reasons for accessing health services. These reasons were
related to sexual health and relationship issues, including birth control, concerns about
pregnancy, STIs, relationships, abortion information, and sexual bullying. Confidentiality
was found to be a key concern. The interviewed adolescents typically viewed traditional
health services as less confidential, and many expressed the concern that their parents
would find out about their sexual activity. Generalizability of the findings from this study
was limited because the participants were drawn from only two schools in a small
geographical area; however, the study contributed to the field of knowledge concerning
appropriate service delivery. The findings supported the need for research at the

community level to identify local needs and provide services tailored to the needs and

concerns of youth.



Hayter (2005) used a descriptive, cross-sectional study to assess the views of
youth ages 13 to 18 who attended sexual health outreach clinics located in youth clubs in
a region of the United Kingdom (UK). Questionnaires were distributed to 250 service
users, with a 60% response rate. The survey questions focused on client perceptions of
the confidentiality, accessibility, and appropriateness of services, and the approachability
and attitudes of clinic staff. In addition, 20 service users, at least 1 from each clinic,
provided additional information through semistructured interviews. Quantitative analysis
of the survey data was used to carry out descriptive and correlation analyses among the
key variables. Qualitative interview data were analyzed using a thematic content
approach. The results of the study showed that the majority of visits were related to
contraception or relationship issues, with concern about STIs ranking fifth in reasons for
attending clinic. The responses to questions seeking views on the attitudes of staff were
positive, with 90% agreeing that staff treated them with respect. When asked about future
sexual activity, nearly 80% of the respondents reported that the clinic visit had made
them think about safer sex, and more than 80% indicated an intent to use contraception.

Hayter’s (2005) findings generally supported the practice of situating clinics in
areas where young people meet for social and recreational reasons. Analysis of the
interviews found that the clients appreciated the respectful, nonjudgemental attitudes of
clinic staff and the friendly, informal atmosphere. An issue identified through the
interviews highlighted one problem with locating clinics in youth clubs, namely, a
concern about confidentiality. Several respondents commented that others could see them
seeking advice or service and might overhear private conversations. Although this study

was conducted in the UK and included a relatively small number of participants, the use



of interviews in addition to survey data to glean a better understanding of the views and
beliefs of participants added strength to the conclusions. Hayter concluded that targeted
sexual health services have a clear effect on adolescent sexual health and that service
providers should continue to develop services that are confidential, user friendly, and
accessible.

DiCenso et al. (2001) solicited the opinions of adolescents concerning sexual
health services and ways to improve service delivery in two Ontario regions. In this
qualitative study, sexual health services were described as health promotion, health
education, counseling, and birth control clinic services. In each of these regions, all
students in Grades 9 and 11 at one rural and one urban high school were potential
participants. Of the 1,190 eligible participants, 84 students were randomly selected and
invited to participate in 1.5-hour, same-sex focus groups. In total, 49 female and 35 male
students participated. Topic areas included sources and quality of sexual health
information, knowledge and use of sexual health services, gender differences, factors that
influence sexual behaviour, and suggestions for improving sexual health services. Three
main themes dominated the participants’ comments: (a) the limited availability of sexual
health information, (b) a lack of knowledge about the existence of services, and (c) the
existence of a social environment where healthy sexual decision making is not
encouraged.

Based on information obtained from this study, DiCenso et al. (2001) made
several recommendations regarding the delivery of sexual health services. These included
suggestions that there be improved advertising for clinic services, an expansion of

counselling services, the availability of low-cost contraception, and clinic locations and



hours designed with adolescents’ needs in mind. The researchers concluded that much
needs to be done to improve the quality of sexual health services for adolescents. The
strengths of this study included the recruitment of participants from different areas of the
province, as well as youth from rural and urban areas. An independent review of the
transcripts by two members of the research team provided additional strength. A poor
response rate, particularly from male students, was the major study limitation.

According to SMDHU (2007) data, there are 29,065 adolescents ages 15 to 19 in
Simcoe County and the District of Muskoka. Table 3 shows the population of youth in
the various communities, highlighting those communities where there are sexual health
clinics. As shown in the table, there are clinics in some areas where the population of
youth is relatively small, but in other areas with more adolescents, there are no clinic
services available. For example, in Muskoka, there are three communities: Gravenhurst,
Bracebridge, and Hunstville. Gravenhurst, with only 635 adolescents ages 15 to 19, has a
clinic, but Hunstville, with 1,200 adolescents in the same age range, has no clinic service.
This inequity in the availability of sexual health services is a concern for the SMDHU
and the Sexual Health Program in particular.

Table 3{ TC "Table 3" \f A\l "1" }

Population by Sex for Ages 15 to 19 in Simcoe and Muskoka, 2001{ TC "Population by
Sex for Ages 15 to 19 in Simcoe and Muskoka, 2001" \f A\l "1" }

Municipality Population Population Population

female male total

Simcoe Muskoka 12,210 14,855 29,065
Adjala-Tosorontio 370 395 765
*Barrie 3,425 3,465 6,890
*Bracebridge 525 515 1,040
Bradford 790 860 1,650
*Collingwood 555 565 1,120
Clearview 484 494 980
*Essa 575 625 1,200
Georgian Bay 65 60 125
*Gravenhurst 305 330 635

Huntsville 610 590 1,200



Innisfil
Lake of Bays
*Midland
Moose Point
Muskoka Lakes
New Tecumseth
*Qrillia
Oro Medonte
Penetanguishene
Ramera
Severn
Springwater
Tiny and Tay
Wasaga Beach

870
100
590
5
160
840
955
610
270
275
360
585
555
280

“clinic site Source: SMDHU (2007).

985
85
565

175
915
980
730
275
265
360
665
575
340

1,855
185
1,155
10
335
1,755
1,935
1,340
545
540
720
1,250
1,130
620
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Barriers to Access{ TC "Barriers to Access" \f C \| "3" }

The review of the literature pointed to several factors that serve as barriers
to accessing sexual health services. A lack of knowledge and skill in talking about sexual
matters comprise one significant barrier. Adolescents who have not been provided with
adequate and correct information concerning sexuality, including information about
contraception and STIs, may be unaware of the risks and possible consequences of their
behaviour (Dehne & Riedner, 2005; Mulchahey, 2005). In addition, information about
the availability and nature of sexual health services should be provided to adolescents.
According to Hock-Long et al. (2003), “Youth may delay seeking service because they
have inadequate or incorrect information regarding the location of services and their
eligibility for care” (p. 145).

The costs associated with sexual health services also may present a barrier to
access in some situations. Hock-Long et al. (2003) found that youth in countries with
universal health care systems, such as the UK, Canada, and most western European
countries, face fewer financial barriers to service than those living in the United States.
For many American adolescents, access to service is limited by the type and extent of
health insurance and drug plan coverage. The Canadian health care system allows for
easier access to service, but in some cases, access is still limited because many
adolescents are unable to afford transportation to clinic or the costs associated with the
purchase of contraceptives (Elliott & Larson, 2004; Hock-Long et al.).

Elliott and Larson (2004) investigated perceived health care needs, foregone care,
barriers to care, and associated risk factors in a nonurban population of adolescents in a

midwestern county in the United States. Surveys and interviews were conducted with
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1,948 Grade 10 students ages 15 to 17. The surveys included demographic data and
questions related to the types of health care each student had perceived as needed in the
past year, the health care received during that same time, and the perceived barriers to
receiving care. The respondents were asked about the risk factors and personal
involvement in behaviours that were likely to affect their health.

After Elliott and Larson (2004) summarized the survey results, they held focus
group discussions to better understand the survey findings. Quantitative analysis of the
survey data, including frequencies and descriptive analyses, was followed by correlation
and regression analyses. Interpretation of these results was aided by information and
insights from the focus groups. Elliott and Larson analyzed the qualitative data from the
focus groups by identifying themes and interpreting the findings. Nearly half of the
sample reported foregoing necessary care in the last year, particularly those living in
midsized and rural communities. Those most likely to have not sought care participated
in risky behaviours such as drug use, were sexually active, and experienced peer pressure
to behave in ways that might cause harm. Five common reasons for missing needed care
were identified as the following:

Anxiety, including fear of what the health care provided would do;
embarrassment; and concerns about confidentiality.

Lack of access to care, including problems with transportation; inability to
pay for care; not knowing where to go for care; not having someone to
accompany the adolescent; and time. The lack of access was a particularly
important barrier with respect to sexual health care, where problems with

geographic access resulted in considerable foregone care.
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A belief that he or she could take care of the problem without intervention.
A lack of parental support for the adolescent seeking care.

- A feeling of helplessness or hopelessness concerning health care.

Elliott and Larson (2004) concluded that a coordinated effort involving
communities, families, health care providers, schools, policymakers, and adolescents is
required to address these barriers. The strengths of this study were in the design, which
included adolescents both in and out of school; the identification of specific barriers to
care; and the identification of changes needed to address the issue. The findings may not
have been applicable a in other settings or to other age groups beyond those ages 15 to
17. The findings also may have been limited because the conclusions were based entirely
on self-reports.

Effective Interventions{ TC "Effective Interventions" \f C \| "3" }

There is a need for a more rigorous evaluation of interventions focusing on
adolescent reproductive health service delivery. Past evaluations were primarily
descriptive, with indicators including clinic volume and client satisfaction. More research
is needed to evaluate such outcomes as changes in knowledge, attitudes, and behaviours,
as well as the impact of services on rates of STIs and unplanned pregnancies (Dehne &
Riedner, 2005; Matika-Tyndate, 2001; Metcalfe, 2004).

The Registered Nurses Association of Ontario (RNAO, 2002) developed a best
practice guideline outlining approaches likely to be successful with adolescents. The
recommended approaches are comprehensive, facilitative, and supportive; the adolescents
are involved in program design and implementation; and staff receive adequate training

in dealing with adolescents. This document was one of several sources strongly
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recommending the use of a theoretical model as the basis of programs aimed at changing
the sexual behaviours of adolescents (Jemmott & Jemmott, 2000; McEvoy & Coupey,
2002; McKay, 2000).

There is evidence on the effectiveness of certain interventions. A systematic
review done by the Cochrane Collaboration found evidence supporting the importance of
educational interventions in improving sexual health and preventing HIV and STIs,
particularly when the information is complemented by sexual negotiation and skills
development (Shepard, Weston, Peersman, & Napuli, 1999). This review was done to
determine the effectiveness of health education to promote sexual risk reduction
behaviours among women in order to reduce the transmission of the human papilloma
virus (HPV). Thirty studies met the initial inclusion criteria, including 8 methodological
qualities deemed likely to identify studies from which potentially reliable conclusions
could be drawn. Following critical appraisal, 20 of the 30 studies were excluded,
primarily because there was a lack of equivalence between intervention and comparison
groups at baseline measurement.

All studies showed a favourable effect on sexual risk reduction outcomes, most
commonly expressed as an increase in condom use during intercourse (Shepard et al.,
1999). This positive effect was generally sustained for a 3-month period. Common
elements of successful educational interventions included multiple intervention sessions,
with the use of activities such as skills development, motivation building and attitude
change. Effective interventions tended to be guided by theoretical constructs, with most
studies using an established theory of behavioural change. Other successful programs

displayed sensitivity to local culture and context, and addressed issues of power



imbalances in relationships. Shepard et al. recommended greater integration between
sexual health risk reduction and prevention of cervical cancer. They also identified areas
for future research, such as long-term randomized controlled trials with equivalent study
groups and research with longer postintervention outcome measurement and effective
intervention components.

McKay (2000) reviewed the literature supporting the development and
implementation of effective HIV and STI interventions for different populations.
Interventions aimed at adolescents, street youth, STI clinic patients, women,
heterosexually active men, men who have sex with men, and communities were studied.
Interventions that produced behaviourally effective outcomes commonly incorporated
theoretical models and specific training in behavioural skills, facilitated consistent
condom use, used strategies that were community and culturally appropriate, involved
peer educators or community opinion leaders, helped clients to create personal sexual
health plans, and were appropriate in the duration of intervention. Another element
mentioned in McKay’s study, as well as those done by other researchers, was the use of
staff specifically trained in adolescent-friendly approaches and STI diagnosis and care
(Dehne & Riedner, 2005; McKay; Metcalfe, 2004; RNAO, 2002).

Efforts focusing on the highest need groups as well as the behaviours most
amenable to change are likely to produce the best results. Jemmott and Jemmott (2000),
in a meta-analysis of 21 studies, concluded that certain behaviours are more likely than
others to be influenced by interventions. They found greater success in interventions
aimed at increasing condom use and reducing the number of sexual partners, whereas

efforts promoting abstinence or frequency of intercourse were largely ineffective. Groups
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most likely to benefit from targeted interventions include adolescents, the homeless
population, those with mental health problems, and other marginalized groups (Matika-
Tyndale, 2001; McKay, 2000).

Summary{ TC "Summary" \f C\l "1" }

The literature review confirmed the need for a comprehensive focus on sexual
health for Canadians and Canadian youth in particular, including clinical services that are
available, accessible, and acceptable to adolescents. To meet this need, consideration
must be given to clinic locations and hours of service, along with the provision of
information to adolescents about the clinics, the services offered, and ways to access
services. Clinic staff should receive training specific to sexual health and must be
friendly, knowledgeable, and approachable, displaying an open and nonjudgemental
attitude toward adolescents. To reduce barriers to care, it is important that such issues as
a lack of knowledge regarding STIs and contraception, financial concerns including the
need for free or low-cost medications, and problems arranging transportation to clinic be
addressed. It is of the utmost importance to ensure confidentiality, an issue that
adolescents frequently report as a major factor in their decision to make and attend a
clinic appointment.

The literature presented interventions more likely to be successful when
information is complemented by strategies designed to develop skills in sexual
negotiation, increase motivation, and change attitudes toward sexually risky behaviours.
Sexual health clinic services should be targeted toward specific populations, showing
sensitivity to local culture and context. Including clients in program design,

implementation, and evaluation facilitates the responsiveness of the programs to local
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needs and issues, thus helping to ensure that sexual health services meet the needs of the

target populations.
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CHAPTER 3: NEEDS ASSESSMENT{ TC "CHAPTER 3: NEEDS ASSESSMENT" \f
C\"s"}

This assessment was done taking into consideration the following areas: client
needs, organizational needs, and political considerations. Each is discussed in detail in
this chapter.

Client Needs{ TC "Client Needs" \f C\l "1" }

The sexual health clinics operated by the SMDHU offer services aimed at
reducing rates of STIs and unplanned pregnancies. Youth face a disproportionately high
risk of negative outcomes associated with sexual activity, and STIs and unplanned
pregnancies can cause significant health, economic and social problems for adolescents
(Hellerstedt & Radel, 2005; WHO, 2004). Because of the vulnerability of this age group,
clinic services are focused on, and in the case of contraceptive care, services are limited
to clients 20 years of age and younger. Clinic promotion is targeted toward the adolescent
population, although clients of all ages are seen for the testing and treatment of ST1s.

Health services have been acknowledged internationally as a vital element to
improving sexual and reproductive health. Such services should include prevention,
diagnosis, and treatment of STIs, including HIV; prevention of cervical cancer;
contraceptive care; and care during pregnancy and childbirth. In addition, to be effective,
the services need to be “available, accessible, acceptable and appropriate for adolescents”
(Bearinger, Sieving, Ferguson, & Sharma, 2007, p. 1225). In some of the sexual health
clinics run by the SMDHU, the number of clients being seen, particularly the number of
adolescent clients, has been lower than expected. This raises questions about the

availability, acceptability, and appropriateness of services offered in these locations.
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Prior to 2007, data collected by the SMDHU describing clinic use did not include
information about client age or gender. Rather, clinic visits were categorized according to
those clients attending for STI concerns, birth control concerns, and counselling visits.
Birth control clients have tended to be younger because of the exclusion from the clinic
of older clients seeking contraception. This policy, along with anecdotal reports from
staff, indicated that in general, birth control clients are younger than STI clients. As Table
4 illustrates, birth control visits sharply declined between 2002 and 2006, STI visits
increased, and counselling visits remained relatively stable.

Table 4{ TC "Table 4" \f A\l "1" }

Sexual Health Clinic Visits, 2002-2006{ TC "Sexual Health Clinic Visits, 2002-2006" \f

A \l " 1 ”" }
Visit Type 2002 2003 2004 2005 2006
STI visit 925 575 1030 900 1225

Birth control 1300 1370 810 700 520

Counselling 780 580 860 590 785

Source: SMDHU (2007).

The rates of adolescent pregnancy in Simcoe County and Muskoka have declined
in recent years, as they have across the country, for a variety of reasons, including
socioeconomic factors, improved access to confidential reproductive health services,
increased availability of contraceptives, and improved sexual health education
(Dryburgh, 2002; Langille, 2007; Matika-Tyndale, 2001). Despite this progress, efforts to

reduce the rate of adolescent pregnancy is a worthwhile and realistic goal. Pregnancy
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carries a high risk of maternal and infant morbidity and mortality (WHO, 2004).
Parenting during adolescence limits the life chances of young mothers, and both
pregnancy and abortion can lead to long-term physical and emotional health problems
(Hayter, 2005).

Although pregnancy rates have fallen in Canada, rates of STIs, particularly
chlamydia, remain “unacceptably high” (McKay, 2004, p. 76). The negative outcomes
associated with STIs can be serious. For example, pelvic inflammatory disease (PID)
resulting from untreated chlamydia is a major cause of infertility, ectopic pregnancy, and
chronic pelvic pain (Macdonald & Brunham, 1997; WHO, 2004). Due to a variety of
biological, developmental, and behavioural reasons, adolescents have a
disproportionately high risk of acquiring STIs, including HPV, chlamydia, gonorrhea,
and herpes (McKay; Society of Obstetricians and Gynaecologists of Canada, 2004). In
adolescent girls, the physical immaturity of the cervix makes it less able to combat
infection, leading to a risk of PID that is 10 times higher in a 15-year-old female than in a
24-year-old female (Metcalfe, 2004).

The role of health care services, including sexual health clinic services, is an
essential component in the prevention of unplanned pregnancies among adolescents, as
well as the diagnosis and treatment of STIs, including HIV and AIDS (Bearinger et al.,
2007).

Organizational Needs{ TC "Organizational Needs" \f C\l "1" }

The area served by the SMDHU includes Simcoe County and the District of

Muskoka, located in southern Ontario and bordered by Georgian Bay on the west and

Lake Simcoe on the east (see Appendix A). Simcoe County has an area of almost 5,000



square kilometres and a population of 377,000 (Statistics Canada, 2001). There are two
cities, Barrie and Orillia, with the remainder of the county comprised of a mixture of
small towns and rural areas. In the District of Muskoka, there are only 50,000 permanent
residents spread out over an area of 2,500 square kilometres (Statistics Canada). With no
cities and only a few smaller centers, this also is a predominantly rural area.

The SMDHU is required under the Mandatory Health Programs (Ministry of
Health, 1997) to provide clinical services in order to address contraception, STIs, and
blood-borne infections. Services are to include contraception counselling and the
provision of contraceptives; pregnancy testing and counselling; screening for cervical
cancer; counselling, diagnosis, treatment, and management of ST1Is; testing and referral
for blood-borne infections; and provision of vaccines.

According to Romanow (2002), “Rural health initiatives should be designed to
provide equity in access to health care and in health outcomes” (p. 165). In an effort to
address the challenge of offering equitable, accessible service, the SMDHU opened
several satellite clinic sites in smaller centres over the past 5 years, with plans to open
another clinic site within the next year. In addition to clinics at the central office location
in Barrie, sexual health clinics operate in six smaller communities across the district.
There is a transportation fund that can be used to provide bus or taxi fare for clients who
would otherwise be unable to attend sexual health clinics, however this fund is limited
and is only used at the discretion of the public health nurses for clients who are deemed
to be of higher risk.

The Mandatory Program Guidelines require monitoring of the progress toward

achieving accessibility (Ministry of Health, 1997). This study, as part of an ongoing
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evaluation of sexual health clinic services, will help to meet this mandatory requirement.
In addition to meeting the mandatory guidelines, the evaluation may highlight needs that
could require changes in program delivery or which could support the need for program
expansion.
Political Considerations{ TC "Political Considerations" \f C\l "1" }

Canadians have high expectations of their health care services. As Romanow
stated (2002), “Canadians consider equal and timely access to medically necessary health
care services on the basis of need as a right of citizenship, not a privilege of status or
wealth” (p. xvi). The PHAC (2005) identified as one of its primary goals the assurance
that Canada is a country where “every person receives the support and information they
need to make healthy choices” (p. 1). Sexual health clinic services play an important role
in providing this support and information for Canadian youth. The need for sexual health
services, particularly for adolescents, was acknowledged by the Society of
Gynaecologists and Obstetricians of Canada (2004), which asserted:

It is clearly necessary for all youth to receive educational and health services that

prepare them for the reality and responsibilities of sexual behaviour. The lack of

such programs infringes on the right of all young people to make informed

choices about their health and places them at increased risk for significant

negative health outcomes. (p. 597)

Appreciation for the importance of sexual health services has grown not only in
Canada but also around the world. According to Dehne and Riedner (2005), the
International Conference on Population and Development in Cairo in 1994 shed light on

the need to recognize that adolescents have not only sexual and reproductive needs but

also rights, including the right to a satisfying and safe sexuality.
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CHAPTER 4: METHODS
Research Design{ TC “Research Design” \f C \l “1” }

The clinic survey was designed as part of the evaluation of the existing sexual
health clinic services. According to Young (2005), evaluations are a “systematic way of
learning from experience and using the lessons learned to improve current activities and
promote better planning by careful selection of alternatives for future action” (p. 297).
Although evaluations can and should be done on an ongoing basis, there are several
types, depending on the stage and needs of the program. The type of evaluation described
in this report is a formative evaluation, which is primarily concerned with improving and
fine-tuning program operations.

A descriptive, correlational study design was chosen to allow the researcher to
examine and explore the relationship among the variables without necessarily seeking to
establish a causal relationship (LoBiondo-Wood, Haber, & Singh, 2005a; Loiselle,
Profetto-McGrath, Polit, & Beck, 2004). According to LoBiondo-Wood et al., the
advantages to correlational studies include the following:

An increased flexibility when investigating complex relationships among
variables.

An efficient and effective method of collecting a large amount of data
about a problem.

o A potential for practical application in clinical settings.
A potential foundation for future, experimental research studies.
. A framework for exploring the relationship between variables that cannot

be inherently manipulated (p. 270)
Although very practical and realistic, correlational studies also have disadvantages. The

principal limitations to correlational studies identified by LoBiondo-Wood et al. include

the following:
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. The researcher is unable to manipulate the variables of interest.

The researcher does not employ randomization in the sampling procedures
because of dealing with pre-existing groups, and therefore generalizability
is decreased.
The researcher is unable to determine a causal relationship between the
variables because of the lack of manipulation, control, and randomization.
(p- 270)

Framework{ TC “Framework” \f C\l “1” }

A cross-sectional survey method was used for this study. Cross-sectional studies
involve the collection of data at a single point in time; surveys obtain information
regarding the prevalence, distribution, and interrelationships of variables within a
population (Loiselle et al., 2004). Although cross-sectional studies are economical and
easy to manage, Young (2005) stated that their major drawback is the difficulty
establishing a temporal sequence.

In developing the survey questions, the researcher chose the variables on the basis
of their relevance to the study objectives and research question, using Pender’s (2002)
HPM as a framework. The desired behavioural outcome or health-promoting behaviour
sought in this study was the clients’ attendance or continued attendance at clinic.
Individual Characteristics and Experiences{ TC “Individual Characteristics and
Experiences” \f C\1 “3” }

Demographic information such as age, gender, and school attendance fall into the
category of what Pender (2002) referred to as personal factors; the category of prior
related behaviours were explored through survey items concerning previous clinic use
and age of first sexual intercourse.

Behaviour-Specific Cognitions and Affect{ TC “Behaviour-Specific Cognitions and

Affect” \fC\l “3” }



These variables were explored through a number of survey items. The perceived
benefits of attending clinic were addressed through questions about the reasons for
attending clinic and for choosing the sexual health clinic to meet those needs. Further
exploration of perceived benefits were examined in survey questions concerning the
specific health teaching received during the clinic visit. Barriers to clinic attendance may
be found in the responses to the questions about the ease or difficulty of getting to the
clinic experienced by the survey respondent, as well as in the responses to the questions
about wait times and clinic locations.

Activity-related affect may be evident in the responses to the questions about
service satisfaction; some these same survey items offer insight into the client’s
interpersonal influences. For example, the level of parental support for clinic attendance
is addressed indirectly in the list of potential reasons for choosing the sexual health clinic,
which includes a possible reason of the client wanting to avoid parental knowledge of
clinic attendance. The influence of peers or other significant people on a client’s clinic
attendance may be evaluated through the survey question asking about referral to the
clinic by a friend, teacher, or health care professional. The category of situational
influences described by Pender (2002) as an element of behaviour-specific cognitions and
affect are included in the survey, and the client may identify concerns with the
availability of options for desired services and the need for free or low-cost medications.
Immediate Competing Demands and Preferences{ TC “Immediate Competing Demands
and Preferences” \f C\l “3” }

These influences on clinic attendance are difficult to address in a survey because

someone who has an important competing demand may not attend clinic or may not take
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the time to complete a survey form. The issue of preference was included in the survey
design under the section exploring the reasons for choosing the sexual health clinic for
service. For example, the researcher was interested in the number of survey participants
who would indicate a preference for a female health care provider.

Study Sample{ TC “Study Sample” \f C\l “1” }

A convenience sample was utilized for this study. Convenience sampling 1s the
use of readily accessible participants for the study. Although this sampling method makes
it easier for a researcher to obtain participants, Haber and Singh (2005) identified its
major disadvantage as a high risk of bias because “convenience samples tend to be self-
selecting; that is, the researcher ends up obtaining information only from the people who
volunteer to participate” (p. 288). The researcher did not recruit individuals who
represent a particular target population, such as birth control clients or clients of a
particular age. The researcher acknowledges that the findings derived from the study will
have limited generalizability.

In the original plan every client who visited a sexual health clinic run by the
SMDHU over a 6-week period was to be invited to participate in the study. In the study
design the researcher estimated that there would be 450 potential participants, which is
the average number of clients seen in the seven clinic locations over a 6-week period.
From this number, the researcher expected that at least 250 clients would complete the
survey, thus allowing for a 90% confidence interval with a 5% margin of error. During
the course of the study it was determined that there were a large number of clients who
visited several times during the data collection stage. Clients who were seen at the clinic

on more than one occasion during this time were asked to participate only once. This
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made estimation of the population size difficult. Clinic records showed the number of
clinic visits and whether each client was a new or repeat client, but did not specify
whether the client was visiting several times over the course of data collection or had
visited at an earlier time. This over-estimation of population size may have contributed to
a lower than expected response rate. With fewer than 100 surveys completed at the end of
six weeks, the evaluation group decided to extend the period for data collection for a
further six-week<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>